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Foreword


Health at a Glance 2017 presents the latest comparable data and trends on key indicators of health outcomes and health systems across the 35 OECD member countries. These indicators shed light on the performance of health systems, with indicators reflecting health outcomes, non-medical determinants of health, the degree of access to care, the quality of care provided, and the financial and material resources devoted to health. For a subset of indicators, data are reported for partner countries, including Brazil, China, Colombia, Cost Rica, India, Indonesia, Lithuania, the Russian Federation and South Africa.

The production of Health at a Glance would not have been possible without the contribution of OECD Health Data National Correspondents, Health Accounts Experts, and Health Care Quality Indicators Experts from the 35 OECD countries. The OECD gratefully acknowledges their effort in supplying most of the data contained in this publication. The OECD also acknowledges the contribution of other international organisations, especially the World Health Organization and Eurostat, for sharing some of the data presented here, and the European Commission for supporting data development work.

This publication was prepared by a team from the OECD Health Division under the coordination of Chris James. Chapter 1 was prepared by Chris James and Alberto Marino; Chapter 2 by Chris James and Marion Devaux; Chapter 3 by Eileen Rocard, Chris James, Marie-Clémence Canaud and Emily Hewlett; Chapter 4 by Sahara Graf, Marion Devaux and Michele Cecchini; Chapter 5 by Alberto Marino, Chris James, Rie Fujisawa, Akiko Maeda, David Morgan and Eileen Rocard; Chapter 6 by Ian Brownwood, Frédéric Daniel, Rie Fujisawa, Rabia Khan, Michael Padget and Niek Klazinga; Chapter 7 by David Morgan, Michael Mueller and Michael Gmeinder; Chapter 8 by Akiko Maeda, Gaëlle Balestat and Michael Gmeinder; Chapter 9 by Chris James, Gaëlle Balestat and Alberto Marino; Chapter 10 by Rabia Khan, Gaëlle Balestat, Marie-Clémence Canaud, Michael Mueller, Martin Wenzl, Chris James and Valérie Paris; Chapter 11 by Tim Muir, Eileen Rocard, Michael Mueller and Elina Suzuki. The OECD databases used in this publication are managed by Gaëlle Balestat, Ian Brownwood, Marie-Clémence Canaud, Frédéric Daniel, Michael Gmeinder, Gaétan Lafortune and David Morgan.

Detailed country comments improved the quality of this publication, as did comments from Francesca Colombo, Gaétan Lafortune, Mark Pearson and Stefano Scarpetta. Format and editing support from Marlène Mohier, Kate Lancaster and Andrew Esson are also gratefully acknowledged.




Executive summary


Health at a Glance 2017 presents up-to-date cross-country comparisons of the health status of populations and health system performance in OECD and partner countries. Alongside indicator-by-indicator analysis, this edition offers snapshots and dashboard indicators that summarise the comparative performance of countries, and a special chapter on the main factors driving life expectancy gains.

Most OECD countries have universal health coverage systems which promote equitable access for needed health services. Quality of care has also generally improved, but this has come at a cost: health spending now accounts for about 9% of GDP on average. Investing in cost-effective health promotion interventions is one important way to improve value for money and reduce health inequities.



People in OECD countries are living longer, but the burden of mental illness and chronic disease is rising



	Life expectancy at birth is 80.6 years, on average, across OECD countries. Japan and Spain lead a group of 25 OECD countries with life expectancies over 80 years.


	Turkey, Korea and Chile have experienced the largest gains in life expectancy since 1970.


	Health spending contributes to longevity, but only explains part of the cross-country differences and gains in life expectancy over time. New regression estimates suggest healthier habits and wider social determinants of health are also key.


	Women can expect to live just over five years longer than men, while people with tertiary level education live around six years longer than those with the lowest level of education.


	Across the OECD, more than one in three deaths are caused by ischaemic heart disease, stroke or other circulatory diseases; one in four deaths are due to cancer.


	Mortality rates for circulatory diseases have fallen rapidly, with 50% fewer deaths due to ischaemic heart disease, on average, since 1990. Cancer mortality rates have also fallen, though less markedly, by 18% since 1990.








While smoking rates continue to decline, there has been little success in tackling obesity and harmful alcohol use, and air pollution is often neglected



	Smoking rates have decreased in most OECD countries, but 18% of adults still smoke daily. Rates are highest in Greece, Hungary and Turkey, and lowest in Mexico.


	Alcohol consumption in the OECD averaged 9 litres of pure alcohol per person per year, equivalent to almost 100 bottles of wine. This figure is driven by the sizeable share of heavy drinkers: 30% of men and 12% of women binge-drink at least once per month.


	In 13 OECD countries alcohol consumption has increased since 2000, most notably in Belgium, Iceland, Latvia and Poland.


	Since the late 1990s, obesity has risen quickly in many OECD countries, and more than doubled in Korea and Norway, albeit from low levels.


	54% of adults in OECD countries today are overweight, including 19% who are obese. Obesity rates are higher than 30% in Hungary, Mexico, New Zealand and the United States.


	Among 15 year olds, 25% are overweight and only 15% do enough physical activity. Further, 12% smoke weekly and 22% have been drunk at least twice in their lives.


	In 21 countries, over 90% of people are exposed to unsafe levels of air pollution.








Most OECD countries have achieved universal or near-universal health coverage, but access to care needs to be improved



	Population coverage for a core set of services is 95% or higher in all but seven OECD countries and lowest in Greece, the United States and Poland.


	Out-of-pocket payments by households make up 20% of all health spending on average in the OECD, and over 40% in Latvia and Mexico.


	Cost concerns lead about 10% of people to skip consultations, while 7% do not purchase prescribed medicines. Poorer households are most affected.


	The number of physicians per 1000 people is much higher in capitals and other cities, with variation between areas most marked in the United States and the Netherlands.


	Waiting times for elective surgery are long in a number of countries, particularly Estonia, Poland and Chile.








Patient experiences and outcomes of care are improving, with lower mortality rates after a heart attack or stroke and higher survival rates for people with cancer



	Over 80% of patients report positive experiences in terms of their time spent with a doctor, easy-to-understand explanations and involvement in treatment decisions.


	Avoidable hospital admissions for chronic conditions have fallen in most OECD countries, indicating an improving quality of primary care.


	In terms of acute care, fewer people are dying following heart attack or stroke. Improvements are particularly striking among heart attack patients in Finland, and stroke patients in Australia.


	Timeliness of hip fracture surgery (a measure of patient safety) has improved in most countries, with over 80% occurring within two days of admission.


	Rates of obstetric trauma have remained relatively unchanged, with tearing of the perineum in 5.7% of instrument-assisted vaginal deliveries.


	Across the OECD, five-year survival rates for breast cancer were 85% and just over 60% for colon and rectal cancers, with survival rates improving in most countries over time.


	Childhood vaccinations are near universal in most OECD countries, though measles coverage has fallen slightly in Australia and Italy in recent years.








Having sufficient financial and material resources is critical to the functioning of a health system. These resources need to be used wisely to avoid ineffective spending



	Spending on health in the OECD was about USD 4 000 per person on average (adjusted for purchasing powers). The United States spends almost USD 10 000 per person.


	Health spending was 9% of GDP on average in the OECD, ranging from 4.3% in Turkey to 17.2% in the United States.


	In all countries except the United States, government schemes and compulsory health insurance are the main health care financing arrangements.


	Hospitals account for nearly 40% of health spending.


	Since 2000, the number of doctors and nurses has grown in nearly all OECD countries. There are about three nurses per doctor, with the nurse-to-doctor ratio highest in Japan, Finland and Denmark.


	Hospital beds per capita have fallen in all OECD countries except Korea and Turkey, linked to lower hospitalisation rates and increased day surgery.


	Increased use of generics in most OECD countries has generated cost-savings, though generics still represent less than 25% of the volume of pharmaceuticals sold in Luxembourg, Italy, Switzerland and Greece.


	Population ageing has increased the demand for long-term care, with spending increasing more than for any other type of health care.


	On average, 13% of people aged 50 and older provide weekly care for a dependent relative or friend; 60% of informal carers are women.









Reader’s guide


Health at a Glance 2017 presents comparisons of key indicators for health and health system performance across the 35 OECD countries. Candidate and key partner countries are also included where possible (Brazil, China, Colombia, Costa Rica, India, Indonesia, Lithuania, the Russian Federation and South Africa). The data presented in this publication come from official national statistics, unless otherwise stated.



Structure of the publication


The general framework underlying this publication assesses the performance of health systems within the context of a broader view of public health (Figure0.1). It is based on a framework that has been endorsed and updated for the OECD Health Care Quality Indicators project (see source to Figure0.1). This framework recognises that the ultimate goal of health systems is to improve the health status of the population. Many factors influence health status, including those that fall outside health care systems, such as the physical environment in which people live, and individual lifestyles and behaviours. The demographic, economic and social context also affects the demand for and supply of health services, and ultimately health status.



Figure 0.1. Conceptual framework for health system performance assessment


[image: graphic]

Source: Adapted from Carinci, F. et al. (2015), “Towards Actionable International Comparisons of Health System Performance: Expert Revision of the OECD Framework and Quality Indicators”, International Journal for Quality in Health Care, Vol. 27, No. 2, pp. 137-146.




At the same time, the performance of health care systems is clearly crucial. Core dimensions of performance include the degree of access to care and the quality of care provided. Performance measurement needs to take into account the financial resources required to achieve these access and quality goals. Health system performance also depends critically on the health workers providing services, and the goods and services at their disposal.

Health at a Glance 2017 compares OECD countries on each component of this general framework. It is structured around eleven chapters. The first two chapters offer an overview of health and health system performance. The next nine chapters then provide detailed country comparisons across a range of health indicators, including where possible time trend analysis.

In Chapter 1, a series of dashboards present the relative strengths and weaknesses of OECD countries’ health systems, alongside OECD-wide summary data. These dashboards use a subset of the indicators that are presented in more detail in later chapters of the publication.

Chapter 2 provides a complementary thematic analysis on the determinants of health across OECD countries. It assesses the relative contributions of health systems vis-à-vis wider social factors to life expectancy.

Following these overview chapters, Chapter 3 on health status highlights variations across countries in life expectancy, the main causes of mortality and other measures of population health status. This chapter also includes measures of inequality in health status by education and income level for key indicators such as life expectancy and perceived health status.

Chapter 4 examines major risk factors for health. The focus is on health-related lifestyles and behaviours, most of which can be modified by public health and prevention policies. These include the major risk factors for non-communicable diseases of smoking, alcohol and obesity, for children and adults. At the same time, healthy lifestyles are assessed in terms of nutrition and physical activity. Population exposure to air pollution is also analysed.

Chapter 5 on access to care presents a set of indicators related to financial access, geographic access and timely access (waiting times). This includes analysis of self-reported unmet needs for medical care. Overall measures of population coverage are also presented.

Chapter 6 assesses quality and outcomes of care in terms of clinical effectiveness, patient safety and the person responsiveness of care. The chapter seeks to reflect the lifecycle of care by presenting indicators related to preventive, primary, chronic and acute care. This includes analysis of patient experiences, prescribing practices, management of chronic conditions, acute care for heart attack and stroke, patient safety, mental health, cancer care and prevention of communicable diseases.

Chapter 7 on health expenditure and financing compares how much countries spend on health, both on a per capita basis and in relation to GDP. The chapter analyses how health care is paid for, through a mix of government funding, compulsory and voluntary health insurance and direct out-of-pocket payments by households. The breakdown of spending by health provider and by the type of health care provided is also examined.

Chapter 8 looks at the health workforce, particularly the supply and remuneration of doctors and nurses. The chapter also presents data on the number of new graduates from medical and nursing education programmes. It features indicators on the international migration of doctors and nurses, comparing countries in terms of their reliance on foreign-trained workers as well as trends over time.

Chapter 9 on health care activities describes some of the main characteristics of health service delivery. It starts with the number of consultations with doctors, often the “entry point” of patients to health care systems. Country comparisons on hospital discharges and lengths of stay, the utilisation rates of surgical procedures, and the increased use of ambulatory surgery for minor surgeries are also included.

Chapter 10 takes a closer look at the pharmaceutical sector. Analysis of pharmaceutical spending gives a sense of the varying scale of the market in different countries. The number of pharmacists and pharmacies; consumption on certain high-volume drugs; and the use of generics and bio-similars are also compared. Finally, spending on research and development in the pharmaceutical sector is assessed.

Chapter 11 focuses on ageing and long-term care. It assesses key factors affecting the current and future demand for long-term care. This includes demographic trends, and health status indicators for elderly populations, such as life expectancy and self-reported measures of health and disability at age 65. Dementia is compared across countries in terms of prevalence today and in the future, and in terms of indicators for quality of care. The recipients of long-term care and the formal and informal workers providing care for these people are also assessed, as are trends in long-term care expenditure in different countries.





Presentation of indicators


With the exception of the first two chapters, indicators covered in the rest of the publication are presented over two pages. The first page defines the indicator, provides a brief commentary highlighting key findings conveyed by the data, and signals any significant national variation from the definition which might affect data comparability. On the facing page is a set of figures. These typically show current levels of the indicator and, where possible, trends over time. Where an OECD average is included in a figure, it is the unweighted average of the OECD countries presented, unless otherwise specified. The number of countries included in this OECD average is indicated in the figure, and for charts showing more than one year this number refers to the latest year.





Data limitations


Limitations in data comparability are indicated both in the text (in the box related to “Definition and comparability”) as well as in footnotes to figures.





Data sources


Readers interested in using the data presented in this publication for further analysis and research are encouraged to consult the full documentation of definitions, sources and methods presented in OECD Health Statistics on OECD.Stat (http://stats.oecd.org/index.aspx, then choose “Health”). More information on OECD Health Statistics is available at http://www.oecd.org/health/health-data.htm.





Population figures


The population figures used to calculate rates per capita throughout this publication come from Eurostat for European countries and from OECD data based on UN Demographic Yearbook and UN World Population Prospects (various editions) or national estimates for non-European OECD countries (data extracted as of early June 2017), and refer to mid-year estimates. Population estimates are subject to revision, so they may differ from the latest population figures released by the national statistical offices of OECD member countries.

Note that some countries such as France, the United Kingdom and the United States have overseas colonies, protectorates or territories. These populations are generally excluded. The calculation of GDP per capita and other economic measures may, however, be based on a different population in these countries, depending on the data coverage.
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Chapter 1. Indicator overview: OECD snapshots and country dashboards1



This chapter presents a set of selected indicators on health and health system performance, designed to shed light on how well OECD countries perform along five dimensions: health status, risk factors for health, access to care, quality and outcomes of care, and health care resources. These indicators, taken from the main chapters of the publication, are presented in the form of OECD snapshots and country dashboards. The former illustrates time trends for the OECD as a whole, together with a snapshot of the latest available data (OECD average, top and bottom performers). The dashboards summarise how each country performs on all indicators compared to the OECD average.

The selection of the indicators presented in this chapter was based on policy relevance, data availability and ease of interpretation. The selection and comparison of indicators is meant to capture relative strengths and weaknesses of countries to help identify possible areas for priority action, though not to identify which countries have the best health system overall.





OECD snapshots and country dashboards


Policy makers in OECD countries have a keen interest to understand how well their health systems perform. A look at indicators contained in this publication shows that significant progress has already been achieved. People in OECD countries are living longer than ever before, with life expectancy at birth now exceeding 80 years on average, thanks to improvements in living conditions and educational attainments, but also to healthier lifestyles and progress in health care.

In most countries, universal health coverage provides financial protection against the cost of illness and promotes access to care for the whole population. Quality of care has also generally improved, as shown by the reduction in deaths after heart attacks and strokes, and the earlier detection and improved treatments for diseases such as diabetes and cancer. But these improvements have come at a cost: health spending now accounts for about 9% of GDP on average in OECD countries, and exceeds 10% in many countries. Higher health spending is not necessarily a problem when the benefits exceed the costs, but there is ample evidence of inequities and inefficiencies in health. There is also a need to achieve a better balance between spending on curative care and disease prevention.

Despite these improvements, important questions remain about how successful countries are in achieving good results on different dimensions of health system performance. For example, what are the main factors explaining differences in health status and life expectancy across OECD countries? Is the increase in the prevalence of certain risk factors, such as obesity, offsetting some of the gains from the reduction in other risk factors like smoking? To what extent can citizens benefit from adequate and timely access to care, and good financial protection against the costs of health care? What do we know about the quality and safety of care provided to people for a range of common health conditions? What are the financial, human and technical resources allocated to health systems in different countries?

Answering these questions is by no means an easy task, but the snapshots and dashboards presented in this chapter can help shed light on how well countries do in promoting the health of their population and on several dimensions of health system performance. They do not have the ambition of identifying which countries have the overall best health system; rather, they summarise some of the relative strengths and weaknesses of OECD countries on a selected set of indicators of health and health system performance. They can be useful to identify areas for priority action, but should be complemented by a more in-depth review of the data and factors influencing cross-country variations, presented in the main chapters of this publication.

This chapter presents five sets of indicators, which are discussed in full in the chapters in parentheses, highlighting how well countries fare in each of the following dimensions:


	Health status (Chapters 3 and 11)


	Risk factors for health (Chapter 4)


	Access to care (Chapter 5)


	Quality of care (Chapter 6)


	Health care resources (Chapters 7, Chapter 8 and 9)




For each of these dimensions, a set of 4-5 relevant indicators is presented in the form of OECD snapshots and country dashboards. These indicators are selected from the publication based on their policy relevance and importance as key factors to monitor in a health system, but also on data availability and interpretability. Therefore, indicators for which country coverage is highest are prioritised to improve comparability.

OECD snapshots, newly introduced, provide summary statistics for key indicators in the five dimensions listed above. They complement the country dashboards by visualising:


	the latest OECD average (for quick comparison with country figures in the dashboards)


	the distribution of top and bottom values (for a general sense of the dispersion surrounding each indicator)


	the overall OECD trend since 2005 (to highlight changes over time)




The snapshots complement the country dashboards, helping the reader make a first assessment of a country’s performance vis-à-vis the OECD average and value range before delving into the more detailed indicator chapters of the publication.

Country dashboards, in the form of summary tables, compare a country’s performance to one another and the OECD average. Countries are classified for each indicator into three colour-coded groups:


	Blue, when the country’s performance is within close distance of the OECD average


	Green, when the country’s performance is considerably better than the OECD average


	Red, when the country’s performance is considerably worse than the OECD average




The only exception to this grouping is for the dashboard on health care resources (Table 1.5), where the indicators presented cannot be strictly classified as better or worse performance. For this reason, the colour coding in this dashboard uses a lighter and darker shade of blue to signal that a country is considerably below or above the OECD average. Values for each indicator are shown for all countries and for the OECD as a whole.




Methodology, interpretation and use




OECD snapshots


For each indicator, the OECD average, highest and lowest values for the latest available year are shown, corresponding to the data presented in the main chapters of the publication. The spark lines on the right show OECD-wide trends in recent years. These are calculated based on an unweighted mean of the data available for each year (data linearly interpolated when unavailable, for consistency regarding the number of countries used for the means). These spark lines are intended to give a broad overview of trends, given potential differences in methodology or country composition over time.




Country dashboards


The classification of countries as better, worse or within close distance of the OECD average is based on each indicator’s standard deviation. This method is preferred to using a fixed percentage or fixed number of countries per category, since it reflects variation (how far a country is from the OECD average) in a dynamic way.

The standard deviation is a common statistical indicator of variation in a distribution, measuring how close values are to the central tendency. Countries are classified as “close to the OECD average” (blue) whenever the value for any indicator is within one standard deviation from the OECD mean for the latest year. In rare cases, particularly large outliers are excluded from the calculation of the standard deviation. These exceptions are noted under the relevant dashboards.

For a typical indicator, about 65% of the countries (23 countries) will be close to the OECD average, with the remaining 35% performing significantly better (green) or worse (red). When the number of countries that are close to the OECD average is higher (lower) than 23, it means that cross-country variation is relatively low (high) for that indicator. For example, indicators such as male life expectancy and alcohol consumption show that 28 countries are close to the OECD average, meaning that countries show relatively less variation compared to other indicators.









Health status


Life expectancy is a key indicator to understanding the overall health of a population. It therefore is the focus of this section, with three indicators reflecting gender and age-specific life expectancies. More specific indicators on ischaemic heart mortality and dementia prevalence are also shown, two major causes of mortality and morbidity today and in the future. Figure 1.1 provides a snapshot on health status across the OECD and Table 1.1 provides more detailed country comparisons.




Figure 1.1. Snapshot on health status across the OECD


[image: graphic]

Note: the Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values of the indicator. The high-low X-axis is standardised with constant distance from the OECD average whenever the indicator is not truncated at 0.





	
Table 1.1. Dashboard on health status
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Note: All data refer to 2015 or nearest year, except for dementia prevalence, which refers to 2017. Indicators are taken from Chapter 3 (life expectancy, male and female; ischaemic mortality) and Chapter 11 (life expectancy at 65; dementia prevalence).



	
Source: OECD Health Statistics 2017; OECD analysis of data from the World Alzheimer Report 2015 and the United Nations (for prevalence of dementia).






In general, Japan, France and Spain have the best overall health outcomes in terms of life expectancy and ischaemic heart mortality. Hungary, Latvia, Mexico and the Slovak Republic are consistently below the OECD average for these indicators. Across the OECD, life expectancy has increased steadily over time, though about half of the countries reported slight falls in life expectancy between 2014 and 2015. At the same time, some of the countries with the highest rates of dementia prevalence are the countries with longer life expectancies, such as Japan and Italy. Dementia prevalence also shows the greatest amount of variation across countries, amongst these indicators.

Important variations in life expectancy by gender and age exist. Women in Japan, Spain and France live much longer than the OECD average; while male life expectancy is particularly high in Iceland. Life expectancy at 65 is noticeably lower than the OECD average in 12 countries, and noticeably higher than the average in Japan, France and Spain. Life expectancy is affected by a range of factors within and beyond the health system. Higher health spending per capita is positively associated with life expectancy, though this relationship is less pronounced in countries with the highest health spending, such as Luxembourg, Norway, Switzerland and the United States. Differences in risky behaviours such as smoking and obesity, which have a major impact on health, can also partly explain cross-country variation and differences in life expectancies. Factors beyond the health system are also important determinants of health, including income, education and other socio-economic factors.

Ischaemic heart disease remains the highest cause of mortality in most OECD countries, though there has been an average decline of more than 50% since 1990. Mortality rates are considerably above the OECD average in five countries, and are highest in Latvia, the Slovak Republic and Hungary; whereas they are relatively low in Japan, Korea, France and the Netherlands.

The prevalence of dementia, a variety of brain disorders of which Alzheimer’s disease is the most common form, is a core indicator to monitor the health of ageing populations. Dementia prevalence is noticeably higher than the OECD average in seven countries and highest in Japan, Italy and Germany. Countries with younger populations typically have lower dementia prevalence, with Mexico, Turkey and the Slovak Republic having the lowest rates of dementia.





Risk factors for health


Smoking, alcohol consumption and obesity are three major risk factors for non-communicable diseases. Population exposure to air pollution is also a critical non-medical determinant of health. Figure 1.2 provides a snapshot on risk factors for health across the OECD and Table 1.2 provides more detailed country comparisons.




Figure 1.2. Snapshot on risk factors for health across the OECD


[image: graphic]

Note: The Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values of the indicator. The high-low X-axis is standardised with constant distance from the OECD average whenever the indicator is not truncated at 0. Air pollution shows data for 2005 and 2010 to 2015.





	
Table 1.2. Dashboard on risk factors for health
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Note: All data refer to 2015 or nearest year. Indicators are taken from Chapter 4.

Obesity data reports a mix of measured and self-reported weights, with measured data often being higher and more accurate compared to self-reported weight. Chapter 4 details the country coverage for each measure.



	
Source: OECD Health Statistics 2017; World Development Indicators (for air pollution).






In general, Iceland, Norway and Sweden perform well across these indicators. Smoking rates are considerably below the OECD average in Mexico, Iceland, Sweden, the United States, Norway and Australia; whereas they are much higher in Greece, Turkey, Hungary, Austria and Latvia. Although most countries have managed to reduce smoking rates in recent decades, there is still significant progress to be made. Tobacco smoking has been estimated by the World Health Organization to kill 7 million people each year, yet, on average 18.5% of adults still report daily smoking across the OECD.

Excessive alcohol consumption is also a considerable health burden, associated to increased risk for a range of illnesses, including cancer, stroke, liver disease, as well as social problems, with an estimated 2.3 million deaths per year. Populations in Belgium, Austria and France consume considerably more litres per capita than the OECD average, while it is relatively low in Turkey, Israel, Mexico and Norway. Alcohol consumption has been fluctuating over the past 15 years, with a slight reduction across the OECD as a whole in average litres consumed (based on sales figures). Binge drinking is of particular concern in certain countries, notably Germany, Finland, Luxembourg and Denmark, and is more predominant among men.

Obesity is a major risk factor for many chronic diseases, including diabetes, cardiovascular diseases and cancer. Obesity rates have been increasing in recent decades in almost all OECD countries, with an average of 54% people overweight, of which 19% are obese. Obesity rates are considerably higher than the OECD average in five countries, with rates highest in the United States and Mexico. Obesity is lowest in Japan, Korea, Italy and Switzerland. The measure reported here is for obese adults based on both measured and self-reported data. Caution should be taken in comparing countries with reporting differences, since measured data is generally much higher (and more accurate).

Air pollution is a major environmental threat, with health links to lung cancer, respiratory and cardiovascular disease, low birth weight, dementia and other health problems. Population exposure to fine particulates (PM2.5) is particularly high in Turkey, Korea, Poland and Hungary. It is considerably below the OECD average in Australia, New Zealand, Sweden, Canada, Finland and Iceland. While the overall trend since 1990 has been downward, there have been some increases in population exposure to PM2.5 in more recent years.




Access to care


Access to care is a critical measure of health system performance. Indicators presented here include population coverage, an overall measure of health care coverage, alongside indicators reflecting financial and timely access. The access to care chapter also includes geographic accessibility measures, not included here because of the complexity of cross-country comparisons. Figure 1.3 provides a snapshot on access to care across the OECD and Table 1.3 provides more detailed country comparisons.




Figure 1.3. Snapshot on access to care across the OECD
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Note: the Y-axis for OECD trends is standardised to have fixed height, based on the minimum and maximum values of the indicator. The high-low X-axis is standardised with constant distance from the OECD average whenever the indicator is not truncated at 0.





	
Table 1.3. Dashboard on access to care
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* Poland is excluded from the standard deviation calculation. ** Estonia and Poland are excluded from the standard deviation calculation. The values for Australia and Canada are reported in median number of days, rather than mean.



	
Note: Data on population coverage, share of OOP and waiting times refers to 2015, consultations skipped due to cost refer to 2016. Indicators are taken from Chapter 5.



	
Source: OECD Health Statistics 2017; Commonwealth Fund International Health Policy Survey 2016 and other national sources.






In terms of population coverage, most OECD countries have achieved universal (or near-universal) coverage of health care costs for a core set of services, except for six countries which remain considerably below the OECD average – Chile, Greece, Mexico, Poland, the Slovak Republic and the United States.

Population coverage, though, is not sufficient by itself. The degree of cost-sharing applied to those services also affects access to care. Out-of-pocket (OOP) expenditures and consultations skipped due to cost are two indicators measuring financial access, which is of particular concern for low-income population groups. OOP expenditures can create financial barriers to health care. Across the OECD, they have made up a slightly increasing share of household consumption over time, and...
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