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Abstract: The paper deals with issues related to the functioning and
development of national health systems in several Member States of the
European Union (EU). The debate also includes the United Kingdom
health system, regardless of its recent outbreak (Brexit) from this large
family, as it imprinted a strong seal and left a deep trace in the European
and global health sector. The main goal of the paper is to make a review
on the creation of the necessary health personnel and its mobility, on
financing of business processes and medical procedures and general
problems that health systems in the European Union (EU) are facing on a
daily basis. Health policy makers (for this occasion) in selected Member
States (Denmark, France and United Kingdom) are working continually
to find the best solutions for their inhabitants to have a quality health and
the ways in which the latter will continue to exist in the same condition for
as long as possible. Unable to find adequate solutions, healthcare workers
in many European Union Member States consider that the functioning
of the health sector in general is less dependent on the way of obtaining
the necessary financial resources, their amounts and sustainability of
sources, and considerably more from the globalization processes that,
as hurricane disrupt systems (inadequate and professional staff) without
legal and economic-medical facilities. Since the authors are not fully
compliant with that statement, they pledge to the health policy makers
to devote the greatest attention to policy of financing, human capital and
its improvement and the elimination of health inequalities, especially in
the field of primary health care. In addition to above mentioned issues,
the paper deals the relationship between the public and private health
sector, the possibilities for providing complete, non-discriminatory and
adequate health care, forms of health insurance, and also discrepancies
that are urgent to be eliminated in the best interest of citizens.
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Introduction

For the undisturbed functioning of health systems, each Member State of the
European Union (EU) is obliged to define the national strategy, or a mantra according
to which the modern health care should be organized in order to become an integral
part of internationally integrated healthcare activity. The organization of the national
health system in all its Member States is mostly left to healthcare workers and associa-
tes, but also to political and other factors that exert a usual pressure on the profession,
to adopt decisions that at a given moment correspond to a political establishment.
There would be nothing controversial in this, nothing that already is not part of the
common goal (that the profession provides comprehensive, high-quality, timely and
adequate healthcare), when political representatives carried out by the functions
would not often imperatively demand from health professionals the behavior con-
trary to the profession. This is reflected in the process of the adoption of inadequate,
enforced decisions, the establishment of unrealistic health programs or while taking
the certain actions for which no adequate conditions have been created, for example,
the installation of modern information technology and new medical equipment at all
costs, or poor quality logistics. Until recently it was assumed that the fate in every
health system in the European Union (EU) was exclusively in the hands of scientific
medicine and that it has been hermetically sealed or highly elevated above the others.
The role of outsiders has traditionally been reserved for other professions and occupa-
tions. However, in modern conditions under the influence of expansive globalization
processes, the world has become one of the places where intensification of relations
between individuals, institutions and organizations at the global level has occurred
(26), which means that the circumstances have significantly changed.

Medicine is a supreme science which imposes the need to other scientific dis-
ciplines, activities, institutions and individuals, not only in the Member States of the
European Union (EU), but also globally, for permanent and radical changes which
influence will connect different societies to tackle human health together, as the
universal human value. Many activities within the European Union (EU) have made
significant progress thanks to the impact of medicine, but this does not mean that the
latter has declined, on the contrary, it made many advanced steps. It is still the main
pillar of health care and it will probably remain to do so. Since the functioning of
health systems in European Union Member States depends on the available (firstly
professional) medical staff that perform their tasks in a professional manner, the re-
ality is that the basic goal represents the improvement of the quality of health care,
but also the caution which always reminds on problems for which there are often
no adequate solutions. The health system is social trait of each Member State of the
European Union (EU). Therefore, they use their own professional strength, various
policies and patterns, to regulate it at the national level as a scientific basis and safe
refuge for citizens / insured persons within which they can protect and promote per-
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sonal and other’s health under the same conditions. (1) Since in the European Union
(EU) exist different health insurance models, first of all, it needs to be answered on
the question — who is a European insurer? Extracted from various directives, laws
or regulations, the given answer usually will be that it is an ordinary person, a motor
that launches all activities, to the person who treats and to whom is treated, or to the
beneficiary of health services and the taxpayer of payment of taxes and contributions
from which the protection and promotion of health is been financed. He is located in
a health center and creates the necessary conditions for the protection of health of new
generations, creating a health policy for the future, which must ensure undisturbed
functioning and development of the health system across the European Union (EU).

The modern practice has offered a number of arguments on the position of the
insured, which say more than any resolution, declaration or directive. The most con-
vincing argument is that as the insured may appear any person able to use health care
in the health service in any Member State of the European Union (EU) to the extent
in which is capable to allocate adequate funding. They will be directed to financing
of modern health systems in order to provide new generations of experts whose
knowledge and skills (assisted by modern instruments) will provide more effective
treatment for insured / patients. Understanding the seriousness and importance of
health care, the European Union Council has articulated challenges faced by national
health systems and highlighted the need for their sustainability. It implies universal
coverage of citizens by health insurance, a greater degree of solidarity in financing,
equal access to all forms of health care, and timely provision / use of quality health
services and other forms of medical care and treatment. (23)

The goal of the paper

The main goal of the paper is to make a review on the existing ways of collecting
of financial resources for financing the health services provided / used within health
systems. Their collection (regardless of the health insurance model) in each Member
State of the European Union (EU) is reduced to one single goal: covering the health
expenditures incurred as a result of the provision / use of health care for a certain
period of time. Most European healthcare systems provide their financial potential
on the basis of payment of contributions to health and social security funds. This, in
addition to obtaining the necessary funds, glorifies the merits of the steel bureau chan-
cellor Otto Eduard Leopold von Bismarck-Schonhausen, the creator of the first health
insurance model and the initiator of the first Law on Compulsory Health Insurance
of Workers in 1883. History has not and will never forget that, however, his model
increasingly tackles modern demands and globalization processes that are provoking
radical changes on a daily basis. After all, this is best confirmed by the health insurance
reform taken in 2010, exactly in Germany. In other European Union Member States,
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the basic sources of financial revenues include public payments (taxes), typical for
the Beveridge model (William Henry Beveridge), which originated in United King-
dom known as the National Health Service (NHS)). In addition to taxes, sources also
include medical savings, out of pocket payments, direct payments, or user charges
for services which do not include a user package that guarantees users the law, cost
allocation, and informal payments. (4)

Most expert authorities believe that Beverage’s health insurance model, or, the
fiscal way of raising funds is more effective than Bismarck’s, and the percentage of
citizens’ coverage under equal conditions is higher regardless of their working status
and other commitments. That’s why the dilemma remains, why, once former Prime
Minister of Great Britain, Margaret Thatcher tried to persuade the British Parliament
through all the available means to start the introduction of private health insurance
leading the example of the United States. The “Iron Lady” mission had relative success
because the Global Budget was incorporated into the health system of Great Britain,
which was quickly accepted by Sweden, Norway, Finland and Canada. This move
was interpreted as taking a concrete initiative to implement the Primary Health Care
Declaration, which was adopted at the World Health Organization (WHO) in 1978
in Almaty, Kazakhstan. (25)

Providing healthcare professionals and mobility challenge

Healthcare workers and associates are the most sophisticated form of capital
available to every healthcare system in twenty-eight European Union Member Sta-
tes. Due to their knowledge, demonstration of expertise and specific skills, they are
extremely admired by large number of citizens in all Member States and they cast
confidence of the highest level. In practice, they have shown to be adequately trained,
expert, skilled, humane and that sometimes win lost battles which is evidenced by the
results that have substantially strengthened the healthcare activity and made it elastic,
comprehensive and accessible to the wide popular masses. However, despite the proven
quality, the skeptics think differently, they tend to challenge that fact for the reasons
known only for themselves, to diminish obviously successful results, although for that
there are no solid arguments. They have to accept the defeat because they are facing
a formation of 1.8 million health workers and associates or 8.5% of total staff in the
European Union (EU). Thus, the sector that managed to increase its human capital by
13% between 2008 and 2016, to create opportunities for opening new jobs (mostly
for doctors) and to significantly improve the quality of citizens’ health, must really
be given recognition. In eight years inside the health care systems of the Member
States of the European Union (EU) has been achieved the largest absolute increase in
employment among all economic sectors and public services, which is something that
does not leave much space for talking with animosity. The contribution of employed
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health workers (and associates) is among direct provision of classical health services,
or implementation of procedures in the treatment of patients also reflected in a wide
spectrum of promoting of healthy lifestyles and activities such as health education.
Their main goal is to identify and prevent the cause of the disease, and after that only
to follow the suppression of the latter, such as, the diagnostics, medicamentosa and
ambulatory, hospital or stationary treatment.

Professional medical staff in all aspects of health care increases the health quality
of citizens in the European Union Member States and creates new opportunities for
employment in many sectors, which is a direct contribution to economic growth and
social cohesion. In this regard, the European Center for the Development of Vocational
Training (CEDEFOP) foresees that until 2025 around 1.8 million workers will reach
new jobs, which is comparing to 2016 an increase for 7.8%. (11) This fact is best proof
that in the frame of European Union (EU) exists a firm resolve to create the conditions
for reduction of unemployment rate along with preservation and improvement of global
health, and to give optimism to the generations of coming experts. The approach is in
full accordance with the opinions of experts in medical profession issues, where each
of them in their own way (Matthias Wismar, Heinz Joachim Sajtz...) has emphasized
the importance of taking serious actions in order to improve human health policy and
create the necessary professional staff. It is an academic appeal, for all those dealing
with the medical profession to understand more seriously the essence of the problem
and to use all available methods and proven principles for the successful creation of
a professional medical nucleus. In the last decades, especially in developed Member
States of the European Union (EU), it has contributed to the emergence of a very
small number of high school graduates which decided to go on medical studies that,
in their opinion, last for a long time, take away most of their time, while their youth
ends where it once started — in the school bench. Young people in less developed
countries of the European Union (EU) believe that medical studies are more likely
to be decided in the form of a future well-paid job in another and more developed
country, which is something that youth in the advanced Member States do not even
consider as an option.

Eurostat (European Commission- Eurostat) (14) finishing with 2015, has preci-
sely regulated data on the number of health workers which accounted for about 1.8
million in 28 European Union Member States. The registration criterion was their
number per 100 thousand inhabitants. For example, in German health care system,
there are 338 doctors per 100 thousand inhabitants. In Italy there are 233, in France
208, in Great Britain 182, in Spain 179, etc. About two thirds are employed in these
countries, or 63.5% of doctors. The curiosity is that the less developed Member States
have a significantly larger number of doctors per 100,000 inhabitants. Greece, which
belongs to the poorer group of European Union Member States known as PIGS, has
the largest number of doctors, 632 per 100,000 inhabitants. It is followed by Austria
with 510, Portugal with 461, Lithuania with 434 doctors, etc. On the other hand,
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Luxembourg, Ireland, Slovenia, Poland and Romania have less than 300 doctors per
100,000 inhabitants. This number is increasing every year. The reason is either an
increase in the number of graduated medical students or a decrease in the number
of inhabitants. The largest increase in the period from 2010 to 2015 was recorded in
Portugal. In five years, the number of doctors per 100,000 inhabitants rose from 384
in 2010 to 461 in 2015. By contrast, their number in relation to the total population
in the observed period, for example in Denmark, United Kingdom and / or France,
was not significantly changed.

In the last decades of XX and in the first decades of XXI century, the increasing
mobility of health workers becomes more noticeable, especially among doctors spe-
cialists who want to use their knowledge in order to provide a higher standard of living
and more certain existence. Mobility is a two-way and universal expert-demographic
category. The first direction of movement of health workers is directed to leaving
the country of origin and going to a neighboring European Union Member State.
For example, leaving Italy for Austria or France, moving from Portugal to Spain or
Italy, from Belgium to Netherlands or from France to United Kingdom or Germany.
In this case, although very important, the wages are not the main reason for leaving
because they can be equal or approximately the same as in the home Member State.
However, obtaining a desired specialization, advancing in the profession, building a
career or status, working atmosphere, proximity of the chosen country to the country
of origin, etc., represent very strong motivation. The second direction of movement
is exclusively motivated by the amount of earnings, while working conditions, career
building or improvement, at least initially, are entirely in the second plan. Regardless
of the fact how far the selected country is, the doctors move from South to North
(from Portugal to Great Britain, from Spain to Germany or Sweden, from Bulgaria,
Romania or Cyprus to Germany or France). Thus, the mobility of health personnel has
significantly changed the medical population map of the European Union (EU), but
its change it not yet completed. An increasing number of doctors and other medical
staff from less developed countries are always ready to go on a road that promises
more, with no need to ignore the large number of migrants who have flooded Europe.
Economists would say, and lawyers confirm, that you must not prevent migrants from
coming to a country, because the labor force would eventually appear there, and then
hard times come for business titaniums and bosses.

Regardless of the desire of many to look for new destinations, most European
Union Member States are not interested enough for them and reluctantly decide to
look for their chance in these people. By joining the European Union (EU), Slovenia
considered that, because of the fantastic conditions and the way its health system
operates (modern equipment, European salaries, a small number of insured persons,
a great chance for specialization and promotion) will be interesting, and that firstly by
doctors, and then another medical staff, will be freely occupied. Indeed, there were
arrivals, but from non member countries of the European Union (EU), so everything
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instead of “occupation” ended with hopes. Similar thing has happened in Finland and
Sweden. In addition to sporadic cases, many health systems continue to rely on foreign
labor, either from a wider European area, covering European Union Member States
or those coming from Asia, Africa and / or South America. With full respect for the
mentioned trends in European mobility, it must be emphasized that all doctors who
have left their own countries for certain reasons would preferably end up in United
States or Canada (30), which, along with Australia and New Zealand, represent a vast
territory with expressed health needs. For many, the doors are always and wide open
so that a large number of medical workers from various European countries can get
jobs in the profession, not just doctors, but dentists, pharmacists, technicians, nurses
and laboratories. (27) Mobility of healthcare staff is not always a good solution. Every
expert has the right to make its own choice, for which there is no dilemma, as the
latter is the greatest individual freedom. (29) However, with the marked departures,
the human side of medicine loses its significance. It is disastrous when health workers,
humanists leave for their own interests and on that occasion ignore the needs of their
former patients. Wismar wants to relax this problem of departure by calling it dispersal
“because many health workers are really leaving, but many do not get a job in the
profession ... they end up in a lot of other activities ... so he wonders how to prevent
people from leaving and doing jobs outside of the profession, in another sectors ... and
responds that most educational systems provide education to the wrong people. ’(33)

Mobility is detrimental also because in many Member States there is a problem
of older workers, which is why the number of pensioners is expected to increase, so
there will be no opportunities for adequate replacements at least for the next ten years.
Mobility is (especially during the second decade of the 21st century) strengthened and
an increasing problem, since it is not necessary to have hope that any of the selected
European Union Member States will be a welfare state or its copy in which many
see the possibility of fulfilling their own wishes. In this connection, Offe notes two
important facts: “... the first is that when it comes to the richest states of the world,
which explicitly and without exception oblige themselves to aim for general well-being
as an important goal, and the other is that all developed countries by their structural
mechanisms create endemic (domestic) system problems and a broad scale of unmet
needs of people, regardless of their degree.”(20)

Health coverage of the population / some European systems

National health systems within the European Union (EU) are different from one
Member State to another. Referring to the legal doctrine, national health systems in
the European Union (EU) countries can be observed from two organizational aspe-
cts. The first aspect focuses on the National Health System (NHS), which functions
successfully in the United Kingdom, but also in Italy, Spain, Portugal and Greece
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(13). It is established on the basis that fiscal policy, health care and health insurance
in its domain are financed from the state or other budgets, or based on the collected
revenues made up of taxes and other parafiscalities. This system is characterized by
the fact that the percentage of coverage of the population by insurance is very high
and ranges up to 99% of the total population. The second aspect is directed at its
counterpart, the Social Security System (SSS), in which, on the basis of payment of
contributions for health insurance and health care, the necessary funds are provided
for many citizens or their particular groups. Convinced in successful results achieved
by health systems in many European Union Member States, the European Council
(2006) adopted the Declaration on Common Principles and Values of the Healthcare
System, which has binding force. (5)

The Declaration on Common Principles and Values of the Healthcare System
states that universal coverage represents a shared value. Its content insists that it
is not advisable for any Member States to remain outside of the established fra-
mework or to hinder in any way the access to healthcare, which would represent
an exciting example of denying the citizens right to health insurance. In “Together
for Health” Strategy (32) adopted in 2007, the European Commission (EC) put a
special emphasis on the importance of universal coverage. It is the highest value
in European legislation and it is defined as a place where citizens have been able
to have unobstructed access to all forms of health care. However, health coverage
varies among the Member States of the European Union (EU), as well as the benefits
that its citizens have from it. (34)

The competencies of the Member States of the European Union (EU) in the
field of health care are regulated by the Lisbon Treaty, which came into force in early
December 2009, after ratification in 27 Member States. It introduced changes in
European law and institutions that envisage the obligation for national authorities to
include and allocate all types of usable resources as logistics in providing adequate
health care. In this way, a criterion has been established that each Member State
which has institutions for the preservation of democratic governance, human rights
protection and a functioning market economy must show willingness to accept the
obligation arising from the intention of the European Union (EU). This fully relates
to the aforementioned health insurance systems which, as institutions, are designed
to preserve human rights (25) among which the preservation and improvement of
human health represent the peak. Healthcare preservation is one of the main obli-
gations of all health systems, which by implementing the acquis communautaire
of the European Union (EU) demonstrate their human and legal capacity. In legal
terms, this trend is in direct correlation with the degree of universal coverage of
the population.
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Kingdom of Denmark

The health system in Denmark functions at a high level thanks to the model
established by the Institute for Quality and Accreditation in Health, which means that
the government does not have a major influence on its functioning. The role of the
government is quite limited given that, in addition to the public, also functions the
private health sector. If it performs certain functions, they mainly refer to regulation,
coordination, advice and determination of responsibility for the realization of set goals.
Government bodies (Ministry of Health, Health Protection Agency, Pharmaceutical
Chamber) are responsible for implementation of national health policy, regulation of
national health legislation, formulation of measures and regulations, establishment
of cooperation between different stakeholders in health care, provision of necessary
information regarding the quality of health and treatment at the patient’s complaint.
Since the health authority in Denmark is set as three-stage (municipal or local, regi-
onal and central), it introduced the Financial Stability Act in 2012, which allows all
municipalities and regions to maintain 1.5% of the funds for internal needs from their
budgets. As for the central government, it approves the opening or the commissioning
of new specialized or closure of existing, redundant healthcare facilities and capacities.
(6) In Denmark, the public health spending in 2016 was 5,205 $ per capita or very
high 10,4 % of gross domestic product (GDP), which ranks sixth in the European
Union (EU). In the same year, about 84% of total health expenditures were covered
by budget funds, or taxes whose rate of total taxable income was set at 8%. (18)

In addition to public (state), in Denmark also functions the private health insu-
rance. The report made by the Organization for Economic Cooperation and Deve-
lopment (OECD) for 2016, states that the private spending on health care was 831 $
per capita, or almost 1.7% of gross domestic product (GDP). (3) The inhabitants of
Denmark, according to the mentioned law, have the possibility of choosing between
two different categories of health care. The first category includes a large number of
general practitioners paid for their work in a combined way, through the principal and
basic fees for providing health services, similar to those in United Kingdom. Nearly
99% of Danish residents are classified in this category. Insured persons belonging to
the second group (only 1% of them) have the possibility, in the case of need, to visit
among general practitioner any specialist if they are willing to participate in covering
of the health costs incurred on the basis of their visit. [22] The inhabitants of Denmark
have good health and in this area they are more successful than residents of most ot-
her European Union (EU) countries. A large number of Danish residents are satisfied
with the quality of their health and they do not pay attention on significant income
differences, despite the fact that in the European Union Member States many people
believe that higher-income people have better health than those with lower ones. Given
that in Denmark the duration of the human life is rather prolonged (from 77.9 years
in 2005 to 80.6 years in 2015), more and more elderly people are being exposed to
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various health problems. However, the Danish healthcare system with great success
prevents cardiovascular diseases and strokes, so mortality from myocardial infarction
is reduced to one of the lowest among the European Union Member States.

The influence of social behavioral factors causing certain disorders and behavioral
risks is generally favorable. For example, tobacco consumption has experienced a
sharp decline over the last ten years, which is a great success, however, Danes, both
adults and adolescents, consume alcohol uncontrolled and represent the leading nation
in the European Union (EU) in that area. This social deviation is directly related to
the rate of mortality which is higher in Denmark than in most other Member States.
In general, the Danish healthcare system is well organized, technologically equipped,
effective and very open, enabling insured persons to have unrestricted access to all
forms of health care. It employs the highest number of nurses per capita in the Eu-
ropean Union (EU), since on 100,000 people it comes 294 doctors. (15) It is the one
of not only European but also world leaders in the use of modern info-technology,
and that’s why it’s IT infrastructure is first-rated. With certain amendments, it will
soon be fully integrated, which promises a high degree of sector interoperability.
High health technology is currently mostly used by employees in the primary health
care sector, in which almost every doctor has electronic records that complement
the clinical functionality. (16) This success in the process of development of Danish
healthcare system was mainly contributed by health reforms initiated in 2007. Their
goals to unite the three-level health authorities for the benefit of future development,
to alleviate the rise in health spending, to accelerate the quality of health care and
improve public health policy, were almost fully achieved.

France

The health system in France was declared the best in the world in 2008 by the
World Health Organization (WHO), which used the criterion of organization as a
whole, accessibility and quality of health services. (35); (10) It is financed partly by
the social security model, or by the payment of contributions to the earmarked funds,
which is why it is also called funded and based on other sources, such as dedicated
taxes and direct payments from the insured (out of pocket). According to the Law on
Social Security (9), the social insurance is defined as it provides protection against risks
form: 1. diseases, maternity, disability and death, 2. accidents at work and occupati-
onal diseases, 3. age and death of spouse and 4. family (children) adds. Compulsory
health insurance in France has been established within the social security system and
represents a symbiosis between public and private providers of health and subjects of
health insurance. Public (state) insurance is financed at the expense of employers and
natural persons (employees). The most important source of funding for compulsory
health insurance are contributions to health insurance that employers and employees
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are obliged to pay. Participation in contributions from health insurance funding is 42%.
Prior to 1998 reforms, contributions amounted to 12.8% on employer’s income, or
6.8% at the expense of natural persons (employees). After the implemented reforms,
or the adoption of the Social Security Act in 2001, the contribution rate is cumulative
and amounts to 13.55%. The employer pays 12.8% and the employee 0.75%. Prior
to the reform, the contribution rate at the expense of natural persons (employees)
amounted to 6.8%, which, after their implementation, was reduced to the current
level of 0.75%. The impression is that this represents a radical reduction, but not so.
The space that was created by reducing the tax on employed persons was filled with
the introduction of dedicated taxes on games of chance and all kinds of gambling.
Private health insurance in France is a form of supplementary health insurance.
Using that right, insured persons can only achieve supplementary (complementary)
health care against the risk of illness. Bearing in mind that compulsory health insurance
only partially covers the costs of health services, private insurance is called upon to
cover the difference between the full price of medical products and healthcare servi-
ces and the compensation of their costs. It should be pointed out that private health
insurance contracts could not be concluded in order to avoid compulsory health insu-
rance or to provide health services for which only the holders of compulsory health
insurance are entitled. Complementary health care in France is provided by three types
of private insurers: 1. mutual insurance companies, 2. insurance undertakings and 3.
savings institutions, with mutual insurance companies being established and operating
on the principles of mutual assistance and solidarity, traditionally having a dominant
role in the private health insurance market. (28) Since private health insurance is
complementary to the public, the share of direct payment of health services (out of
pocket) is still the smallest among the Member States of the European Union (EU).
As for the allocation for health expenditure from gross domestic product (GDP),
they are subject to deviations from one to another institute which publishes such data.
Thus, for 2011, France allocated 11.6% or 4.086 US $ per capita for health sector needs
from gross domestic product (GDP), which was significantly higher than the average
in the European Union Member States, while for 2015 the allocation amounted to
11.5% or 4.508 US $. The French government finances public funds between 70% and
80% of health care expenditure, and for patients with severe illness to all 100%, (2)
while the rule remains that all citizens must pay contributions for compulsory health
insurance. According to the latest regulations, doctors of general medicine have the
function of guardians of the “health vault.” In their hands there is a dense sieve thro-
ughout which through specialist doctors can pass only those patients who have a just
cause. However, the Law on Health Security guarantees the full freedom of choice
of physicians, with no restrictions on whether it is about the employed in a public or
private health institution. The health system in France functions in an impressive way
because of the clearly divided roles and high degree of responsibility among the few
of the functions and policymakers. The government’s responsibility is to monitor,
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correct and standardize (fix) the movement of treatment costs and other expenditures
related to the provision / use of health services. The Ministry of Health conducts
direct negotiations with pharmaceutical drug producers and drug dealers around the
price of medicines and seeks to place it in the same level as the average sales / pur-
chase in the neighboring European Union Member States. The government is also
responsible for the proper management of secured financial resources and therefore
maintains constant oversight of the health insurance institutions in order to make sure
that the received amounts are spent in accordance with objectives. Otherwise, what
makes the French healthcare system special is the impressive coverage of the popu-
lation with health insurance of 99.9%. (21), which means that besides the citizens of
France, certain programs are covered by foreign citizens. Despite the great success,
responsible persons in the healthcare system make additional efforts to ensure lower
health spending, high quality health, enviable success in treating patients, lowering
the mortality rate of the population in all categories, and a high degree of satisfaction
of health care users. (24)

Despite the qualities under which the French health system is recognizable within
the European Union (EU), it could not boast of a constant inflow of financial resources
into the budget, but also into funds. After all, this is a primary problem in the whole
world, even in the Member States of the European Union (EU) and therefore in Fran-
ce. Due to the aforementioned obstacle, which is not the only one, there is a constant
fear among the insurers of the possible increase in the tariffs for direct payment (out
of pocket). In addition to the problems with financing the scope of health care and
health insurance, the system is most often faced with the appointment of doctors and
other health workers. This means that much was not achieved due to the fact that in
France, there are 208 medical doctors and 965 nurses per 100 thousand inhabitants,
(12) if the problem is their departure into insufficiently attractive geographical areas.
In order to solve this problem, French Ministry of Health has taken a number of me-
asures to promote more effectively the employment conditions, as well as the longer
stay of doctors and other health workers in underdeveloped regions. The third big
problem is the permanent departure of doctors (especially from the public sector),
which is more than a clear signal for alert, since there is a fear that their number will
be insufficient soon enough. That is why the Ministry of Health responded to this
question by “opening” the numerus clausus, which simply increased the enrollment
quota for medical schools by 6%, which began in September 2017.

France, like many other countries, is confronted with asocial behavior of its
citizens. At first, it was considered that asocial appearances result from belonging to
the poorer strata of society, inequality in access to health and other content, but time
has shown that it was not the case. Many wealthy members of the French population
are more prone to enjoying tobacco, consuming alcohol, opiates, and static life than
the poor ones. Different forms of negative behavior are increasing on a daily basis
the rate of mortality from non-communicable diseases and more and more aggressive
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obesity. Enhanced state policy can affect the reduction of social inequality, but it does
not have the mechanisms to change the behavioral map of especially young French
citizens. The life expectancy of a French citizen has increased significantly and amounts
79 years for men and 85 for women, which raises the question, up to what extent the
limits would be set if the vices were not higher than the average among the European
Union (EU) countries. Although tobacco and alcohol consumption have been reduced
in the last ten years, vices among Frenchmen are more than average regarding other
European Union Member States, with an increasing trend.

United Kingdom

The National Health Service (NHS) in the United Kingdom next to England
includes Northern Ireland, Scotland and Wales. It is also known as William Bevera-
ge’s health insurance model, because it was as a match of Bismarck model formally
established in England in 1942 by the mentioned Lord. The Beverage model is also
used in Ireland, Canada, Denmark, Finland, Sweden, Italy, Spain, Portugal and
Greece, but some of these countries do not have it as the basic model, which means
that there are other forms of health insurance. (16) The United Kingdom allocates
9.9% of its gross domestic product (GDP) to the National Health Service (NHS). Its
basic characteristics are that all health activities are financed by public (state) funds,
which means from the state budget, that the coverage of the population by healthcare
is complete and it reaches 99% of the total population, the citizens are provided with
free access to health services and public control of all flows of financial assets. There
is a specific curiosity associated with it which refers that the public (state) ownership
of health assets, therefore, land, buildings, accommodation facilities, equipment and
all other contents used for the purpose of protecting human health is dominant. State
institutions (in particular the Ministry of Health) decide on design of a network of
appropriate health capacities, prescribe measures and ways of organizing, managing
and directing of healthcare activities and assign tasks to the National Health Service
(NHS).

In the epicenter of the mentioned service there is a general practitioner. The latter
is the embodiment of the institute known as home doctor who is paid according to the
number of patients with a bonus depending on the number of provided health services.
The number of employed health and non-health workers at the end of 2017 amounted
to 1,187 thousand, of which 113 thousand were medical doctors and 320 thousand
were nurses, while the rest was made up of other qualification groups. (19) According
to the same source, only one year before, the number of employees amounted to 1,164
thousand out of which 111 thousand were doctors and 319 thousand were nurses. In
2017, there was a negligible increase in the number of employed doctors by 1.02%
and nurses of only 1%. (31) Among the doctors employed in the National Health
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Service (NHS) there is a large number of members of various nationalities, since on
three doctors the one is obligatory the foreigner. Over 21,000 are Europeans, while
the Indians, Pakistani, Nigerians and Egyptians are the most numerous nationalities
outside of the continent. Otherwise, there are 182 doctors and 675 nurses on 100
thousand inhabitants. Multinationalism is understood as an adhesive that makes the
health system a harmonious community, which strengthens its human structure and
contributes to overall functional quality. In spite of the qualities characteristic for this
service (known as the largest individual health care system in the world), the British
media reported in 2017 that the Care Quality Commission (CQC) provided adverse
information: the system of The National Health Service (NHS) is too strenuous, close
to the seams and with no certain future.

The National Health Service (NHS) largely finances its activities from fees
charged in accordance with the changes made in the Immigration Law in 2014. Ac-
cording to the Health and Social Care Act 2012, which came into force in April 2013,
all right-handed residents of the United Kingdom were granted the right to free use
of all health services provided in one place. The well-known free-of-charge health
care at the place of use represents the basic principle set by the government when
establishing the National Health Service (NHS) in 1948. This practically means that
the right to free use of all health services has every person with a full and legitimate
status on the basis of a registered place of residence in United Kingdom, regardless
of nationality. This category of users does not include non-resident British citizens.
(31) However, it is notable that citizen’s safety is endangered by the dropping out of
medical staff, which in some respects is related to the government’s failure to fulfill
its own promises. Only in 2016, the number of general practitioners was decreased by
1.2 thousand, which in some areas certainly aroused concern among the insured, (8)
regardless of the fact that it is one of the largest healthcare employers in the world,
but also a consumer of funds intended for protection of the health of English citizens

More than 1 billion £ Sterling is spent in the primary health care sector, but also
in other areas of health, including patients treated in private health care facilities,
private hospital care, self-financing treatment, private dental services and supply of
medicines and other medical products. Visible economists have calculated that only
in one second 4,3 thousand Sterling are being spent in order to provide all services
provided by the National Health Service (NHS). Since 1948, when the proposed
National Health Service (NHS) was enacted, the possibility of using private health
insurance, which is now used by about 8% of the population, has been established. It
is in most cases the added amount of sums under which health services are provided in
the domain of the National Health Service (NHS), which is considered as a charge for
the extended scope of their use. The United Kingdom government has been successful
in collecting of general taxes and in the health sector financing policy, where 2014
was a good example since 110 billion Sterling was allocated for the functioning of the
budget. The share of private health spending has been rising rapidly. During 2010, it
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amounted to 4.1bn £ Sterling, while in 2016 reached a fantastic 8.7bn £ Sterling. (8)
This is a major problem that the National Health Service (NHS) will face continuously
in the future, unless official British policy changes its course and begins to regulate
the system in accordance with new, more modern and non traditional recipes of very
demanding British citizens.

For 2020 and 2021 the National Health Service (NHS) has provided 30 billion £ in
Sterling for financing the actions in order to combat behavioral incidents. The government
expects these funds to be effective in the positive direction, as this would represent the
right choice of measures of its policy. The United Kingdom Ministry of Health is making
great efforts to achieve a shift in achieving positive results in changing of the behavior
of'its citizens. Enjoying tobacco, alcohol and narcotics, especially among young people,
stands at a high level. These vices are, as everywhere in the world, supplemented by
problems of psychosomatic disorders and social deviations. Health officials in United
Kingdom can be criticized, since they do not notice that these deviations are the product
of incorrect assessment of the quality of health of citizens and differences in education
and income. That is why the results are unsatisfactory, even though children under 5
years of age are involved in many activities to combat social vulnerability. Based on
this fact, the Care Quality Commission (CQC) did not make a mistake while informing
the public about possible sewing breaks. Namely, the Emergency Medical Assistance
Center received over 25 thousand calls a day (on number 999) in 2015, and unfortu-
nately, none of them was false. This number of calls is alarming, but at the same time
it represents the best check of operator’s patience which is one of the most important
features in their business. Employees of the National Health Service (NHS) in United
Kingdom on a daily basis are experiencing the embarrassments on workplaces in the
face of harassment, abuse or direct threat from the users of health services (in primary
health care, departments, hospitals, etc.), their relatives and also from other citizens.
During 2014, 14% of employees had some sort of bad experience with physical violence
and frequent confrontations with a large number of people diagnosed with psychological
disorders. Only in 2014 were submitted 57.1 million receipts for antidepressants, which
is more than 100% more than 10 years ago. It is disastrous that this problem is most
prevalent among young people, among whom out of five, one necessarily experiences
anxiety or some form of depression.

Conclusion

The health system in each Member State of the European Union (EU) is, ac-
cording to its structure, a vital social segment whose purpose and function is best
understood by those who actively participate in the creation of its quality. Its forma-
tion, functioning and development are in the service of citizen’s health, the primary
premise of human value which has no alternative. Therefore, the role of the health
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system is unmatched when it comes to nurturing and improving human health. Wit-
hin this, the importance of professional personnel, modern technology, characterized
by medical equipment and instrumentation, which defines its correct structure and
high organization is aimed at the realization of a multitude of goals, among which
the preservation of human health represents the goal without any premise. Since the
healthcare system is regarded as a modern system in which all its components function
smoothly, it should be emphasized that, as such, it was created and shaped under the
influence of accelerated industrialization program. The programs have deeply rooted
expectations that its higher level of development will directly contribute to health
expansion, which actually has happened at the end of 20th century, when some health
systems experienced a real boom in their development. This is inherent in the health
systems of those European Union Member States who have worked hardly (many
have succeeded) to accelerate the national health upgrade through proper health policy,
to achieve material well-being by redistribution processes, the proper redistribution
based on social needs and to lift health security to a higher level.

The function of health care financing in European Union Member States is
more important than all other public functions, because it determines the quality of
human health and makes the decisive decision when and how much to invest in its
protection and improvement. Belcher, Mossialos and other expert authorities claim
that a healthy population within the European Union (EU) is universal and for all
the safest resource, so it does not matter what health insurance system is on force or
how health care is being financed, so what is really important is the health balance
of citizenship in practice. Namely, none of the methods used to obtain the necessary
financial resources provide total security, given the rapid increase in health expen-
ditures, that the revenues for their coverage will be sufficient and consistently su-
stainable. Therefore, those responsible for the functionality of the healthcare system
in the European Union Member States determine the strategy of its development,
which is an important document that contains sensitive areas on which a security
lever could break, ultimately causing many contradictions. They are most often in
the policy of financing business processes, in resolving personnel issues and the lack
of adequate conditions for the timely implementation of scientific and technological
achievements. Many strategies do not live long enough to become implemented,
which is not a good solution, therefore it is expected that the European Union (EU)
expert group, which is in charge of assessing the functioning of the primary health
care system, make its full contribution in order to change the situation on the field. It
is currently working on identifying of the tools and methodology for assessing of the
achieved results. The presentation of the final reports was announced by the end of
2018. The first information is that health expenditures in almost all European Union
Member States are growing rapidly, that they are very high and that for their growth
is not particularly important whether the financial resources for their servicing are
secured from bills, tax collection and other fiscals (United Kingdom, Finland, Italy,
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Ireland) or from the payment of contributions to health insurance funds (Germany,
France and the Benelux countries).

The aforementioned drain of medical education in the Member States is not a
problem of a recent date. Member States that are aware of its gravity and who are
able to apply the import strategy of already made medical experts, do not ignore the
engagement of the latter and do not pay attention to the harm they inflict on others.
On the other hand, the practice shows that underdeveloped countries are enrolling
the excess medical students almost to the level of hyperproduction among which
many will go on places where they can realize their dreams. Their mobility will
be directed to places where more money and greater possibility of material, career
and professional advancement is offered. Over time it finally has been understood
that the impact of European policy on determining health in Europe for a long time
was insufficient. The main reason for that was the latent believe that all actions
going in that direction have no synchronous effect with practice and, therefore the
desired results were missing. However, in recent years, the formula was completely
changed so its impact is stronger and successes are greater. What has been set up by
the correct strategies has been achieved, so health systems that are well organized
expressively affect the national and European space, protection and improvement
of health, equity mechanisms, cross-subsidization of costs and decentralization of
health sectors.
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