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Abstract
Hedlth care is an increasingly important issue for the public in many different countries. This paper

examines the level of support for health care spending and government spending over time, in similar
countries (in terms of overall spending as a proportion of GDP and levels of state financing). We compare
the United Kingdom, Canada, Australia and New Zealand with the United States which both has higher
overal spending and less spending by the government. First, we find that the public is increasingly
concerned about health care. Second, we analyze the changing level of public support for government
activity in and government spending on healthcare. Third, we examine the sources of support within each
country. We hypothesize that variations across countries in the relationship between the explanations for
support and support for health care funding itself will depend on the structure of the health care system
and the levels of government spending. Our results show the importance of distinguishing between
support for government intervention and support for government spending; and show surprising
differences in the level of support across countries. We find a growing consensus that government should
spend more on health care but declining definitive support for government intervention in health care.
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Introduction

Following atrend of greater public attention to the issue of health care, scholarsin recent years
have begun to examine public opinion on health care. The research questions in this expanding area
include (1) why some countries have different health care arrangements, and if public opinion explains
these differences (Jacobs 1992), (2) the overall level of support for government activity in the health care
sector, (3) the level of support for major reform in the United States, (Jacobs and Shapiro 1993, 1996) and
satisfaction with health care in other countries (Blendon et. d 1999), and findly, (4) the relative
importance of health care as an issue or issue saliency. We focus mainly on question (2) in this paper by
examining the level of support for health care spending and government involvement in health care over
time, and to alesser extent (4), the saliency of hedlth care. Using cross national and time series survey
data we examine a group of similar countries -- the so-called “liberal welfare states’: the United
Kingdom, Canada, Australia and New Zealand (Ruggie, 1996; Esping-Andersen 1990) and the United
States® We analyze the (1) overall level of support for universal health care 1986-1996, (2) track this
support from 1986-1996, and (3) analyze the sources of support within each country.

Compar ative Public Opinion on Health Care

Consistent findings and predictions have not completely emerged in the work on public opinion
on health care. Research on voter attitudes often combines health care with other socia policies. We draw
here on studies that have both examined health care and, more generaly, the welfare state. Scholars have
mostly focused on examining the differences in public opinion on health care. Differences can occur
across countries regarding the financing and organization of health care. Differences also exist within
countries among different groups. There are three likely explanations for cross-national variationsin
public opinion.

First, systemic variations as outlined below may explain cross-national variations in opinion.
Systemic variables range from delivery arrangements to spending levels and even to processes for
incorporating citizens in public debate and decision-making. For example, more generous regimes may
produce greater satisfaction and less desire for increased spending. The work in this area shows mixed
results. Mossialos (1997) demonstrates a relationship between per capita expenditures and satisfaction

3 Ruggie (1996) includes Canadian, British and American welfare states as liberal welfare states. She suggests these
three countries |ean towards market solutions and emphasize individual rights and freedoms. The United Statesis
both aliberal welfare state and unique among these countries asit has higher overall spending on health care and
considerably less spending by the government than the other countries.



with hedlth care and support for reform in the 15 European Union member states. Other authors question
the usefulness using a systemic approach. For example, Bean and Papadakis (1998) in a more generd
analysis of welfare services conclude that the systemic* or regime based explanations for support are
weak largely because thereis little variation across regimes. They conclude that the middle class remains
“morally committed to the welfare state” in most countries despite the reports of the demise of its
legitimacy (Bean and Papadakis 1998, 232). However, as the discussion on hedth care below shows there
are relatively important differences between countries both in terms of health expenditure and particularly
there are important differences in regimes between the United States and other countries examined.

A second group of explanations uses socia group membership to explain differences within
countries and these socia group differences may be generalizable across countries (for an examination of
the effect of socio-economic status on health care opinions see Pescosolido, Boyer and Tsui 1985). Some
groups will benefit more from government activity and spending. The elderly in every country appear
more concerned about health care than other age groups, and groups depending on state income support
can naturally be expected to be more supportive of such programs (Bean and Papadakis 1998). The
elderly are the group most likely to make use of hedlth services. In addition, women are usualy more
concerned about access and financing of health care than men are are, for example. The demographic
explanations seem to be more important in explaining differences both within countries and possibly
across them.

A third group of explanations examines the links between partisan attachments, political
ideologies and support for government intervention and welfare spending. For many social policies |eft-
right support is a good predictor of support for socia policies, health care may show very different
patterns of support that vary. Schlesinger and Lee (1993) find that patterns of support for hedlth carein
the United States are less constrained by socia group membership and are more closely associated with
support for equal opportunity that more overtly redistributive policies. In short, people are less tolerant
when it comes to public programs for the poor.

Finaly, while the groups of explanations outlined above seek to explain variation in attitudes,
one of the notable observations regarding public support for health care spending and government activity
is the consensus on two factors. First, in most countries the public is remarkably supportive of
government provision and or financing of health care. Our results confirm this. Second, in the late 1990s
the public showed consistent lack of satisfaction with current arrangements, even in very different health
care systems. In no country is amgjority satisfied with health care (Donelan, Blendon, Schoen, David and
Binns 1999; Cutler 1999).

* Bean and Papadakis use the term ‘institutional’ whereas we use ‘ systemic’ instead.



Comparing the Health Care Systemsin the United Kingdom, Canada, Australia, New Zealand and
the United States

We hypothesize that the views of the public across countries will be influenced by the
expectations that exist about the respective roles of the government and the private sector in the health
care sector which are based on existing systemic arrangements. Therefore, we provide a basic analysis of
health care financing in the countries under study.

Global Reform Trends Over Time

David Cutler (1999) outlines three waves of health care policy reform in the Group of Seven
nations. In most countries the first wave of reform as Cutler describes it, was the establishment of health
care system where providers were paid on afee for service or salary basis. This wave lasted until the late
1970s, although was largely completed in 50s and 60s (Cutler 1999). In most countries, under these
arrangements little or no cost sharing existed and fee for service payment developed. In our country
sample, the dates of adoption of national health insurance vary widely. In New Zealand, the first
democratic country to provide national health insurance established health care in 1938, and in the United
Kingdom, national health insurance is awell-established right of citizenship, even if recent reforms have
challenged the level of government provision that citizens will expect. In Canada and Austraia, by
contrast, national health insurance came much later. National health insurance was established in 1984 in
Australia after a series of attempts by various governments over decades. In Canada’ s case nationa health
insurance® was established through complex negotiations between federal and state levels in the 1960s. In
the United States national health insurance has never devel oped but health insurance programs for the
poor and over 65 group have provided coverage for these groups since the 1960s.

The structure of hedlth care in most countries began to change in the 1970s, when health costs
increased. By the 1980s, the second wave of reform of supply side cost containment began. Supply side
reforms attempted to put pressure on provider fees (hospitals and physicians for example) as away to
reduce or contain costs. Cutler suggests these reforms worked for a period while physicians eliminated
marginal care first. However, because demand was unlimited while supply was limited, the era of supply
side rationing could not last.

The third wave of reform in the 1990s saw a new emphasis on market forcesin medical care and
increased cost-sharing (Cutler 1999). In some countries governments have attempted to introduce bold

reform plans. However, in many countries reform has been stalled or blocked, partly because of the



reaction against cost sharing and market incentives. For example, in New Zealand, the National
government was forced to abandon many health care reforms between 1991 and 1996 due to alack of
popular support. The public directly blamed the Government for health care reform failures and the
government had to change some of its reform plans (Laugesen, 2000). A divergence between public
opinion and political considerations has aso led to incremental health care reform in Australia (Hall

1999). Below we examine the characterigtics of the hedth care systems five countries.

The Systems Compared: Financing and Expenditure

Four countriesin our sample have national health insurance and all systems have tax financed
health care. Within the four countries, Canadian and Australian hedlth care systems are most aike, and
New Zedand the United Kingdom are comparable in many ways. In Canada, provinces have a large
degree of autonomy, but are constrained by the Health Act (Ruggie, 1996). Australia aso contains some
mix of provincia and federa responsibilities but there are less state variations than in Canada. New
Zedand isrelatively centralized along similar lines to the United Kingdom. Both these latter countries
have made efforts in the 1990s to encourage efficiency in the health services through market incentives.

The United States is unique compared to the other four countries in many ways. The United
States has alargely privately financed health care system (approximately 50%) that is comprised of
private insurance companies that contract with providers and are funded by employer and employee
contributions. Publicly financed health care exists for the over 65 and poorer members of the population.
The federal Medicare program is financed by payroll taxes that are deducted from all employees wages
and salaries. This program provides coverage for the over 65 population but concerns exist over the
financia sustainability of the program. Medicaid, which finances health care for welfare recipients and
disabled individuas is operated by the states, and conditions vary between states.

Health Expenditure Levels and Trends

Comparisons of health expenditure across the five countries reveal important differences. As
Table 2 shows, the United States spends most resources by a wide margin with 14 percent of GDP
allocated to hedth care in 1995. The United Kingdom and New Zealand spend about half as much of their
national income on health care as the United States (6.9 percent and 7.1 percent respectively) and are
amongst the lower spenders in the OECD sample as awhole. Australia spends dightly more than the
United Kingdom or New Zedland, with 8.6 percent of GDP, while Canada spends 9.7 percent of GDP.

® Hospital funding was allocated after the Second World War by the federal government to provinces (Tuohy 1999).
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Canada s expenditure is close to the mean expenditure of Group of Seven countries. Among Group of
Seven countries health care costs have been increasing steadily between 1985-1995 from a G7 average of
8.1 percent in 1985 to 9.4 percent in 1995. In recent years, managed care and other recent initiatives have
dowed spending in the United States (Anderson 1997).

The United Kingdom has the highest percentage of public spending of health care at 84 percent of
total health expenditure (see Table 1). New Zealand follows with 77 percent of expenditure alocated by
the Government in 1997. In Australia and Canada the public level of expenditure is lower but both
countries are roughly comparable with 66 and 69 percent respectively. The public share of funding in
Canada, Australia, and the United States increased considerably since 1960, partly areflection of these
three countries delayed role in developing national health insurance (see Table 1). However, in the last
fifteen years private sources of finance are growing in Canada while shrinking in the United States. In all
countries except for the United States, between 1985 and 1995 public expenditure on hedth as a
percentage of total spending declined. Declines are seen of amost 7 percent in Australia, 6 percent in
Canada, 2 percent in the United Kingdom. In contrast, public expenditure as a percentage of the total
amount spent grew in the United States by 13 percent (OECD Hedlth Data 98).

An important factor in understanding different health care systems beyond the role of government
that is frequently overlooked is the extent to which households pay for their health care. AsTable 3
shows, individual or household out of pocket payments are the highest in the United States when
comparing it to the United Kingdom and Canada (Ruggie, 1996), but New Zealand also has high out of
pocket expenditures (OECD Hedlth Data 1999). Comparable data across the years in our sample is limited
but the following observations are made. Analysis of expenditure in New Zealand, the United Kingdom
and the United States between 1984 and 1995 shows that (inflation adjusted) per capita out of pocket
expenditure increased 142 percent in New Zealand, a staggering rate of increase, compared to a 12
percent increase in the United Kingdom and a 16 percent increase in the United States (OECD Health
Data 1998). In the United Kingdom the largest growth in out of pocket expenditures appears to have
occurred under Thatcher’s leadership when per person, real out of pocket expendituresincreased 111
percent by 1989. Although the years are not comparable for Australia and Canada, both show growth in
out of pocket expenditures. Canadian data shows a growth rate for the years 1988-1993 of 12 percent®
(OECD Hedth Data 98).

As the above summary of the five countries shows, government and persona financing levels,
and total national expenditure vary considerably. In the next section, the cross nationa differencesin

finance are tested against the level of support for government intervention and support for government

6 Canadian datais for households.



spending. We aso anayze the level of saliency in hedth care by summarizing data on the relative

importance of health care in each country.

Results: Saliency, Government Spending and Government Activity

Data Sources:

We use data from various sources to examine the saliency of hedlth care over time. To examine
the sources of support for government spending and activity we use the International Social Survey
Program’s Role of Government Survey from 1985, 1990 and 1996-1997. Data across time is absent for
Canada and New Zedland, and so results are only reported for 1996 for these countries. These surveys use
standard questionsin al countries and the question wording is stable over time.

The importance of health care as an issue is compiled from various sources and requires some
explanation. The most complete data of this nature are from the U.S. and Britain. The trend for the United
States in terms of issue is based on responses to Gallup’s question regarding the most important problem.
British data on the most important problem are from MORI. However, rather than showing the
percentage who think health is the most important problem, the data from Britain shows the proportion of
respondents who named health as the most important problem or offered it when prompted for other
important issues. Therefore, the percentages will be greater than in the U.S, although comparable across
time within Britain. Australian and Canadian data are from published poll results starting in 1992 and
1988 respectively. Similar to the British data, Australians were asked to name the top three problems so
the percentages shown reflect the number who mentioned health as one of three problems. In Canada the
percentage reported is the number who responded health when asked to what issue leaders should be
paying attention. Most important issue data for New Zealand come from pre-election polls conducted in
1996 and 1999 and is the percentages who identified health care as the most important problem.

Increasing Saliency of Health Care:

Overall the data suggests increasing saliency of health care in the 1990s. Table 4 shows the
change in the proportion of respondents who think health is an important issue. In the United States, the
sdiency of health care peaked in 1994 during the Clinton administration’s attempt at health care reform
and has fdlen in the late 1990s. In Britain, the saliency of health has steadily increased over time, but the
surge in support happens in the late 1980s about 6 years earlier than in the United States. In Canada,



health care was of comparatively low saliency before 1995 but since 1994 the percentage of people saying
health was the most important problem jumped from 3 percent to 55 percent in 2000. The proportion of
Austraians saying health was the most important issue in the last 12 months almost quadrupled between
the 1993 and 1996 elections. While we have no earlier data, health care was the most important issue in
the 1996 and 1999 elections in New Zeadland. Although we have only limited data on issue saliency for
Canada, scholars have remarked that politicians believed it was risky to tamper with the health care
system in the 1980s (Tuonhy 1999).

The increased sdliency of hedlth care could be explained by a number of factors. It is beyond the
scope of this paper to analyze why health care became a significantly more important issue in the 1990s
than previoudly, but some tentative answers are considered. First, the public may be responding to actual
changes in the level of health care financing or provision. Increased private expenditures and decreased
public expenditures are pushing the public to be more aware of health care as an issue. Out of pocket
payments and government expenditure levels changed. Out of pocket payments had increased in most
countries and fairly dramatically in New Zealand, the United States and earlier in the 1980s in the United
Kingdom. This corresponds to the upswing in saliency in most countries. For example, in the United
Kingdom the surge in saliency was preceded by comparatively large increases in out of pocket
expenditures in Britain and a small decline in the government’s share of health expenditure (see Table 1)
after 1984. The largest declines in government spending occurred in 1990, 1992 and 1993 in New
Zedand, however, the number of respondents saying it was the most important issue dropped after 1996.
The United States and Australia show increased concern but also increasing or relatively stable patterns of
public expenditure respectively. The rise in concern in the United States in 1994 was preceded by
increases in the government’ s share of expenditure.

Second, the public may be reacting to the increased government attention (signaled by reforms
actua or proposed around the world discussed above) to hedth care policy issues. Mgjor reforms were
considered in the United Kingdom in 1989-1990 and implemented in the following years. New Zealand
proposed reformsin 1991 that would have dramatically changed the organization and financing of health
care to asocia insurance model. Not al of these reforms were implemented, but the public anxiety
surrounding health care increased markedly in the 1990s. In the United States, President Clinton’s reform
efforts raised the profile of health care and the problems of the uninsured and partly resulted in a private
sector response of increased use of managed care to restrain costs.

What is striking about the data from different countries is the reactive nature of public opinion.
Whereas we might assume politicians react to public opinion, the sequence in health care appears to often
follow a pattern of threatened or actua reform followed by increased saliency. With the exception of the

United States, where reforms aimed to increase government regulation and involvement, there appears to



be a relationship between perceived threats to the role of government and rising issue saiency, and
possible increasing support for expenditure. The public considers health care more important when they
perceive possible privatization, as was the case in Britain after 1989 when the Thatcher Government
announced widespread reforms. In al countries except Britain, significant reforms were not announced
until the early or mid 1990s. In Canada, widespread satisfaction was noted in the late 1980s and national
health insurance even became a symbol of national identity, leading to reduced incentives to reform
(Tuohy 1992:102). However, by the late 1990s, Tuohy reports that growing levels of anxiety regarding
health care were evident in Canada (Tuohy 1999:106). In Australia, health policy was rated as the most
important issue of the four main issues in the 1993 election after the conservative Liberal-Nationa parties
proposed a greater private sector role (Gray, 1996). Similarly in New Zealand, rising concern from 1990-
1999 reflects reforms instituted in 1991 that signaled declining public investment in health care. The
increased saliency may explain why politicians seem frequently surprised by the reaction to hedlth care
reform.

Expenditure and Government I ntervention:

We next turn to an examination of changes in support for government activity and spending. Our
results show that there is a consensus in the late 1990s about a need for increased public spending on
health care. In most countries, public financing of health care has decreased and the public's desire for
increased spending appears to be areaction to this decline and the rising private costs of health care. Only
asmall minority of respondents in each country believes the Government should spend less on hedlth
care. In most countries the support for more spending has increased. However, despite magjority support
for increased spending, variation does exist between countries. As Table 5 suggests, in 1996 Canada
shows the lowest level of support for increased spending.” Canadais followed by the United States (67.5
percent). The highest levels of support for greater spending in the United Kingdom (91.5 percent) and
New Zedand (87.6 percent) followed by Australia (79.9 percent).

Interestingly, in 1996 comparison across countries in Table 5 shows a relationship between
support for increased expenditure and two of our systemic variables, the level of expenditure by
Government as a percentage of the total, and the overall expenditure as a proportion of GDP. In other
words, the less a country is spending in the aggregate and the larger the share of Government expenditure,

” Other data has shown different results however. Data from the Canadian Election Studies in 1993 and 1998 shows
amore recent increase in the number of respondents wanting no cutsin health care spending from 71 percent to 81
percent Canadian Election Studies 1993 and 1997. The question asked in the CES differs from those reported from
the ISSPin that it asks respondents to indicate whether they want cutsin spending on services rather than whether
the level of spending should be increased or decreased.



the stronger the support for increased government spending. Support for increased levels of government
expenditure occur in countries with both the highest levels of government spending (New Zedand and the
United Kingdom) which are also the countries with the lowest expenditure as a proportion of GDP.

Support for Government Responsibility for Health Care

In contrast, while there is support for increased spending on health care, and a high degree of
consensus for government responsibility for health care, definitive support for government responsibility
for health care, though till high, is declining somewhat (the exception being the United States). The
I SSP survey data used here asks “whether the Government should provide health care for the sick.” We
analyze the support according to the choices expressed by respondents over time, which gives
respondents the option of either choosing “definitely should” or “probably should” be “the responsibility
of the Government to provide health care for the sick.” We aggregate the two categories aswell as
reporting the percentages of respondents answering definitively (definitely should).

Rol e of Government

We first analyze the respondents who either said they probably or definitely considered the
government had a responsibility to provide health care for the sick. As Table 5 shows, thereisa high
degree of public consensus outside of the United States that the Government should be responsible for
providing hedlth care for the sick. The United Kingdom leads in the overall support for Government
providing health care for the sick; with close to 99 percent either suggesting the Government “probably
should” or “definitely should” should provide health care both in 1990 and in 1996, closely followed by
New Zeaand with 97 percent. Thus, in Canada, Australia, New Zedland and the United Kingdom over 90
percent of the respondents suggest government should be responsible for providing health care to the sick.
Even in the United States, support for the role of Government is very high. In 1985, 83 percent of the
public supported government activity, 89 percent in 1990 and 85 percent in 1996. Comparing the United
States and Canada shows some interesting data. Canadians are not as supportive as Americans are on
increasing government expenditure in 1996. Americans want more spending on health care but are not as
supportive of Government’s role in health care as Canadians. In other words, Canadians are very
supportive of the role of government in hedth care, but are less enthusiastic about increasing government

expenditure.



‘Definitive’ support for role of Government

The percentage of respondents who consider that health care should “definitely” be provided by
the government for the sick shows much more variation. As Table 5 shows, in 1996, 82 percent of British
respondents, 71 percent of New Zealanders, 61 percent of Canadians and 42 percent of Australians
considered Government definitely should provide hedlth care for the sick. Data from the United States for
1996 shows that 39 percent considered government should “definitely” be responsible for providing
hedlth care for the sick. In this question aweaker relationship is seen between financing levels and
support for government activity.

In terms of unqualified support over time however, the trends suggest a dight loss of certainty
that the Government should be responsible for hedlth care in the countries for which we have crosstime
data (Audtralia, United States, and the United Kingdom). The biggest decline in unquaified support for
government activity occurred in Australia where national health insurance was introduced in 1984. The
percentage of respondents saying the Government should “ definitely” provide health care for the sick
decreased from 60 percent in 1985-6, to 38 percent in 1990 then increased to 42 percent in 1996. At the
same time however, the total number of respondentsin Australia who either said “definitely” or
“probably” has been relatively stable at around 93-94 percent in the same period, suggesting a constant
degree of support but perhaps aless definitive basis than in the United Kingdom. A small decrease is
evident in the percentage suggesting Government should “definitely” provide hedlth care for the sick in
the United Kingdom, from 85 percent in 1985-6 to 81 percent in 1996.

American Exceptionalism

On average amost 85 percent of the public support government activity in health carein the
United States? Jacobs has suggested that Americans are simultaneously supportive of significant reform
and uneasy about expanding the government's role. Using public opinion data gathered through the early
1990s, Jacobs, Shapiro and Schulman (1993) show that the U.S. public was dissatisfied with the current
system and supportive of government intervention. In 1991, close to 70 percent said there was too little
government spending on health care, between 60 and 68 percent of the public would be willing to pay
higher taxes for adequate health care and a mgjority favored national health insurance (Jacobs, Shapiro
and Schulman 1993). Lack of public support is not to blame for the failure to introduce universal health
care in the early 1990s (Jacobs and Shapiro 1995). In 2000, there is still majority support for government

8 We are aggregating the totals here (definitely + probably).
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activity; 59 per cent of respondents in a recent survey said that it is the responsibility of the federa
government to “make sure all Americans have hedlth coverage.”®

In sum, there is not as clear a consensus for government activity as there is for increased
government spending on health care. In most countries the number of respondents offering unqualified
support for Government’s role has dropped, suggesting some changes have occurred in definitive support.

Socia Bases of Support for Government Spending and Activity

We next look at the base of support for government activity and spending in health care. We
expect that the groups who we would expect to benefit most from government activity and spending to
have the highest levels of support. In other words, these are groups who cannot afford hedlth care or those
who are least likely to have health insurance provided by an employer.® For example, women who are
less likely to be active in the labor force would be expected to have higher levels of support. We would
also expect the eldest and the youngest age groups to have higher levels of support. The young are more
likely to face uncertainty in employment and the elderly are more likely to be retired, possibly less
affluent, sicker, and will rely more heavily on socia services including pensions. Likewise, these groups
would most likely be the most adversely affect by cutbacks in health spending. Therefore, we expect
support for increased spending and activity to grow more significantly in these groups.

We would also expect the relationship between socia group membership or socio-demographic
characteristics and support for health care spending and government intervention to vary by type of health
care system. For example, in the United Kingdom and New Zealand where there isalong history of a
universal health care and higher levels of government involvement, there should be less variation between
socia groups than in a country such as the United States which does not have universal coverage where
certain groups would stand to benefit considerably from greater government involvement. Additionally,
as previoudy discussed, in some countries there is a strong consensus regarding spending and activity
and, naturally, we would expect less social group variation in the United Kingdom and New Zealand
where the strongest consensus exists.

% «Gallup Social and Economic Indicators’ January 13-16, 2000. Gallup Organi zation. www.gallup.org

19 The category of employer supplied insurance applies mainly for the United States. The category of affordability
would apply to both the United States and the other countries, all of whom have some form of cost sharing for most
health care services, to varying degrees.
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Support for increased spending

Wefirst look at variation in support for increased spending by different categories of socio-
demographic variablesin Table 6. There are fairly consistent variations in the effects of each variable.
Women, those with lower incomes, self-described lower or working class individuas and the unemployed
are more likely to support increased spending. Income (including even self-defined class status) and
political attachments show the largest variations within each country. The difference between categories
of socio-demographic and political factorsis largest in Canada. Looking at Table 6, the difference
between first and fourth income quartiles in Canadain 1996 is over 24 percent. This differenceis twice as
large asin any other country (see also class differences which are substantial in Canada). This challenges
assumptions long held about the consensus that exists in Canada across all income groups on the support
for increased health spending. Interestingly, the relationship between income and support for increased
spending is not linear in the United Kingdom. The greatest support is among those in the first income
quartile while the lowest support is among those in the second quartile with the third and fourth quartiles
in between.

Overdll, the largest political differences occur in the United States and the smallest social group
variations occur in New Zedland. In the United Kingdom, as well, smaller socia group variations exist
lending some support to the hypothesis that small variations will occur in countries that have longer
experiences with national health care. Socia and palitical group variations do occur across countries in
largely hypothesized directions but the extent of the differences does vary. Therefore, the conclusion
drawn by Bean and Papadakis (1998) that a moral consensus on the welfare state exists in advanced
Western democracies may be an overstatement.

The data on support among the various socia and political groups over time as shown in Table 8,
suggests that increases in support are fairly consistent across categories. There islittle support for the
hypothesis that there would be a greater change in those groups most disadvantaged by cuts in health
spending. The exceptions are age, income and, in Australia, political attachments. In the United States,
the greatest increase in support is among the oldest age group while in the United Kingdom the greatest
increase is among the young. In Australia, the greatest increase in support is among the 39-44 age group.
Surprisingly, in the United States the greatest change in support for increases in spending is among the
highest income quartile. In the United Kingdom, the second quartile actually had a decrease in support
and in Australia the middle income categories had the highest increases.

12



Support for Government I ntervention

While support for government spending is increasing, support for government interventionis
steady or declining in the countries under study except for the United States (see Table 5). There is more
variation between socia groups on the question of government responsibility to provide health care than
on government spending. Certainly, the question about government responsibility is more likely to tap
long held beliefs about the role of government rather than a more short term response to current spending
levels. In Canada and New Zedland it is the oldest age group that is more likely to say it isthe
responsibility of government to provide health care while in the United States it is the youngest who are
more likely to say this. Political attachments also play alarge role in differentiating those who prefer
government activity. In Canada, New Zealand and Great Britain there is tremendous support among the
left but the differences between the left and right are largest in Canada possibly reflecting that national
hedlth care is a more recent phenomenon in Canada than Gresat Britain or New Zealand. In other words, a
consensus has not developed among the different ends of the political spectrum on the provision of hedlth
care.

The largest over time changes in opinion on government activity occur in Australia Most likely,
thisisin response to the introduction of a national hedlth insurance system. Particularly among the high
income and those without degrees, there has been a significant decline in the number of Australians who
fedl it is the responsibility of the government to provide hedlth care. As Table 7 shows, the decline has not
been steady over time. The 1990 survey shows the lowest level of support among all groupsin Austraia

(except non-union members).

Regression Analysis

In order to test the statistical significance of socia groups and political attachments, we have
regressed support for increased spending and government activity on the independent variables in Tables
8 and 9. High values for the dependent variable indicate more spending and government responsibility for
health care. We have performed a separate regression for each country in 1996. The results confirm that
political attachments and socio-economic well being (measured both by income and subjective socia
class) are consistent predictors of both preference for government activity and spending on heath care
across countries. Women are also significantly more likely to support increased spending and government
activity in al countries (except in Great Britain and in the United States on spending). These results

confirm that those most likely to use hedlth services or who would benefit from increased government
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activity are more supportive. However, even after controlling for social group membership, political

attachments still play asignificant role.

Health compared to other social policies

We compare health care support for other areas of socia policy. Table 10 compares support for
government activity and increased spending in health care to other policy areas. Old age and
unemployment benefits are more re-distributive in nature than health care and education. Two points are
of interest. Firgt, there seems to be a consensus in the late 1990s about a need for increased public
spending on health care and education especialy when compared to unemployment and retirement
benefits.

In addition, health care does seem to be different from other more re-distributive socia services.
When compared to other socid services, the decline in support for government activity is greater for the
other socia services and not health care (the exception being Austraia). Support for spending is
increasing and support for government activity is declining less dramaticaly than for other social
services.

Conclusion

Hedlth care is an increasingly important issue for the public in many countries. The rising
saliency of health issues may reflect widespread reforms to health care systems. Reforms around the
world have made efforts to contain costs by increasing patient fees and charges and by limiting health
budgets. The response to much of these changes has been a reaction against reform, and high levels of
support for government spending increases in countries with low levels of government support for health
care.

Our analysis of comparative public opinion data on the saliency of health care and public support
for health care has examined the extent to which a cross-national consensus exists on health care and has
tested explanations for variations when they exist. Cross national and cross-time comparison of views on
hedlth care revea important differences spatially and over time. Our results suggest that citizens have
become more concerned about health care in the 1990s, regardless of the type of financing and the system
of organization. The increase of saliency across countries may reflect changes by financiers of health care

— either public or private — to restrict or dampen demand for health care in an era of reforms of the 1990s.
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Saliency of hedlth care is evidently influenced by reforms proposed or implemented and appears to be
reactive rather than anticipatory of reform.

Generdly, we see alarge degree of consensus on the need for increased spending on health care.
Again, it appears that public opinion is reactive, in the sense that the desire for increased spending is a
reaction to reductions in spending. Perhaps the most interesting aspect of comparison is that support for
increased expenditure is strongly related to present levels of expenditure by government (and these
countries also have the lowest health expenditure as a proportion of GDP).

Most peoplein all countries believe the Government should have arole in providing health care
to the sick. In al countries only a small minority considers Government should not provide health care for
the sick. Whether government should “definitely” have a role shows much sharper differences over time
and across country. There isadight loss of certainty on the role of government in the most recent survey.

One of the most interesting results is that there is steady support for spending and government
intervention in countries that have long traditions of a national health service despite reform attempts. In
New Zealand and the United Kingdom support for government activity and spending is high. In the
United States, a country with no universal nationa health system, we see movement in the direction of
support for greater government activity. The largest shifts in opinion seem to occur in Austraia, which
had a history of private insurance until a national health insurance system was introduced in 1984. While
health policy changes have been incremental since then public opinion has changed more dramatically
than in any other country under study. This suggests that the nature of the health care system may
influence variation among countries, changes in opinion respond the specific reforms.

Anaysis of socid bases of support for spending and involvement suggests that the relationship
between income and support for government intervention varies across different countries rather than
being alinear relationship in all countries. For example, the percentage of respondents in the highest
income group supporting increased government health spending has grown in the United States. Systemic
variations matter to the extent that there are less social differences in support in countries with longer
experiences. On the other hand, generaly political attachments and socio-economic well-being show a
consistent relationship to preferences on government activity and spending. Opinions on the role of
government show that political attachments are good predictors of levels of support.

Our results show some interesting patterns of change in public opinion on health care and reflect
to some extent the global reform trends discussed earlier and demonstrate a relationship between levels of
government expenditure and the desire for greater expenditure. One possibility is that among systems
where the financing is historically more mixed, for example in Australia and the United States, there is
more willingness to blame the main existing financier. Perhaps the blame for disruption or changes to

health services is born by the main provider, public or private. In the United States, where the private
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sector has been the main provider except for the elderly and the poor, the desire for government activity is

on the rise suggesting people are looking to government when dissatisfied with the current provisions by
the private sector.

This research raises a number of questions, which we hope to investigate further. Further analysis
of the systemic variations in health care systems and the relationship to public opinion is needed. Analysis
may also be promising in terms of relationships between dissatisfaction and saiency. Differencesin
support across health and other social policies should also be examined.
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Table 1. Public Expenditure on Health as a Per centage of Total Expenditure on Health

1960 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997
Australia 476 71.7 715 70.6 69.9 684 67.9 67.3 66.9 67 67 66.8 67.1 66.5 66.7
Canada 427 761 756 75.1 75 75 74.8 74.6 74.6 74.2 72.8 72.1 71.1 70.3 69.8
New Zealand 80.6 87 86.3 87.2 85.6 85.8 82.4 82.2 79 76.6 77.5 77.2 76.7 77.3
United States 248 411 40.6 412 414 404 40.4 40.5 41.5 42.2 42.9 44.6 45.8 46.2 46.4
United Kingdom 852 86.9 858 853 84.6 84 84 84.1 83.7 84.5 84.8 84.1 84.4 84.5 84.6
Source: OECD Health Data 99
Table 2. Health Expenditure as a per centage of GDP, 1986-1995

1986 1987 1988 1989 1990 1991 1992 1993 1994 1995
Canada 87 86 85 87 92 99 102 102 9.9 9.7
UK 59 59 58 538 6 65 6.9 6.9 6.9 6.9
USA 109 11.1 115 12 12.7 135 14.1 14.3 14.1 14.2
Average G7 81 82 83 83 85 9 9.4 9.5 9.5 9.4
Australia 8 78 77 78 82 86 8.6 8.5 8.4 8.6
NZ 53 59 65 6.6 7 75 7.6 7.3 7.1 7.1

Source: OECD Health Data 99



Table 3. Out of pocket payments per person, at $ exchange rate (unadjusted for inflation)

(USDoallars) 1084 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997
Canada 225 249 268 289 285 274 277 287 300 302
%increase over previous 10.7% 7.6% 7.8% -1.4% -3.9% 1.1% 3.6% 4.5% 0.7%

year
New Zeaand 51 64 83 122 119 158 163 185 212 237 275 302
%increase over previous 255% 29.7% 47.0% -25% 32.8% 3.2% 13.5% 14.6% 11.8% 16.0% 9.8%
year
United Kingdom 15 16 19 23 28 30 35 38 40 35 36 35
%increase over previous 6.7% 188% 21.1% 21.7% 7.1% 16.7% 8.6% 5.3% -12.5% 2.9% -2.8%
year
United States 384 422 449 478 520 539 578 600 625 634 646 650 671 703
%increase over previous 99% 64% 65% 88% 3.7% 7.2% 3.8% 4.2% 1.4% 1.9% 0.6% 3.2% 4.8%
year

Source: OECD Health Data 99



Table 4. Changesin the Saliency of Health Careasand Issue. Most Important Problem

New

Britain Australia Canada Zealand u.s
1974 2.5
1975 na
1976 na
1977 10
1978 na
1979 16
1980 175 -
1981 na -
1982 11 -
1983 134 -
1984 11.2 -
1985 141 -
1986 16.5 <5
1987 24.9 1
1988 429 - -
1989 34.1 - -
1990 26.9 - -
1991 36.1 - 4.5
1992 31.6 14 - 10.3
1993 321 7 23
1994 35.2 24 3 25.2
1995 40.5 24.7 12 9.5
1996 37.2 13 39.8 9.3
1997 47.1 18.8 6.7
1998 41.8 37 23 6
1999 39 42 21.64 7
2000 70* 55

Source: Britain - Market and Opinion Research International (MORI - www.mori.com). Combinedper cent who responded
"NHS" when asked, "What would you say is the mostimportant issue facing Britain today?' and "What do you see as other
importantissues?' Per cent reported is averaged over polls conducted that year except 2000 which is only one survey (20-25
January). United States - Gallup Organization. Percent who said health care whenasked what was the most important problem.
Canada: Angus Reid Poll 1988-2000. Question, "Thinking of the issues presently confronting Canada, which one do you feel
should receive the greatest attention from Canada’s leaders?' (www.angusreid.com)Australia Roy Morgan Research Center
(www.roymorgan.com.aul). Question, "the three most important things the Federal Government should be doing something
about." (% who mentioned health or hospitals).

- Not mentioned.



Table 5. Government Responsibility and Spending: Changein Support for Health Care

Great New
Australia  Britain USA Canada  Zedand

Government should provide health care for the sick.*

1985-86 Definitely 60.3 85.4 35.9
Definitely + Probably 93.3 91.1 829
1990 Definitely 37.6 85.0 40.3
Definitely + Probably 93.8 99.9 89.1
1996 Definitely 42.4 81.7 38.5 61.6 714
Definitely + Probably 94.1 98.6 84.6 94.1 97.2
Government should spend more or less on health care.**
1985-86 More 62.5 88.0 58.0
Less 5.6 0.8 7.8
1990 More 87.8 89.9 722 82.0%**
Less 5.3 0.5 3.0 4,0%**
1996 More 79.9 91.5 67.5 55.5 87.6
Less 21 0.4 6.7 4.5 12

Source: International Social Survey Program: Role of Government |, 11 and 111 (ICPSR #'s 2808, 6010, 8909
* Percentage of respondents who said definitely should or probably should be the responsibility of the goverr
** Percentage who said government should spend more/much more and lessymuch less.

***Source: New Zealand Values Survey 1989-90



Table 6. Government Spending on Health Care: 1985, 1990 and 1996

Female
Male

Age:
18 thru 29
39thru 44
45thru 64
65+

Income:

First Quartile
Second Quartile
Third Quartile
Fourth Quartile

Degree
No Degree

Unemployed

Australia

1985 1990 1996

67.0 72.2 83.9
58.4 63.5 75.9

63.5 67.5 78.5
59.0 65.5 83.0
62.6 68.1 78.9
65.8 73.1 78.5

68.8 73.8 82.8
64.0 71.2 82.6
58.8 65.8 80.8
545 60.1 711

543 579 755
63.2 69.5 81.0

60.0 73.3 73.3

Employed or not looking 62.5 67.7 80.0

Lower and working clas: 68.6 74.1 86.8

Other class

Union member

Not union member

Left Party ID
Center
Right Party ID

Data are weighted.

55.7 63.5 75.0

62.3 66.8 82.8
62.6 68.1 77.9

69.4 73.0 85.0
56.7 67.6 80.6
555 619 74.7

D1996-

1985

16.9
17.5

150
24.0
16.3
12.7

14.0
18.6
22.0
16.6

21.2
17.8

133
17.5

18.2
19.3

20.5
153

156
23.9
19.2

Great
Britain

1985 1990

89.9 91.8
86.6 87.8

90.0 91.8
89.4 92.2
89.3 89.1
81.7 86.1

89.9 91.9
90.5 93.0
88.6 88.8
81.3 87.7

87.1 86.2
88.5 90.4

90.3 97.7
88.2 89.7

92.5
84.1

924 94.4
86.9 88.8

95.1 95.8
91.3 94.1
78.0 81.1

1996

93.2
88.8

89.2
92.9
91.3
90.9

97.4
82.5
92.1
86.2

84.6
92.3

100.0
91.0

96.3
87.4

95.5
89.2

93.2
93.6
82.8

D1996-

1985

3.3
22

-0.8
3.5
20
9.2

7.5
-8.0
3.5
4.9

-25
38

9.7
2.8

38
33

31
2.3

-1.9
2.3
4.8

United
States

1985 1990

63.6 72.6
54.6 71.7

58.8 69.8
60.1 73.5
572 72.2
64.7 72.6

67.6 75.0
60.1 70.1
61.8 69.2
475 744

555 70.2
60.7 72.7

64.7 88.0
595 71.8

66.1 73.5
535 70.9

67.0 77.4
58.4 71.7

69.1 77.6
62.5 74.3
46.0 66.0

1996

70.8
63.6

735
67.7
66.4
60.8

74.3
68.4
66.4
59.2

58.3
68.3

74.0
67.5

714
63.5

74.8
65.2

79.0
69.0
51.9

D1996-

1985

7.2
9.0

14.7
7.6
9.2
-3.9

6.7
8.3
4.6
11.7

2.8
7.6

9.3
8.0

53
10.0

7.8
6.8

9.9
6.5
59

New
Canada Zealand

1996 1996
62.5 91.4
45.7 83.6
56.9 85.3
50.0 85.3
50.2 89.1
64.7 92.3
64.4 91.4
57.1 91.2
48.0 85.5
37.0 79.2
471 81.3
63.4 88.6
63.3 90.3
53.9 87.4
73.0 91.2
52.1 86.5
56.7 88.3
53.2 87.2
55.4 93.4
545 87.8
39.5 82.7



Table 7. Government Responsibility for Health Care: 1985, 1990 and 1996
Government should definitely be responsible for providing health care for the sick.

Female
Male

Age
18thru 29
39thru 44
45thru 64
65+

Income:

First Quartile
Second Quartile
Third Quartile
Fourth Quartile

Degree
No Degree

Unemployed
Employed or not looking

Lower and working class
Other class

Union member
Not union member

Left Party ID

Center
Right Party ID

Data are weighted.

Australia

1985 1990 1996

63.7 39.4 45.0
57.3 35.8 39.8

58.0 38.2 46.5
55.1 36.3 434
64.9 37.5 40.9
68.5 38.9 414

67.9 42.3 49.8
61.4 44.2 41.8
60.0 31.7 40.3
447 32.0 35.9

50.4 335 41.6
61.2 38.3 42.6

70.6 47.7 56.8
60.1 37.4 42.1

68.1 46.6 51.0
51.7 315 364

579402 na
61.4 36.7 na

69.3 46.8 53.9
60.0 36.4 45.0
51.0 27.6 31.3

D1996-

1985

-18.7
-17.5

-11.5
-11.7
-24.0
-27.1

-18.1

-19.6

-19.7
-8.8

-8.8
-18.6

-13.8
-18.0

-17.1
-15.3

-17.7
-24.7

-15.4
-15.0
-19.7

Great
Britain

1985 1990 1996

85.6 85.1 82.9
86.1 84.9 80.6

82.8 825 79.1
86.3 86.5 81.1
87.8 84.3 84.3
86.5 86.1 83.1

89.3 88.3 89.0
88.7 84.2 81.5
83.9 84.8 79.7
78.5 83.2 73.9

854 95.7 75.7
91.3 84.0 82.2

88.8 79.1 90.5
85.5 85.2 81.6

88.6
83.0

na 88.9
na 76.5

89.4 88.2 91.1
84.5 839 77.3

91.5 90.0 90.3
83.8 85.4 80.7
79.3 78.8 70.5

D1996-

1985

-2.7
-5.5

-3.7
-5.2
-3.5
-34

-0.3
-7.2
-4.2
-4.6

-9.7
9.1

17
-3.9

0.3
-6.5

17
-7.2

-1.2
-3.1
-8.8

USA

1985 1990 1996

40.6 43.6 41.7
30.6 36.1 34.6

40.1 39.6 43.0
27.7 411 391
38.3 40.0 34.4
41.6 40.1 385

515 46.9 51.2
41.6 37.9 40.1
24.1 37.2 33.8
204 39.7 24.4

231 325 29.0
39.5 425 39.3

57.9 36.0 48.1
35.5 404 38.3

41.8 42.7 44.0
30.8 38.0 32.9

449 42.7 50.5
34.8 40.1 34.7

51.9 48.3 50.5
35.9 43.7 395
19.2 30.9 22.9

D1996-
1985

11
4.0

29
114
-3.9
-31

-0.3
-15
9.7
4.0

59
-0.2

-9.8
28

2.2
21

56
-01

-14
3.6
3.7

New
Canada Zealand

1996 1996
70.4 74.4
56.3 68.2
60.5 68.6
62.3 69.1
63.4 70.8
72.2 78.8
67.7 78.6
56.4 75.0
61.7 66.6
66.8 60.8
60.2 58.1
67.4 73.5
61.3 79.7
63.4 70.8
705 76.5
62.6 69.9
735 75.1
59.4 69.4
73.4 84.3
62.8 69.3
35.1 62.4



Table 8. Support for Increased Gover nment Spending: Multivariate Models OL S Estimates

1996 Spending (hi values indicate desire for increased spending)

Constant

Female

Age (in 10s)

Income

Degree

Unemployed

Lower and working class
Union member

Party ID (hi=right)

n
adj Rgq

Australia
b se

4527 (0.10)
015 (0.03)
003~ (0.01)
006 (0.02)
004  (0.05)
002 (0.12)
015 (0.04)
014 (0.02)
1850

0.08

b
4.45
0.06
0.02

-0.04

0.01
0.16
0.18
0.07

-0.13

812
0.09

*%

Great Britain

se
(0.12)
(0.04)
(0.01)
(0.02)
(0.07)
(0.10)
(0.05)
(0.05)
(0.03)

USA

b
452
0.08

-0.04
-0.09
-0.04

0.09
0.08
0.16

-0.23

1135
0.08

*%

se
(0.13)
(0.05)
(0.02)
(0.02)
(0.09)
(0.17)
(0.05)
(0.09)
(0.03)

Canada

b se
431" (012
019 7 (0.04)
0.04 (0.01)
006~ (0.02)
-0.06 (0.06)
0.06 (0.09)
-0.03 (0.05)
0.11 (0.06)
012 7 (0.03)
1018
0.07

New Zealand
b se

413 7 (0.15)
020~ (0.05)
0.002 (0.02)
013~ (0.02)
-0.09 (0.06)
0.09 (0.20)
033 7 (0.09)
0.02 (0.07)
018 = (0.06)
871

0.1



Table 9. Support for Government Activity: Multivariate Models OL S Estimates

1996 Government Activity (hi valuesindicate desire for government responsibility for health care)
Great Britain

Constant

Female

Age

Income

Degree

Unemployed

Lower and working class
Union member

Party ID (hi=right)

n
adj Ry

*p<.05;** p<.01; ap=.05

Australia
b se

3717 (0.08)
008"~ (0.03)
001 (0.01)
005 (0.01)
004  (0.04)
010  (0.10)
009 (0.03)
014 (0.01)
1844

0.08

b
3.92
0.03
0.01

-0.04
-0.01
0.09
0.08
0.07
-0.08

815
0.06

*%

*%

se
(0.09)
(0.03)
(0.01)
(0.02)
(0.05)
(0.08)
(0.04)
(0.04)
(0.02)

USA

b
4.01
0.09

-0.04
-0.11
0.04
011
0.14
0.16
-0.26

1103
0.13

*%

*

*%

*%

*%

*%

se
(0.12)
(0.05)
(0.01)
(0.02)
(0.09)
(0.15)
(0.05)
(0.08)
(0.03)

Canada

b se
395 (0.10)
008 = (0.03)
0.01 (0.01)
004 *  (0.02)
012~ (0.05)
0.04 (0.07)
-0.05 (0.04)
0.05 (0.05)
013~ (0.02)
1012
0.06

New Zealand
b se
38 (012
014 7 (0.04)
0.01 (0.01)
0.03 (0.02)
-0.05 (0.04)
033~ (0.16)
014 * (0.07)
-0.07 (0.05)
023 (0.04)
880
0.05



Table 10: Changing Support for the Welfare State: Government Spending

Increased Government Spending
Old Age/Retirement Benefits

Australia

Great Britain

United States

New Zealand

Canada

1985

1990 1996

55.0

75.3

43.5

54.8 49.8

821 780
48.6 50.8
46.3

27.8

D1996-
1985

-5.2

2.7

7.3

Percent who say government should spend more.

Government Activity

Australia

Great Britain

United States

New Zealand

Canada

Old Age/Retirement Benefits

1985

1990 1996

62.4

78.7

42.7

370 374

772 710
378 384
58.5

49.4

D1996-
1985

-25.0

-1.7

-4.3

Unemployment Benefits

1985

1990 1996

12.6

41.2

25.2

102 124

36.3 353
274 283
10.3

15.7

D1996-
1985

-0.2

-5.9

31

Unemployment Benefits

1985

1990 1996

151

44.7

15.8

55 89

30.3 284
12,7 128
152

16.6

Percent who say government should definitely be responsible.

D1996-
1985

-6.2

Health Care Education
D1996-
1985 1990 1996 1985 1985 1990 1996
625 677 799 174 64 699 704
884 901 914 3.0 748 79.8 84.3
59.6 722 67.6 8.0 66 743 774
820 876 82.8
52.4 63.2
Health Care
D1996-
1985 1990 1996 1985
60.3 376 424 -17.9
858 850 820 -38
36.2 403 385 2.3
71.4
63.4

D1996-
1985

6.4

9.5

114



