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Canada

	The Canada Health Care Act of 1984 identified health care as a universal right of its citizens.  It provides all legal citizens with health care coverage.  Under Canadian law, it is unconstitutional for the federal government cannot establish and maintain a national health insurance plan or regulate care because it is unconstitutional by Canadian law, thus, the individual provinces and territories are responsible for health insurance and regulation.  The role of the federal government in this system is to provide criteria for provinces and territories to receive federal transfer payments under the Canada Health Transfer.  This criteria requires universal coverage of all insured services, including hospital, dental, and surgical-dental services.
	Under this system, citizens of Canadian provinces and territories do not have out of pocket cost for “medically necessary” physician and hospital services.  Some services are partially covered by this public system, such as long term care, home care, pharmaceuticals, and ambulance services.  Because this plan is limited in its coverage - that is, it does not provide complete pharmaceutical coverage, does not cover dental or vision care for most of its citizens, or provide coverage for services rendered by professionals other than physicians, roughly two thirds of the population has private supplementary insurance, usually provided as a benefit through employers.  Citizens have out of pocket costs for any services that are not covered by public or private insurance programs.  Currently, 70 percent of services are funded publicly, while 30 percent of services are privately funded.
	Physician payments in Canada follow the fee-for-service model; professional associations and provincial governments, without third-party oversight, negotiate fees. As a result, Canadian physicians continue to be the top-earning profession in Canada.  When this model was first developed, approximately 50 percent of the funding for services came from the federal government, but today, the federal government provides approximately 15% of funding for services, thus increasing the burden on provincial governments.  These expenses are supported through income and commodity taxes. 
	One of the greatest strengths of this system is that it has succeeded in providing basic services to legal citizens while managing health care costs.  It has done this mainly through the negotiating power that comes with a single payer system.   Costs are controlled via the single-payer purchasing power of provinces, mandatory budgets for hospitals and health regions, negotiated fee schedules for physicians and drug formulas, and reviews of the use and dispersal of medical technology.  The Canadian system seeks to remove barriers to care by reallocating funds equitably.  Currently, health care expenditures make up 10.9 percent of the GDP - significantly lower than its neighbor to the south.
	One major area of growth is in access to certain medically necessary services.  Health system usage is complicated by longer wait times and decreased access to diagnostic services such as MRIs, specialists, and surgical procedures. Additionally, waitlists for specialists and procedures are mismanaged, decreasing the likelihood that all Canadians will receive necessary care in a timely manner. Overall, according to the Commonwealth fund, Canada ranked eighth out of the eleven OECD countries on patient-centered care in 2012. While Canada has removed barriers to access by ending user fees, there are still pro-rich inequities in probability of GP, specialist, and dental visits.  Current trends show an increase in citizens without access to a family doctor, and these inequities are based on gender, socioeconomic status, and immigrant status.
Currently, efforts are being made to lower costs and increasing access to care through expansion of coverage to include use of alternative practitioners, such as physician’s assistants and nurses.  In order to do this, the provinces, territories, and federal governments must come together to revise and create policy which supports use of these services, while maintaining positive working relationships with physicians and physician associations.  
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Russia

The Constitution of the Russian Federation provides all citizens the right to free healthcare under Mandatory Medical Insurance in 1993 - this provision includes all medically necessary services, care provided by physicians, and care provided by hospitals.  From the 1990’s to today, Russia continues to restructure its health system in order provide care for all of its citizens.  Pre 1990’s Russia saw a system with a socialist model of care - the government provided state-funded care to its citizens and all health employees were state employees.  The Ministry of Health of the U.S.S.R was responsible for health care provisions.  
In the 1990’s, this changed to a mixed model of care which favored compulsory medical coverage rather than funding through taxation.  While the Ministry of Health retained its role of administration and governance over healthcare in Russia, the responsibility to fund care was transitioned to The Federal, Territorial and Branch Mandatory Health Insurance Funds (TMHIF).  These statutory bodies are responsible for the collection and allocation of the earmarked social insurance contribution.  Funds are derived from payroll contributions and are allocated to insurers in order to promote equitable distribution of resources throughout the country.  The TMHIF appoints third party payers who purchase care on the behalf of a local population.  These “insurers” are responsible for negotiating contracts with providers, which they do on a case basis.  The insurers are also responsible for monitoring utilization and quality of services, and promoting use of primary and preventative care.
The private sector has not developed much under this system.  Hospitals remain largely public organizations, however, they can charge for services that were not covered by a patient’s insurer.  Under this system, outpatient pharmaceuticals, vision, and dental do tend to be more developed as privatized services, as they are rarely covered under the plans offered to Russian Citizens.
While Russia has demonstrated strength in supporting free care and insurance for its citizens (citing it as a constitutional right), the changes seen in the reform of the 1990s resulted in an overly complex system which was actually very inefficient.  The changes were meant to improve efficiency and promote choice of provider, however the market is saturated with a mix of public and private insurers and lacks the strength of contract negotiations that a single payer system has - thus, the system that was designed to increase choice in provider has actually restricted it.  Additionally, access to care is an ongoing issue, with access to safe facilities and necessary diagnostic services being nearly non-existent.  This is, in part, attributed to poor management of limited resources by hospital and clinic administrators.
In 2011, Vladimir Putin announced the need for Russia to once again reform its healthcare system, citing the need for modernization of facilities and necessary repairs to “hazardous” medical institutions.  The Russian President also pledged money to improve spending efficiency, access to care, purchasing diagnostic equipment, and providing better wages to medical personnel.  Funding for these changes was to come from an increase in the medical insurance tax paid by companies.  Despite these ambitions, Russia continues to struggle with modernization of its healthcare system.
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Cuba

	Healthcare in Cuba is entirely government run.  There are no private hospitals, and the Cuban government operates a national health system, for which it assumes fiscal and administrative responsibility.  In 1976, Cuba identified healthcare as a constitutional right.  The state provides free medical, dental, and hospital care for its citizens.  While preventive medical care, diagnostic tests and medication for hospitalized patients are free, some aspects of healthcare are paid for by individuals, including outpatient pharmaceuticals, and DME equipment.  While these services are not covered by the government, they are often inexpensive as the cost is subsidized by the government.  Overall, approximately 90 percent of the healthcare in Cuba is publicly funded, while 10 percent is privately funded via out of pocket expenses.
Services are provided by salaried personnel in government-run facilities.  Citizens have access to 24 hour care and have the ability to choose their provider.  Speciality care is provided in multi-specialty clinics “polyclinics” and/or hospitals.  Physicians split their time in their practice for part of the day, and making house calls to elderly and disabled individuals in the afternoon.  Every individual is seen at least twice a year, either by patients attending the clinic or by their physician making a house call.
As Cuba faces a strict embargo from the US, it depends largely on donations from other countries in order to obtain medications and necessary supplies for services.  In term, Cuba has reinvented the wheel with globalization of healthcare - it exports physicians to practice around the world and has also established several medical schools in developing nations.  However, this system is not without its flaws - the lack of access to certain medications or services has led to “black market healthcare,” where patients provide under the table payments to physicians in order to improved access to services or medications.  Likewise, medical tourism has become prominent in Cuba, and citizens often complain that medical tourists who have more financial resources than citizens, are prioritized in obtaining care, getting better quality care, and having access to finite resources.
Cuba is often praised as a shining example of healthcare around the world - it is a nation of limited resources that relies on international trade of goods and services in order to provide services.  Cuba is a nation that, despite its economic limitations, has prioritized health care, education, and other public services as vital for its citizens - and it has done a remarkable job of doing so.  Cuba boasts an integrated health system, life expectancy and infant mortality rates that rival its first-world counterparts, and care that is based on physical, psychological, and social needs of individuals.
Cuba does continue to struggle in some arenas - its medical infrastructure is lacking, it continues to struggle with obtaining medical resources and supplies, and providers often have low pay.  With Cuba-US relations on the verge of a historic change, it is possible that Cuba will be able to make necessary improvements to its medical care.
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