AADONEATER LTI &, LASTEVHRE3 0 M e Bab 6 FB & is,
%G D PHERERIT 7T4% TEWHIZET S, OE CDDOFEHE 2T & EREDBEF
NoAh D&, ARIEEVITEOR) E%%#&ﬁm&wag&cﬁéa A4X Y AL H
AED ILIZEFEN VI, T AV, I FEEICIT RN TERE S K E 0,

2) BRELRLERE

EinE R L R R O BRI AT T & R OBRIZ SREFT T, OEC
DEOR TR TAOBEAZE N Mo, Axv o EO 3 TEBERMNT Eo
HREAIEVH LTV AICBE T, I b 3 VEEZRS S EELLRLERBIITEEA
EMOBEfR S R0,

B LR ERELY LR ST LV RETIIYNAROZ LX) Im U LN T
WA ZENLTHITEME DN A0, EHEREE) O &b CERBESENT 520 )

RAEHL I D 3L 72 D o T,
EFE OB Y R 7R R3k2 65l LILEEERITH CHGDPLL., %) DKk

BAEMRIZEENTREL (]’3) (19984F)
EREERE T &R " o T2
ECEm T D12 H 220 12

L9 mlE LR m 1" N
ECEREIRKE 20 10 1 o °
DI bk, WTERR : 8 ° o 8,
ERFEN ENITEEH ) . on%
B RENC L > TRA 6 % .=
HILENRRT D, BN 5 ¢ o

e TEERT 7 ERAD s b . ,
BLELARREVICEE ’ ’ " S
7ZnbTH D, & #) OECD Health Data 2001

3) AHELERE

ISHITE SR EE D352l S E CIEEBRA~DOT 7 B AR E E AR EEY— 2D
BREML, BERERESEZH0D1EA 57, OFE CDEEOERHIC LD 540
IT&E%ﬁmwﬁﬁ%%émb ZO LS RERITASZT by, hba Axy
=, EEO 3 BEEFRVEEA. T LAKYL = T S VEOE S 285G D PHERE
miméwﬁﬁm%éiﬁto

139



M3 AMERELLREERIH (HGDPLE . %) OBE

PNHER Y =7 HB/h &
(1"‘;) (19984F)
FAUH ' <EERERHRMA~N—ATH
3 &
N BISNBT AU B THS
» - S EHEBEENPRKEL K
0 ®e ‘ S EFRMGICE L TE
5 hr5e ¢¢ - OBIERKE WAL FY %
@ 0069 & ©® N o
8 e ° @ 7 ETEEEN/NI VD, A
; ¢ AFK @ 1o _ R
. o ,&w_$ B dttE s 27 LADIE S
. S . DS E R &2 & h e
4 o | v e BsEREABA
40 < 50 60 70 80 90 100 %
BRI 5 5 B 4B HL 0D HZE(Y) o

: ﬁH)QECD Health Data 2001

4) EREENE S ERE

E%ﬁ DB SERC G 2 BRI X, 80 R0 5 90 FE{RICH T T ERH
EEN W o3 E L D B A SRR A T LA, A E o E R e 417 -
TE, 90 4FRICHEA BT 4 T RIEM Uz diB R O OB 23 Fiic 72 - T
%o OFE CDREEDRERD bE DI ERROFFCBOR & 127,

O E C D24 HED 70 15 91 FED/SFATF — B 5547201 DB ~D BRI DAL
HELTHOREOE 5 7 TR £9 b, A XU RDT T4~ Ul TRT A
Y OHMODE 57 TABHANH] OIF 5 NERB L3I TIPS, @77 2 THET
SNTOD TRGBHE (BHNED CERE S — BARHAE TR LS 21
H)) BERBEIETHFD. @I ¥V ADGP (V=XINTTIT1va)—) &
HCH% < OETRASITNG [5 b ¥ i) ZERB L X FF5, 722
HIRDAPED DD b TVDS, LA LAERS, 29 LEHEDMRORBLR, 7
e, MR, FEEER OERBICED L S R BE E 2 THDHE20T
BEHIIE LA RS T,

& TERH LHIC BT 2 b A EOEBRI AR, U LA T @Y Th b, —ic
FTENTWD EFHES D A ADERB O PG 2 KETHRNTHZ LI L LS,

2. hAEDEERH A ERE
BRI RE & AR EIE I b &S PERT 7 & X THMS 1T bbb AEOE

2 QOECD(1995) |

3 OECD(1995)12 1. OH CAHOE & R idskERE ~FEES, ARNEVIFE
ABREF I 2 - TEINT 5 . @ P HERMHNIIBIR R 2N E 2 A EFEE 2 NS85,
OANLOHE D EMENE N EERENRTRAD ., @M A EMOBmBERICENIN
TS E D DTEERICERR, 7o SEBEECR O RICEERM 2 18 2 551 b BRI
WEShTw5

140



P LIRS @ VR A2 2T T B, Bl IX WHO TWorld Health Report 2000] i
DREOERY AT LZDONWT, 7Y =T 7 AR PEHEEOHIBIORR L Lol
HE Gmnd) 2REFHOL, AT F 7 Thy 7 LLE LTINS,
bhbIZ 0L RHIEOL E TEDX I ICERBELZES L THD D0, LLF Tk
TP, FTRREER]. PR, BAANCEREN EDO L I EN TN DD
IR 5,

1) FEHERE

RIRIZAD &5 ER4 HHEREREA LA DES)

in}oﬁi‘@f:“ FCre —® 2
< FEAMET L Fhm 2 D115~ 24
R ~ £125~ 44
NaEd, TOKL 60 45~ 64
) IR A R R O 7] 50 @658 Ll
E—— 40
. EIRRERES 0
KL TWa EE 20
2B D, F 10 - _—
DIEFRD 1= D% ° H44 7 AH
A 3 A
WELERE LD = 5=
WCHAINT 5 2 b 80
70
BB Ens, 60
HREOZ DA 50 |-
DR E LT, & 40
30 |
FiEBFID LR 20 %
%5 . B H % 10 —\7/ m—
N _— - - 0 B i
Az e hFH T AT AFYR
Lo THHFEEOL

. ##)OECD Health Data 2001
R 72 KIEDS Z &

BRHZ & REEEMTHZ LN TE D, BAROHFHFEMNUEL 0 b EVOERM O
Bl bi-HEEZLNG,

OAECHERRRGE Z IR EEBEEZRE L TWDLD0 T, FNEFNOREICE &
DO THERPERBIOERE 2D T ENTE D, MK S 22D & EREOFRISEEX
FEFNWZRENT EBGNDE, ABETHARTH, 1 0~ 2 OB TEREITIL-& b
R0 FNLL LTSRS E 23 S EREN R D, miEmd CIIERE O
£ HREH T, FRCABEERIL 8 O ETEINT 5, 202 EnLEFREITTRL
EEEICE > THERT 7 B ARSIz R S5,

141



izl

kS FERREHR A ERE

TAS-YARERE
19984

— ] RRER

—— RERE-HRIEHE

—o— BB R - WikEE
—o— BIRAEE - WRERE

—— RBAE -HRS

§~9 |

<+ - o2 <* m =3 @D <+ (=23 <+ @ hid D < @ < D 'LJ
1 —_ — o~ o el @ < <+ 'e] 0 © w© r~ ~ © «©
= 1 ! ! { l ! ! ! 1 i t ! I 1 ! l =
€ 2 & & 8 8 2 2 8 83 8 8 R B 8 8 8
£
TABYMNEERE
(10M) 199845
5.000
4,500 — EREE
o BERE - RERE /
4,000 —— BERR - HEEE
—— BEREE —HERE /
3,500 —o— RIS —WBRE N
- /34 /\
2,500 < \\
2,000 b
1,500
1,000
500
o L X 2 L 2 L L L L L L 1 2 i L L . L
<t [~ < o < =1 <3 (<23 hd (=2 <¢ [<2) <t L=1] s = <3 (=23
! ! - — N o~ d © <+ <t el el © -3 ~ ~ 0 @ "4
=} 3 ! l l 2 4 ! ! 2 1 t ! ! l ! 2 1 =
o %) (=3 " o 0 =} 0 o 72 [=3 5] o 0 o Lo =3
- —_ ~ ~ I © <+ ~ s w © w© ~ ~ o @ >
&3

2) RERE

142




ERLEE T — % TIEFER R E D L ERESENLL LT X 5 & 5 BRED N
7o 1TENTHREROBRE S DDA 5 b, EKATEEOERE IV, BFEED
FHREL DEFRELESL L TWL Y, BEROFRRANKETNIE, BERT 722K
SEE TR LR D,

OREORERT — 4 CTHifg & EREOBRERL Z LB TE 50IE, HLRRIT
MEEFSARE IRBLAAE ) 7200 CTh 5, BTN ETES 2 BUT & EEFERRICINA T
LHHFMEEDEEDRENRTH D, 2EFHE TR U IARETH DD,
RZHEPBDEETE W), 22 TORGXRIT 1T AT 0 ERERE T2 <, 1
B EFER D, IV IOV ESOBMRRLEE LR BELTHD,

Hke6 B HNkYERE

1 TYE WIREE (B) . Ak Pl WRIRE (). AR
=B waeremew | |EED (B BRI,
70 70
60 60
50 R 50
40 (W AV,\.A/\\‘/ 40 4
30 30 }
20 |||||||||||||||||||||||||||||||||||||| 20
S T ST - © = =~ 3 3 5 9 @
L BANMARGM BERMARETGA)
1Y WRRE (B) . Ao Pl MARIRE (20, AR
%E(ﬁﬂ) (EHT I SRR R ) ’%%(EH) BHEERERR)
2.0 ya 20
AR P AA A
1.5 A L 1.5
e W Vel A Y ‘W‘W‘-’M ! \/\/N WV
1.0 1.0
N 0 i
® @ =~ & 3 T ¥ g o = 9~ ¥ 3 5 9 e
HRMBMARMEM) RERMBB(AM)

B HERRTTERBAREERINE I FHOF1ALRS

X3 6 ORBIARMERINA 289 2 b bLBLS | S FIOM G TH Y | I ARl LA
Besh Ohsk) O 1N ERETHDH, AREREITL - & bFERROETOCH
< HTRETELS, BfE THUOETE L 22 H 5, ABAERELISIERE
W, AL D B IRTEB TOREBRFHCB T TR > TWa, 2, BhoEICER
THE, BRCBFOERBILFLIVLENZ DD,

PLED KFIEEDIE I e LAS DIEFEREZH > T A AREENR K&V, HO
MO TE PN TR RV E ERENE X 5 &0 9 BRI, b2EOFCiEdh T
L0, KGEDERT 7 B AREPFIEEIC L TEDL LW RBIZEEIN L D,

ST 7 & 2 OFTRHIE ZIZ W TR - BB (1999) 235547 L. Bafk i & FifRic

143



VIR N B D Z L IR Y R AT R EERH D L L LNDN. AFEDI L
DIGFEFEENETHEREE OIE ) D@V O T, [EFWBE~DT 7 2 2O E v LR
NTWB E, bhvbl ERROBRZHRE L W5,

3) HAEBANERSE

HEBE IO AEORFEFNL ST CHOWOND Z EIFENR S TH 5, (HaME
SN 23T O B IO IT LR B 220, Arber(1996)i3 1 & 1V R IZ 81T 2 flEE
JEGWOIHICRNT Class OBES S EE & L, F/. W3 (mEEIZ OV THEToR
), MFERIE (TNF A b, RN b FA L RE BEE) BlOSTERREL TS,
bbb 23R 6 o THARDT — X2V, 2R, TREE, gt o ERE %
R D Z &L ERBIZN, BATIEED X 27800 10 CHER S N ERBEEHIFE LR
o 77,

TEZER D BEFRE T A4 5 2303 9 T2 O DOME—DFA 03V {3, e DORIEK 5 1R L4
PR B CTh D, ZHAVUIEFRERBRHIEINZ/ER ST 5a728, fRR I & ICIMAHE
OWRENR R D Z L HRIRTIUL, BENEREE AT LN TE2DTHD, L
L, WEME TN - ThH, 2o, EAE, ERAEOREORMEE. A +EE,
D 3IFEFIET OGN E EED, [BUTEERBRR] L0 THA B SRR
DWRBERANB TN E A LOEMFIABE L, TOPTHATESF/IEE, BEPK
TEEAFETCHD, 2D 2 DORBROWKRBE X Z N LEMEOBEORMBE & /2
®5H, £ LT MEREFERR] MAFITHEETL L FIERES L HEEREEND,

FOEI BN ONERS ZHERGT 5 & ABEREZAE +EED [HRHEH
R 2 25~29 BB AR 2 TOERBTHL > LE L DEREEL > T E, 7L
S A KRR L MEORME 2R 5 & MEORBE OIT ) PERBESEH VD, &6
WCRAEERERE &P/ IEEREMAE T TNMEREAFOF ) BERER &S,

ASREFIC OV, TR HBEEIOBMRINSIESI 2> T D, T72bb, AE+
MESFERE. 7V LEAF > WEORME. KEEEHAE>H/IEERERE. 2
EThD,

PLEDG | PEIERI CAPRIER A REROER LR E S B D[RR R E V8,
T—HOHF L Z N EOSHTIEREETH 5,

4) BLAERE

O ETHEERE % 578N BH L T aHEHI D By, IEE=— X2 B =B b 5
ZEEHLNTHDIIC L PO, FOEIZER LEERESIIEEAERYG
QAR

144



R%E7 BRHBOKRRS BB KAL) PSS TER Lfe 5 —

AR AR5t A D IR T BUR

BT EKF BT KT ERdERBRMAFO
s 1000 1000 1000 1000 5= =
R 3.9 40 43 3.9 EIRA BN ERET 5
W) 17.8 19.9 3.1 42  FERRRT TERGHS
%, e 0.4 1.0 0.3 1.0 Ao =
5, i 65 42 9.3 18 MERBLRE) TR B
AP 3.6 3.4 2.3 18 e g e
PR 1.8 1.6 1.3 g AMOERITEOE
iR 2.1 18 6.6 9.7 R OB A
H 0.5 0.9 1.4 1.5 _ . .
fERER 16.9 9.3 18.1 11.8 AL LS En oA
0, 2% 7.1 6.3 16.9 18.3 N o o e
s 17.4 10.4 125 85 BRBIG, HIFRTIZH,
BB, KT 0.9 1.0 6.2 1.7 I o B AR
5., B R 6.9 7. o5 11 2 tﬂ‘ﬁﬁb“’Kh
FREE. 38 4.9 6.4 30 5.9 BIOABRMCEIT D

Lo EL 0.0 14. ) . s L .

B 00 00 o0 o0 ERMEAEDOESL
TR, RBHERE 0.2 0.2 0.1 0.1 FIN . 3
IS EES OO 1.3 1.5 1.5 1.6 %Fﬁ#ﬂﬁ@tﬁr{%
BE. hE 7.9 6.2 3.7 26 LMEMELTND
BRDHSRETTERGHRGEKRAEI1999F48 5 FIUz LT, AR

PIEBFTH - EBZVDIIHAEY., ROTHER, TRRBOKEBTH D, LTk

—(LOFAMTEFEELTHDHDOD, (DGR - 5t - BEL X < THDHEN
RESERY | FNUTEEF LR UM, AR &b, AT T, B
EERES. WL AR, WMk, AR OIETH DM, L FIEMEmes. WERE. IERR.
IRONETH B,

LSRR EARANOZBITH CTH D Z L b, TR T 5 B o
ETHDHI EEEB LT ER LR, ~fRICBETFOE ) BNEHERRE N k%%
ZXUE, R 7 OFFIITERD & w@#ﬁ%i@%%<aih57%ﬁ#k%w
DTz, JRIFa L7122 TEOM 22101, i X 25 Ri s OEN R @%&itf
WABRHEEDR S D, Fliia 2> b — L LEaEIT — 2 Offm6ITH Z &N TE R
VY,

AR 1A Y7 0 ERIZ SV T RIS 38U CRE-B O TR L <
ISR

3. B LN n BRI P 3% e D [EI R Eh e

mbis £ B ERE AR OB &2 BT 578 EO 7= Iz AERRPEREI R TR E O HT i
DREEZT TRGEETHER SN, L L7‘£73)%\ TR FH R BLRD B DS HTIC
Mo & Zhgd S DICB LR THRES Lz atridd vy, fil 21X Cutler and Meara (1997)
(7 AU T OFERIER S OmE 4 0 F O824 U, FLehE & i o R
MBZEH LTz &0 D FREHE LT D03, BLBIOBAD OO RE L T

145



k8 mitELEEEDEREREDEMRLE

19974F

T AR

AFYR

5

0

1 2

3

4

5

(%)

B)65mU LT AEBI-YERE, 0~641 AS-VERE

1) OECD Health Data 2001

Do
v L g oy
FrictE 22 D Ha %2 EA
T BARD B LRIE
i P e 1) 2 i e & HE BT
T 5 & &b, o detk
EH (Br¥, 7AU7H)
WDV T b 5B AR s
IV 6 o = R e A A L
Teo T B & eyt 4
HZ LK T,. BAD
& 5% 2 32 oo ek & B
DT D DB D
HTH 5,

FINCSESEE | IR ZEIC O W TOE CDEBBERT — 212 X0 | &EH OB S % T
BLTEBIS, MESIT6 5T AYMEVERELZ0~641 ANV ERET
Bl T (ERCRENT, BilE & BFEHEOEREK 2%, BAZEG 4 VEIZOW T

B LTWD,

N INETDTROETH EREIIEEE IV ZHOEREY» B LT

VB ENDNB, L LIKEOREREIC L > TRERY, XY X TH 3465, 72
U B TA46fE. W XEFAAREFRL49ETHD, 2D L0b ARTERE OERE
THBKENWEHOFO—~2ThHBEND T ENTE S,

1) BA

WA T3 LHNF R D EFRB 2 RFS T D0 AARIZ DWW CHEEREERRBROMAZ D 1 A

%9 Sz lEma 1 AS-YERE (BX)

Wi ERER
A WL

2,500,0 F(l):j)

(19984F)

72 (% 9),

2,000,000

—~—8F

1,500,000

—O— B F

HERT LD

Wi, A

1,000,000

Be. Aok,
AL, A
WZ2D2WTOD

500,000

0

5 A i
HIEFRA

)
[=2]
o~
l
E¢}
o~

15~19 &
20~24

30~34 &

70~74
75~179

meaEt L,
Zh e Hest

) BEATERARRKRERGHRERARIGE Do HEE

146



BB EHIMAT R CHRT HIET L AS LV ERBREZRDLEVIBDTH D,
TIRE ThH AIEAYL TEHRBEFRRRERG T EERE) 2 X—HE Lzl ¥
T NED D IR EIRBER R 8 CIIRAER K E WA B 5,

ZIUZEIUE, 0~4 e THEB T 111 A, & F 63T EBFHEL DEREYE
T, Bl bz 10 SR TEREMTI L& b/ha< 3 THEERD, TDO%
30~34 R TH AL HLIC 10 FHEB L, 50 T/hE Ve —7 2% 5, 60 mfRart
TR T LIz, 10~T4 B bRMICIE L 2, BToWz HidkrL b RE<, 70
~T4 5% 86 . T56~T795% 104 T ThH 5, ZFIL 70~T4 A6 80~84 ik £ TOHHE
TEFIVH 15 FINEED220, LavL 85 mibl L@ Tk B do o E iy X AT ilin
L., L2111 FATEF® 206 FMEHEZ 5,

TDOEDNFEWE T LB L EORR IR D0, L OFETH FIERF LD b
ZL DEFEBRZFE->T0D, KT BBTLOEREIXHBEVEBREIL. 25~29 Wk,
30~34 ik & 85 LI LD 3ERMBDOHLTH S,

2) aFH
P HF#10 BLhlEEHN AL-YERE (HWFS)
eV T
R e R 18%3&9’}:») (1998%)
TH A ERIZ
H 14,000 o— BT
B 1 Bl 4F tan 12,000 —o— R /
B i 31l O [ 10,000
8,000
g2 R T
o 6,000
A di 5. AR 4,000
1 0 IZ 2,000 : :
Canadlan 0 " TR i) 1 1 1 1 1 i ) ! i ) L
. eYPXI2ILISIIEIBIISRERIH
Institute for R RN
O WO WO WO WO o w0 W o jﬂﬁ(
Health mFm A QO 0 F EDL W6 s~ ok
(=]
Information , _ _ . o
N & #) Canadian Institute for Health Information “Total Provincial
&V ) AR Government Sector Health Expenditure”
P& B8 7S 2 it

LTWAT7—HThd,

727 LEBHCRE LT £ 9 I ST ERE M2 F 068 Tk < INBUF o 3 45
ThHhHI EWEESNV, WOMFEL LIRLEX IS, T 7 TREREDOMIRT
HOAEFRCARSH & BMTHIZKE < 220240810 b, 203 I S SIINBUF &
ZOfh GEIBUF, T2 E) IoMahbd, ZOFRTHBIFOSMA b » &b K&
< EFZHEAKRD2 /3 %2505, & U THERFH OB B MBS 5340 1 4 (4
DERIHEO S EFEREE NS Z L ThHD, DL 2 W6 2 Z TIEBLMaE

147



FF11 Composition of Total Health Expenditures, by Source of Finance

Provincial Government Sector )

PUBLIC SECTOR i

Federal Direct Sector ]

Other Public Sector Muncipal Government Sector ]

TOTAL
Health
Expenditures

Social Securlty Funds Workers' Compensation
Boards

Quebee, Drug
insurance Fund |
Out-of-Pocket
Commercial Insurance Firms ]
[Prlvate Health Insurance
Not-for-Profit insurance Firms ]

R Z DB RO OEEEROEF I 2 Z OMBIFEFR I 7 — 2 TRET 2725,
b L b O MIRY & OREIRE A5 E OFI-CrEIC i > T S TO 58Ik o
TSI LD L W) 5 OEFRE DA 2 KR L CTORWERIEDR S 5,

IR 1 O LB AT TRBLEBICOE TS T RV DERE 28
LIcDbid, BT 44U TETLFRVLF, 0 ek rroe
%<, 2629 I LT 30~34 KT 1,500 FIVBMOBERMNRE— 7 BT 5 a0
AARERARD, AARTITL T 25~29 il L U8 30~34 ik THPEBIH D EEREL A3 77>
HEALNDICLEDLLT I T IDL S Inb O TEFRRHMABES VO
i DAETHERSRITERRRGH OXNRE T2 6T, BREREOERNTD LI
NTWDleheBEILND,

b OV EDORARE OHERL, BATIR 50 R CERBNEE DO LT
FTRENDBR, ZOEIMCHRT HHDTHS )0,

FI B BIZ 65 R ECERESBEICHED . BAELF I LERESE
RIZEARLERRTH D, €L T8 MU LTI L k2 BF4 LRS A6 AR LR
CLTh D,

Non-Consumption

PRIVATE SECTOR

3) TAUAD

BRICT AV HOFT =2 &80T 5, KFEK1 213D The Agency for Healthcare
Research and Quality 23 &[EBLTIT - QW 5 EFRICB T 5 A 23848 (Medical
Expenditure Panel Survey) @5 5D A ¥ — %y F TOAH SN TWAES )6 Dk
BeThsd, AROT—& ERRRIZ, VU PVTETH D 7 OIS D e B T
T BRFREICG 2RO ORER, BEOMEOREBRELDHAENH D,

T EIUE, TAIV I T OB CEHOERELEHESL LIS (P LLTr0H) 1

148




H&12 BLHEHN1ABLYERE (T A)N) ~4 ik T

12%) §hw) (19974E) rTL, €D
. ik

10,000 g BB f\ B4 5 E T
8,000 —o—RF 2R
6,000 WL T
4,000 W, B
2,000 T T 29
0 ik E TIRIE

0 = >
Q?g’33333333§@§§%§§3ﬁ33§j 77w bhT

% FHCHA L B

&) The Agency for Healthcare Research and Quality “Medical D 30 %
Expenditure Panel Survey” UG 7.

Z DR, 105006 b4 R E TOT X TCOFEHBE C-FrOERENEF% L0 b, &
FHTH 150D A MRE TN BF% ERl> TV T AV ERETH D A8,
TAVHDIED BBLBEEPRES KFOERBEDORE INEHLTWD

55 kLA E CILERBEOMUDBEE LM, TOREFIAASL X LD L2 Tl
VW TAVADBFD T5~79 5B L O 80~84 ik DEERENHKIT TE > TWn 3
DI TG DT —F DB TR D, |

4) 3 AED R

R %Il B 3 0 E D B LRt ERE 2 i LTk s ichhEb L= 7 5
TERT (MEL3), FEEBICERENSL > L U/NSL RHEFEHRBEOB T (AKX
X 5~ DBA. DT EBIOT AV BE 1~4EOBF) 2100& Lizkke L
7

TNERD LEREOERBMSMNBEIC L > TRESERDZZENHLNTHS, H
AT s OEFRE DR < 5~mﬁ®%¥*wNT70ﬁ%%jdﬁT%\m
%t%inﬂ%miﬁ%%§%¢036 85 LA ECHB L bt 0 B2 5E
WMELEHELL TS

—h. BFFEOBOEFRENENLUTEW L2 1~4 BB FIcth~TzE
PR, 0 CHTIE6.7 5, LT TS BIRXn, ERENR Lo LEL 2D
85 TH 1~4 B0 1T~18fEREICE PEoT WD

REBIZ, TAV DL 3 IEOPTE - & bFRMKER NIV ENWZ D, &L T
THFEESEOERENREZELTEY, 1~4EB Ik~ T, 70 T6.4 1%, 85kl L
TH 9.8 IR E vy,

149



B%13 BRAEHEENERERB(BAR. AFE 7HUN)

PP = . (19984E)
40 2
o5 ——57F /
i —o— T F /
”5 5~ BF=1 4/
20
15
10
5
0 ). O L= 9 )
<t @ < [=2] <} » <t o =<3 o < [=>] <t (=2 =3 [=2] i 'LI
z 2 - — o o lsed o© <3 < wy w “w w ~ r~ o
o w© 1 i 1 I} l§ ! I 1 1 i 1 l i 2 1 =
S L 2 R 8 B8 3 2 8 2 8 8 2 L 2 K
20 v e (19984F)
[ S o
e ——BF 3
16

0 —O— K F 4
12 I~ 4R BT =1 /
10

8 y/4

o1& Y Yt
s )y Zad
2 —
0 ) ¢ ,. o ’ - - ] ) ) .
o < o < o -t [+ <t @ < @ <t [=2] <t (<2 =¥ o < _|_'
I I -— — o™ o~ Loed ™ s < o] {'ed w = ~ ~ Lol
- w o o
228 &8 & 8§ ¥ BB BB &R R B K
w0
e
6 L TAA (19974)
14 . 1.\
——BF /
12
—0—KF /
10
. 1~4RBF=1 /
6 WQJ—Z‘
0 : ¢ P .
(=4 <t [=>] <t [=2] < [<2 <3 [=2] < D < [+23 < <23 < @D =<3 _1_{
2 I — R o~ o~ © 3¢ <3 < w n w o r~ M~ o«
D N S U A U A N N SN Y SN ST S S SR -
o el o [Ied [=] w0 (=) u o [Ted [=1 [*2 o wn [o=3 M
~— - o~ o L3l © <t <t 'z [y w (=] P~ r~ [=~] S
o0

Db, 3HEDHE D, EFBOERSTTRLRY . AACHERHE ~DEFRE
DE AT K E DT & B BN > Ty T USRS ~ D ER G IR OB A B
AN/ ST & DR LIS S0,

150



H&R14 £EEREOBLMEHBEDLE BBk

) EFEREERE BrEEERE M ZED* &
' HE LT, 4JE
1.0 ERE TH-
0.8 BokEkEYE
06 THOEWE
' BT 5, T2
0.4 T JEE R
0.2 &F B IS 2
0.0 ‘ ERPER O E
EE: H4 T AYH FEH DA

59, EiesE

) EEERE L ERERAERE DS ERBEBOB, S b

BABOFEHEGOEEEEBL TG, ! -

B oY

FaDERERER LRI LRV, 22 TEE ) LB LTy,
&1 AT L Ui F OAPEERE 28 LTeh £ ST R R0
APEERBIIEF 21 & LR 085 THD, ZHUCK LTI T3 1.01 L4 TDIZ
IMBIZBTENVEL o T0D, TAYLIF099 L BLMTERLETH D,

4. FLHEHE
U EBRFLTCERET— 2L 5 DREOEREIHOFAIIROL D72 bDTH D,

OFRIREREL HOBEE THRMRT L L EXONDHHFE (FMEFRELFZ 55 DOEIE)
i, FERMS ERTHICONTER TS, B TL0LTOIE BEFEIE,

QEEBI OEREERAZTIEFICRE L, ELERELEHOEREL RS L TV D,

QFEHEREL RS & EFIEEDIEI P LA OEEEEZBECLTWHDE I &
O, EFTHEHEOEERET 7 2 ARHIR I TV DSR2V,

@HAREEINHTILT — 2 #1597 & R BTRETZ M BRBREI O INAE OE V0> B HERIT 5 & |
ABREFREBIIREWVIBIL, BEEFHREE> T LF A AEREOE (E) >7 0
5 A KERFE, ANRAERERIL, TV FA DERE> IV A LERFOE (M)
=z HEEE+HEEEDIATH D,

OFEBHISZ 2RO B LM oEL RS L. ABROBH & UTH% THAED) i T
MR, M. FEEL X< ) 2D 149% %2 505 a8 T ERES B S,

@b F &, TAYL, BARD I3 HEIZOWT, BLABIERTERE R O ERE AR g
L7z& 2 A, DHARTIHE 1~4 i OERE ST AT Emd OERE S AR R T
40 {1 BB, AP AT I8 R, TAU AT UERETHLZ L, 25
F & U7z o AR R R, BAYE 0.85 &L, 1 ZIE 1.01,

151



TADIE099 LB LEZTIZFEAERNT & REDPHM L,

bhbio B yo B, bSEERS 2T L5, B, Friastigs], TamiEal.,
RSB R ECAT S ESIERMEDO AL E o T OEERT 78X 2 RAEL TV D
WEIWERIETHZ ElhoTe, TOBANLIERDOO~O% £ &L O, RO LD
WA 9,

T) Wk H & B2 SN EFRERHIE LB TRRE QB S VT E o EmE OERT 7

T A IO SHEE L D bEERIZEV,

A) KPTEE OERT 7 2 X HIEFITE,
) HEBEMOZBLEIIZOL SR AT IV —ROT —Z RV DICEmTE o

Tohs, BEHEOERT 7 2 ABEREFEICHLATENEWIBRITRIZ ) T,
) BLRNCT 722 EOERHLE D DIIRIETE o 7203, bBAETHEL 71X

B L0 ERETHENR DR, TAYBRH T X TREBLERRNO &Y T

5D,

SO FE LD E L TREBICHEEL RS, AR 2 SIS TSRO & E i
L7z 03, ik KORBEIZ A E O EREHEHI BBt 2B RN 2T THEEFT S &0
IPERRIELTCNDBZ EThole, RFHEENBLMICKREZWERH D LR, BT
BRBLECHAMRBR TRE K B2 Z L 2@+, 2T oMBM cERY—
ADOMERFOERH D Z EFXEDITBBTE 5, & ZABRBLR. PSR OER
FEWERA LT DIROOT —F B AT TER,

AR OSHHEIR BTz 7 — Z 2 X DR Ze il X 7e v, £ %ITT — & OB %
FoT, HOLWWIMEOEREFEENED L HILED DH, ERT 7 AIARGICHRIES
NTWEO, eIl TS LIRS RIET ARERH B,

<BHE k>

Arber, Sara (1997) “Integrating nonemployment into research on health
inequalities” International Journal of Health Services, Vol.26, No. 3

Cutler, David M. and Ellen Meara (1997) “The medical costs of the young and old:
A forty year perspective” NBER working paper No. 6114

Newhouse, J. -P. (1977) “Medical care expenditure: a cross-national survey”, Journal
of Human Resources 12

OECD (1995) “New direction in health care policy ” Health Policy Studies No.7
AR, EANBUE (1999) AT C A7z B RO D NEED 5T %3 6 1]
A AP B m KPP EE TWBEE ] vol.36 supplement

152



International Comparison Study of Health Care system for Older Women Group

5. Report on Social Security and Women’s “Citizenship Rights”

Ito Peng, Associate Professor,

School of Policy Studies, Kwansei Gakuin University

Introduction

This preliminary paper will report on the relationship between social security system
and women’s citizenship rights, with particular focus on an issue that directly affect
older women — that of health and social care. The paper is organized as follows. The
first section will discuss the idea of social care and citizenship, and their relationships
to gender and welfare state. The second section will compare social security and health
care systems in Japan, US, Britain, and Canada. The third section will examine the
dimensions of social care in these four countries, and finally the last section will

analyze the state of social care and women'’s citizenship in these countries.

1. Social care, citizenship, gender and welfare state

Since the 1980s, feminist scholars in the field of social policy and welfare state have
come to a consensus that welfare state policies need to be examined in terms of the
relationship between paid and unpaid work and social security and social welfare. As
most of the welfare states have been structured around the traditional male
breadwinner regime model, men’s lifetime employment is given premium value while
women'’s unpaid and reproductive work have been undervalued and often discounted
from the important social security provisions such as pension and health care. The
consequences of this in terms of women's autonomy and economic security are serious.
Because welfare states premised on male breadwinner regime structure and reinforce
women’s economic dependence on men, it makes it very difficult for women to achieve
full economic security and autonomy on their own (Hobson, 1994; Orloff, 199). This is
most evident in the cases of single mother families and older women. In most welfare

states the poverty rates amongst these two groups of women are comparatively high
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because: 1) the existing work pattern makes it very difficult for individual to combine
full time family care and paid work; 2) most women cannot claim adequate social
security such as pension and unemployment insurance on their own because of low
lifetime earning or non-standard work which are characteristic of the gendered work
pattern; and 3) women tend to outlive their husbands and therefore lose a significant
proportion of pension income as a result of losing their husbands (Harrington Meyer,
1996).

Within the area of health care research there has been also a growing body of
evidence linking individual socioeconomic status (SES) and health outcome. Studies
show positive evidence linking higher SES to better health outcomes (Adler, et. al,
1994), suggesting the importance of socioeconomic security to the individual health.
Given the gendered nature of sociceconomic status, feminist scholars have extended
their research to understanding the interlocking relationships between social security,
health, and gender (Arber, 1999, 2001; Arber and Cooper, 1998; Weitz and Este, 2001).
For example, Weitz and Este (2001) have pointed out the importance of recognizing
gendered relationship between socioeconomic structures and health not just at the
present but over time, and as well the impact of care giving on women’s health
outcomes. Similarly, Arber (2001) has also emphasized the consequences of access to
caring and other resources on women’s health in later life, thus more directly linking

the social policies to the issue of women'’s health.

These work suggest a fruitful convergence of two otherwise often separate research
areas, that of social policy and welfare state on the one hand, and the health care on
the other, and point to a real possibility for a more integrated approach to
understanding the relationships between welfare state, health, and women, As these
two research fields converge it is becoming increasingly clear that a strong
interrelationship exists between welfare state, health, and gender, and moreover, that

care is an important element in understanding this interrelationship.
This paper utilizes Daly and Lewis’ (2000) concept of social care to analyze the
relationship between welfare state, gender, and citizenship. Using a multidimensional

approach, Daly and Lewis define social care as:

(The activities and relations involved in meeting the physical and emotional

requirements of dependent adults and children, and the normative, economic and
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social frameworks within which these are assigned and carried out.
(Daly and Lewis, 2000: 285)

Accordingly, social care is considered as lying at the intersection of public and private,
formal and informal, paid and unpaid sectors, and involve both cash and service
provisions required to meet the needs of the individual. Based on this theoretical
framework, social care can be examined in terms of the roles of the state in structuring
and mediating the norms of care, and how the costs of care are shared among

individuals, family and society.

Although feminist scholars have been discussing about the gendered nature of
citizenship within the context of the postwar welfare states (Hobson, 1994; Lister,
1995; Fraser, 1990), very few have made practical application of how women’s social
citizenship may be evaluated in relation to policies on social care. In their comparative
study of the dimensions of social care in Britain, the Netherlands, and Denmark, Knijn
and Kremer (1997) make explicit, the connection between the individual's right to give
or receive care and the notion of social citizenship. Pointing out to T.H. Marshall’s
failure to recognize care as an aspect of social citizenship, Knijn and Kremer argue
(along with Fraser, 1990) that the domestication of care — the assumption that care,
like other unpaid housework, should be provided by the family (women) — forms the
basis of its exclusion (and hence the exclusion of a significant aspect of women'’s work)
from the realm of the social citizenship right.! In their study of social care dimensions
of the British, Dutch, and Danish welfare states they show how different aspects of
care (for example, child care versus elderly care) are being recognized as part of
citizenship rights and how they vary depending on the country. As care work is largely
undertaken by women (and often within the family as unpaid work) and constitutes a
significant aspect of women'’s lives, citizenship rights to give and receive care are of
important implications for women. Moreover, as feminist health care researchers point
out (Arber, 2001; Weitz and Este, 2001), care giving also directly affects women's health
in later life and therefore the citizenship rights to give and receive care have important
consequences for not only the social and economic well-being of women but also for

their health as well.

! T.H. Marshall considered such basic rights as right to housing, education, employment, and income to
be the basis of the social citizenship. Like many of the post-war policy theorists, Marshall also considered
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This paper will bring together the idea of social care to assess the extent of
citizenship rights for women in Japan, US, Britain, and Canada. It hopes to
understand the relationship between social care and women’s citizenship in these
countries by examining the extent to which care responsibilities are recognized as
social responsibilities, that is how the responsibility for care are structured, and how
these costs are being shared between family, market, state, and community. Social care
is a useful venue from which to assess the welfare state transformation and how that
may affect women’s social citizenship. As welfare states face a growing crisis of care as
a result of population ageing and changes in women’s employment patterns, care has
become an important domain of state policy activity. Certainly, in the four countries
examined here social care has been a central issue to the welfare state restructuring.
How a welfare state structures the process of care provision and arrange the care
resources would greatly reveal the extent to which women’s social citizenship are being
defined.

2. Social Security and Health Care System in US, UK, and Japan

According to the mainstream welfare state theory, US, UK, Canada, and Japan all
share features of the so-called Liberal welfare states (Esping-Andersen, 1990)2, which
is characterized by the ideological adherence to the i1dea of the free market as the
preferred channel through which to gain individual economic self sufficiency, and to the
minimal role of the state in social security and social welfare. In terms of the social
security system, this principle is reflected in low level of public expenditure,
particularly in relation to social transfer, and preference to market or private based
provision of social services. More specifically, the government, social welfare provision
tends to be at minimum and many of the public transfers and social services require
strict means test and needs assessment.

Another commonality among these four countries is that they have all adopted, to
a varying degree, the Beveridgean model of social security system. This means that in

all these countries the social security system is based on a combination of social

care giving and care receiving as a natural element of familial responsibility, not a socially contested
right.

Although it should be pointed out that while there is a considerable debate over the Japanese welfare
regime, there appears to be a shared understanding that the Japanese welfare state may be a hybrid of the
Liberal and Conservative regime types.
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insurance such as pension and health care, and a battery of means tested income
security and social service provisions, which serve as basic safety net measures. Also,
underlying the basic premise of the Beveridgean social security model is the
assumption of the male breadwinner household. It is assumed that a ‘normal’ family is
made up of formal marriage between heterosexual partners, and that the husband will
be responsible for maintaining the family with his income from the labour market
while the wife assumes unpaid care and housework within the house. Feminist
scholars have argued that such male breadwinner regime has resulted in qualitatively
different kind of social citizenship based on gender (Lister, 1995; Fraser, 1990). As
social insurances are structured on the assumption of the individual labour market
attachment men’s citizenship rights are entrenched, while women derive their
citizenship rights primarily as the dependents of their husbands. Gender separation in
the social security system is also revealed by the fact that the main claimants of the
rights based income and social transfers (social insurances such as pension, health care,
unemployment insurance) are men, while the claimant for needs based transfers (such

as basic welfare, and other care and social services) are primarily women.

However, saying that, clear differences are found amongst the four Liberal welfare

states as shown on Table 1 below.

Social
Country security Social
expenditure security % of Tax / social security burden in relation to

as % of expenditure | people 65 Total national income (1993)

national as % of years and fertility

income GDP over rate

(1993) (1995/96) | (1995/96) | (1995/96) Tax Social Security  Total
Japan 15.2 13.1 14.5 1.42 242 12.1 36.5
Us 19.4 15.1 12.7 2.06 25.9 10.6 36.5
Britain 272 24.0 15.7 1.71 36.0 10.2 46.2
Canada 18.5 13.0 1.8 - - -

Table 1. Levels of Social Security Expenditure, Tax and Social Security Burden, Japan, US, UK

Source: Ministry of Health and Welfare (1997) Kosei Hakusho, Tokyo: Gyosei, and National Institute of Population
and Social Security Research (2000) Shakai Hosho Kyufuhi, Tokyo: NIPSSR

As illustrated on Table 1, among the four Britain has a comparatively higher level
of social security expenditure in relation to total national income, and has a
proportionally higher level of tax burden in relation to national income as compared to

Japan and the US. This difference is reflected by the fact that Britain probably has the

157



most generous and extensive welfare support amongst the four Liberal welfare states.
For example, in Britain social security system includes a wide range of cash benefits
and service provisions such as income security, National Health Insurance, social
welfare services, housing support, and educational services, but in Japan it is limited
to basic social insurance schemes such as pension, health insurance, and employment
related insurances, and a modicum of social welfare provisions including cash benefits
and services. Moreover the notion of social insurance is extremely strong in Japan and
therefore those who do not pay into the insurances, such as health insurance, are
excluded from the coverage. In the case of the US, social security system is also
narrowly interpreted as in Japan, but here the preference towards market solution is
clear, for example, by the lack of national health insurance schemes. In the case of the
Canadian social security system, while it is not as extensive as Britain it nevertheless
is comparatively more generous than Japan or the US. The Canadian social security
includes national health insurance with fairly extensive coverage and is guaranteed as
a citizenship right to all Canadians, and national basic pension (a tax based income

support that is income tested but paid out to all the citizen over the age of 65 in need).

3

If we focus on the health care system the difference becomes more clear. As shown
on the Table 2, both the British and Canadian health care systems have extensive
coverage and are least dependent on individual’s ability to pay. In comparison to this,
the Japanese health care system, although theoretically is available to all citizens, is
segregated along the occupational line because of health insurance schemes being
organized along the occupational groups. The coverage is also limited to standard
medical treatments, and excludes anything that is not considered a regular “medical
problem”. These include, preventive care, pre- and post-natal care, normal pregnancies
and childbirth. Moreover, the user fees are also quite high. The user charge for medical
services of 30% also limits the access to health care for all citizens. Finally, the
American health care system, with the exception of Medicare and Medicaid that are
restricted to low income elderly and low income households, is completely dependent on
free market arrangements. In this case, the individual access to health care will be

highly dependent on one’s ability to pay.

(Table 2 somewhere around here)

3 Although, it should be pointed out that in the case of Canada and the US, the variation in social welfare
between the provinces / states is quite significant because of the provincial / state jurisdictions over social
welfare.
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