Running head: HEALTHCARE IN SAUDI ARABIA COMPARED TO U.S.
1
HEALTHCARE IN SAUDI ARABIA COMPARED TO U.S.
17

Healthcare in Saudi Arabia Compared to U.S

Paper 3

Joshua Macey, Joseph Graves and Lee Morton-Holmes

HS 410

Northern Arizona University

Introduction 
Over the past semester this group researched the healthcare system of Saudi Arabia and compared it to the healthcare system of the United States of America. By learning, researching and writing about the two different systems the group as a whole has been able to understand and conceptualize healthcare in both the global and local schemes. For the last paper it was important to discuss the topics of supply and demand of the healthcare workforce, information management, healthcare reform in the U.S.A. and forecasting the future of healthcare. Followed by a summary of what the group has learned as well as the thoughts and ideas that have shaped our position. 
Supply and Demand
The supply and demand of the healthcare workforce depends upon several factors. Some of these factors influence one another as well as the overall system. An example of such a connection is the relationship between population and the demand for healthcare. Both of these factors impact the healthcare supply and demand individually, but they also impact each other. Not enough healthcare workers to supply the necessary services can cause a demand for more healthcare professionals. Wages, and the price of medical goods and technologies, are also important factors to consider. 

“Saudi Arabia is one of the richest and fastest growing countries in the Middle East” (Almalki, Fitzgerald & Clark, 2011). Since Saudi Arabia is wealthy, it is the main financier of the universal healthcare system in the country. It is the government that determines the pay scale for all healthcare workers in the country with the exception of private clinics and private hospitals. Although no creditable sources could be found that detailed the average wage of  the various healthcare workers in Saudi Arabia, it is safe to assume that the wages are competitive with the global market. 

Population is a good indicator in the supply and demand chain of healthcare. “The last official census in 2010 placed the population at 27.1 million, compared to 22.6 million in 2004” (Almalki, Fitzgerald & Clark, 2011). As the population continues to climb so does the need to deliver healthcare to the populace.  The total workforce employed in Saudi Arabia was 248,000 as of 2011. “The rates of physicians and nurses in Saudi Arabia are 16 and 36 respectively per 10,000 population” (Almalki, Fitzgerald & Clark, 2011). 

The spike in the population has caused the Saudi government to expand the number of colleges and institutes. The latest reports show there are “73 colleges for medicine, health and nursing as well as 4 health institutes in Saudi Arabia” (Statistics Department, Ministry of Health, 2009). “Education is free but not compulsory beyond the elementary level. The government provides free tuition, stipends, subsidies, and bonuses to students entering certain fields of study and to those continuing their education outside the country. Free transportation is provided for female students” (Ministry of Higher Education, 2010). 

How Does the U.S. Compare? 


There are some factors that are common between the U.S. and Saudi Arabia in regards to the supply and demand of the healthcare workforce. One common factor is population. As the population increases so does the need for more healthcare workers. Key factors that affect the U.S. healthcare supply and demand are the number of citizens who are insured, the overall age of the current healthcare workforce, and the economy.

“In 2009, 16.7% or approximately 50.7 million people in the United States had no health insurance” (Kovner & Knickman, 2011). Americans are less likely to seek even routine medical attention if they do not have insurance to offset the cost. This factor is not an issue in Saudi Arabia because the government provides for the universal healthcare and no additional fee is needed from its citizens. 

The overall age of the current healthcare workforce is a very important factor in the U. S. According to the Alliance for Health Reform, “40 percent of practicing physicians are older than 55; about one-third of the nursing workforce is over age 50” (Okrent, 2011). This aging workforce will be retiring within the next ten years creating a deficit in the total number of healthcare workers in the U.S. It is hard to evaluate whether or not colleges and universities in the United States are able to handle the demand for more healthcare workers. Many of the schools that offer medical training or technical programs are placing students on wait list due to the shortage of instructors and teaching staff.  

It is true that the economy of any country will impact its overall supply and demand. The economy in Saudi Arabia, even during these difficult times, has remained stable. The U.S. economy has not been as fortunate. In the U.S., it is the individual who pays his or her own healthcare or healthcare insurance. Exceptions to this apply to some people who receive healthcare insurance through his/her employer. If the economy is unbalanced it could impact the income of U.S. citizens, and this in turn can affect the rates of uninsured. “About 9% of Americans did not obtain needed medical care because of its cost” (Kovner & Knickman, 2011). If the population is unable to seek medical care, the supply and demand of the healthcare workforce will be impacted. 

Information Management in Saudi Arabia
Health information management (herein “HIM”) is the practice of maintenance and care of health records by traditional, paper-based, and electronic means in hospitals, physicians’ office clinics, health departments, and health insurance companies. With a widespread computerized society utilizing these resources, information management practices in the healthcare sector have allowed for a more accurate network of health management. These new advancements in medical records allow for information to be searched and found, which, in return, provides a more efficient means of providing medical care. The benefit for the patient comes in terms of shorter hospital stays, fewer visits, faster recovery, fewer errors, and reduced non-value added costs. 

Health information management professionals plan information systems, develop health policy, and identify current and future information needs. These professionals are vitally important in the health field because accurate management and use of information within healthcare allows for the system to detect health problems early and identify possible solutions proactively. Health information administrators play a critical role in the delivery of healthcare in the U.S. and in Saudi Arabia as well. These professionals focus on information collection, obtaining quality data, and system maintenance, which provides a solid foundation for the system support of the healthcare industry needs, especially in light of recent culture shifts in technology use. 

Health information management in the kingdom of Saudi Arabia is a considered a new profession in the medical records department. This has been the case in many other developed countries, such as the U.S., where registered health information administrators (herein “RHIAs”) were known before as registered records administrators (herein “RRAs”). The health information management profession in Saudi Arabia has witnessed a revolution in the last ten years (Ahmadi & Roland, 2005, p. 1). The King Abdullah’s scholarship program, along with other healthcare organizations’ scholarship programs, has sponsored thousands of Saudi Arabian citizens to go overseas and obtain the best education from any university or research center around the globe. This is being done to mitigate the risk and response of an already existing shortage of health information management professionals, as well as increased awareness of future opportunities that a health information management degree can offer in Saudi Arabia. Unfortunately, only a small percentage of students have decided to study the HIM program.  The country is still experiencing a shortage of professionals and experience in this field and continues to be an area of development and progress in Saudi Arabia. 
Saudi Arabia’s Information Managements Compared to America
The Saudi Arabian healthcare structure is expected to grow with regional government planning to develop medical facilities in the near future. The kingdom of Saudi Arabia has the largest health infrastructure, with 408 hospitals and an estimated 55,932 beds for its population (Albejaidi, 2010, p. 1). Saudi Arabia is catching up to the United States in relation to the health information management technology and is not far behind the technology growth curve. Saudi Arabia expects the healthcare market in the kingdom to expand at a growth rate of 12.3% to 25.7% by 2015, thus demonstrating the dire need for improved technology and health information management in the future (Albejaidi, 2010, p. 3). The Saudi Arabian government plans to build medical colleges and hospitals at all 24 government sector universities in the country to promote and increase the number of healthcare staffing professionals. The information management sector, in particular, is expanding due in part to the to the kingdom’s strong push towards information technology. The new regulatory policies for medical equipment and supplies, as well as the need for health information administrators in the future, are driving the demand for more advanced medical staff in the kingdom even further. 

Saudi Arabia realizes the importance of the healthcare information systems and is pushing to change the landscape and bring the Middle East into the new era. Between now and 2016, the population of Saudi Arabia is expected to grow by more than 20%, from 23 million to 30 million (Mufti, 2000, p. 1). During this period, Saudi Arabian healthcare expenditures are expected to increase dramatically. In order to accommodate this growth, Saudi Arabia is opening new schools and sending male and female citizens to the United States on grants from the kingdom, in order to fill much needed medical staffing positions (World Health Organization, 2011, p. 2). Saudi Arabia is also investing heavily in medical technology to further its healthcare system. 
Proposed Health Reform Plan for America
Healthcare is a large portion of American economy. It is an essential source of well-being for individuals and families. America’s healthcare system has several strong aspects, but it also has some significant weaknesses as well. Our healthcare system produces and attracts the best medical professionals from all fields of medicine and allows for continued advancement of medical care. One of the primary and most evident weaknesses of this system, however, is the high cost of medical and prescription care, as well as insurance premiums. Many millions of Americans are without insurance coverage because of the high cost (US Census Report, 2009, p. 1). 

The U.S. government is three trillion dollars in debt, and cannot be trusted to monitor the country’s healthcare, as demonstrated through the administration of the VA Hospitals (US Census Report, 2009, p. 1). It is not in our best interest to allow the government control of our healthcare, even though we are to believe that the government is there to serve and protect its citizens. Rather than searching for a comprehensive national solution, states should have the power to create the best healthcare plan, which would provide for the medical needs of its residents. The citizens in each state would have the opportunity to vote for the program that would best fit their needs and have more input when determining their healthcare options. This would create a self-sufficient form of healthcare and become more of a fluid process rather than a stagnant formation of the healthcare that we know today (Kovner & Knickman, 2011, p. 1). Additionally, this would lead to other states learning from each other, and create healthy competition for the ultimate benefit of healthcare consumers. Competition drives improvements in effectively offering citizens a higher quality of care and services, such as prescription drugs at a lower cost.

There are multiple contributing factors as to why the current American healthcare system is so expensive. Some of these factors include medical malpractice lawsuits; insurance companies, which are businesses who only want to, make money; lack of electronic records; monetary incentives for doctors and hospitals; faulty statistics pushing for unnecessary surgeries; etc. Another aspect, which needs to be implemented immediately, would be to ban all lobbyists from influencing the implementation of a revised healthcare system in America. Preventing kickbacks would be the ultimate goal, as financial or other incentives provided for the persuasion of a congressman’s vote is unethical, and does not benefit the citizens. Congress, through the vote of the citizens, should propose a bill that eliminates those companies or individuals who are only out for personal and/or monetary gain and who have demonstrated that they do not have the best interest of their fellow Americans high on their priority list. The government should be involved in healthcare by once again serving and protecting it citizens through passing and enforcing laws that focus on providing affordable health insurance for all citizens (Kovner & Knickman, 2011, p. 2). The government could play an important role in regulating the insurance companies by enacting laws, which were voted on by the citizens that would not allow individuals with pre-existing conditions to lose continuous healthcare coverage. 

Most Important Changes to be Made, Implementation, and Financing Changes

It is important to consider the multitude of countries that have implemented and achieved universal healthcare for its citizenry, while the U.S. congress continues to struggle to provide a healthcare plan for U.S. citizens. Many blame the fact that universal healthcare often leverages management of cost and quality. However, the enormity of the United States’ healthcare system in comparison with other countries is a major obstacle. “The American system consists of size, vested interest, cost, competing interest, politics and complexity to consider” (Kovner & Knickman, 2011, p. 2). The universal success in other countries comes with so many different systems than the U.S. It is impossible to provide the key ingredients to solve the U.S. healthcare problem overnight. However, that does not mean that Americans should withdraw or give up on this battlefront. 

All healthcare systems face three main challenges: access, cost, and quality. Regarding universal healthcare, the access component is fixed. This, however, leaves two variables left, which are cost and quality. The major focus from here, of course, would be on the cost. The cost would temporarily set the third variable of quality aside. When the focus is on cost, as in all successful businesses, there will be an overall budget, overhead control, risk pooling, and accounting. The current healthcare system in the U.S. has failed and has ignored all four areas of the cost component. 

Finally, if cost is the main focus, quality will suffer. Consider our economic status of outsourcing goods and retail products, in regards to demanding the lowest cost. America, used to stand behind the quality of their product, but we now, as a result of outsourcing for a cheaper price, product quality suffers. There is a trade-off when these two qualities are not seen as equally important and thus the American healthcare system suffers.

Strengths and Weaknesses of PPACA
On March 23, 2010, president Obama signed into law the Patient Protection and Affordable Care Act (herein “PPACA”). This new legislation is the biggest change in our healthcare system, since Medicare and Medicaid were set into place in 1965 (Kovner & Knickman, 2011, p. 1). This change has prompted a huge public divide over the new law and its implications. There are many strengths that the new act will provide to Americans, including: healthcare industry providers will be paid by the federal government, and the accountability of healthcare providers and other stakeholders will now be to the federal government. Healthcare systems will now include statewide health insurance exchanges for individuals and small businesses, increase health insurance coverage to more than 32 million Americans, create Accountable Care Organizations and Medicaid medical homes that will provide affordable opportunities for partnering, and sharing costs with providers and payers (Kovner & Knickman, 2011, p. 1). 

The main mandate of the PPACA that has gotten the most media attention is the minimum coverage provision, which requires all individuals to obtain health coverage, or be required to pay a financial penalty beginning January 2014 (Kovner & Knickman, 2011, p. 2). The mandate also requires insurers to accept all applicants, regardless of health status, and further prohibits insurers from excluding coverage based on pre-existing conditions. oHjjgggghhghhhgggHowever, there also exists a mandate that states children with prior medical conditions may not be eligible. The amount of a premium an individual would pay would be based on the individual’s past medical history, including pre-existing conditions (Kovner & Knickman, 2011, p. 2). 

The strengths and weaknesses described above are just a few among many that have been given to illustrate the complexity of PPACA. Americans are divided and the fate of universal healthcare will be caught up in the political system for a long time. The Associated Press conducted a poll to see how many Americans are in favor of, or against, the universal care implemented by President Obama (US Census Report, 2009, p. 1). The polls showed that 47% of Americans are against, while 13% were undecided, with a remaining 40% on board for the revised healthcare program (US Census Report, 2009, p. 1). President Obama’s term will be coming to an end soon, and with a possible new president and no final word from the Supreme Court on the healthcare reform, one must wonder if the law will ever go into effect. Regardless of the fate of the PPACA, America is in desperate need of a revision to the current healthcare system. Although there is not a magic cure-all solution, we must continue to work toward the best possible outcome as a united nation of American citizens to benefit us all.

Healthcare in Saudi Arabia compared to U.S

The last several months of study have enlightened us on many aspects of healthcare in the United States and around the world. Our recent studies have managed to reinforce and affirm previously held thoughts, as well as help us abandon many previously held notions of healthcare in the United States. We will certainly leave this class with a new insight and considerations on how healthcare is currently run and should be approached in this country. 

One of the main things that we have learned is that there is a lot to be learned from other countries around the world. Although no system is perfect, we believe there are some fundamental differences that could have a significant and positive impact on the organization and administration of healthcare in the U.S. The main idea that we have taken away from this class is that healthcare can, and in my opinion should, be universal. It is written, “Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care” (Declaration of human rights, 1948). With over 50.7 million Americans without insurance and many more underinsured and burdened with medical debt (Kovner & Knickman, 2011), it appears that the U.S is not fulfilling its obligations to its people. 

 
The U.S is one of the very few OECD countries that lack universal healthcare and it is no coincidence that the U.S ranks lower on the World Health Organization rankings of world healthcare performance than many other industrialized nations. Overall, the U.S ranks 37th compared to Switzerland at 20, the U.K at 18, and France at number 1; all of which offer universal healthcare (World Health Organization [WHO], 2000). We have learned that universal healthcare does not have to be synonymous with socialized medicine or a single payer system and we believe this is one of the main obstacles for change within the U.S.  The French system is a perfect example and “is impressive and deserves the attention by anyone interested in rekindling healthcare reform in the United States” (Victor, 2003, para. 3). Universal healthcare is a must, and this has become more and more apparent to us as the course has progressed. 

During our studies we have also learned that unless medical costs are reined in the healthcare system, as we know, it will implode. The U.S spends more on healthcare than any other nation in the world spending $8362 per capita and nearly 18% of GDP (The World Bank, 2012). Medical bankruptcies are situations unique to the U.S and it is a fact that “medical debt can contribute to a collapse of credit worthiness that forces some people to declare personal bankruptcy” (Dranove & Millenson, 2006, para. 2). We have learned that a healthcare system, which is dominated by specialists, is very expensive and produces worse health outcomes. In fact, it is suggested that the greater the number of PCPs the more improved the health outcome (Kovner & Knickman, 2011). The Affordable Care Act (ACA) will help to try and increase the number of PCPs helping to reduce cost and organize patient care more efficiently:  A 10% bonus for primary care services, an increase in Medicaid payments, grants to develop primary care residency programs, and 75% of Medicare graduate medical education positions must be reserved for PCPs (Kovner & Knickman, 2011). Although having a gatekeeper, PCP is unpopular, and we believe it is absolutely necessary to achieve sustainability. 

We have also realized the major importance of health information technology. Compared to many other industries, the health industry has fallen drastically behind, and as of 2009 only 1.5% of hospitals in the U.S had a sufficient electronic records system (Kovner & Knickman, 2011). If the U.S is to build a sustainable healthcare system it needs to have electronic records (EHR). Not only does EHR reduce potential errors but it can improve speed and quality of patient care and help reduce costs (Kovner & Knickman, 2011). 

A new concept that was introduced to me was that of comparative effectiveness research (CER). CER is basically a way of “identifying the best and most cost effective interventions and standardize their use” (Kovner & Knickman, 2011, p. 278). CER plays an extremely important role in healthcare around the world, except in the U.S. where it has been denied its true worth. CER has proven itself to be extremely useful. As for quality improvement, CER has established that “surgery to reduce lung capacity was more effective than drug treatment…” and that “neither angioplasty nor stents performs better than drug therapy and lifestyle change…” (Kovner & Knickman, 2011, p. 281). As for cost savings, CER has proven it invaluable once again and is an excellent way of controlling “costs without compromising patient outcomes” (Kovner & Knickman, 2011, p. 282). Many studies have shown cost differences of over 100% when comparing treatment variations, suggesting that a well implemented CER system could have massive cost saving potential (Kovner & Knickman, 2011). In countries like the U.K, Germany, and France, CER is used to create guidelines which healthcare providers are forced to follow. In the U.S., however, CER is performed by academic medical centers (AMCs) and is in no way binding to healthcare providers. In fact, AMCs often do not even publish their findings and “sharing is fragmented and limited” (Kovner & Knickman, 2011, p. 287). It is not surprising to us that such a valuable tool has not been used to its full potential in the U.S. There are simply too many private interests who have too high a financial stake in the system.  However in 2009, President Obama did sign the American Recovery and Reinvestment Act (ARRA), which provided $1.1 billion for projects related to CER. 

What will happen over the near future (1 year)?

The future of healthcare has never been at a more major crossroad as far as we are concerned. When it comes to reform and the idea of change, nothing happens too quickly. Some things that we do believe will happen in the near future are as follows: 

The Supreme Court will pass the controversial mandatory insurance payment section of the ACA. Although the consumer will not see a direct impact until around 2014, there will be a great deal of reorganization going on behind the scenes. State governments will have to start organizing and planning implementation of insurance exchanges. 

The economy will not grow at any significant rate, if at all, and Medicare funding will continue to be reduced having a direct impact on many healthcare providers. Such effects are currently being experienced at my place of work with numerous cost-saving measures being introduced. There will be continuing challenges to the ACA from opposition parties and State governments, making implementation of parts of the ACA extremely cumbersome. The cost of healthcare will continue to rise and these costs will continue to be passed on to us in the form of higher insurance premiums and co-payments. The effects of the ACA will not be felt by the consumer for some time so I do not believe anything too significant will take place over next year.

What about the future 2-5 years from now?

The effect of the ACA will start having an impact. With the Democrats still in control there will be a continued push towards healthcare reform. Insurance exchanges will be in operation and the number of insured will increase dramatically. Many people, however, will continue, by choice, not to have medical insurance, instead choosing to pay the tax penalty. The tax penalty increases each year until 2016 when it will reach 2.5% of taxable income (Kovner & Knickman, 2011). We believe that in 2016 we will see another sharp increase in the number of insured, as those who decided to go without will decide it may be worth it. 

The economy will be growing at an extremely low rate and the federal government will find itself strained further as it is will have to pay for all the new subsidized insurance plans. Medicare and Medicaid cuts will continue to grow forcing many providers to increase their efficiency. This, coupled with an influx of newly insured patients and all those covered under public program expansions, will put a huge strain on providers to provide efficient, quality care. However, with the continued implementation of more established EMR systems nation wide helping to increase efficiency and quality, we believe the challenges will be met with little disruption. Due to initial investment, the potential cost savings from EMR will not be significant in the next 2-5 years, but will be seen at a later date. 

Expenditure on healthcare will slow in the next 2-5 years, but we believe this will initially happen indirectly, as high premiums and co-payments will persuade consumers to pick less comprehensive coverage (Kovner & Knickman, 2011, p. 361) 

The ACA is trying to make some important changes by trying to encourage more PCPs into the system in acknowledgement that an emphasis on primary care is the way of the future both for cost reduction strategy and quality of care. This transition, however, will be slow and we do not see any significant impact in the next 2-5 years.

 More insurance policies will require a gatekeeper style administration of care, although we do not believe we will see an assertive effort back towards the HMO style administration as it will prove too unpopular for most. 

 Obesity will continue to be the biggest health concern this country has ever faced and will be the single biggest drain on health resources to date. Future preventative measures will prove woefully ineffective at tackling the problem of chronic disease and its prevention. Recent attitudes towards preventative care, which we consider to be the greatest tool for not only improving health, but also reducing health expenditure, have been made apparent. House Bill HR4628, which passed through the House of Representatives over the last few days, cut out $5.985 billion from the prevention and public health fund in order to extend reduced interest rates for many students. Republicans have gone as far as to call the health prevention fund a “slush fund” ("H.R. 4628," 2012, para. 3). Such an attitude does not bode well for future attempts at significant promotion of health prevention. 

In summary, over the next 2-5 years, we do see more people having health insurance but see great difficulties in maintaining it’s funding. We do not see costs being reduced through any effort by government or healthcare providers but expenditure may be reduced due to patient decisions to reduce coverage. At the end of the day, the healthcare industry is the biggest in the U.S. and it is designed to make a profit, and in a nation driven by profit, those that can, will take from it what they can, while they can. 
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