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The Netherlands
Healthcare Coverage
	Under the Health Insurance Act of 2006, statutory coverage is provided by private insurers and regulated under public law (The Commonwealth Fund, 2015, p. 93). The National Health Care institute advises the government to define the statutory benefits package and health insurers are legally required to provide a benefits package. This package includes medical care, hospitals, specialists, midwives, dental care, medical aids and devices, prescription drugs, maternity care, ambulance and patient transport services, paramedical care, basic ambulatory mental health care for mild to moderate mental health disorders, and specialized outpatient and inpatient mental care for severe and complicated mental disorders (The Commonwealth Fund, 2015, p. 93). Optometry is excluded and dental care is only provided until the age of 18 after which services are limited to specialist dental care and dentures. Smoking cessation and weight management is also covered, but limited to three hours per year and are the only health improvement programs (The Commonwealth Fund, 2015, p. 93-94).
Population Covered
In 2006, all residents and nonresidents who pay Dutch income tax are mandated to purchase statutory health insurance from private insurers. Active members of the armed force and people who conscientiously object to insurance are exempt. Insurers are required to accept all applicants and enrollees have the right to change insurer each year. About 2% of the population failed to pay their premium or defaulted for at least six months. Asylum seekers and illegal immigrants are also covered by the government. There are mechanisms in place to reimburse the health care costs of illegal immigrants. Permanent residents less than three months are required to purchase private insurance coverage and visitors are required to purchase insurance for the duration of their visit if they are not covered by their home country (The Commonwealth Fund, 2015, p. 93-94).

Healthcare Financial System 
The payment system is mixed with public and private systems of payment. The public system is the statutory health insurance system and is financed under the Health Insurance Act through a nationally defined, income-related contribution, a government grant for minors (under the age of 18), and community-rated premiums set by each insurer. The income-related contribution is set at 7.75% of annual taxable income. Employers reimburse employees for this contribution and employees pay tax on this reimbursement. This tax is 5.4% for the self-employed individuals. The insurance market has four main insurers which account for about 95% of all enrollees. In 2011, total healthcare spending accounted for 12.1% of the GDP. The private health system includes voluntary insurance coverage benefits like dental care, alternative medicine, physiotherapy, spectacles and lenses, contraceptives, and the full cost of copayment for medicines. Insurance premiums and products are not regulated and insurance companies are allowed to screen based on risk factors (The Commonwealth Fund, 2015, p. 95). Every insured person over age 18 has to pay an annual deductible of about $436 in U.S. dollars for healthcare costs including most services. The government pays for children’s covers up to 18 years of age and provides subsidies to over community-rated premiums for low-income families (approximately less than $34,405 in U.S. dollars). About 5 million people receive this allowance and are subject to asset testing. The allowance is set on a sliding scale fee. Providers are not allowed to charge above the fee schedule (The Commonwealth Fund, 2015, p. 94). To incentivize care coordination, bundled payments are present for some chronic diseases such as diabetes and cardiovascular risk management. Annual deductibles for cost-sharing and out-of-pocket spending is paid to the insurer. The insured have the option of paying before or after health care use and can pay at once or make installments. 
Point of Access	
	The main point of access for healthcare is the government. The Ministry of Health regulates and supervises; the National Health care Institute advises the government on benefits packages, then the insurance companies are the point of access to healthcare services for the insured. 
System Strengths
There are a few system strengths for the Dutch health care system. First, there are more options for the population with not just one insurance option. Second, bundled payments are an option and this can lead to better healthcare delivery if it has the right regulations in place. The bundled-payment approach to integrated chronic care is applied nationwide for diabetes, chronic obstructive pulmonary disease, and cardiovascular risk management (The Commonwealth Fund, 2015, p. 99). This can improve healthcare results, again, with the right regulations in place in order to provide a more holistic approach.

System Weaknesses
Some healthcare system weaknesses include similarities to the U.S. health insurance system, because insurers are allowed to screen for risk factors, meaning there can be more adverse selection. Also, smoking and obesity are a leading cause of death. The government has no specific policies in place to overcome health disparities. In addition, this government emphasizing individual responsibility for healthy lifestyles. The government included diet advice and smoking cessation programs to the statutory benefits package. Also, the annual deductibles (mostly responsible for the majority of patient cost-sharing) has increased dramatically since 2008. This can lead to people abstaining from seeking needed medical care. 

System Emerging Challenges
In 2015, a new funding model was introduced to all general practitioners. This new model has three segments; primary care innovations, multidisciplinary care for diabetes, asthma, and chronic obstructive pulmonary disease, and cardiovascular risk management, and negotiation rights between general practitioners and insurers (The Commonwealth Fund, 2015, p. 95). In 2006, the Health Insurance Act was introduced due to the dissatisfaction with public and private coverage. The system is working to establish a central health information technology network to enable information exchange among all providers. Currently, electronic records are not nationally standardized or interoperable between domains of care (The Commonwealth Fund, 2015, p. 100). Those are a few emerging system innovation which will also bring particular challenges to the system.

Norway
Healthcare Coverage
The Norwegian healthcare system is based on the Beveridge model. National health insurance covers primary care, hospital care, ambulatory care, and outpatient prescription drugs. It also covers dental care services for children and other prioritized groups. It does not cover non-medical eye care or cosmetic surgery. All inpatient care in a public hospital (including pharmaceuticals) is free of charge for patients. Complementary medicine is not covered. Primary care, preventative care and nursing care organized at the local level by municipalities. The municipalities and counties also decide on public health initiatives to promote healthy lifestyle and reduce social health disparities (The Commonwealth Fund, 2015, p. 113).Their system is centrally organized by the National Health Service (Lameire, Joffe, & Wiedmann, 1999, p.3). 

Population Covered
Everyone in the country has access to healthcare coverage. In other words, they have universal coverage. The nationally managed and financed health system prioritizes equal access for all citizens regardless of socioeconomic status, ethnicity, and area of residence. European Union residents have the same access to health services as Norwegians as do other residents with a permit to stay and work in Norway. Visitors are charged in full for services. Undocumented immigrants have access but is limited to emergency acute care. All legal residents have equal access regardless of socioeconomic status, country of origin, and area of residence. Private insurance is growing but only about 7% of the population have this insurance coverage (The Commonwealth Fund, 2015, p. 113).  

Healthcare Financial System 
Norway has the second highest per-capita spending on health care among OECD (Organization for Economic Co-operation and Development) countries. The public health system is financed mainly through taxation Healthcare budgets compete with other spending priorities (Lameire, Joffe, & Wiedmann, 1999, p.3). Public spending on health is financed through general taxation from the central government, counties, and municipality taxes. Taxation accounted for 85.5% of total health expenditure in 2013. Central government proposes a budget in October, the Parliament debates and passes in December. The general Purpose Grant Scheme allocates funds to each municipality according to population size for example; population age is an important factor. Funding is not adjusted according to utilization (The Commonwealth Fund, 2015, p. 114). The privately financed health care is mostly out-of-pocket payments which accounted for about 15% of total healthcare expenditures (this includes cost-sharing). Private funds are spent on medicine, general practitioner services, outpatient specialist services, and transportation. Municipalities contract with general practitioners, who then receive a combination of capitation from the municipalities (about 35% of their income), fee-for-service from the Norwegian Health Economics Administration (35% of income; services like blood tests, preventive, and mental health consultations), and out of pocket payments from patients (about 30% of income). General practitioner financing is determined nationally, but most are self-employed and some are salaried municipal employees. Outpatient specialist care-hospital-based specialists are salaried. Privately practicing specialists are self-employed and paid an annual lump sum based on their contract with an RHA, plus fee-for-service payments (35%), and patient copayments (30%). Providers are paid directly through patient copayments. There is no reimbursement process for patients. When patients reach the ceiling for out of pocket payments, they no longer make direct payments to providers. The full amount is paid by the third-party payer (The Commonwealth Fund, 2015, p. 115).
Point of Access
Similar to the Netherlands, Norway’s government is responsible for providing overall health care to Norway’s population. The Ministry of Health and Care Services (MOH) is responsible for providing secondary care through legislation, funding, ownership of hospitals, and provision of directives to the boards of the regional healthcare authorities (RHAs). Norway has 428 municipalities-responsible for providing primary care and has to abide by current legislation and directives from the Directorate for Health which are based on the MOH’s priorities and demands. Public dental care and public health are the responsibility of the 19 counties. In 2002, there was a Norwegian Hospital Reform which allows for the four RHAs corporations owned by the state to be responsible for supervising inpatient and specialist somatic care, psychiatric care, and treatment for alcohol and substance use disorder. The MOH provides the RHAs’ budgets, and has yearly aims and priorities for the RHAs (The Commonwealth Fund, 2015, p. 93). 
System Strengths
The Norwegian health system has several strengths. Keeping costs down and having the same quality of healthcare as other countries is a notable strength. The healthcare system is very organized which can also be a weakness-less flexibility with changes which occur. The Directorate for Health is directing a program to improve healthcare quality. The national improvement focuses on efficacy, safety, efficiency, patient-centered care, coordination and continuity, and equality in access to healthcare. Some of the research information is gathered (including patient experiences) and makes it available to the public (The Commonwealth Fund, 2015, p. 118). Eliminating socioeconomic inequalities is a priority for the Norwegian Directorate for Health. Furthermore, a national strategy for addressing inequalities in health and health care was issued in 2007. Efforts include promoting equal access to high-quality child care, kindergarten, and education; improving the working environment and opportunities for people with physical and mental disabilities to be included in the workplace; price and tax policies; integration; smoking cessation, alcohol, and diet campaigns; and other initiatives for populations at risk. The Coordination Reform was implemented in 2012 and the increased incentives at hospitals, for example, to aim at better treatment and coordination of care, especially in elderly patients with chronic diseases (The Commonwealth Fund, 2015, p. 119). 

System Weaknesses
Although the Norwegian healthcare system has many strengths, it also has a few weaknesses which come from those strengths. For example, the system is very top to bottom; which can lead to only a few people making the decisions. Furthermore, this can lead to people's’ meets not being met since a few people from the top are making the decisions for the entire country (The Commonwealth Fund, 2015, p. 117). For example, the chief executive of the ministry and his staff make political decisions into practice by working out proposals for legislation and budgets, and by developing documents instructing the regional health authorities and the Directorate for Health and other agencies regarding priorities and activities. In addition, there is no system for reevaluation or reauthorization of health care professionals; only general practitioners require recertification (The Commonwealth Fund, 2015, p. 118). There is no requirement for accreditation or reaccreditation for hospitals although some are accredited (the entire hospitals or some departments). 

System Emerging Challenges
There are a variety of new challenges and emerging projects Norway is experiencing. In the last 10 years there has been a decrease in primary care providers; while the need continues to increase (The Commonwealth Fund, 2015, p. 118-119). The Coordination Reform which focuses on prevention, care integration, and the strengthening of municipal health care began in 2012. In 2012, another program which focuses on non-punitive electronic Reporting and Learning System also began. Although serious adverse events are investigated by a commission, this new system is geared toward preventing future harm to patients (The Commonwealth Fund, 2015, p. 121). An important change which is occurring is the communication among general practitioners, hospitals, nursing homes, pharmacists, and other health care providers via health information technology (HIT). Every legal resident in Norway is given a unique personal identification number. This process is new, slow, and needs improvements. There is still lack of structure and standardized patient records in primary and secondary care so there is still lack of data for quality improvement (The Commonwealth Fund, 2015, p. 120). 

Cambodia
Healthcare Coverage
The health system in Cambodia has experienced many periods of change throughout the years. In the 1990s the country began rebuilding the health system (Annear, et al., 2015, p.xix). Private practitioners provide services through consultation clinics (include clinical diagnosis) and outnumber government facilities. Private sector providers have a specific range of curative services. The public sector is mostly visited for health promotion and prevention activities; things such as basic reproduction, maternal, neonatal and child health, tuberculosis, malaria and HIV/AIDs control. There is a low utilization of public health facilities for curative care (Annear, et al, 2015, p.xxv). Public health services are available through a national network of Health Centers and Referral Hospitals. Health Centers are the first point of contact and gatekeepers to higher levels of care (maternal, neonatal and child health services, immunization, nutritional education, screening for breast and cervical cancer, safe abortion, treatment and prevention of communicable diseases, treatment and prevention of NCDs and injuries, and outreach activities). Referral Hospitals provide outpatient and inpatient cases, complicated TB cases, medical, surgical and obstetrical emergency cases, some surgery, maternal and child health services, X-ray, ultrasound and laboratory services, and rehabilitation services. Many patients go to the hospitals without going to the health centers. Provincial and National Hospitals have the highest-level package including hospitals and specialist hospitals for pediatrics, maternal and child health, TB, hematology and oncology in their early stages of development. 

Population Covered
The population covered is variable because it depends on whoever is able to reach and afford the services available. There is no compulsory health insurance or social health insurance coverage.
The National Social Security Fund providers benefits to private-sector employees who have suffered a work injury. The national Social Security Fund for Civil Service does not provide health benefits. 
The voluntary health insurance market which serves rural communities and urban workers; however, this coverage is low because most cannot afford the premiums. Health funds provide coverage and financial protection for the poor but only consists for one fourth of the national population. (Annear, et al, 2015, p.xxiv)

Healthcare Financial System 
The total healthcare expenditure for the country is 5.9% GDP (World Health Organization & Ministry of Health, Cambodia, 2012, p. 1). The country has a mixed health system of public and private entities, with different service providers and many funding sources (Annear, et al, 2015, p.xxiv). Public health service delivery is organized through two levels of services and both are provided in operational districts. The minimum package of activity provided at the health centers and the complementary package of activity provided at the referral hospitals. The private sector does not deliver minimum and complementary packages. Instead they deliver limited range of services. Tertiary services are provided by six National Hospitals which are semi-autonomous (World Health Organization & Ministry of Health, Cambodia, 2012, p.2). Private services are not government-subsidized and are set by each provider with little to no regulation. In 2009, expenditures on health services were paid by the government (21.27%) mostly from taxation revenues with support from external development partners, and out-of-pocket payments (73.1%). Cambodia has one of the largest out-of-pocket systems in the Western Pacific Region. Approximately 68% of payments are out-of-pocket and mainly go to private medical services. Only 18.5% is spent in the public sector. People mainly pay these health costs using savings, wages/earning, borrowing money, and selling assets. Minimum and complementary packages are subsidized by the government and users pay for consultation fees, treatment fees, and out-of-stock medicines. Health Equity Funds reimburse providers for services delivered to eligible poor and meet patient food, transport and other costs related to access (World Health Organization & Ministry of Health, Cambodia, 2012, p.3). The Cambodian health market has a wide variety of health care providers. Two thirds of public health staff work privately. The national budget has doubled since 2007. Foreign donors finance about 50% of government health spending through grants and loans and patient out-of-pocket payments accounted for 60% of the Total health expenditure. Government health services are financed from general revenues and are supported by donor funding. One third of tax revenues are from Value Added Tax and there are no health taxes (Annear, P.L, et al, 2015, p.xxii). 
Point of Access
	The point of access for Cambodians depends on what services they are able to afford, and if they have the ability to travel in order to receive services. Most of the available services according to socioeconomic status was discussed in the “Healthcare Coverage” section. 
System Strengths
Finding strengths in this system was difficult as they are just beginning to expand on their system and improve it. One strength is the system has improved vastly since the 1990s in terms of providing health care. In addition, there is a willingness from the Cambodian Government to pursue international cooperation and has increased the ability to improve health care and the overall health in Cambodia. 

System Weaknesses
There are endless system weaknesses since this country is just now starting to solidify their healthcare delivery system. Firstly, there are persistently high levels of out of pocket payments which account for more than 60% of total health expenditures (World Health Organization, 2014, p. 1). One problem emerging from this is the rapid growth of unregulated private health-care sector which now delivers the majority of health services. (Annear, et al, 2015, p.xix). Most out--of-pocket expenditures are paid to private providers and account for the largest part of household non-food expenditures (Annear, et al, 2015, p.xxiii). Secondly, because the MOH accredits all medical operations and licenses medical practitioners, the regulation of private for-profit health care providers is a challenge (Annear, et al, 2015, p.xxii). Lastly, government expenditures on health need revised. For example, expenditures on drugs and medical supplies were higher than international average prices, more than 50% of the total health budget is spent on procurement, and 63% on non-program activities (Annear, et al, 2015, p.xxiii). 

System Emerging Challenges

Just as there are many areas for improvements, there are also new and emerging challenges. New health challenges such as non-communicable diseases are increasing such as road accidents. Also, the WHO released a Strategic Plan with about 15 strategic goals; all attempting to strengthen the health care delivery system in Cambodia (World Health Organization, 2014, p. 13). Cambodia’s MOH’s goal is to move toward universal health coverage. Reforms in health financing have been the center of efforts to rebuild the country’s health system (Annear, et al, 2015, p.xxiv). In addition, malnutrition and access to healthcare continue to be the most crucial issues (World Health Organization & Ministry of Health, Cambodia, 2012, p. 1). For example, challenges remain with low quality of health service and persistent health inequalities (Annear, et al, 2015, p.xix). Lastly, Cambodia is also experiencing workforce issues with the inability to keep up with the population, along with lack of facilities.
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