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1. Demand for Health Care

1.1 Historical Trends in Hospitalisation since 1920s

Currently hospitals are divided into ordinary hospitals (mainly somatic diseases), special hospitals and psychiatric hospitals (not care related to social care). In addition, other hospitals include long-term care in health care centres. Since 1987 the treatment of tuberculosis has been centred in ordinary hospitals. Following figure shows first patient days for patients discharged from inpatient care since 1920s (Stakes, 1994).

Figure 1. Patient Days for Patients Discharged from Inpatient Care in 1920-1992 per Inhabitants by Type of Hospital
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Source: STAKES The hospital discharge register. Helsinki 1994.

It is seen that patient days have increased over the longer period of time since 1920s. The increase of patient days continued in 1950s, but not for tuberculosis institutions. Until 1992 much of the increase in patient days in hospitals of health centres is due to elderly in need for long-term care. As we can see here and later from Figure 4, the trend has changed in 1980s. Following figure shows average hospital stay.

Figure 2. Average Hospital Stay of Patients Discharged from Inpatient Care in 1920-1992 by Type of Hospital
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Source: STAKES The hospital discharge register. Helsinki 1994.

The average stay in ordinary hospital has decreased over the entire period. In this respect 1980s do not also divide the century in two periods as for hospital days. Exception to this are hospitals of health centres, where the average hospital stay has increased since 1972. The reason for this is the larger share of patients that are elderly with long-term illness. Since 1985 hospital stays have also decrease in hospitals of health centres.
1.2 Hospitalisation by Age since 1975

Following table shows first all use of inpatient care in 2000.
Table 1. Ward Services and Daily Surgery in 2000

	Age
	Patients
	Days
	Discharges
	Avg. length of stay

	0–14
	80428
	429443
	115218
	3.7

	15–64
	448330
	4475296
	696913
	6.6

	65–74
	109272
	2252826
	226916
	9.7

	74–
	154552
	7131164
	342832
	21.9

	All
	788722
	14288736
	1381879
	10.6

	Men
	338590
	5577692
	617893
	9.1

	Women
	450114
	8710968
	763968
	11.7

	Sex not   known
	18
	71
	18
	3.9


Source: Inpatient care at health centres in Finland: use and provision of services 2000.

It is seen that women use comparatively more ward services and daily surgery than men do. Average length of days is 2.6 days more than for men. Half of the days are concentrated in population over 74 years that have 11.3 longer length of stay in ward services than others. The higher share of women in this age cohort also explains the greater use of ward than for men. Following figures show the changes of the number patients, hospital days, discharges and average length of days of discharged patients in 1975-2001. All figures are shown as a proportion of the particular age groups in years 1975-2001. Age groups are 0-14, 15-64, 65-74 and 75 and over.
Figure 3. Patients per Individuals in Age Cohort
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Source: STAKES Register data for discharges (Poistoilmoitukset) 1969-1993 and hospital days (hoitoilmoitukset) 1994-

It is seen from Figure 3 that the number of patients per age cohort have moderately increased over the period for age groups below 65 years and more strongly increased for the older age cohorts 65-74 years and 75 years and over. Figure A.1b in Appendix shows a particular increase in the number of older female patients. For both sexes year 1997 exhibits a turning point, where the number of patients as share of age group has decreased (for men) or stayed constant (for women). It is also interesting to see that, in contrast to women, relatively low share of men patients are over 75 years (Figure A.1a in Appendix). Hence, the age structure of female patients is much older than for men.
Following Table 3 also shows the proportion of the population that had been hospitalised within five months before the interview based on the survey. In Finland, five health care surveys from 1964 to 1995/1996 have been made with comparable figures on hospital inpatient care and visits to the doctor (1964, 1968, 1976, 1987, 1995/1996). Institutionalised persons (about 63 000) are excluded, and thus the final target population comprised some 5 million persons. The households were constructed such that first a random sample of the so-called reference persons was drawn from the population register. The sample size is 6000 households (1800 in 1995 and 3200 in 1996). According to information from other sources, a little more than 10% of the population use inpatient services in a year. Thus, figures for inpatient care are not very accurate and indicative only. Based on survey data information, the use of inpatient care overall also increased somewhat until the end of the 1980s. During 1964–1987 the proportion of the population that had been hospitalised within five months before the interview rose from 4.6% to 6.7%. In the register data used for Figure 3 the number of patients per individuals in each year in each age group shows, however, a milder increase from 13% in 1975 to 14% in 1987. Survey data suggest that during 1987–1996 the proportion did not increase and according to age- and sex-standardised figures, it would even seem to have decreased. The register data instead shows without age standardisation a continuing increase in the number of patients to 16% in 1996. In 1996, the proportion was generally higher among women than men. This is explained by older age cohorts since among the younger cohorts below 25 years of age, young men tend to use inpatient services more often than young women do. 
Table 2. 
Inhabitants hospitalised in last 5 months (%) by age and sex, in 1987 and 1996.
	
	Men
	
	Women
	
	Total


	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	0–6
	11.0
	6.9
	5.2
	4.2
	8.2
	5.6

	7–14
	2.8
	2.3
	2.9
	2.5
	2.8
	2.4

	15–24
	3.8
	4.8
	4.9
	3.2
	4.4
	4.0

	25–44
	3.2
	3.5
	7.8
	9.2
	5.4
	6.3

	45–64
	7.3
	6.2
	6.9
	6.7
	7.1
	6.4

	65–74
	14.8
	9.8*
	9.3
	10.9
	11.4
	10.5

	75–
	12.2
	16.4
	19.0
	20.1
	16.9
	18.7

	All
	5.7
	5.5
	7.6
	7.7
	6.7
	6.6


Source: Health and the use of health services in Finland - Main findings of the Finnish Health Care Survey 1995/96 and changes from 1987. National Research and Development Centre for Welfare and Health (Stakes) 1998

As stated before since 1997 the trend in the number of patients have been downwards in each age cohort. Patients have also decreased in absolute number from 798,000 to 769,000. It is also seen that the decline in the use of inpatient care was most pronounced among men aged 65 to 74. Following figure shows hospital days per individual in age cohort.
Figure 4. Hospital Days per Individuals in Age Cohort
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Source: Register data for discharges (Poistoilmoitukset) 1969-1993 and hospital days (hoitoilmoitukset) 1994-

Figure 4 shows a decrease in the number of hospital days since 1980 for all and since 1975 for working age group 15-64 (figures for 65-74 years old are 30% and for 74- 10% of actual because of the scale of x-axis). The biggest decline took place for the 65-74 age group. Similar trend has taken place for hospital days of discharged, see Figure 1. General hospital days of discharged per inhabitants increased in period 1920-1972 from 0.54 to 1.19 and in 1972 individuals patient days of discharged in all hospitals was 3.3 (Figure 1). This similarly reached a peak in 4.2 in 1980 (respective figure for hospital days was 3.9) and decreased from thereon. It is, however, clear that the biggest change has taken place in the average length of stay in hospital and not in the number patients as shown below. In 1975 65-74 years old spent on average 9.6 days in hospital, whereas in 2001 the figure has levelled down to 4.9 days. For the working age population hospital days also decreased from 2.9 days in 1975 to 1.3 days in 2001. Following figure shows first discharges

Figure 5. Discharges per Individuals in Age Cohort
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Source: Register data for discharges (Poistoilmoitukset) 1969-1993 and hospital days (hoitoilmoitukset) 1994-

It is seen that discharges have increased rapidly for 65-75 age group, which explains the decrease in hospital days. Similar trend is apparent for oldest age group 75 years or over. Figures A3.a and A3.b in Appendix, in turn, show the increase in the number of discharges for both sexes over time. The increase in discharges is particularly clear for men 65-74 years and for women 75 years or over. Figures below show the average length of stay for discharged.
Figure 6 Length of Hospital Stay of Discharged for Men
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Source: Register data for discharges (Poistoilmoitukset) 1969-1993 and hospital days (hoitoilmoitukset) 1994-
Figure 7 Length of Hospital Stay of Discharged for Women
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Source: Register data for discharges (Poistoilmoitukset) 1969-1993 and hospital days (hoitoilmoitukset) 1994-

In Figure 2 it was evident that the length of stay in general hospitals decreased from 21.9 days in 1920 to 12.5 days in 1960. From 1960 to 1992 the average length of stay in all hospitals decreased from 27.3 days to 17.8 days. It is seen from Figures 6 and 7 that the average length of stay in hospitals has continued to decrease in all age cohorts also since 1969. The turning point for the new decrease is the end of 1980s. Men of 15-64 years now stay in hospital 9 days instead of 24 days and women 7 days instead of 18 days like in the beginning 1980s. In 1969 men 75 years or over stayed on average 30 days and respectively women 50 days in hospital. The numbers have halved to 18-22 days by 2001. The number of patients is the same or larger for older workers but both hospital days and the average length of stay in hospitals are decreased. The decrease in average length of stay has been most striking for men from 23.5 days to 9 days, whereas the change in women is 20.1 days to 11.5 days. The reason for the difference is the relative increase of hospital days for women over 65 years. In any case, the difference between sexes has narrowed. Following table shows individuals with discharges by more detailed age groups since 1995

Table 3. Individuals with discharges by gender and age
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The recession and the state subsidy reform of 1993 combined have led to a decrease in inpatient care. It should also be recalled that the length of stay in hospitals decreased considerably also before recession in 1980s, discharges increased continuously but especially after recession and the number of patients did not start to decrease before 1997, i.e. only after several years after the recession. Hence, hospital treatment practises altered substantially well before recession at the end of 1980s and the inflow of patients started to recede several years after recession. Not the recession itself but the tight fiscal policy since 1994 is also an important explanatory factor. During the period 1995-2001, concluded periods of care increased by 24%. The increase has taken place in all age cohorts. In Figures 4a and 4b the average length of stay in hospitals started to recede at the end of 1980s, i.e. well before the recession. Still from 1993 to 1996 the average length of stay in general hospitals continued to decline from 7.0 to 4.8 days or in register data from 14.8 to 11.5 years. The reduction was greatest in the hospitalised care of psychiatric patients. In 1993, the average length of hospitalisation for such patients was 133 days, but in 1996 only half of that. The number of patients only started to decrease after 1997.

2. Care for Elderly

Care for the elderly currently accounts for about one per cent of GDP and absorbs an increasing share of resources in coming years. In table 3 it was readily apparent that persons 75 years or older are taking increasing share of hospital care. Now nearly one fifth of individuals 75 years or over are hospitalised. From table 1 the average length of stay is three times longer than for the rest. It is, hence, likely that individuals over 74 years may currently take over 50 percent of hospital resources, since the costs are strongly positively correlated with the duration of stay. 

Following table shows resources and coverage in Finland as compared to other Nordic countries

Table 4. 
Resources in Elderly Care in Nordic Countries
	
	Elderly per  worker
	Domestic help clients% of 65+ old
	 Institutional clients% of 65/67+   old 

	Finland
	17.0
	5
	6.5

	Sweden
	7.8
	8
	7.7

	Norway
	9.8
	16
	11.1

	Denmark
	7.9
	24
	9.0


Source: Vaarama et al. (2001) Tables 3,4 and 5.

It is seen that public spending to elderly care is notably lower in Finland than in other Nordic countries. In 1999 the amount of care personnel per client was on average 0.42 in elderly homes and 0.66 in inpatient care. The number of elderly per worker in institutions is twice as high as in other Nordic countries. Denmark and Norway also distribute institutional services to wider range of population. The mirror image of this is lower coverage of domestic help. 
Figure 6 shows the evolution of institutional care by age groups in Finland for all (divided by two) and for ages over 50 years (Stakes, 2002b). This includes all institutional care and residences with 24 hours surveillance. Institutional care based on assignments and residential service in intoxicant care is not included. Individuals 50 years or over are responsible for 88% of all institutional care in 2001. Institutions for child protection are not included. Respective tables, also by gender, are shown in Appendix. 

Figure 8. Institutional Care by Age Groups All and 50 years or over
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It is seen that the demand for institutional care has nearly doubled between 1995 and 2001 and the major change occurred in 2001. One half of all institutional care is allocated to individuals with over 80 years of age. Women demand 65% of all institutional care, ranging to 73% among the individuals over 80 years of age. The SOMERA-commission in future health cost calculations assumes that the dependency of the elderly will improve in the future so that the use of elderly care will be pushed 3 – 5 years ahead within next 30 years. The view is optimistic especially in institutional care.
Following figure shows home care by age groups and for all the individuals over 50 years (divided by two). This includes all home care services, where surveillance by staff takes place only during daytime and customers belong to regular home care service system. Family care based on assignments and residential service in intoxicant care is not included. 91% percent of home care is allocated to these age groups in 2001. Respective figures by gender are again shown in Appendix. 

Figure 9. Home Care by Age Groups All and 50 years or over
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The degree of increase in home care is much more modest around 10 percent between 1995 and 2001. Half of this has taken place among the oldest age cohorts. 46% of services are allocated to individuals 80 years or over. 67 percent of services are allocated to women. Half of this home care targeted to women 80 years of over. The institutional care has increased more rapidly than home care. 

It is claimed that the authorities have in general conducted a successful strategy to reduce live-in care over the 1990s, principally through greater use of housing with special care facilities (“service housing”). It is seen that the increase in the share of home has not necessarily been sufficient. The government also recognises the need for more choice in public health care and a number of proposals have been made in this regard. Notably, the Ministry of Social Affairs and Health is advocating the use of vouchers for home-help services (Ministry of Social Affairs and Health, 2002). In a recent evaluation of voucher systems the Ministry underscores the need for equal treatment of different provider options, quality guarantees, and the inclusion of the municipality’s own provision in the voucher system. 

3. Doctor Services

The public health care system does not give users much choice in terms of the medical centre or hospital they attend, or by whom they are treated. In primary health care, patients are assigned to doctors on the basis of location of residence and in secondary care patients cannot choose where they will be treated and only seldom have the possibility to choose a specialist (Ministry of Social Affairs and Health, 1999). At the same time, in certain areas of health care, private sector alternatives have developed quite extensively. Most notably this has happened for doctors’ services; about one third of all doctors (both general practitioners and specialists) operate practices which the state supports by partially refunding the fees charged (Järvelin, 2002). There are relatively few large-scale private-sector operations, such as hospitals. 

Visits to the doctor were considered separately for visits due to illness (including due to pregnancy) and visits for health examinations. It is also possible to assess the distribution of visits by main disease category. The total number of visits to a doctor has increased by 100% between 1964 and 1996. In 1964, adults saw a doctor 1.8 times a year on average (about 6 million visits at population level). In 1996, the visits to doctor were increased to 3.9 times a year (16.5 million visits at population level). Including children would increase this figure to nearly 20 million in 1996. The increase in the number of visits was statistically significant in all age groups except for 15-24 years old. 
Similarly to many other OECD countries, Finland faces strong growth in pharmaceutical costs. Women, particularly those of working age, use doctor services more than men do. For men over 75 the number of visits increased substantially, and in 1996 men in this age group went to the doctor even more often than did women of the same age. Men that participated in Second World War are less healthy than others, which can explain this. In 1987 large share of this age cohort belonged to 65-74 years old and in 1996 to over 75 years old. It is apparent also that the number of visits increased among both the chronically and nonchronically ill (see Appendix Figure 4.2.2 in Stakes, 2002). In 1996, there were no great differences in age, sex or chronic illness-standardised visits between income groups. Thus equal utilisation for equal need may have been achieved between the income groups. Regionally the differences between utilisation rates between regions are apparent. In the Greater Helsinki Area, the total number of visits in 1996 was about 25% higher than in Eastern Finland and the difference was even greater than in 1987. Over the time, the number of visits also increased most in Southern, Western and Northern Finland. 

Table 5. 
Total Number of Outpatient Visits to a Doctor per Inhabitant by Age and Sex, 1987 and 1996.
	
	Men 

	
	Women
	
	Total
	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	0–6
	3.9
	4.7
	3.5
	4.5**
	3.7
	4.6**

	7–14
	1.6
	2.6***
	1.5
	2.0**
	1.5
	2.3***

	15–24
	2.0
	2.3
	3.2
	3.5
	2.6
	2.9

	25–44
	2.4
	3.0**
	3.8
	4.3*
	3.1
	3.6***

	45–64
	3.6
	4.1*
	4.2
	5.0**
	3.9
	4.6***

	65–74
	4.4
	5.4*
	4.2
	5.3**
	4.3
	5.4***

	75–
	2.9
	5.5***
	4.3
	4.1
	3.9
	4.6*

	All
	2.8
	3.6***
	3.6
	4.3***
	3.2
	3.9***


*p<0.05; **p<0.01; ***p<0.001

Source: Health and the use of health services in Finland - Main findings of the Finnish Health Care Survey 1995/96 and changes from 1987. National Research and Development Centre for Welfare and Health (Stakes, 2000)

Following tables 6-7 show respectively the number of visits to health centres, hospital outpatient department and private doctor. It is seen that the greatest increase took place in the number of visits to doctors in health centres (Table 6). The number of visits to the outpatient clinics of specialist hospitals also increased (Table 7). Mostly this took place for children under 6 and adults over 25. This reflects changes in clinical practises, since specialist procedures can be done less on inpatient basis than before. 

There was no change in the number of visits in the private sector or occupational care (Tables 8 and 9). It is noteworthy that the use of health care centres formed greater share of total visits outside the Greater Helsinki Area. This can be explained by the extension of municipal personal doctor system countrywide, which according to several studies increases the total number of visits (Häkkinen 1992, Häkkinen et al. 1996).

Table 6. 
Number of visits to a health centre doctor per inhabitant by age and sex, 1987 and 1996.
	
	Men
	
	Women
	
	Total
	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	0–6
	2.4
	2.9
	2.0
	2.8**
	2.2
	2.8**

	7–14
	0.9
	1.5***
	0.8
	1.3**
	0.8
	1.4***

	15–24
	1.0
	1.2
	1.8
	1.9
	1.4
	1.6

	25–44
	0.9
	1.1*
	1.6
	1.8
	1.3
	1.5**

	45–64
	1.5
	1.9**
	1.8
	2.1*
	1.7
	2.0**

	65–74
	2.3
	3.0*
	2.5
	3.2*
	2.4
	3.1***

	75–
	1.8
	3.0**
	2.6
	2.2
	2.4
	2.5

	All
	1.3
	1.8***
	1.8
	2.1***
	1.5
	1.9***


*p<0.05; **p<0.01; ***p<0.001

Source: Health and the use of health services in Finland - Main findings of the Finnish Health Care Survey 1995/96 and changes from 1987. National Research and Development Centre for Welfare and Health (Stakes, 2000)

Table 7. 
Number of visits to a doctor at hospital outpatient department per inhabitant by age and sex, 1987 and 1996.
	
	Men
	
	Women
	
	Total
	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	0–6
	0.6
	0.9*
	0.5
	0.7
	0.6
	0.8*

	7–14
	0.3
	0.5
	0.4
	0.3
	0.3
	0.4

	15–24
	0.3
	0.4
	0.5
	0.6
	0.4
	0.5

	25–44
	0.4
	0.7*
	0.6
	1***
	0.5
	0.9***

	45–64
	0.8
	0.9
	0.7
	1.2**
	0.7
	1.1**

	65–74
	1.2
	1.3
	0.7
	1.0*
	0.9
	1.1

	75–
	0.6
	1.6**
	0.7
	1.0
	0.7
	1.2**

	All
	0.5
	0.8***
	0.6
	0.9***
	0.6
	0.8***


*p<0.05; **p<0.01; ***p<0.001

Source: Health and the use of health services in Finland - Main findings of the Finnish Health Care Survey 1995/96 and changes from 1987. National Research and Development Centre for Welfare and Health (Stakes)  1998

Table 8. 
Number of visit to a private doctor per inhabitant by age and sex, 1987 and 1996.
	
	Men
	
	Women
	
	Total
	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	0–6
	1.0
	0.9
	1.0
	1.0
	1.0
	1.0

	7–14
	0.3
	0.6*
	0.4
	0.5
	0.3
	0.5*

	15–24
	0.3
	0.3
	0.4
	0.6
	0.4
	0.5

	25–44
	0.4
	0.5
	1.0
	0.8
	0.7
	0.6

	45–64
	0.6
	0.6
	1.0
	0.9
	0.8
	0.8

	65–74
	0.9
	0.9
	1.0
	1.1
	0.9
	1.0

	75–
	0.4
	0.9**
	0.9
	0.8
	0.7
	0.9

	All
	0.5
	0.6*
	0.8
	0.8
	0.7
	0.7


*p<0.05; **p<0.01; ***p<0.001

Source: Health and the use of health services in Finland - Main findings of the Finnish Health Care Survey 1995/96 and changes from 1987. Stakes 1998

Table 9. 
Number of visits to an occupational health doctor per person of working age by age and sex, 1987 and 1996
	
	Men
	
	Women
	
	Total
	

	Age
	1987
	1996
	1987
	1996
	1987
	1996

	15–24
	0.3
	0.1***
	0.3
	0.1*
	0.3
	0.1***

	25–44
	0.6
	0.6
	0.5
	0.6
	0.5
	0.6

	45–64
	0.6
	0.5
	0.6
	0.7
	0.6
	0.6

	All
	0.5
	0.5
	0.5
	0.5
	0.5
	0.5


4. Subjective Assessment of Health

The study on subjective health assessment is based on time-use data. Information is gathered by asking people to keep a diary keeping track of their daily activities. Statistics Finland carried out three surveys in 1979, 1988 and 2000. For this study, the data from 2000 were analysed. Information on subjective assessment of health is based on two variables. The first measures health by five categories (very good, good, average, bad, very bad) and one for cannot say. The second variable is a dichotomy variable with respect to presence of notable health problems. Following figure shows that health problems are strongly raising with age so that around 15 percent of individuals perceive them beyond at 65-69 and the share doubles until the age 80.

Figure 8. Share of Individuals with Health Problems that Affect Daily Activities.
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Source: Time use survey 1999-2000, Statistics Finland.

It is interesting to show the respective figures in the alternative health measurement with five categories. 

Figure 9. Share of Individuals in Five Self-Assessed Health Categories.
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Source: Time use survey 1999-2000, Statistics Finland.

It is seen from Figure 9 that the share of those who categorise themselves as having average health rise strongly with age. The share of those with bad or very bad health is also rising. However, many of those having health problems that affect daily activities consider their health to be average. Hence, the dichotomised division related to health status that affect daily activities appears to work best. This is because many with reporting average health simultaneously have health problems affecting daily activities. This is especially true for those who continues to participate in worklife. Following figure shows the share of those with notable health problems in daily activities by education level. 

 Figure 10. Subjective Assessment of Health: Share of Age Group with Poor or Very Bad Health:
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Source: Time use survey 1999-2000, Statistics Finland.

It is seen that health does not deteriorate monotonically with education level. Those with lower university education have almost as equally bad health as those with only basic education. Finally it is interesting to consider the evolution of health over time in the following figure. 

Figure  11.
Subjective Assessment of Health 25-64 Years Old 1979-: Share of Age Group with Good or Very Good Health, Age Standardized. 
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Source: Nation Public Health Institute (Kansanterveyslaitos): Survey on Health of Finnish Adult Population 1979-2000 (Suomalaisen Aikuisväestön terveyskäyttäytymiskyselyt vuosilta 1979-2000)

It is seen that health has improved over the years since 1979. In the National Health Program it is expected that the improvement of health continues. 

5. Public Health Expenditure

By international comparison the public resources devoted to health are relatively modest. Finland devotes approximately 7 per cent of GDP to health services, three-quarters of which is via public expenditure (OECD, 2003). The increase in health expenditures has been 1 percentage points since 1970, lowest next to Denmark. This is little compared to over 4 percentage points increase experienced in Spain, Germany, Belgium, Check Republic, Portugal and USA (OECD, 2002). France, Germany, Check Republic and USA belong to the group of countries with the highest expenditures amounting nearly 10% or over of GDP. USA runs the most costly system with health expenditures 13% of GDP.
The modest increase and size of health expenditures partly reflects the budgetary austerity of the 1990s (OECD, 2003). Some cost-saving measures have also been implemented. User charges for municipal services were increased over the 1990s and tax deductions for drug and other medical expenses were abolished in 1992. There has also been a reduction in the reimbursement of pharmaceuticals by the national insurance scheme (Järvelin, 2002). Still most apparent increase in expenditures takes place in pharmaceutical costs. Finally, the general direction of the health status changes have been positive over the last 20 year, see Klaukka (2002) and Aromaa and Koskinen (2002). The most positive changes have happened in musculoskeletal and vascular diseases among both retired and working aged people. These changes are also mirrored as positive changes in dependency. Contradictory to this male over weight and female smoking have increased. Nevertheless, the health system is broadly in good shape according to a special review of health care in the 1998. Infant and child-care are at good levels with high levels of immunisation. Health education has been effective in areas such as nutrition, physical exercise, reproductive health and smoking. Diagnosis and treatment also rank favourably in international comparisons.

Despite this relatively low share of health expenditures per GDP, it can be said that common to all countries has been a growth of health care expenses (OECD 1994, 1995). In Finland, the need for change was recognised in the late 1980s, and finally state subsidy reform was implemented in 1993. Before then, the health care system had been highly centralised, with the provision of social and health services by local authorities being controlled by national five-year plans drawn up by the central administration. State subsidy was conditional and dependent on the authorities following instructions on services, priorities in activities, staffing, expenses and investments. The reform, however, delegated both administrative and economic power to the local authorities. Following figure shows prospect of primary public expenditures (excluding interest payments).

Figure 12. Primary public expenditures % of GDP
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Source. Government Institute of Economic Research 2003.

Primary public expenditures are assumed to growth annually 1.8% per year since 2002 in the above figure. Hence, the difference in expenditures per GDP is explained by differences in GDP growth. Basic low growth shows an annual increase of 1.2% per year since 2010 after period of higher growth of 2.6% in 2000-2010. Stronger growth alternative gives initial 2.9% growth followed by 1.3% growth since 2010. Respective figures for high immigration alternative are 3.0% and 1.5%. It is seen that in the high growth prospects expenditures rise 5 percent from the current level. With 10,000 thousand immigrants per year primary public expenditures per GDP do not change substantially at all from the current level. SOMERA-commission estimates follow closely the low growth prospect, since the share of social and health expenses is expected to grow about 2 percentage points by 2030 from the current 7.5 percent level by 2030.

The SOMERA-commission estimates assume that dependency of the elderly will improve in the future such that the start of the services usage will be pushed 3 – 5 years ahead within next 30 years. The view is rather optimistic, and especially in institutional care it has a little support from the past trends. An increase in demand for health care expenditures (+0.7%) that follow exactly year 2000 figures in each age cohort [and ignoring the likely increase in healthy life expectancy (+0.6%), the abolition of current resource cap in personnel (+0.4%) and a shift to outpatient care (+0.4%)] leads to doubling of the increase in demand for health services to 4 percentage points of GDP. 

Occupational and private health care services are produced alongside those in the public sector. The national target for good coverage in occupational health care had already been reached before the period of the survey, 80% of employees being covered. In 1996, the percentage had risen only by a couple of percentage points. Employers are required by law to organise preventive occupational health care, but sickness care is up to each employer individually. However, it was the need for psychic occupational health care, the increase in early retirement and the demand for better quality and more cost-effective services that led to the development of occupational health care in the 1990s. Maintenance of working ability plays a key role in occupational health and it has been incorporated in legislation since 1991. The reform of the subsidisation of occupational health care was implemented in 1995. Since then employers have been paid a subsidy by number of employees on condition that they follow a principle of good practice in organising care (Laine 1997) 

The deteriorating economy and the structural changes in the composition of services had a heavy impact on the health care sector as indicated by the sharp drop in the level of health care expenditure after 1991 – in real terms, expenditure decreased by 15% between 1991 and 1994 (Figure 1.5), mainly as a consequence of the sudden loss of national and municipal tax revenues and the simultaneous rise in social expenditure. The financing of health care also changed. The share of publicly financed health care decreased at the same time as that of users substantially increased. In 1996, 22% of health care expenditure was financed by households’ out-of-pocket payments, whereas in 1987 the figure had been only 13% (Figure 1.6). Households’ medical expenses raised most in user charges for public and private services and medicines. In addition, abolishment of the tax deduction of medical expenses in 1992 increased the share of costs accruing to users of the services 

The increase in users’ costs is also indicated by the fact that consumer prices in health care rose at a faster rate than consumer prices on average. The most visible structural change in health care expenditure took place in medicines and hospital inpatient care. Due to continuous efforts by policymakers to substitute outpatient for institutionalised care, the proportion of hospital inpatient care fell from 45% in 1987 to 40% in 1996. Despite reductions in the reimbursement rate for medicines, total sales of medicines increased during the recession. As expenditure on medicines increased while other expenditures declined, their share of total health care expenditure increased between 1991 and 1996. 
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Appendix

Table A.1a Patients per Individuals in Age Cohort, Men
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Table A.1b Patients per Individuals in Age Group, Women
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Table A.2a Hospital Days Per Individuals in Age Groups, Men
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Table A.2b Hospital Days Per Individuals in Age Groups, Women
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Table A.3a Dischargers Per Individuals in Age Groups, Men
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Table A.3b Dischargers Per Individuals in Age Groups, Men
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Table A.4 Institutional Care by Age Groups and Gender
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Table A.5 Home Care by Age Groups and Gender
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