

The Relationship Between Health Spending And Social Spending In
High-Income Countries: How Does The US Compare?

ABSTRACT
There is broad consensus that the US spends too much on health care services. One proposed driver of the high US spending is low investment in social services. We examined the relationship between health spending and social spending across high-income countries. We found that US social spending (at 16.1 percent of gross domestic product [GDP] in 2015) is slightly below the average for Organization for Economic Cooperation and Development countries (17.0 percent of GDP) and above average when educational spending is included (US: 19.7 percent of GDP, OECD: 17.7 percent of GDP). We found that countries that spent more on social services tended to spend more on health care services. Adjusting for poverty and unemployment rates and the proportion of people older than age sixty-five did not meaningfully change these associations. In addition, when we examined changes over time, we found additional evidence for a positive relationship between social and health spending: Countries with the greatest increases in social services spending also had larger increases in health care spending.
In 2015, the US spent approximately 17 percent of its gross domestic product (GDP) on the health care system. This was almost twice the average of other high-income countries and nearly a third more than Switzerland, the next highest spender.1 Yet the US achieves relatively poor population health outcomes. Life expectancy at birth is 78.8 years,2 compared to the average of 80.6 for Organization for Economic Cooperation and Development (OECD) countries, and is declining. The US fares no better on other population health measures. Indeed, it manages to spend substantially more than any other country while achieving some of the worst outcomes across high-income countries.3
There have been many theories to explain the high health spending and poor health outcomes in the US. One commonly cited hypothesis is that high US health care spending is the result of low social spending.4–6 The argument is based on the evidence that low social spending leads to a population that is sicker and postulates that this sicker population not only has worse health outcomes but also utilizes more health care—which in turn leads to higher health care spending. While the social determinants literature establishes a clear link between social factors and health status,7–10 and some evidence suggests a link between social spending and health outcomes,5,11–14 whether lower social spending is a driver of the higher health care spending in the US is largely unclear. Despite the lack of evidence, policy makers and others have advocated that the US increase its social spending to reduce health care spending, driven by the notion that more social spending can often pay for itself with reductions in health care utilization and corresponding costs.15–18
Given the central importance of this issue, empirical data on the association between social spending and health care spending would be helpful. Therefore, we used the latest complete data available from the OECD to answer three questions: First, how does the US compare to other OECD countries in terms of its overall social spending? Second, is there evidence that countries that spend less on social services have higher spending on health care? Finally, is there any evidence that increases in social spending over time are associated with decreases in health care spending?
Study Data And Methods
Data
We defined social spending as countries’ expenditures on social programs. As social spending is thought to influence health spending through its impact on health outcomes, we focused on spending related to social programs that influence the key determinants of health.7,9,10 This led us to focus on spending related to active labor programs (such as welfare-to-work programs), incapacity and unemployment benefits, family programs, housing, pensions, and education (for specific frameworks outlining social programs that influence health outcomes see online appendix exhibit A1).19
We used data from the OECD Social Expenditure Database (SOCX), which covers the period 1980–2015 and includes data on thirty-five OECD countries. The database includes internationally comparable statistics on total social spending, including public and (both mandatory and voluntary) private social spending. These social spending estimates are broken down into the following policy areas: health, old age, survivors, incapacity-related benefits, family, active labor market programs, unemployment, housing, and other (which includes spending for immigrants and refugees, citizens who fall outside of the main social spending programs, and social spending not otherwise categorized). The database excludes any expenditure related to loans and any costs that do not go directly to the beneficiary, such as administration costs.
Since the OECD SOCX database includes health-related social spending as a component of social spending, we subtracted all health-related social spending from the SOCX figures to obtain estimates of social spending. Many researchers and policy makers[please provide] consider education an important aspect of social spending. However, educational spending is excluded from the OECD SOCX database, with the exception of some child care and early education services that are classified under the category “family.” We obtained data on educational spending from the OECD’s educational finance indicators data set and used them to constitute an additional category within social spending for sensitivity analyses. These data examine public and mandatory private spending on education. We excluded spending on early childhood education, which was already included in the SOCX database. The educational data available were for the year 2014. We were unable to find educational spending data for 2015 and the years before 2014.
We defined total health care spending as spending on a comprehensive set of health care goods and services, including personal health care, public health, and preventive health services. This included any compulsory and government spending, as well as voluntary health insurance and private out-of-pocket spending, so it captured any expenditure related to health care seeking behavior. We obtained these data from the OECD health expenditure and financing database, which contains information that is jointly collected by the OECD, Eurostat, and the World Health Organization’s Health Accounts System of Health Accounts Questionnaires.
Key Variables
Our main outcomes of interest were health care spending and social care spending. We examined both of these variables as relative spending (spending as a percentage of GDP) and absolute spending (nominal values expressed as dollars per capita, adjusted for purchasing power parity [PPP], using 2015 prices). For longitudinal analyses, we used an OECD base year of 2010 with constant prices in US dollars. When we examined health care or social spending over time, we used 2010 as a fixed reference year for the PPP, as set by the OECD. Given that the longitudinal analyses were standardize to 2010 prices, the nominal figures might differ slightly from the 2015 prices presented in the contemporaneous analyses.
We included three variables that might influence the size of populations eligible for social programs in our partial correlation estimations: the poverty rate, the proportion of the elderly population, and unemployment rates. To measure poverty, we used the poverty measure captured by the Luxembourg Income Study, which measures the ratio of people in a given country whose household income falls below half of the median household income of the total population, after taxes and transfers. This measure also had fewer missing values than what was available through the OECD. The proportion of the elderly population was measured as the percentage of the population older than age sixty-five and was obtained from the OECD.
Statistical Analysis
First, we present some basic sociodemographic country characteristics that might contribute to health and social spending across the OECD: the proportion of the population older than age sixty-five, GDP per capita, life expectancy at birth, the unemployment rate, and the poverty rate. We then compare the US and the other OECD countries in terms of social spending as a percentage of GDP. We also compare the breakdown of social spending by policy area. We parse out all social spending separately, by whether it is public or private social spending. To make the presentation more accessible to readers, in the main text we present social spending data on only the US and selected countries (Australia, Canada, Denmark, France, Germany, Japan, the Netherlands, Sweden, Switzerland, and the UK). The values for the remaining countries are included in the appendix.19 We also include the mean of all OECD countries in exhibits 1 and 2.
Next, we explore the relationship between social spending and health care spending across the OECD countries. We do this descriptively by plotting total health care spending against total social spending and estimating the correlation between them using a Pearson’s correlation. We then analyze the partial correlation between health and social spending including three variables that might influence this magnitude relationship: the poverty rate, the unemployment rate, and the proportion of elderly people. We also estimate the association between social spending by type of social program and total health care spending, to explore the magnitude and direction of the association.
Finally, we examine the trends in social and health care spending over time. First, we plot the trend in spending for health and social care in the period 1980–2015 for both the US and the OECD. Next, we estimate the average yearly growth in social spending and health care spending for each country from 1980 to 2015 using a multivariate linear regression. We illustrate the association between the change in social spending over time and the change in total health care spending over time by plotting the average yearly growth rates for each country and estimating the correlation between them using a Pearson’s correlation.
As a sensitivity analysis, we carry out all analyses using health and social spending expressed as nominal income adjusted by PPP. We also carry out the contemporaneous analyses using a measure of social spending that includes educational spending. All analyses were carried out using Stata, version 15.
Limitations
Our study had several important limitations. First, this article presents only observational data that compare health and social spending across countries. We were not able to draw any inferences about the causality of the relationship through this analysis. In particular, we could not determine whether greater social spending was a driver of greater health spending or whether more spending on health led to greater spending on social services. Critically, confounding factors might affect this relationship, so national income or even societal or political structures could be associated with both social and health spending.
Second, the OECD SOCX data include only information on particular aspects of social spending, as outlined above. Certain areas that have been found to potentially influence health outcomes, most notably education and transport, are excluded. We were able to obtain educational spending from other sources, but we were not able to include spending on transport. To construct a measure of social spending that included education, we used two data sets that measured expenditure a year apart. This might have led to error in the estimates of total social spending, although we believe it did not largely influence our results. In addition, given the differences in data collection for education, we were unable to identify a complete and comparable time series to combine with social spending. Thus, any longitudinal descriptive statistics were unable to take into consideration trends in education spending over time.
Finally, to carry out the analysis, we relied on aggregated spending data available from the OECD, which had some limitations in terms of comparability. In particular, seven countries do not report data on private social spending, thus potentially underestimating their total social spending contribution. Also, as noted by the OECD, there are some issues in how countries report data that is reflective of differences in local data collection and accounting methods.
Study Results
Average PPP-adjusted GDP per capita varied across OECD member states, ranging from $18,414 in Mexico to $102,817 in Luxembourg (appendix exhibit A2).19 At $56,701, the US GDP was above the average OECD GDP ($41,259) (exhibit 1). The population older than age sixty-five made up 16.7 percent of the population on average across OECD countries, compared to 14.9 percent in the US. Finally, the poverty rate in the US was above the OECD average (17.0 percent versus 11.2 3 percent), and unemployment was slightly lower in the US (5.4 percent versus 8.1 percent).
Social Spending Across The Organization For Economic Cooperation And Development
Across the OECD, the average total social spending by member states—excluding education and health-related social spending—was 17.0 percent of GDP, made up of about 2.1 percent private social spending and 14.9 percent public spending (exhibit 2). This amounts to approximately $7,308 per capita, PPP adjusted, across the average OECD country (appendix exhibit A3). The US spends approximately 16.1 percent of GDP on social spending (just below the OECD average), made up of about 5.7 percent private social spending and 10.4 percent public spending (appendix exhibit A3). This amounts to $9,018 per capita, PPP adjusted—which is slightly above the OECD average (see appendix exhibit A3).19 There was considerable variation in social spending across countries. Mexico was the lowest spender, with total social spending amounting to 4.7 percent of GDP in 2015, or about $839 per capita, PPP adjusted. The highest spender was Denmark, which spent 26.5 percent of its GDP ($12,922 per capita).
There were also large differences across countries in the breakdown between public and private social spending. The Netherlands had the highest share of private social spending at 6.9 percent of GDP, while seven countries in the sample did not report social spending from private sources. Across countries, the greatest proportion of both public and private social spending went to old age spending, making up 9.4 percent of GDP on average. The US spent slightly above average on old age spending, at 11.7 percent of GDP. The appendix illustrates the breakdown of public and private social spending by function.19
Educational spending also varied across the OECD countries. When compared to the other policy areas that make up social spending, education was the second largest area, after old age spending. Across the OECD countries, educational spending made up 5.2 percent of GDP, or $1,865 per capita on average (excluding early childhood education, which was included in family-related social spending) (see appendix exhibit A6).19 The US spent above the average on education: 6.2 percent of GDP, or over $3,000 per capita. Across the different educational categories, the US spent slightly more than average in every category for which there were comparable data. However, US educational expenditure from public sources (4.2 percent of GDP) was just below that of the average OECD country (4.4 percent) (see appendix exhibit A7).19 If we included educational spending within social spending, the US social expenditure increased to 19.7 percent of GDP, which was greater than the OECD average of 17.7 percent (exhibit 2).
Health Care Spending Across The Organization For Economic Cooperation And Development
Average health care spending across the OECD was approximately 8.8 percent of GDP. Expressed as standardized monetary values, this amounted to approximately $3,757 per person. The US was a notable outlier, spending nearly double: 16.8 percent of GDP in 2015, broken down into 13.8 percent government or compulsory health care spending and 3.0 percent voluntary or household out-of-pocket health care spending in 2015 (see appendix exhibit A8).19 This amounted to a total of $9,491 per capita.
Social Spending And Health Care Spending Over Time
Social spending has been increasing over time at comparable rates across the OECD and the US. Relative spending has increased at approximately 0.13 percent of GDP annually in both the US and across the OECD (see appendix exhibit A10).19 Across the OECD, increases in social spending were observed across both public and private social spending, with the largest increase driven by the growth in old age spending (see appendix exhibits A11 and A12).19 On average, since the 1980s public old age spending has increased from 4.8 percent to 7.0 percent of GDP, and private old age spending has increased from 0.6 percent to 1.8 percent of GDP. Expenditure on social spending related to family and incapacity benefits has also increased in the past decade, although on a much smaller scale. These trends are also evident in the US, with expenditure increasing in broadly the same categories.
Over the same period, there have also been increases in health care spending across both public and private sources (see appendix exhibits A11 and A12).19 Total health spending has increased from an OECD average of 6.1 percent of GDP to 8.8 percent of GDP. Relative US health spending was notably higher than the OECD average across the entire time period, starting at 8.2 percent and reaching 16.8 percent of GDP by 2015. It has also increased at a faster rate (0.24 percent of GDP versus the OECD average of 0.08 percent).
The Relationship Of Social Spending To Health Care Spending
To illustrate the relationship between social spending and health care spending, exhibit 3 plots total social spending against total health care spending in 2015, both expressed as percentages of GDP. The US was a clear outlier, spending above the other OECD countries on health. The relationship between the two types of expenditure was positive. The association was still positive if educational spending was included in social spending (Pearson’s r: 0.58; p < 0.01), as well as when we used values of social spending and health care spending expressed as PPP-adjusted US dollars (Pearson’s r: 0.78; p < 0.01) (see appendix exhibit A17).19
To examine the relationship between the type of social spending and health care costs, we also estimated the correlation between spending on type of social program as a share of GDP and total health care costs as a share of GDP (see appendix exhibit A16).19 The relationships between all types of social spending and health care spending were positive, but the only significant relationships were for incapacity benefits (Pearson’s r: 0.36; p < 0.04), active labor programs (Pearson’s r: 0.29; p < 0.09), pensions (Pearson’s r: 0.60; p = 0.00), and education (Pearson’s r: 0.36; p < 0.04).
An estimation of partial correlation illustrates that the positive association between health care spending and social spending remained after we accounted for other variables—including the share of the population older than age sixty-five, the unemployment rate, and the proportion of the population living in poverty (see appendix exhibits A17 and A18).19 The association was slightly stronger for spending measured in nominal values than for it as a percentage of GDP.
The Relationship Of Social Spending To Health Care Spending Over Time
Finally, we explored the relationship between the change in social spending and the change in health care spending over time. When we examined the change from 1980 to 2015, we observed a positive association between the two types of expenditure, adjusted for changes in GDP per capita (exhibit 4).
Discussion
At 19.7 percent of GDP, the US spending on social services was above the OECD average (17.0 percent of GDP), and social spending as a percentage of GDP has been growing at a slightly faster rate in the US than in other OECD countries since the 1980s. Across the OECD, we found a consistent, positive association between social spending and health care spending. This association persisted even when we accounted for differences in the underlying populations that might drive social spending, such as the unemployment and poverty rates and the percentage of the population older than age sixty-five. When we explored the association between the growth in social spending and that in health care spending, we found that it was also positive. Taken together, these results suggest that countries that spend more on social services also spend more on health care.
Our findings have important implications for policy makers interested in understanding the drivers of high health care spending in the US. Many policy makers and researchers support that high health care spending in the US is a result of underinvestment in social services.15–17,20 This has been largely driven by the evidence showing that low social spending is associated with poor population health outcomes, and that the ratio of US social spending to health care spending is low. However, as our results show, while the US is an outlier in terms of health care spending, American social spending is very close to the OECD average. Thus, it appears that high health care spending may be what drives the low ratio between the two types of spending in the US.
If there were a trade-off between social spending and health care spending, one would expect the relationship between these types of spending to be negative. Yet our findings show that on average, countries with higher social spending tend to spend more on health care. A positive relationship may be observed due to other factors that contribute to higher social spending and higher health care spending, such as a population that has a higher concentration of older people, a higher after-tax poverty rate, or a higher unemployment rate. However, we found that the positive association persisted when we accounted for these factors.
Instead, it is possible that the positive relationship observed between social spending and health care spending is motivated by similar objectives: Societies that value spending in areas such as family, old age benefits, education, and incapacity are also likely to value spending on health care services. Furthermore, our results show that the relationship between social spending and health care spending over time is also positive. This suggests that as social spending has increased over time, it has been in line with increases in health care spending across the OECD.
The relationship between social spending and health care spending was much stronger when absolute dollars rather than relative values were used to measure spending. This may reflect a number of factors. It is possible that what is important is not what percentage of a country’s income is spent on social services but whether it exceeds a certain per capita amount. Furthermore, while the OECD data used is reflective of mostly high-income countries, there are still important differences across countries in terms of national income, population structures, and social norms that might influence the relationship between social services and health care spending. Further research using more granular data at the individual level is necessary to disentangle the role that these factors play.
We found that relative to the average OECD country, a greater proportion of US social spending comes from private sources and is particularly concentrated on old age spending. This is also the case in other countries such as the UK and the Netherlands. This may contribute to more inequities in the distribution of social spending and health outcomes within the US, and this may in turn drive up utilization and health care costs. However, as noted elsewhere, the US has average rates of utilization, which suggests that this is not likely a key driver of higher health care spending at the national level.21 More work is needed to better determine the extent to which public and private social spending affect health, social outcomes, and equity differentially.
Finally, it is important to note that our findings explore aggregate trends in spending patterns at the national level. These findings should not be interpreted as suggesting that social spending may not be effective at lowering health care costs for subpopulations, such as the frail elderly or the homeless. Indeed, other research has shown that investment in specific social interventions can result in a decrease in health spending for a subset of high-need patients, such as chronically homeless people with severe alcohol problems or asthma patients provided with Leadership in Energy and Environmental Design (LEED)–certified affordable housing.12,13
Our findings add to a body of work that has explored social spending in the US and internationally. A study by Elizabeth Bradley and coauthors demonstrated a positive relationship between public social spending and population-based health outcomes such as life expectancy, infant mortality rate, and low birthweight across OECD countries.11 In 2016, using US state–based data, Bradley and coauthors further explored the relationship between social spending and health outcomes, with similar findings.22 Many commentators have suggested that these findings may be indicative of an inverse relationship between social spending and health spending, as a sicker population is more likely to overuse health care services.6,15 Building upon this body of work, we explored the aggregate relationship between social spending and health care spending more explicitly, at the national level, by comparing the most recent data on social spending across OECD countries. Our work also made use of data on private social spending, which is often excluded from social spending estimates yet makes up a substantial proportion of social spending in some countries. We also examined how the addition of educational spending, which is perceived by many policy makers and researchers to be an important component of social spending, influences the relative distribution of social spending estimates across countries, as well as its association to health care spending.
Conclusion
We found that the US has greater or at most similar social spending, compared to other OECD countries, and it is increasing at a similar rate. Across the OECD, we observed that countries that spend more on social services tend to spend more on health care. Moreover, countries whose social spending increased from 1980 to 2015 also had increases in health care expenditures.
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EXHIBIT
Exhibit 1: Sociodemographic characteristics for selected countries
	
	Life expectancy
(years)
	Population older than age 65 (%)
	GDP per capitaa
	Poverty (%)
	Unemployment (%)

	Australia
	82.5
	14.9
	47,351
	13.9b
	6.2

	Canada
	81.9
	16.1
	44,509
	13.7c
	7.0

	Denmark
	80.8
	18.5
	49,071
	7.1
	6.3

	France
	82.4
	18.4
	40,861
	6.5
	10.1

	Germany
	80.7
	20.9
	47,979
	10.0
	4.7

	Japan
	83.9
	26.6
	40,406
	16.1d
	3.5

	Netherlands
	81.6
	17.8
	50,302
	5.8
	6.9

	Sweden
	82.3
	19.5
	48,437
	9.3
	7.6

	Switzerland
	83.0
	17.7
	63,939
	8.9
	4.9

	UK
	81.0
	17.7
	42,055
	9.7
	5.7

	US
	78.7
	14.9
	56,701
	17.0c
	5.4

	OECD Mean
	80.4
	16.7
	41,259
	11.3
	8.1


SOURCE Authors’ analysis of data from the following items: (1) For life expectancy, Organization for Economic Cooperation and Development (OECD), Health Status. (2) For elderly population, OECD, Demographic References. (3) For gross domestic product (GDP), OECD, Quarterly National Accounts; and Eurostat. (4) For poverty, Cross-national Data Center in Luxembourg; OECD Income Distribution and Poverty Database; and Eurostat Database. (5) For unemployment: OECD, Key Short-term Economic Indicators. NOTE The data are from 2015 except where otherwise indicated. aIn US dollars, adjusted for adjusted for purchasing power parity. b2014. c2013. d2012. 
 


Exhibit 2 (figure)


Caption: Percentages of selected countries’ gross domestic products devoted to social spending, including education per capita in 2015, from private and public sources
Sources/Notes: SOURCE Authors’ analysis of data on social spending from the Social Expenditure Database of the Organization for Economic Cooperation and Development (OECD) and of data on educational spending from the OECD’s educational finance indicators data set. NOTES Health-related social spending and spending on early childhood, or preschool, education are accounted for in social spending, and so excluded from educational spending to avoid double counting. Percentages may not sum to 100 due to rounding.


Exhibit 3 (figure)


Caption: Percentages of gross domestic products (GDPs) devoted to social and health care spending, US and other countries in the Organization for Economic Cooperation and Development (OECD)
Source/Notes: SOURCE Authors’ analysis of data from the OECD’s Social Expenditure Database. NOTES Health-related social spending is excluded. Data are from 2015 for all countries apart from Poland. The line of best fit shows that countries that spend more on health tend to spend more on social spending (Pearson’s r: = 0.54; p = 0.00). 


Exhibit 4 (figure)



Caption: Changes from 1980 to 2015 in percentages of gross domestic products (GDPs) devoted to social and health care spending, US and other countries in the Organization for Economic Cooperation and Development (OECD)
Sources/Notes: SOURCE Authors’ analysis of data on social spending from the Social Expenditure Database of the OECD and of data on health care spending from the OECD’s Health Expenditure Database. NOTES Health-related social spending is excluded. The straight line (the line of best fit) shows that changes in the two types of expenditure, adjusted for changes in GDP per capita, are positively associated (Pearson’s r: 0.35; p < 0.03).
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Public Spending	
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Bar Chart

		Exhibit 2. Total Social Spending, Including Education per Capita, percent GDP (2015)

				Australia		Canada		Denmark		France		Germany		Japan		Netherlands		Sweden		Switzerland		United Kingdom		United States		OECD Mean

		Public Spending		13.8		12.2		24.4		24.3		17.4		15.3		16.3		21.8		14.4		15.7		11.9		15.1

		Private Spending		6.1		3.1		4.4		2.5		2.8		3.9		6.9		3.7		6.1		7.5		7.7		2.6

		Total 		19.8		15.3		28.8		26.7		20.3		19.3		23.2		25.5		20.5		23.2		19.7		17.7
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Healthcare Spending, GDP	United States
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Scatter Plot GDP

		Exhibit 3: The Relationship Between Social Spending and Healthcare Spending per Capita, percent GDP 2015

		Country		Social Spending, GDP		Healthcare Spending, GDP

		Australia		16.828		9.33																														Trend Line Equation and Plot Points

		Austria		22.702		10.343																														y=0.2323x+4.8645

		Belgium		22.674		10.106																														Social Spending		Helathcare Spending

		Canada		13.457		10.377																														5		6.026

		Chile		8.847		8.022																														10		7.1875

		Czech Republic		14		7.149																														15		8.349

		Denmark		26.54		10.274																														20		9.5105

		Estonia		12.861		6.482																														25		10.672

		Finland		25.683		9.743

		France		25.1		11.501

		Germany		19.09		11.079

		Greece		21.403		8.194

		Hungary		16.161		7.121

		Iceland		16.805		8.346

		Ireland		11.319		7.446

		Israel		12.462		7.375

		Italy		23.491		8.985

		Japan		16.915		10.872

		Korea		8.537		7.049

		Latvia		12.448		5.711

		Lithuania		11.8		6.476

		Luxembourg		17.841		6.19

		Mexico		4.679		5.756

		Netherlands		21.96		10.395

		New Zealand		11.906		9.307

		Norway		20.773		10.109

		Poland 		20.22		6.343

		Portugal		19.88		8.972

		Slovak Republic		13.253		6.868

		Slovenia		16.553		8.502

		Spain		18.8		9.12

		Sweden		23.564		11.008

		Switzerland		18.983		11.894

		Turkey		8.338		4.139

		United Kingdom		19.596		9.793

		United States		16.108		16.816

		*Poland social spending data unavailable for 2015
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Pearson's R = 0.54
P <0.01
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time GDP

		Exhibit 4: The Relationship Between the change in Social Spending as percent GDP and the change in Healthcare Spending as percent GPD over time (1980 – 2015)

		Country		slopeHStimeGDP		slopeSStimeGDP

		Australia		0.0999714		0.2682857

		Austria		0.0948857		0.0786

		Belgium		0.1130857		0.0886286

		Canada		0.1082571		0.1043143

		Chile		0.0658		0.015																																Trend Line Equation and Plot Points

		Czech		0.13652		0.13105																																y=0.9172x+0.0449

		Denmark		0.0530857		0.1809429																																Social Spending		Helathcare Spending

		Estonia		0.048625		0.100375																																0		0.0449

		Finland		0.1094571		0.2696286																																0.05		0.09076

		France		0.14172		0.22764																																0.1		0.13662

		Germany		0.0602121		-0.0378788																																0.15		0.18248

		Greece		0.1003704		0.3650741																																0.2		0.22834

		Hungary		0.0317917		-0.0016875																																0.25		0.2742

		Iceland		0.0673143		0.18604

		Ireland		-0.0014571		0.0262

		Israel		0.0119429		0.0502

		Italy		0.0857407		0.2526666

		Japan		0.1321429		0.2931143

		Korea		0.1026		0.27296

		Latvia		0.0175333		0.0036666

		Lithuania		0.0189333		0.017

		Luxembourg		0.0442286		0.0939354

		Mexico		0.0850625		0.144375

		Netherlands		0.1084857		0.0071429

		New Zealand		0.1012857		-0.0058387

		Norway		0.1342572		0.0883333

		Poland		0.0804		-0.1398462

		Portugal		0.1195143		0.3450572

		Slovak		0.0674444		-0.0377777

		Slovenia		0.0478667		0.0795335

		Spain		0.1186571		0.1834

		Sweden		0.0906286		0.0254857

		Switzerland		0.1503714		0.2195715

		Turkey		0.0508		0.371125

		UK		0.1351429		0.1176571

		USA		0.2454286		0.1473428
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