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Special Issue Introduction

Nations with national health delivery systems utilize a mix of
governmental and private services. This mix differs from na-
tion to nation and is related to institutional development, ide-
ology and culture, governmental organization, as well as
funding arrangements (Costa-Font and Greer 2013; Flood
and Gross 2014; Nathanson 2007; Riggs 1964). While all
national healthcare delivery systems combine in some manner
a public/private sector mix, in both predominantly tax-
financed public national healthcare delivery systems and so-
cial insurance systems as well as in more predominantly
mixed public/private sector-based healthcare delivery sys-
tems, equity and universal access is often difficult to achieve
for economically marginal, often indigenous groups—due to
the impact of social determinants of health—or the fact that
individuals inhabit regions that lack an adequate healthcare
delivery system (Ho 2014; Flood 2014; Nedwick 2014;
Prado 2014). In the forthcoming articles, we are examining
the public/private mix in the delivery of healthcare services in
its varied nature. As we shall see, this public/private sector
mix has the potential to expand the availability of care to
low-income groups, but it also has the potential to provide
unequal and inequitable patterns of care encompassing those
persons with adequate coverage for quality health care and
low-income groups with more minimal levels of care.

However, a vigorous public regulatory framework, consci-
entiously implemented, can result in a public/private sector
mix which provides a broad base of quality health services
in an equitable manner (Reinhardt 2004; Rosenau 2003;
Rosenau and Lako 2008; Palley et al. 2012). Such decision-
making involves political dispositions to act and ideological
policy choices (Di Matteo 2009). However, a danger is the
problem of “capture” or undue influence in the policy process
and in particular the regulatory process by narrow interest groups
(stakeholders) such as those occurred with the influence of the
pharmaceutical industry in the drug titles of Medicare and, more
recently, the Affordable Care Act in the USA (Cannon 2013,
particularly at 147; Pomey et al. 2007). The extent of the influ-
ence of the pharmaceutical industry on all levels of government
in the USA is explored in Marcia Angell’s study, “The truth
about the drug companies: how they deceive us and what to do
about it” (Angell 2005). Another problem is that private commer-
cial enterprises may seek to avoid the regulatory rules by “gam-
ing” the system so that the regulatory processes do not take hold.
This is discussed with regard to nursing homes in a recent study
by Laura Katz Olsen (2016). Many of these matters are related to
the international contributions to this issue of Global Social
Welfare.

Regarding the USA, Camillo discusses the current mixed
public/private healthcare delivery system which, in 2014, the
federal, state, and local government spent 45 % of US expen-
ditures and the private expenditures were 55 % (Office of
Actuary, Centers for Medicare, and Medicaid Services
2015). She notes that the passage of the Patient Protection
and Affordable Care Act has provided increased access for
many of our poor residents eligible for the federal/state
Medicaid program which serves our poorest residents. And
it also builds on the mixed nature of the system by providing
federally subsidized private insurance policies through a
Health Insurance Market Place Program (Heal th
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Exchanges)—administered by either the state or by the federal
government—if the state chooses that option. The program
also subsidizes Accountable Care Organizations which have
the goal of coordinating care in the mixed system in a manner
which would reduce costs, although it is not clear at this point
that such organizationswill reach that goal (Grogan 2015; Pear
2016). Thirty-threemillion residents of the USA, 10.4% of the
US population still lack health insurance coverage in our com-
plex public/private healthcare delivery system, although be-
tween 2013 and 2014, the number of uninsured dropped by
8.8 million (Smith and Medalia 2015). Also, as Camillo notes,
the political compromises necessary for the passage of the
Affordable Care Act still leave the US healthcare system as the
most expensive national healthcare system—amounting to
17.5 % of the US Gross National Product or US$3 trillion in
2014 (Office of Actuary, Centers for Medicare, and Medicaid
Services 2015) and, as Camillo has observed, with un-
resolved issue of social equity and cost control (also see
Grogan 2015).

Regarding Canada, Marchildon and Allin report mixed
findings where about 70 % of expenditures for healthcare
delivery are public and 30 % are private. They characterize
the Canadian healthcare delivery system as “deep but narrow”
offering complete coverage with national standards for medi-
cally necessary hospital, diagnostics, and physician services
but not establishing national standards for other services such
as chronic care services and pharmaceutical coverage. While
there are some possible limitations observed for poorer indi-
viduals in getting a first visit to a primary care physician for a
referral to a specialist, once achieving a primary care visit, in
part due to the prevailing fee-for-service arrangements, there
is no apparent “pro-rich specialty” inequity in achieving ap-
propriate care in most provinces—except for the provinces of
British Columbia and Ontario. Also given the aforementioned
lack of national standards, regional equity with regard to phar-
maceutical and chronic care services differs between prov-
inces and territories. And the private system has expanded
significantly in the area of diagnostic clinic charges that are
covered in most cases by the provincial and territorial
Medicare systems. Where marketization occurs in the areas
of long-term care and access to pharmaceuticals and to dental
care, barriers to services for low-income groups may be
present.

As Toth notes in reviewing the Italian health system which
is primarily public and universal, there is a private component
which accounts for 23 % of healthcare expenditures and
which is largely out of pocket. This means that individuals
with greater disposable income can afford additional services
to those provided by the public system and have somewhat
greater freedom in choosing a provider. And those in the
mezzojourno (Italy’s south) have greater freedom to secure
health care in northern provinces which are often viewed as
providing higher quality care.

Regarding Spain, Pérez Durán has observed the austerity
policies demanded by “the Troika,” e.g., the European
Commission, the European Central Bank, and the
International Monetary Fund, have been perceived by the
more affluent as a reason for acquiring private health insur-
ance in order to have more choice of physician and hospital
services as well as reduced waiting time. Also as an economic
budgetary saving, there has been a contracting out of admin-
istrative supervision of the delivery of healthcare services in
more conservative regions to private intermediaries. There are
indications that this has weakened the oversight of the deliv-
ery of health care in these regions. The combination of the
weakened public accountability in some regions and the
marketing of private health insurance has provided some in-
creased benefit to the more affluent citizens that can afford
such additional access to healthcare services. This has raised
an increased perception that there is a pattern of developing a
higher quality of care for higher-income groups.

Similarly, Gusmano finds that in the Chinese system of
healthcare delivery while dominated by public institutions,
government spending is still less than a third of total health
expenditures and marketization enhances both the develop-
ment of the private sector and the distribution of public sector
health services. Paradoxically, while most healthcare facilities
in China are public, the reluctance of the government to ex-
pand the revenue base sufficiently leads to many health facil-
ities operating like for profit organizations which seek to in-
crease hospital revenues and that this tendency blunts efforts
to provide better outpatient primary care. Also, out-of-pocket
spending tends to be highest among rural areas which have
less public revenues and among internal migrants who are
living outside of the provinces in which they are registered.

In his discussion of Japan’s healthcare delivery system,
Matsuda notes that, in spite of Japan’s almost universal insur-
ance coverage, due to the lack of national government stan-
dards for delivery of services and the often lack of efficient
local coordination of healthcare services, marginal low-
income groups are often underserved. (The physician-led
clinics which Matsuda mentions may lead highly-trained spe-
cialists to leave hospital-based practices and seek higher in-
comes in physician-run clinics emphasizing primary care ser-
vices. This leads to shortages of specialist healthcare services
in some regions.) Matsuda concludes that “While it is critical
to share objectives among stakeholders to achieve socially
desirable results, the current situation in Japan requires the
mainstreaming of issues of healthcare access of low-income
people….”

In terms of securing accessible and equitable healthcare
delivery, in spite of recent improvements, Brazil’s healthcare
delivery is characterized by an unequal class system. As
Lobato, Vaitsman, and Rubeiro note, the scarcity and poor
quality of public primary care and public hospital services
has led high- and middle-income groups to use the voluntary
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private sector which is covered by private health insurance.
While private health insurance has become more available to
lower-income consumers, this insurance coverage has been of
lower quality and poorly regulated. The authors also note that
the private insurance companies seek to transfer high-cost
cases to the public healthcare delivery system.

As the contributors to this volume note, all nations utilize a
mix of public and private healthcare delivery services. On the
positive side, the properly regulated private for-profit and vol-
untary services—may extend the availability and access of
services to meet the healthcare needs of citizens and residents.
On the other extreme, lacking proper accountability, the
public/private sector mix, can lead to a substantial leakage of
revenues that go into areas other than the delivery of
healthcare services, such as administration and billing, exec-
utive salaries, and excessive corporate profits. In addition,
excessive marketization in the healthcare system can result
in a lack of social equity based on income level and the market
power of the more affluent.
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