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1. INTRODUCTION  
Continuous loss of competitiveness mainly in the 

European Union (EU) countries caused primarily 

because of the inconsistency of structural reforms, 

declining productivity levels and soaring energy prices, 

resulted in a recession or stagnation of Gross Domestic 

Product (GDP) driven further by the artificially pumped 

demand levels that are currently attempted to be 

counterbalanced with higher interest rates of European 

Central Bank. Global policy responses to the structural 

problems of the economies remain rather confusing. 

Most of them opted to expand the budgets and increase 

the deficits, fusing inflation, instead of implementing 

countercyclical policies of spending less money in order 

to control the demand, but increase the productivity and 

investments implementing targeted policies to protect 

households’ budgets. The element of decision in the 

contracting economies is very simple, states must reduce 

spending’s with cost cutting measures as answer to the 

financial problems. While doing so, Governments must 

in parallel introduce so called “expenditure switching 

policies” of the state budgets including the health 

transfers, in a very controlled way. This will result in the 

partial solution of the existing fiscal disbalances but most 

important, it will put the large state funds into function as 

main drivers to the health economy, easing the pressure 

on the households. These new policies will on the mid-

term essentially result with the targeted stimulative 

mechanisms of decreasing overall demand, but will 

produce structural improvements in the specific health 

segments.  

 

Ensuring that levels of public funding for the health 

system are adequate, public revenue flows are then 

predictable and revenue will be raised in a way that does 

not unfairly burden households. These are essential 

elements to promoting financial protection, equitable 

access to effective health services and equity in 

financing. Making this system sustainable requires that 

the Governments implement change to the way health 

care is funded and delivered, which limits the services 

provided by the state – creating new losers, as well as 

new winners. Although Governments may be pleased by 

this changed position, on the long run they may face with 

more problems. Reason is simple, the crisis is being 

driven by external global forces often beyond the control 

of individual states.  Governments don't want to opt for 
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ABSTRACT 

In the last 15 years we are experiencing hidden debate where decision makers do not want to opt for the 

“unpopular” decisions, which need to be taken if we need a sustainable health system on a long run. Lessons from 

the 2008 crisis and Covid 19 pandemic in 2020/21 have proven that policy decisions driven by external global 

forces beyond our control, were inconsistent and reasonable damaging also on a short and mid-term. Instead of 

addressing the core of the problem, in the attempt to reply to the old/new challenges, governments were “fanning 

the fire”. It becomes obvious that spending more money in uncoordinated way was not solution to the problem. 

Reducing the cost or expanding the fiscal budgets, both are heavily damaging the share of costs/ benefits in favour 

of one health area target, further” squeezing” the capacity of the economies to steer up the demand, which has to 

be driver to the solution and not cause of the problem. Consequently, in a high market developed economies, it 

become obvious that past cutting of the health budgets especially in primary and secondary care will only 

temporarily “make up” the state budgets, only until next big health crisis emerges. Due to the sensitivity of the 

health policies and their complexity (synergies) this will result in overspending in shorth term on problem solving 

actions, creating structural financial instability of the Funds, both private and State. In this lose-lose situation, with 

existing misbalances, contracting budgets, increasing demand and sensitive market players responses, there is a 

high time for redefinition of the Universal access to the health care (UAHC) systems and global policy responses, 

which will on long term create balanced and sustainable growth of health markets. 

 

KEYWORDS: pharmacoeconomics, health care, new common model, Health Technology Assessment. 
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less control of the processes and to give up part of their 

economic sovereignty.  

 

Revisiting conclusions in WHO published paper “Health 

2020” (1), one can conclude that the policies and goals of 

investing in health through a life-course approach and by 

empowering people have not changed in last 30 years. 

Seems that there is no flexibility in the redefinition of 

some of the elements of the global systems that need to 

take the existing challenges to a whole new level. 

However, today more than ever before, there is political 

willingness to address the gap between revenue and 

expenditures in the health systems without undermining 

the performance. The major challenge is whether and 

how to transfer the rise of the expenditures and burden 

the taxpayers asking them to pay more money when it 

does not make sense because of their budgetary limits. 

This is when the so-called policy of efficiency gains (2) 

will take place.   

 

In this new environment, pharmaceutical companies may 

experience regulated price pressure, at the same time 

benefiting from the major shift in the policy 

implementation by trading price for access to markets. 

“Circular economy” Model and balanced regional 

policies are gaining momentum to dominate the global 

economic policies. Therefore, it is expected that health 

economy and finances will play significant role in these 

new global developments.  Whether transformation will 

be speeded up by new technologies, or simply by faster 

and more accurate publications and exchange of real-

world data, or both, final expected outcome is better 

access to health services, targeted prevention, balanced 

development with more efficient use of funds.  

 

2. MATERIALS AND METHODS 

An extensive review of more than 200 published papers, 

books and scientific research publications related to the 

subject of health care policies and funding published in 

period 2010- 2022 was made, with goal to provide 

adequate data and additional relevant information about 

the tendencies, dynamics of changes and general effects 

on all involved players. Comparative analysis on 

regulations and policy responses in some major 

developed markets was done in the effort to find 

loopholes and make some policy recommendations. 

Complementing it with officially published data on GDP 

spending, health budgets and demographic changes, 

economic analysis and predictions in health care systems 

have been made targeted to short-term policy responses 

and creation of new UAHC Model.  

 

3. Universal access to the health care/ results 

Let’s observe some data and tendencies. World 

population is constantly increasing especially since mid 

of 20
th

 Century expected to reach 8 billion in 2022. This 

population growth affects in parallel changes in the 

demographic structure of the societies and wealth 

distribution. Both have been constantly pressurizing the 

utilization of the global resources, including the health 

costs and state budgets, leaving to a short term 

disbalances. Global spending on health totaled US$ 8.5 

trillion in 2019, more than double, in real terms, 

compared to the US$ 4.2 trillion spent in 2000 (3). About 

60% of health spending came from government sources, 

whereas 40% came from domestic private sources and 

only 0.21% came from external aid. Over the same 

period, global GDP increased by 74%, from 

US$ 50 trillion to US$ 86 trillion. Consequently, health 

spending as a share of global GDP rose from 8.5% to 

9.8%.  

 

Numbers are also confirming that total global spendings 

on health remained unequal across income groups 

deepening the gap between the developed countries and 

the remaining world. The distribution of global spending 

on health by income group remained highly unequal in 

2019, with high income countries accounting for 

approximately 80% of the total, compared with 17% for 

upper-middle income countries, 2.8% for lower-middle 

income countries and 0.24% for low income countries 

(Figure 1). The United States alone accounted for 42% of 

global health spending, equivalent to what the 83 lowest 

spending countries spent combined. This inequality gap 

of the health spending is significantly higher than the gap 

in distribution of global GDP.  
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Data source: WHO Global Health Expenditure Database 2021 

Figure 1. The distribution of global spending on health across income groups. 

 

Another significant factor that influence global health 

policies is the demographic transformation in the 

countries, that requires an effective life-course strategy 

giving priority to new approaches for promoting health 

and preventing disease (4). In 21
st
 century healthy and 

active ageing is a policy priority and a major research 

priority. Global context of today’s health demand part is 

as follows. Estimations: +40% increase in the number of 

people aged 65-84 years by 2032, 60% increase in 

number of older people with basic care needs by 2030, 

30% decrease in the number of nurses by 2022.  This 

transformation of the societies requires switching from 

“biomedical” Model of sickness to “positive health” 

Model where actions guided by individuals needs in area 

of prevention, are targeted and require less resources. 

However, these trends where patients want cures, not 

treatments, are further widening the gap between high- 

and low-income countries (Figure 2). High income 

countries don’t reduce or limit the affordability gap 

covering the list of access to the health care services, and 

second, low-income countries are struggling to find a 

financial source to cover the basic medical needs and 

services.  
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Data source: WHO Global Health Expenditure Database 2021 

Figure 2. High income countries spent a larger share of GDP on health than countries in other income groups. 

 

Important changes in the structure and amounts of total 

health spending are registered in 2020.  Analyzing 

preliminary health spending estimates as classified under 

the “SHA 2011 framework”, covering 22 mainly high-

income economies countries during the first years of the 

response to the COVID-19 pandemic, in real terms in 

2020 on average health spending per capita increased by 

4.9%, considerably more than the 2% average year over-

year growth rate between 2017 and 2019 (Figure 3). 

Health spending as a share of gross domestic product 

(GDP) increased in 2020, due to the combination of 

economic recession (reducing the denominator) and 

higher health spending growth (increasing the 

numerator). Consequently, health spending as a share of 

GDP increased from 9.2% in 2019 to 10.1% in 2020 on 

average in the 17 high income countries and from 5.8% 

to 6.3% on average in the 5 low- and middle-income 

countries. 

 

 
Figure 3. Health spending as a share of GDP. 

 

Note: Growth rates were calculated using health 

spending per capita and GDP per capita in constant 

national currency units. The conversion from current 

values to constant values was made with a GDP deflator. 

Data source: Joint Health Accounts Questionnaire and 

Global Health Expenditure Database data collection 

2021; IMF [9] and OECD [10] for data on gross 

domestic product. 
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Another important factor determining the increase of the 

health spending in 2020 is the government financial 

arrangements contribution and compulsory insurance 

agreements (Figure 5). Health spending ending in 2020 

was directly linked to the enforcement of public health 

measures with substantial additional public resources 

used in response to the health and economic shock 

triggered by Pandemic. The additional expenditures were 

financed largely through public debt, tendency that is 

expected to fall because of reduced capacity among 

many governments to further accumulate public debt. 

Numbers showing rise in health spendings compared to 

GDP especially after 2019 are even more evident in the 

European countries (Table 1).  

 

Table 1. Share of health spending to the GDP EU countries. 

Year 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 

Country 
          

Austria 10.2 10.3 10.4 10.4 10.4 10.4 10.3 10.5 11.5 12.2 

Belgium 10.5 10.5 10.6 10.8 10.8 10.8 10.8 10.7 10.8 .. 

Czech Republic 7.0 7.7 7.6 7.2 7.1 7.4 7.5 7.6 9.2 .. 

Denmark 10.5 10.3 10.3 10.3 10.3 10.1 10.1 10.1 10.5 10.8 

Estonia 5.8 6.0 6.4 6.6 6.7 6.6 6.7 6.8 7.8 7.5 

Finland 9.6 9.8 9.8 9.6 9.4 9.1 9.0 9.2 9.5 .. 

France 11.3 11.4 11.5 11.4 11.5 11.4 11.2 11.1 12.2 .. 

Germany 10.9 11.0 11.0 11.2 11.2 11.3 11.5 11.7 12.8 12.8 

Greece 8.9 8.4 7.9 8.2 8.4 8.1 8.1 8.2 9.5 .. 

Hungary 7.4 7.2 7.0 6.9 7.0 6.7 6.6 6.3 7.3 .. 

Ireland 10.6 10.3 9.5 7.3 7.4 7.1 6.9 6.7 7.1 6.7 

Italy 8.8 8.8 8.9 8.9 8.7 8.7 8.7 8.7 9.6 9.5 

Latvia 5.4 5.4 5.5 5.7 6.1 6.0 6.2 6.5 7.4 .. 

Lithuania 6.3 6.1 6.2 6.5 6.6 6.5 6.5 7.0 7.5 7.9 

Luxembourg 5.3 5.2 5.2 5.1 5.1 5.1 5.3 5.4 5.7 .. 

Netherlands 10.5 10.6 10.6 10.3 10.3 10.1 10.0 10.2 11.2 .. 

Norway 8.8 8.9 9.3 10.1 10.6 10.3 10.0 10.5 11.3 10.1 

Poland 6.2 6.4 6.3 6.4 6.5 6.6 6.3 6.4 6.5 6.6 

Portugal 9.7 9.4 9.3 9.3 9.4 9.3 9.4 9.5 10.5 11.2 

Slovak Republic 7.6 7.5 6.9 6.8 7.0 6.8 6.7 6.9 7.3 .. 

Slovenia 8.7 8.7 8.5 8.5 8.5 8.2 8.3 8.5 9.5 .. 

Spain 9.2 9.1 9.1 9.1 9.0 9.0 9.0 9.1 10.7 .. 

Sweden 10.7 10.9 10.9 10.8 10.9 10.8 10.9 10.8 11.5 11.4 

Switzerland 10.2 10.5 10.6 11.0 11.3 11.5 11.2 11.3 11.8 .. 

Non-OECD 

Economies 

Bulgaria 7.5 7.1 7.7 7.4 7.5 7.5 7.3 7.1 8.5 .. 

Croatia 7.5 6.4 6.6 6.7 6.7 6.7 6.8 6.8 7.8 .. 

Cyprus 6.6 6.9 7.0 6.8 6.7 6.6 6.8 6.9 8.1 .. 

Malta 8.8 9.2 9.1 8.9 9.0 8.8 8.6 8.9 .. .. 

Romania 4.7 5.2 5.0 4.9 5.0 5.2 5.6 5.7 6.3 .. 

           

 

Inevitably fundamental global forces are changing the 

way systems work. Finding a right balance between 

global post Covid 19 trends, emergence of a new 

Common Model and implications, need to be in the focus 

of all future debates. What becomes evident from the 

numbers is that population growth and wealth trends will 

in the future drive healthcare demand towards the 

developing countries. Growth in importance of so called 

“emerging markets” will produce inequality to be 

unjustifiable, challenging the decision makers to meet 

basic health needs, of a growing “middle class” with 

developed world diseases, expectations, and money.  

This will produce need for redefinition of the global 

health policies, whereby balanced sustainable good 

health practices throughout the life-course will lead 

towards increasing healthy life expectancy. Result will 

produce important economic, societal and individual 

benefits.  Strong evidence indicates that this cost-

effective policy pathways can directly enhance 

population health and well-being. Creating better 

conditions for health, improving health literacy and 

making the healthier and easier choice, remains the 

driving factor, while attempting to address this burning 

problem of the increasing health expenditures in the 

developing countries. With population shifting to 

developing world and increasing wealth demands, health 

expenditure will rooftop creating continuous pressure to 

Governments to act. Major reforms will reduce the 

reliance on market forces in which uncontrolled costs 

and unproportionate relative performance is not 

sustainable. Both elements of the realignment to 

demographic shift and balancing of funding and 
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expenditure will mark the future health policies. 

  

The most difficult issue will be the content of “core 

provision” – and this choice is arbitrary. There is no 

known piece of work that tells what the threshold for 

Health technology assessment (HTA) should be, and yet, 

something has to be done (6). Broad scope of 

participants, stakeholders, requires series of consecutive 

actions to bridge the existing gap between needs and 

capacities. Developed markets will need to decrease the 

affordability gap as defined by the HTA by squeezing the 

expenditures for the services that are not cost effective. 

While doing so they will have to give a high attention to 

the services which reduce overall burden on the health 

system and country, such as primary care and prevention, 

mental health, rehabilitation, screening, education, 

generics. Finally, developed countries must keep the 

main focus of financing and policy structuring to the 

services considered to be essential such as, pandemics, 

care of the elderly, sanitation, nutrition, control of 

infectious diseases, accident & emergency care (Figure 

4). Developing countries on the other hand will focus on 

broadening the scope and financing of basic health needs 

and services. 

 

 
Figure 4. Changes in the health spending per capita. 

 

Note: The changes were calculated as the difference 

between 2019 and 2020 spending per capita in constant 

(2019) US dollars for each category of financing 

arrangements. Values greater than 0 represent an 

increase in health spending per capita for the considered 

category, and values below 0 represent a decrease. The 

conversion from current values to constant values was 

made with a GDP deflator. Data source: Joint Health 

Accounts Questionnaire and Global Health Expenditure 

Database data collection 2021. 

 

In their targeted policies governments will also need to 

address the technology that will transform healthcare 

services. Planning of parallel targets must be met 

acknowledging both growing demands and costs. 

Offering holistic care for people has started to blur the 

lines between health and social care services. By 2030, 

we will see more fully integrated services, as technology 

facilitates better communication and more efficiencies 

across the continuum of care. We’re already seeing 

advanced management of many diseases where clinicians 

have more tools at their fingertips than ever before.  

From cutting-edge technology, to harnessing the power 

of big data and computing power, each technology that 

enables earlier diagnosis and more effective treatment 

delivers better outcomes for patients. Future action 

points will further improve technology to enable 

clinicians to diagnose earlier and intervene more 

effectively, with patients in the center of the care playing 

proactive role and with coordination across all care 

settings.  

 

As individuals assume more financial responsibility for 

their care, they will act more like consumers. Therefore, 

they will require better tools to understand and manage 

their health. Utilization of the real-world data (RWD) 

resulting from diagnosis “info pools”, will speed 

availability of new treatments, addressing the weakness 

of controlled clinical trials that are quickly becoming 

unseated by the availability of consistent, quality data 

collection for population- sized analysis. Vast quantities 

of data and enhanced computing power enables pure 

statistical comparisons of new treatments against old, 

providing a more realistic and updated view. Artificial 

intelligence will be in the focus of this transition. 

Technology investments will also bring more mobile, 

less invasive options, such as in diagnostic imaging in 

services that will detach patients from the hospitals, 

releasing capacities and reducing the costs both direct 

and indirect. Wearable physiological monitoring devices 

and the “Internet of Things” are facilitating more cost-

effective management of patients through telemetry and 

telemedicine. This in turn improves epidemiological 

predictions as well as the ability to analyze the effect of 

treatments on large populations of patients in a real-

world environment.  
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While in Europe, most Governments are not yet ready to 

admit the “social contract” is under challenge, rationing 

of universal provision is inevitable. UAHC as a human 

right with the basic premises of equality of health 

outcomes, consumer choice and patient safety, is no 

longer affordable. Reason relies on the necessity to 

address widening inequalities, in parallel to the pressures 

to increase healthcare spending as result of global 

pandemics. Future policies will need to address new 

diseases caused by lifestyle and “medicalisation” and 

increasing number of economically inactive people with 

high health needs.  This is conflicting the possibility 

frontier and putting limit to the public funding of 

healthcare and investments in the new technologies. 

Solution is to progressively move towards increased 

rationing, as other interventions have failed.  Combining 

government leadership, supportive environments and 

approaches that promote a sense of control and 

empowerment, can lead to success only after certain 

level of strengthening of social behavioral research is 

provided as growing evidence to underpin such 

developments. However, options are limited to the 

implementation of the changes to improve efficiency, but 

control demand. While patient co-payment can be 

expected to rise, there is no political decision/ agreement 

on how much the patient can bear. Governments need to 

shift spending to where it can deliver greatest health 

gain, but it’s not neccessary a rational decision. To 

achieve this goal both cost saving potentials and Quality 

of Adjusted life Years (QUALY) analysis has to be done 

throughout the major health lifecycle. Inevitably 

Governments should focus on spendings/investments that 

have the biggest impact on the health of the nation, with 

implementation of clear mechanisms in rationing of the 

services. Governments should focus on the easiest and 

least contentious first, postponing the decisions for 

improving of the reference-pricing list, which is not an 

easy task (5). In parallel this balancing policy has to limit 

the scope of “Core Services” paid through taxation, 

releasing the budget pressure. Decisions are partly 

rational, but also driven by societal preferences, political 

readiness and partisan pressure.  

 

In parallel to these priority elements in the developed 

countries, developing markets will be forced to increase 

budgets allocated to health and to move from covering of 

the essential needs, towards prevention services and 

education, process which is opposite to the one in the 

developed countries. Balancing of those 2 approaches 

will result in balancing of the spending’s, priorities and 

health markets. Eventually all health systems will 

converge largely into the same system structure.  

 

4. New Health care Model 

Government can proceed to the “New UAHC model” by 

design, or by default. In their intention to control the 

processes, governments will have to implement a list of 

measures and policy decisions that will in the core of the 

substance involve use of pharmacoeconomics so that 

they will avoid any voluntary and subjective choice. 

Reason for this is even stronger considering the 

“narrowband” pharmaceutical producers are 

experiencing in the last 10 years.  

 

Definition of the new Model requires list of actions of all 

involved partners. The role of the Governments will 

remain more or less without changes but with higher 

focus on the core service elements such as, to the 

emergency care, public health, prevention, mental health, 

disadvantaged groups which will be financed by taxation 

or compulsory contributions. On the other side payers 

will face with managed distribution of the “core service” 

funds and have market freedoms for non-core funding. 

Providers of the services and products that are 

represented by mix of public and private operators in this 

new Model will focus more on the regional planning 

activities which will also address the disbalances in the 

developments and presence. While doing so, they will be 

financed by tariff-based payments but will also have to 

experience increasing use of capitated / risk share. Fourth 

partner in this New deal/ Model are suppliers which will 

continue to face with regulated prices and pressures to 

cut the cost and increase the effectiveness. Moreover, 

suppliers will need to further adapt to the rules of 

centralised procurement with strict evaluation of cost 

effectiveness ratios. Naturally, they will benefit from the 

new growing markets and economies of scales.  Finally, 

in the core of the Model are citizens, segment that will 

need to accept a more controlled process. Tax or 

compulsory contributions will not change as core 

elements for financing of the health needs. The new role 

will be mostly in the areas of limited co-payments where 

citizens will experience control of demand keeping gate 

for expensive acute care services. Of course, self-

payment / insurance will remain for the non-core 

services. (see Figure 5). 
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Figure 5. Approach to the new health rationing. 

 

 
Figure 6.  New Common Model. 

 

The process that requires higher level of determination 

by all actors, is positioning the Government in the driver 

seat. It is therefore of no surprise that reaction to these 

new developments can be increase of the monopsony 

behaviour. This is the price that needs to be paid as 

counterweight to the economic and rational actions they 

will have to perform.  Among others, Government will 

have to increase the budgets and switch the expenditures 

with higher focus towards preventive and primary care, 

to involve pharmacoeconomic studies in the HTA and 

address the demands from the innovative drug 

companies. They will on the other hand benefit from 
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faster access to world markets, lover cost in R&D 

because of globalization of the efforts and clinical trials 

coupled with real world data availability.  

 

5. CONCLUSIONS 

Post COVID 19 era is marked with irreversible health 

processes on large scale. Increasing costs, fueled and 

unbalanced demand, existing disbalances and prevention 

of the households and state budgets, by default create a 

need for introduction of a new common Model for 

financing of health care. The core of this Model is the 

redefinition of the notion of universal access to the health 

care, service prioritization and budget reallocations. 

Decisions will require more profound use of 

pharmacoeconomic studies that will focus on what really 

drives treatment decisions and what new data would be 

viewed as clinically meaningful for prescribers and 

value-creating for economic stakeholders. This requires 

series of actions on a global world level, which must not 

be exhaustive ones or limited, but rather a coordinated 

list of performances on a global scale basis.  Process 

which will address all actors in the field of policy 

definitions and practice will start by initiation of a 

detailed analysis, including assessment of the critical 

drivers of behavior for each stakeholder (prescriber, 

payor, and patient behavior). The substance of this action 

is to deliver the global targets by inclusion and not 

exclusion of the major stakeholders. In this way they will 

be assertive but also creative elements of the process. 

Therefore, stakeholder perception and its reflection in 

understanding of how competitors are perceived by each 

stakeholder against the most critical factors (financing, 

sustainability, covering, scope of services, budgets, tax 

policies etc.), which can help identify unmet needs, it is 

of utmost importance. This may request further detailed 

comparison of competitor labels and clinical data- to 

inform the decision makers which efficacy and safety 

endpoints matter most. Branded results of this action 

point will then be mapped against the competitor label 

and clinical data so to enable more granular 

understanding of real-world data on treatment decisions 

and outcomes. 

 

Final outcome of this process that will consume some 

years before it is fully addressed and results are evident, 

will be a balancing act between the producers, services 

providers, decision makers, payers and consumers.  All 

parties involved will therefore experience a full package 

of actions based on a clear pharmacoeconomic studies 

and HTA reports. The sooner this process starts with full 

dynamics the results will come faster, preventing the 

negative developments and tendencies we have 

experienced in the last 15 years.  
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