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1 Comparison of healthcare systems
Healthcare systems differ in their design, in the amounts and types of resources they use, and in the
health outcomes and other results they attain. But healthcare policymakers share common goals and
can learn from each other's experiences as to what works, and what does not, when making changes to
healthcare systems intended to improve performance.
The finance and reimbursement of healthcare can be arranged in almost as many ways as there are
industrialized countries. This study is a survey of the finance and reimbursement systems of healthcare
in 11 European countries. Each country description of this book consists of:
Section 1. Introduction: government responsibility for the healthcare system.
Section 2. Finance system: how healthcare is financed and delivered.
Section 3. Benefit package and co-payments.
Section 4. Pharmaceuticals: regulation.
Section 5. Primary care and hospitals: the structure and finance of subsystems including
healthcare professionals.
Section 6. Recent developments: a description of recent developments in the healthcare sector.

Structure chapter 1
This chapter starts with a general introduction to the difficulties of making international comparisons.
Followed by three sections that describe the finance models employed in different healthcare systems.
The role of the European Commission (EC) on the pharmaceutical market is described in paragraph
1.4., by way of introduction to the different national policies on pharmaceuticals.
Chapter one ends by enumerating the similar goals all countries are pursuing in their reforms.

1.1. THE CONSTRAINTS OF INTERNATIONAL COMPARISONS
International comparison of healthcare systems is difficult for a variety of reasons. Healthcare is a part
of a society and is entwined with the entire culture of a country. To understand a healthcare system well
one has to be aware of the functioning of many aspects of a country, for example cultural features, the
economic system, the social care system and population's sense of standards and values. When
researching the healthcare system of a country other than one's own, one tends inadvertently to take the
experiences with the healthcare system in ones' own country as a reference point, together with the
associated standards and values. For example, if you were Dutch and were to set about studying the
German healthcare system, you would unintentionally take the healthcare system of the Netherlands as
a reference. Making comparisons between the healthcare systems of different countries on paper is
certainly very interesting. But visiting a country and interviewing healthcare financiers, providers,
patients and government bodies gives a more complete picture of how a system functions. It is
instructive to observe the care provided and to experience the differences with the healthcare facilities in
one's own country. To really understand every minor detail of a healthcare system one must both feel
and experience it. The real functioning of a healthcare system is always very different from what you
might have imagined.
The descriptions of the countries in this book are unfortunately not all based on personal experiences
and visits of the author. The descriptions of all countries have, however, been checked and verified by
local experts. This book must be seen as a broad survey of information relating to the healthcare systems
of 11 European countries.
Factors making international comparison difficult:

Incomparability of data
International comparisons are only as good as the basic underlying data upon which they are based.
The data countries produce are based on the specific structural features of their healthcare financing and
delivery systems. For example, if salaried hospital-based physicians are treated as part of the hospital
budgets, as is the case in the United Kingdom, reported hospital expenditures will include these inhospital physician services. In countries where most in-hospital physician services are paid on a fee-forservice basis, such as in Belgium, physician expenditure will be reported separately. There are problems
in gathering valid and representative data. For example, some countries exclude the private sector or
other sectors such as military hospitals. Underlying this problem is the lack of internationally accepted
definitions of the components of healthcare expenditure. Besides the lack of universal definitions of
components there is also a lack of an international definition of what, in general, is to be included in
healthcare expenditure (does it include or exclude social services). For example, there have been
discussions in some countries surrounding the inclusion of domestic help and social work in healthcare.
This problem must be faced when comparing the healthcare expenditure of different countries. The
Organisation for Economic Cooperation and Development (OECD) has the best comparative data on
spending and utilization.

Lack of uniformity of professions

A clear example of this is the general practitioner. Some countries have general practitioners, other
countries have family doctors, primary care physicians or ambulatory care physicians. All these
professions have different tasks, which makes comparison between countries difficult. In this study, the
term general practitioner is used where possible, and primary care physician or family doctor for
someone who carries out not identical but more-or-less similar tasks.

Performance of care
A third problem in making international comparisons stems from the impracticability of measuring the
performance of healthcare systems. Although the structural characteristics of healthcare systems differ,
all countries attempt to provide access to medically appropriate and medically effective services in a
cost-effective manner. Much of the difficulty in assessing how well countries meet this objective stems
from the problems in defining and measuring health outcomes and access to care. Defining and
measuring access involves value judgements. Measuring outcomes beyond aggregate measures, such as
life expectancy, infant mortality and cause specific mortality, is not generally feasible but is becoming
more common.

Country differences
Another problem arises from comparing countries with different geographical, cultural, social,
demographic, political and economic structures. Although the effects of some factors, such as age
differences and certain economic factors, can be subjected to statistical control, the same doesn't apply
to many other factors, such as climate, attitudes about health and family, environmental pollution, and
stress levels.

Healthcare - social care
Healthcare and social care are related to each other. For example, home care and care for the elderly and
handicapped can be included in healthcare, as is the case in the Netherlands, but can also be part of the
social care, as in the United Kingdom and Germany. In many countries, social care pays for healthcare
when people become unable to pay for it themselves. Like the variations in functioning of healthcare
systems, the social care systems also differ between countries. The level of the social care (social benefits
and allowances) in a country often has significant influence on the healthcare system.

Lack of detailed information
Another problem is the lack of detailed information about the structural features of different healthcare
systems. To understand the basic empirical information on a system, an understanding of the
underlying structural interactions between reimbursement, benefits, cost-sharing, planning, public
versus private insurance, etc. is essential. However, such information is not readily available for most
countries in a standardized form and in sufficient detail to provide an understanding of such
interactions.

Transferability

A related issue is the transferability of (healthcare) policies to other countries. For a policy that has
worked in one country to be successful in another, the same set of underlying incentive structures and
behavioural responses is required. Cross-national policy analyses must be based upon rigorous
analytical studies and detailed information about the underlying incentive structures of the different
healthcare systems.
When reading international studies, it is always necessary to be aware of the difficulties involved in
comparing healthcare systems in countries and of the incomparability of many aspects in these
countries. Although much can be learned from the experience of other countries, a policy that works in
one setting should not be applied in a very different setting without critical assessment.

1.2. OVERALL FINANCE SYSTEMS
It is impossible to compare healthcare systems as a whole. Each subsystem (such as hospitals,
physicians) can be organised and financed in different ways. So each country description starts with the
overall finance systems, followed by the different ways in which the subsystems are financed
(reimbursement systems of physicians and hospitals).
Funding of healthcare in any country can be based on contributions made by citizens to an
(public/private) insurance company (which can be combined with co-payments), direct to the
healthcare provider (direct-payments), or the healthcare can be paid out of taxes (national system),
where co-payments can also exist. This relationship is shown in figure 1.1.
Healthcare coverage in Europe is essentially the concern of the individual states. The systems differ in
organization, financing and delivery of healthcare based on a wide range of philosophies of need,
medical standards, quality of care and ethical aspects. Even if one cannot speak of a common health
insurance scheme in Europe, similar benefits are included in the healthcare packages of all countries. As
a result of common historical developments, there is high degree of conformity in the key elements of
healthcare between the individual states. All systems that finance and provide healthcare are mixed
public/private systems.
Financing systems have a major effect upon the way a healthcare system operates. There are two major
ways of funding healthcare: an insurance system and a national system (funded from tax revenues).

1.2.1. Insurance systems
There are two kinds of insurance systems: social health insurance and private health insurance. The main
difference between both systems is the extent to which the government determines the functioning of
the health insurance and the nature of the demands. The systems vary in the populations covered, the
payments, social services which are included or excluded and the nature of legal constraints.

Social health insurance
General features of the social insurance system are: a compulsory health insurance system, paid by
employers/employees; public and self-control system; public and non-profit delivery. The group to
whom the compulsory insurance applies is established statutorily. Premiums (payroll taxes) are usually
based upon solidarity (income and risk solidarity) and not, or only to a limited extent, on individual

risk factors (age, lifestyle etc.). The premium can be calculated over all income or only the wage income.
Earnings ceilings can be present or absent. There can be reductions, exceptions or special rules for
special groups such as the disabled, the unemployed, prisoners, low-income workers and self-employed.
There can also be family cover (one premium for the whole family) or separate premiums for each
family member or for some family members no premium has to be paid (e.g. children). The rate setting
can be fixed by government (legislative, administrative) or non-government (association of
administrative entity (AE) or individual AE. Costs can be calculated prospectively, retrospectively or by
formula (growth in wage earnings, inflation). The social insurance system can have various payment
methods.
A traditional national insurance is the most far-reaching type of social insurance system: in general
covering the whole population, large insurance-coverage, a statutory package of benefits, an income
related premium, recompenses of benefit-in-kind and a reimbursement system for non-competitive
executors of the insurance.
The social health insurance can also have a limited benefit package (supplementary private insurance
exists alongside social insurance) or a limited group of insured people.

Private health insurance
Private health insurance can be classified as substitutive, supplementary or complementary. Private
health insurance can then be distinguished further according to how premiums are calculated (risk,
group or community rated), how benefits are determined and the status of the insurance providers (for
profit or not-for-profit). Substitute insurance is an alternative to statutory insurance and is available to
sections of the population who may be excluded from public cover or who are free to opt out of the
public system. In Germany individuals with high incomes may purchase substitutive health insurance.
Where health insurance is supplementary, it may allow quicker access to services or increase the quality
of accommodation facilities in the public sector. Complementary insurance offers full or partial cover
for services that are excluded or not fully covered by the statutory health insurance system.
In the private insurance system, the premium is mostly related to the individual risk, and classes of risks
are defined (age, gender, state of health, occupation). Private insurance can be combined with patient
cost-sharing, such as deductibles, co-payments, benefit limitations and exclusions. Everyone in the
same risk class pays the same premium. The capitation can be calculated in different ways:
Per individual: based on average risk (few risk classes), graduated risk (many risks classes) or
age for initial classification (all individuals of the same age pay the same capitation, the
capitation is the same throughout their life): no solidarity.
Per group: average risk: solidarity within the group, no solidarity among groups.
Private insurance systems are controlled to a smaller degree by the government: there is more freedom
in setting the level of the premium, in defining the group of insured and the terms of the insurance
agreement (benefit package). There is also a competition between insurers. In many member states
there are combinations of social and private insurance. There are many gradations in the extent and the
form of government control.

1.2.2. National system of (general taxes financed) healthcare
Features of a national system of healthcare are that the financing takes place through taxes and the
execution by the government. Expenditure in such system is fixed each year in the parliamentary budget
negotiations. The most familiar example is the United Kingdom (the National Health Service, NHS). In
a national system, every citizen has the right to obtain the available care.
A national system financed out of general taxes can also be combined with a system of social insurance
system (payroll taxes). All countries have some mixture of finance systems. For example: private
insurance exist within most national and social insurance systems.
The above-mentioned categories (premiums and taxes) can be combined with co-payments by the
citizen to the healthcare provider. Through contributing to an insurance company (social or private) or
by paying taxes (in a national system) the payer receives coverage of healthcare services with or without
voluntary or compulsory co-payments. Individual payments exist in finance systems, for additional
care should the medical services on offer not cover all provisions. In this way there are, for example,
individual risks (related to the medical services the total benefit package or related to special provisions)
and co-payments related to the medical services the insured are entitled to. The co-payments have a
direct link with the individual use of healthcare provisions whereas the insurance or national system has
an indirect link. No country in Europe is based solely on healthcare co-payments .

1.3. FINANCE OF THE SUBSYSTEMS
At first sight, the various countries in this study exhibit a bewildering diversity of healthcare finance
systems. Closer examination suggests that all are made up of different mixes of a few subsystems of
financing and healthcare delivery. The differences in overall healthcare finance systems are not
indicative of the financing of the individual subsystems. For example, in a national system the general
practitioner, specialist and healthcare institutions (hospitals) can receive payment in a variety of ways.
The different subsystems of financing professionals and healthcare institutions are described below.

1.3.1. The various professional payments
The professionals (physicians, physical therapists, nurse midwives, clinical psychologists and other
autonomous carers) can be paid in different ways: salary, capitation, case-payment, fee-for-service and
overall budget. The professional can be paid by the citizen (direct payment, which can be reimbursed if
covered), by the insurance company, by the government (local or national) or by the institution
employing him. Figure 1.2 shows the relationships between the reimbursement party and the
professional. The different ways in which a professional can receive payments are: salary, capitation,
case-payment, fee-for-service and overall budget (or combinations of payments).

Salary
A salary is a fixed amount of money for a period of time (and may be part-time salary). A professional
may or may not be free to work according to other arrangements for the remaining time. Bonus
payments can be tied to: productivity, patient satisfaction, quality of care etc. The advantage is that the

provider is accountable to the organization. It provides no incentive for avoiding difficult patients and it
controls costs. The disadvantage is that there is little or no incentive for productivity or consumer
responsiveness.

Capitation
Capitation is a fixed amount for each person registered with a provider for a period of time. It can
require a defined list or panel of patients, as is sometimes the case with general practitioners. It may be
partial capitation: fee-for-service or case-payments made for specialized care (preventive care, office
surgical procedures). Capitation can be the same for all patients or may vary with patient age, sex or
state of health. The advantage of capitation is that it is suited to physicians who work with a stable
population of patients (continuing doctor-patient relationship). Disadvantage is that it is not suited to
infrequent provided services. It provides an incentive for avoiding difficult patients. A variation on the
capitation payment is the payment for treatment during a fixed period of time i.e. long-term or shortterm treatment.

Case-payment
Case-payment is a fixed amount for all care provided for a patient. Case-payment is usually defined by
diagnosis and/or surgical procedures. It may cover both inpatient and outpatient care. The advantage is
that it is suited to cases in which care can be extended beyond a single visit or institution.

Fee-for-service
A fee-for-service can be either a free fee (balance billing) or a fixed fee (prospective and retrospective)
A. Free fee. The professional is free to set his own fees for his services. There are two forms:
The administrative entity (AE) sets a maximum fee, of which the professional is not aware; the
patient pays for the entire fee and requests reimbursement from the AE. The AE reimburses the
patient only up to the maximum fee. The patient has to absorb the difference.
The AE sets a maximum fee, which is known to the professional. The AE pays the professional
the maximum fee and bills the patient for any shortfalls. The patient has to make up the
difference.
Variations of the above two forms are possible. The AE can allow professionals either to accept an AE
determined limit on the difference between the amount billed to the patient and the AE's maximum
reimbursement, or to accept the fee from the AE as a full payment. In the latter case, they enjoy
"preferred status" and rapid payment from the AE, which implies they do not bill the patient for any
amount. Otherwise, they have to bill the patient for the shortfall and forego the advantage of "preferred
status".
The advantage of a free fee is that it stimulates productivity (output) and is preferred by professionals.
The disadvantages are that it can encourage provision of unnecessary care, is administratively complex
and requires extensive patient payments.

B. Prospectively-fixed fee. The professionals (through associations) and AE negotiate the fee schedule. Fee
schedules can consist of:
activity definitions: list of clinical activities that professionals provide to patients;
relative value scale: a fixed number (in points) or the value is assigned to each defined activity,
in proportion to its complexity, time consuming nature or degree of difficulty.
The activity definitions are changed very infrequently. The relative scale is changed infrequently. The
advantage is that the AE can negotiate for fee structure that rewards all clinical activities fairly.
C. Retrospectively-fixed fee. Retrospective fee schedules can have the same two components as prospectivefixed fees in combination with a conversion factor (a number that converts the points into the actual
payment for the activity). Professionals and the AE also negotiate a capitation. The capitation is paid
into a pool of funds. The point values of the activities of all professionals participating in the pool are
aggregated. The value of the points is divided by the aggregate total point value. This sets the conversion
factor: the factor will allocate all of the pool across all of the providers. The conversion factors are
changed very frequently: once every three months. It advantage is that it contributes towards cost
control while stimulating productivity. Its disadvantage is that it is administratively complex.
Professionals do not know what their payments are going to be.

Overall budget
An overall budget is established through negotiations between physicians and the AE. It can be based on
projected activities (admissions, day care, outpatient care).
A distinction must be made between an overall budget which only restricts activities of physicians, like a
salary, and an overall budget which only restricts the activities, imposing no constraint on the way
physicians receive their payment. When physicians receive overall budgets that restrict their activities,
they can be paid in different ways (capitation, case-payment, day payment or fees).
Besides the different ways in which healthcare can be financed and the different professional payments,
the institutions can also be paid in different ways.

1.3.2. The various institutional /hospital payments
Institutions can be paid on the basis of an overall budget, capitation, case-payment, day payments
and/or fees. These different payment methods can be combined and one method does not exclude
another. The institution can receive the money from the insurance company and/or government or
directly from the citizen (who can reimburse it when covered), see figure 1.3.

Overall budget
A distinction must be made in an overall budget as the only payment to a hospital (block grants) and an
overall budget which only restricts the activities, but imposes no constraint on the way the hospital
receives its payments.

Block grant. When an overall budget is a block grant, the institution receives an annual budget
to cover all their services (usually apart from major capital spending). During the 1980s this
approach became the main payment method used in many 'integrated' health systems, where
the government is the main provider as well as financier of health services1. Block grants can
also cover a part of the hospital budget, alongside, for example day payments of social
insurance.
Block grants provide a direct means of containing hospital spending, provided enforcement
mechanisms are adequate. They provide little incentive to producers to improve the efficiency
in that funding is not contingent on the quality and quantity of output and little information
on relative prices of treatments is generated or used.
Prospective (restricting) overall budget. In countries were the institutions have overall budgets that
restrict their activities, the costs incurred by the institutions can be reimbursed in different ways
(capitation, case-payment, day payment or fees).
Overall budgets are established through negotiations between the hospital and the AE. It may be based
on: projected activities (admissions, patient-days, outpatient care); capacities (beds, physicians, special
facilities); population in a community (defined service area). They may include physician costs, may
cover both capital and operating costs, or may only cover operating costs.
There are two variations of the overall budget: cost budget (total allowed costs for the hospital for one
year) and revenue budget: total allowed revenues for the hospital for one year.
The advantage of an overall budget is that it controls costs and can create incentives for efficiencies.
There is no incentive for unnecessary services. It has the disadvantage of providing no incentive for
productivity or consumer responsiveness and of failing to recognize variation in patient mix.

Capitation
Per capita payment is used to provide (1) a specified package of healthcare services for (2) a specified
population for (3) a fixed fee per person for (4) a fixed period of time.
Capitation is based on population served. A fixed amount per person is paid to the hospital for all care
to be provided to the population. It may include physician costs, may cover both capital and operating
costs or may only cover operating costs. It may be partial capitation (fee-for-service or case-payments
made for specialized care). The capitation can be the same for all patients or can vary with patient age,
gender and state of health.
It has the advantage of facilitating cost control. Its disadvantages are that it is not appropriate for
infrequent services and it provides no incentive for treating difficult patients.

Case-payment
Case-payment set fees prospectively according to diagnostic medical conditions and standardized
treatment costs. The best known system is the Diagnostic Related Groups (DRG) approach introduced
in the US Medicare programme in 1983. DRG-based systems have since spread to other parts of the US

medical system and are being implemented and considered by other countries. Case-payment may
cover both admissions and outpatient care and may cover follow-up care immediately after hospital
discharge (nursing home or home healthcare). It may include physician costs and it may cover both
capital and operating costs. Conversely, it may cover operating costs only.
It has the advantage of creating incentives for efficiency within the scope of admitted cases. Casepayment has the disadvantage of possibly being inappropriate in cases in which care could extend
beyond a single institution. It may encourage unnecessary admissions and may lead to 'bumping'
patients into more highly-remunerated diagnostic groups. Most countries either already have a DRG
system, or are experimenting with one.

Day (period of time) payments
Day payment is a fixed amount for all care for a patient for one day. It can vary by type of care
(medical, surgical, intensive care, obstetrics). It may include physician costs, it may cover both capital
and operating costs, and it may be set by hospital or negotiated with the AE. It has the advantage of
being easy to implement. Its disadvantage is that it may encourage unnecessary additional days and
admissions.

Fees (charges): specific fees for medical, nursing and other activities.
It may include physician costs, it may cover both capital and operating costs, it may only cover
operating costs and it may be set by hospital or negotiated with the AE. It has the advantage of
providing detailed service activity and cost-accounting information. Its disadvantages are that it is
administratively complex and that it may encourage unnecessary additional days and admissions.
In the majority of the countries the institutions receive, in addition to the above payments, grants from
government for capital investments (buildings, technology). It has the advantage of lowering costs,
because institutions are not required to borrow funds from financial institutions. It has the
disadvantage of giving politicians a major role in health investments; it may encourage unneeded
capital investment as politicians seek to gain support through local projects, or conversely it may
prevent needed capital investments as politicians may under-fund healthcare.

1.4. PHARMACEUTICAL POLICY
Pharmaceutical drug markets have received special attention because they have been a dynamic
component of healthcare spending. This market is highly regulated in all countries. There are tight premarketing requirements to assess whether products are safe for use. In addition, most countries control
prices at the wholesale and retail level and these methods -- which often include references to prices in
other countries -- appear to have led to a narrowing in the prices in these products across countries. The
relationship between the pharmaceutical industry and government is an important determinant of the
government approach to managing pharmaceuticals at the national and EU levels. Some issues such as
aspects of market authorization have been harmonized and are uniform across EU member states.
However, other aspects of regulating the pharmaceutical industry vary across Europe according to the
balance between pursuing health policy versus industrial policy objectives at national levels. The pricing

and reimbursement of pharmaceuticals differs from country to country.
Pharmaceutical policy is primarily determined at the national level by individual EU member states,
there is nevertheless a considerable amount of relevant legislation at the EU level. Cooperation in the
field of medicinal products within the European Union has over the years led to greater interaction
between Member States and various joint initiatives. Over the last 50 years Member States and the
European Commission have worked together to build trust, harmonized procedures and a strong
scientific backbone resulting in the pharmaceutical system.
Established in 1995, the European Medicines Agency (EMA) in London (will move to the Netherlands,
because of the UKs departure from the EU) amounted to a revolution in European pharmaceutical
regulation 2. As one of the European Union's (EU) regulatory agencies, the role of the EMA is to
coordinate the scientific resources in EU member states to evaluate and supervise medicinal products for
both human and veterinary use. Based on the EMA's formal recommendations ('opinions'), the
European Commission authorizes the marketing of new drugs.
The European Medicines Agency (EMA) operates as an 'assembly line' in which medicines are
scientifically assessed by experts from the Member States. Meetings and procedures are organized in
such a way that 98% of all requests for marketing authorization are finalized within the legal deadlines.
After a positive assessment by EMA of a new medicinal product, marketing authorization is usually
granted for the entire EU market, granting access to all EU Member States. However, such marketing
authorization does not mean that the authorized medicinal products automatically become available in
all EU member states and for all EU citizens.
The reason for this is two-fold. First, companies are obliged to bring products to the market in Member
States with the right packaging, labelling and product descriptions in the required national language.
Second, as reimbursement decisions are national, pharmaceutical companies have to follow national
procedures regarding reimbursement in each individual Member State. However, prior to the
reimbursement phase, pharmaceutical companies are actually currently free to decide if and in which
EU member states they want to bring a product to the market.
In the EU regulatory framework, several legal instruments exist that address to some extent the access to
and availability of medicinal products. Article 81 of Directive 2001/83/EC states that marketing
authorization holders that actually place a medicinal product on the market in a Member State shall,
within the limits of their responsibilities, ensure appropriate and continued supplies of that product to
pharmacies and persons authorized to supply medicinal products so that the needs of patients in the
Member State in question are covered. It is not further clarified what this actually means in practice or
what the consequences are when a company does not fulfil this obligation. According to article 13 of
Regulation 726/2004/EC a centralized marketing authorization is valid throughout the EU.
Pharmaceutical companies need to notify the EMA of the dates of actual marketing of the medicinal
product in the Member States. Marketing authorization holders also need to inform the EMA if a
product ceases to be placed on the market, either temporarily or permanently. The regulation also
includes a sunset clause that stipulates that any authorization which is not followed by the actual placing
of the medicinal product on the internal market within 3 years, or that is no longer actually present on
the market for 3 consecutive years, ceases to be valid (articles 14.4, 14.5). The reference to 'placing on
the market' in this instance refers to placement of one presentation/ pack size of the product anywhere

on the internal market and not on individual national markets.
The EU's so-called Transparency Directive (Council Directive 89/105/EEC) aims to ensure the
transparency of measures established by EU countries to regulate the pricing and reimbursement of
medicinal products through national health insurance systems. It defines a series of procedural
requirements designed to verify that national pricing and reimbursement decisions do not create
obstacles to the EU's Internal Market. The Directive is a peculiar instrument under EU law because it
lies at the interface between EU responsibilities for the Internal Market and national competences in the
area of Public Health in accordance with Article 168 of the Treaty on the Functioning of the European
Union (TFEU). The Directive contains various time frames in which member states have to make their
decision on reimbursement of the pharmaceutical product. However, nothing is said about any time
frame in which companies are expected to introduce their products on the market3.

1.5. HEALTHCARE DEVELOPMENTS
Healthcare systems undergo permanent reform. A broad overview of the typical reforms that were
implemented in many European countries over the past twenty years shows that most of them were
intended to improve (at the micro and/or macro level) efficiency in healthcare systems. Efficiency refers
to the resources utilized to achieve a certain aim (e.g. health outcomes, quality of care). Through
improving efficiency, stakeholders, be it healthcare policy makers, or managers, or providers, or
insurers, aim to achieve better results, with the same number of resources, or to realize the same results,
with fewer resources.
International studies concludes4 that all countries are pursuing fairly similar goals, although not all
attach the same importance to each goal. Six common objectives can be distinguished:
1. Adequacy and equity in access: all citizens should have access to at least a basic minimum of
healthcare, and there should be equal treatment for equal need where services are publicly
financed.
2. Income protection: patients should be protected from payments for healthcare that represent
catastrophic threats to their income or wealth, and the payments for such protection should be
related to an individuals' ability to pay. This will involve at least three types of transfer:
insurance (the need for care is unpredictable); saving (the elderly use more services than the
young); and income redistribution (the sick are often the poor).
3. Macroeconomic efficiency: health expenditure should consume an appropriate fraction of
GDP.
4. Microeconomic efficiency: health outcome and consumer satisfaction should be as high as
possible for the available share of the GDP spent on healthcare services. This implies that costs
should also be minimized for the appropriate mix of healthcare activities.
5. Freedom of choice for consumers: consumers should be free to choose their doctors under both
public and private insurance and, with the advice of their doctors, they should be able to
exercise some choice over subsequent treatments and referrals to other providers.
6. Appropriate autonomy for providers: doctors and other providers should be given a maximum
freedom compatible with the attainment of the above objectives, especially in matters of

medical and organisational innovation.
7. Privatizing of the healthcare system: due to the economic crisis the public spending on
healthcare are reduced and this gives private insurers the possibility to step in.
No country has succeeded in achieving all these objectives, but attempts are being made to get closer to
them. Many countries are attempting to achieve at least one of the above-mentioned goals by reforming
their healthcare systems. The last ten years there has been a trend in most countries towards the
introduction of more market elements in healthcare. A free market system stimulates consumer choice,
producer autonomy, economic efficiency and equity.
To correct the original defects of private markets, governments intervene, to a greater or lesser extent, in
the financing and delivery of healthcare, for example the regulation of private or mixed markets of
health insurers and providers and the public financing of basic healthcare (by means including
compulsory health insurance schemes financed by income-related contributions).
Most of the countries described have experience in trying to devise healthcare financing and delivery
arrangements that combine the strengths of the market with the strengths of government institutions,
while designing out the weaknesses of both. The mixture of arrangements they have selected has enabled
them to achieve some of their policy objectives for healthcare. Nevertheless, most governments are not
yet satisfied with the performance of their healthcare systems. Most countries have achieved universal
(or near universal) access to basic healthcare. Most are now enjoying some success in cost control.

2 Belgium
2.1. INTRODUCTION 5
Belgium is a federal state composed of three Communities with specific cultural identities and different
languages, and three Regions. The three Regions are the Flemish Region, the Walloon Region and the
Region of Brussels-Capital. The three Communities, based on language and culture, are the Flemish
Community, the French Community and the German Community. These Communities are responsible
for policy areas such as education, cultural affairs, health and social support, which are seen as linked to
people (the so-called "person-related matters"), rather than territory. The French Community includes
the Walloon Region except for the German-speaking areas; the Flemish Community includes the
Flemish Region. French and Flemish Communities share responsibility for Brussels.
Each Region and each Community have a government and a council which together form the legislative
body. The institutions of the Flemish have merged: the Flemish parliament is composed of
representatives of the Flemish Region and 6 representatives of Brussels for the Flemish Community
(these 6 representatives do not vote the regional materials). In the Region of Brussels-Capital where two
official languages (French and Flemish) are spoken, the Community missions are executed by 3
Commissions: the French Community Commission for unique French Community competences, the
Flemish Community Commission for exclusive Flemish Community matters and the Joint Community
Commission.
Belgium has three levels of government: the federal government, the federated entities (three Regions
and three Communities) and the local governments (provinces and municipalities). Health policy is
both a responsibility of the federal authorities and federated entities (Regions and Communities). Due
to the recent 6th Constitutional Reform 6, federated entities received the commissioning powers for care
in nursing homes, residential non-urgent long term psychiatric care (Beschut Wonen and Psychiatrische
Verzorgingstehuizen -- Habitations Protégées and Maisons de Soins Psychiatriques) and autonomously
operating rehabilitation/specialized clinics (not depending from a general hospital). The federal
authorities determine the general legislative framework for the healthcare system by issuing laws and by
fixing the annual budget (for the sectors they still are competent for). Regulation and supervision of the
health insurance system takes place at federal level. The federal authorities are responsible for the
regulation and financing of the compulsory health insurance; the determination of accreditation criteria
(i.e. minimum standards for the running of hospital services); the financing of hospital budgets and
heavy medical care units; legislation covering different professional qualifications; and the registration
of pharmaceuticals and their price control. In addition to the mentioned transferred competences due
to the 6th Constitutional Reform, federated entities are responsible for health promotion and
prevention; maternity and child healthcare and social services; different aspects of community care;
coordination and collaboration in primary healthcare and palliative care; the implementation of
accreditation standards and the determination of additional accreditation criteria; and the financing of

hospital investment. To facilitate cooperation between the federal authorities and the federated entities,
inter-ministerial conferences are regularly organized.
Decision-making in the Belgian healthcare system mainly relies on negotiations between several
stakeholders, starting with a 'bottom-up' approach and followed by a 'top-down' determination of the
global healthcare budget. General policy matters concerning health insurance and its budget are decided
in the General Council of the Healthcare Insurance division of the National Institute of Health and
Disability Insurance (NIHDI, in French INAMI, in Dutch RIZIV) by representatives of the
government, employers, trade unions and sickness funds, but given the fact the government
representatives dispose of a veto right, no global budget can be approved without explicit agreement of
the federal government. Afterwards, given respect of some explicit budget allocation to specific sectors
decided by the government, the distribution of this global budget is entrusted to the Insurance
Committee, equally composed of representatives of sickness funds and healthcare providers. Once every
sector has obtained its own budget, the allocation of it is discussed between representatives of sickness
funds and the healthcare providers, in order to conclude national conventions and agreements (e.g. fees
determination).
The Belgian healthcare system is based on the principle of social insurance characterized by horizontal
solidarity (between healthy and sick people) and vertical solidarity (based to a large extent on the labour
incomes) and without risk selection. Financing is based mostly on proportional social security
contributions related to taxable income and, to a lesser extent, on progressive direct taxation, and a
growing area of alternative financing related to the consumption of goods and services (mainly value
added tax).

2.2. FINANCE SYSTEM
In Belgium, health insurance is mandatory. Basic cover is provided within the national social security
system, with the sickness funds (mutualité or ziekenfonds) as operators. Belgian healthcare has the
characteristic that it's publicly funded and mainly privately managed, as well from insurer as from
provider point of view. The NIHDI (RIZIV-INAMI) operates as an external regulator for the public
funds invested in the compulsory health insurance system. The NIHDI allocates a prospective budget to
the sickness funds to finance the healthcare costs of their members, based on the liquidities engaged by
them in the latest known period. The RIZIV/INAMI is a public social security institution directed by a
Management Council (Beheerscomité-Comité de Gestion) with representatives from the government, the
trade unions and the employer's associations, providers and the (largest) sickness funds. The social
security is autonomously managed by the social partners, although the federal authorities co-finance the
social security with incomes of the federal (in)direct taxes.
All individuals entitled to health insurance must join or register with a sickness fund: either one of the
six national associations of sickness funds, including the Health Insurance Fund of the Belgian railway
company, or a regional service of the public Auxiliary Fund for Sickness and Disability Insurance.
Private profit-making health insurance companies account for only a small part of the non-compulsory
health insurance market. Since 1995, Belgian sickness funds have been held financially accountable for a
proportion (15% in 1995, actually 25%) of any discrepancy between their actual spending and their
budget, for which 30% (actually, at the start in 1995 10%) is determined according to a normative risk-

adjusted allocation. A supplementary security guarantee for the sickness funds, in order to protect them
from a voluntary underfinancing of the sector by the federal government, is constituted by the fact that
if the expenses exceed the global budget by more than 2%, the financial accountability of the sickness
funds is limited to 2% of their partial allocated budget. Sickness funds are funded partly through a riskadjusted prospective budget (this currently is set at 30%, but can be increased by Royal Decree to closer
to 40%) as well as retrospectively based on their individual share of total expenditure (actually 70%).
Actual discussions between government and sickness funds seem to lead to the instauration of a form of
collective financial accountability, in order to replace the current individual accountability7. Further
state subsidies are allocated to cover administrative costs.
To benefit from the healthcare system in Belgium, one must join a health insurance fund (mutuelle/
ziekenfonds). The majority of these funds are linked to the country's political movements, but they are
accessible to everyone. You can choose from 19 Christian, 11 socialist, 10 liberal, 5 independent and 7
neutral funds from all over Belgium. In the Pact for the Future with the sickness funds8 the minimum of
contributing members of a sickness funds will have to reach 75,000 ('gerechtigde' in Dutch -- 'titulaire' in
French) on 1/1/2020, which will lead to an important reduction of number of mutualities.
Although the Belgian system is historically and officially a Bismarckian system, with the incorporation
since 1 January 2008, of all self-employed in the global reimbursement scheme, the Belgian compulsory
healthcare system has become de facto a universal healthcare system, with a financial difference that
self-employed do not contribute at the same level to it as salaried insured.
Both in the general system and in the system for the self-employed, social security contributions are
related to income and independent of risk. Contribution rates are fixed by law as a percentage of
income. But social contributions collection is organized differently in the two systems.
Compulsory health insurance (general scheme) is mainly financed through employer and employee
income contributions and they amount to 7.35% of each person's gross salary. The employee must pay
3.55% directly from their wages and employers must pay the remaining 3.8%. Self-employed people
have to pay the full 7.35% on a quarterly basis, quarterly contribution basis of year T related to the
income of T-2. And for self-employed, a maximum contribution level is foreseen, not for the employee
contribution. Cover is automatically provided for unemployed dependent family members and children
up to the age of 18 (25 if studying). The unemployed, old age pensioners and people on long-term
sickness benefit or maternity leave are not required to pay healthcare contributions .
There is a voluntary health insurance (VHI) offered by the sickness funds and there is private insurance
with commercial insurance companies for extended care (hospital and aftercare) and for travel care.
Some large enterprises provide supplementary health insurance cover as an employment benefit. Private
for-profit insurance remains very small in terms of market volume but has also risen steadily as
compulsory insurance coverage has declined. Individual VHI is characterized by tariff segmentation
and selection of risks. The content and cost of supplementary insurance varies for each fund.
Since 2007, sickness funds and private insurance companies are prohibited from refusing people under
65 years old and people with pre-existing diseases or disorders. Since 2008, differential payments
according to gender were abolished. Sickness funds are allowed to reduce the benefits for pre-existing
diseases or disorders to, for example, €12.50 per hospital day. Private profit-making insurance

companies may exclude pre-existing diseases and disorders as a whole in conditions enumerated by the
law.
In Belgium, purchaser--provider relations are based on "indemnity insurance". In this case, no
contractual arrangements exist between insurers and providers. Although no direct price controls for
the remuneration of providers exist, fees are established between the sickness funds and the
representatives of the physicians. Physicians who do not agree with this convention (non-conventioned
physicians) can set fees freely (approx. 20% of the physicians). For conventioned physicians who do not
respect the established fees, financial sanctions can be enforced.
In June 2017 86% of general practitioners and 73% of specialists agreed to this convention. However, in
the facts, the total amount of unofficial fees attested by conventioned and not-conventioned physicians
in hospital setting increased from 303 Mio euro in 2006 to 531 Mio euro in 2015, an annual increase of
6.5% compared to the 3.6% annual increase of the official fees (3,033 Bio euro vs. 2,211 Bio euro).
In ambulatory care, patients usually pay the complete fee to the providers and are reimbursed partially
by their sickness fund on submission of the bill. Since the 1st October 2015, patients with a low income
(Rechthebbende met verhoogde tegemoetkoming -- Bénéficiaire d'Intervention Majorée) only have to pay €1
(their level of co-payment) when they visit a GP, while the sickness fund pays the GP directly, the health
insurance component. In the case of hospital care and pharmaceuticals, financing is mainly through
third-payer arrangements, in which the sickness funds pay the providers and the patients are only
responsible for the co-payment.
Healthcare expenditure in Belgium is 10.4% of the GDP. Of the total healthcare expenditure is 18% financed out of
taxes, social insurance contributions (NHI) accounts for 59% of total healthcare expenditure, out-of-pocket
payments for 18% and private insurance for 5% (OECD Health Statistics 2017).
Belgium: Healthcare expenditure
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2.3. BENEFIT PACKAGE AND CO-PAYMENTS
A comprehensive benefit package is available to 99% of the population through compulsory health
insurance. The insurance package is defined explicitly through a complex process of negotiations within
RIZIV/INAMI. Each year representatives of the sickness funds, and the healthcare providers (including
the hospital sector) negotiate a detailed fee schedule for each type of service, the so-called nomenclature.
All the medical dispensations that can be (partly or completely) reimbursed are listed in the
nomenclature of medical dispensations. Services not covered by the nomenclature are not reimbursable.
The nomenclature is a list (which is extremely detailed and lists more than 8,000 services) which does

not only mention the relative value of dispensations, but also specific rules of application, requirements
about the competence of care providers etc. There is also a list of pharmaceutical specialities that are
reimbursed. For each service, an identification number, contractual fee and reimbursement rate is
specified. Sickness funds are legally bound to reimburse any claim from their insured members for care
delivered by any recognized healthcare provider at the agreed fee levels 9.
The state-fund covers most medical services including treatment by specialists, hospitalisation,
prescriptions, pregnancy and childbirth and rehabilitation.
User charges in Belgium apply for outpatient care, inpatient care and pharmaceuticals. They can be
official and provided by law or supplements (for instance for consulting non conventioned doctors)
charged on top of official user charges.
For inpatient care, a patient's out-of-pocket payments consist of 10:
a flat rate of €43 for the first day for hospitalization, €16 from the second day (higher
reimbursement schemes pay less). As from the 91st day, all categories of beneficiaries, except
for ordinary beneficiaries without dependants, pay a patient fee of €6;
costs of certain non-reimbursable medical products or pharmaceuticals;
a flat rate charge per day for pharmaceuticals (€0.62/day), and flat rate charges per inpatient
stay for biological tests (€7/stay), for radiology (€6/stay) and for technical acts (€16/stay);
a room supplement when the patient has requested a single room. In a double room currently
all certificate supplements are prohibited (for all recipients). Whether for classic hospitalization
or one day, fees (and room) supplements cannot be attested, only in a private room.
In Belgium supplements are charged to the patient, additional to the official tariff of the nomenclature.
High supplements (mostly more than 100%) for a single room (supplements for medical honoraria,
material (protheses etc) and hotel-costs). In some cases double-room supplements are also charged. In
January 2007 the minister decided that hospital supplements are abolished within categories of patients
such as chronically ill in double room, single room for medical reasons, parents accompany their child
and other specific types of patients are mentioned, who do not have to pay a supplement for double
room.
In Belgium 50% of the cost of emergency health service transport has to be paid out-of-pocket. In case
of cancer there is a special arrangement, in which a higher proportion of transport costs is reimbursed.
Patients have to pay for any dental services directly and send their receipts to be reimbursed for the
costs. Preventive dental care for children until 18 years old is totally reimbursed. In order to promote
regular dental visits, a patient who doesn't consult a dentist during a calendar year, will be confronted
with higher out-of-pocket payments the following year. Many services, such as crowns and bridges,
need to be approved by the medical advisor (adviserend arts -- médecin conseil) of the sickness fund. The
dentist takes care of this by submitting a schedule of proposed work.
There is also a scheme of higher reimbursement (patients BIM-RVT), also known as preferential
scheme, for categories under a legally defined income level. In brief, the patient fee for preferential
scheme beneficiaries amounts to only about 10% for ordinary medical care, except for consultations by

a practitioner-specialist, for which the patient fee amounts to about 15%, and for speech therapy,
kinesitherapy, physiotherapy, podology and dietetics for which the patient fee cannot exceed about 20%.
Complementary to a higher (direct) reimbursement level for lower incomes, the system of a "maximum
billing (MAF: maximum-facture and maximum à facturer) invoice" was introduced in order to improve
financial access by limiting the global family out-of-pocket payments for healthcare to a maximum
amount. This varies in accordance with the global fiscal taxable family income (5 categories: from
income lower than €17,180 - €450, to income higher than €46,024 -- €1,800). Family being defined as all
individuals living at the same address.

2.4. PHARMACEUTICALS
Rules and regulations controlling the pharmaceutical industry and the distribution of pharmaceuticals
are the responsibility of the federal government. In order to be able to be placed on the market, a
medicine (for human or veterinary use) must be registered with the Ministry for Public Health under the
provisions of the Royal Decree of 3 July 1969 on the registration of medications. The decision that a drug
can be registered is taken by the Minister of Public Health after consultation with a pharmaceuticals
committee (composed of scientists and general practitioners) and a transparency committee (composed
of representatives of insurance companies, universities, pharmacists, general practitioners and
pharmaceutical companies). Registration must be re-obtained if there is any change to the drug (e.g. in
dosage or indications) and in any case every five years.
The Ministry of Economic Affairs Pricing Committee for Pharmaceutical Specialties sets the maximum
price at which the medicine can be sold in Belgium (Book V Section 2 of the Code of Economic Law: the
law of 3 April 2013 "Setting the prices of drugs and similar products" Execution regulated by the royal
decree of 10 th April 2014). This price is set on the advice of the Ministry for Public Health about the
innovative nature of the medication, its place in pharmacological categories and current medical
practice and therapeutic needs, dosage, packaging and economic variables. After registration with the
Ministry for Public Health and once the maximum price has been determined by the Ministry for
Economic Affairs, a pharmaceutical company can apply to INAMI/RIZIV's Commission of
Reimbursement of Medicines (CTG-CRM) to put a medicine on the list of pharmaceutical products that
are reimbursed by the compulsory health insurance. INAMI/RIZIV's CRM-CTG makes a
recommendation (which often involves a reduction of the price from the maximum allowed by the
Ministry of Economic Affairs, so as to make reimbursement feasible) to the Minister of Social Affairs,
who grants official reimbursement status. Agreement by the Minister of Budget is also requested. In
order to respect the European directives, the global timeline for the procedure to accede to a
reimbursement status (inclusive approval Ministers of Social Affairs and Budget) has been legally fixed
at 180 days11.
Pharmaceuticals are exclusively distributed through public offices and hospital pharmacies. The
establishment of new pharmacies has been strictly regulated since 1973, and a royal decree of 18 October
1994 imposed a moratorium to limit the number of pharmacies to their present number. This
moratorium was due to end on 8 December 1999, but was extended.
Non-prescription drugs are priced higher than prescription drugs. About 2,500 pharmaceutical products
are on a positive list and therefore are partly or fully reimbursable. The percentage of the cost that is

reimbursable varies, depending on the therapeutic importance of the pharmaceutical.
Pharmaceutical dispensations include pharmaceutical specialities and magistral preparations, i.e. drugs
prepared by the chemist himself. On the basis of their social and pharmaceutical utility, reimbursable
pharmaceutical specialities are divided into five reimbursement categories. Each category corresponds
to a specific patient fee. A distinction is made between category A (pharmaceuticals for serious and
long-term illnesses), B (socially and medically useful pharmaceuticals), and C (socially and medically
less useful pharmaceuticals).
Table 2.4: Co-payments pharmaceuticals (RIZIV 2017)
Reimbursement basis of the package (RB)
A category (serious and long term illnesses)

<€14.38

>/€14.38

No patient fee

No patient fee

B category (socially and medically useful drugs) 26.52% of the RB €1.50 + 16% of the RB
Patient fee for the preferential category

44.20% of the RB €2.50 + 27% of the RB

Patient fee for ordinary beneficiaries
C category (and medically useful drugs)

88.39% of the RB €5.00 + 54% of the RB

Cs category

106.07% of the RB €6.00 + 65% of the RB

Cx category

141.43% of the RB €8.00 + 86% of the RB

In case of hospitalisation in a general hospital, €0.62 per care day is invoiced for the reimbursement
pharmaceutical specialties.
In pharmaceutical policy, the reimbursement procedures were simplified, the revision process for new
and existing medicines was improved using scientific methods and a reference reimbursement system
was introduced to promote generics.
Policy instruments to control costs of pharmaceuticals have been price regulation and increases in copayments. The government tries to stimulate the use of generics by introducing lower co-payments for
generics.
Belgium: Expenditure retail pharmaceuticals by type of financing
Government & compulsory schemes: 69.2%
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2.5. PRIMARY CARE AND HOSPITALS
Primary care
Primary care is mainly privately delivered by solo general practitioners (GP) and specialists. Around a
quarter of GPs operate in group practices. Most group practices correspond to integrated healthcare
practices, such as medical houses (maison médicale/wijkgezondheidscentra), which operate a
multidisciplinary team, including (at least) several GPs, administrative and reception staff, nurses, a

physiotherapist and a psychotherapist. Group practices can operate a fee-for-service payment system
like other physicians, but also a capitation system 12.
In Belgium patients are free to register with a GP of their choice and the GP is not a gatekeeper. But to
stimulate the gatekeepers role and to increase the patient loyalty towards their GP, patients pay lower
co-payments if they register with one specific GP and accept that individual 'general medical files' are
kept by that GP. Payment is mainly based on a fee-for-service basis.
Polyclinics provide non-urgent first line care (such as diagnostic or follow up of patients).
Ambulant nursing (home care): The major activity, financially speaking, of ambulant nursing is
treating dependent patients. This is based on a lump-sum financing system opening the doors widely
since 25 years for overconsumption/fraud. The patient is screened by the nurse on his/her dependency
on normal daily activities (washing him/herself, eating, going to the toilet, dressing him/herself, psychic
autonomy) and the higher the degree of dependency the higher the lump sum (so called forfaits A, B or C)
the nurse obtains, without quasi no formal care obligation.

Hospitals
Hospital care is provided either by private non-profit or by public hospitals. Belgium has a wide choice
of hospitals and clinics with a total of 104 public and private general hospitals (102 general and 2
specialised) which are managed by universities, religious organisations, health insurance funds
(exclusively managed by sickness funds: very marginal, max 2 or 3) or social welfare organisations.
General hospitals mostly involved in providing non-surgical care for adults with services such
as cardiology, pneumology, gastro-enterology & endocrinology. They also provide a maternity
ward and most of them have an emergency response unit.
University hospitals directly linked to universities and provide for teaching and research
facilities.
General hospitals with university status that have special provisions to collaborate with
universities and colleges for teaching and research purposes.
Psychiatric hospitals care for psychiatric patients that require care in a controlled, restricted
environment. Some of these hospitals also offer therapy day clinics for patients that stay at
home.
Smaller specialized hospitals which provide care for heart and vascular diseases, pulmonary
diseases, locomotor disorders, neurological problems, palliative care, chronic diseases or
psychogeriatric care.
Geriatric hospitals with care specifically for the elderly.
The last two types hospitals have been transferred to the federated entities, if operating completely
independently from a general hospital,
Belgium has seven general hospitals with the status of academic hospitals (one of each medical school
that offers the entire medical curriculum). The law on hospitals (1963/1978) already included an
identification of the specific missions of the academic hospitals. This law stated that academic hospitals

are general hospitals, but with additional specific missions (education and research).
The largest academic hospital in Belgium is the University Hospital of the University of Leuven. It is a
private, not-for-profit academic hospital. Two of the academic hospitals have a public status. The other
ones have a private, not-for-profit status.
You can also be referred to a day hospital, where you receive specific surgery and are allowed to return
home the same day, under certain conditions. At polyclinics, specialists offer consultations or small
treatments, without the need for an overnight stay. Both day hospitals and polyclinics are usually
departments of a general hospital.
The hospital legislation and financing mechanism are the same in both the public and private sector.
Looking at the hospital system as a whole, they appear very similar and integrated. Both types of
hospitals fulfil the same basic functions, they have the same system of financing and their normative
obligations are identical. The private sector is considered as an odd-on to the public sector. Moreover
there are no "for-profit" private hospitals in Belgium. Privatisation of hospitals for profit is not allowed
in Belgium. Belgium regulation does not allow private international hospital chains.
There are certainly more differences between the different private hospitals and between different public
hospitals than between the two respective categories. Within the private sector, there are hospitals that
have developed a social aim, while others focus on comfort and extras. There has been a consolidation
of big hospitals, the last years there has been a reduction to less than 150 hospitals.
The system of hospital financing makes a distinction between medical and non-medical services. The
latter refer to the general hospital costs and to accommodations expenses (including also costs of
equipment and nursing staff). Since the 1980s there has been a continuous evolution from a cost-based
to a prospective financing system. The health insurance scheme covers about 75% of these costs and the
remainder is financed directly by the Ministry of Social care and Healthcare. The medical services are
fully integrated into the system of health insurance and are covered by the sickness funds.
The basic feature of the Belgian hospital financing is its dual financing system according to the type of
services provided.
Services of accommodation (nursing units), emergency services (anaesthesia, sterilization,
operating room, plaster room) and nursing activities in day hospitalizations are financed via a
fixed prospective budget system based on so-called "justified activities".
Medical and medico-technical services (consultations, laboratories, medical imaging and
technical procedures) and paramedical activities (physiotherapy) are mainly paid via a fee-forservice system to the service provider.
Together, these two remuneration systems account for almost 80% of a hospital's revenue13.
Hospitals receive additional funding from:
outpatient and inpatient sale of pharmaceutical products (financed per unit or pack);
a prospective budget for pharmaceuticals for inpatient care;

specific ambulatory activities, such as day care, dialysis and rehabilitation, which are mainly
reimbursed per patient via lump sums;
subsidies for investments from the federated authorities (communities);
supplements charged to patients;
non-hospital activities, such as commercial operations and homes for the elderly, nursing
homes, cafeteria, newspaper shop, etc.;
private legacy or corporate grants14.
There can made a distinction between so-called "net" and "all-in" fees. Net fees only cover activities
performed by physicians (surgical, anaesthesia and emergency services). The remaining costs of
nonmedical staff, consumables and infrastructure are paid in these services via the hospital budget.
Therefore, among the services charged to the hospital budget, physicians are still paid via a fee-forservice system. For services other than surgical, anaesthesia and emergency services, the "all-in" or
global fees cover all costs relating to the medical provision. This means that each additional provision
again results in the integral financing of all costs15.

Specialists
Most medical specialists work independently in hospitals or in private practices on an ambulatory basis.
Exceptions include neurosurgeons or radiologists, because they cannot invest in the high tech
equipment required. High tech equipment is legally not allowed outside the hospital. Doctors are usually
paid on a per medical act basis either by the patient at their private practice or by the hospital. Some
specialists are employees on a hospital payroll or for research labs or universities. Assessment
consultants are paid a fixed fee for their assessment report by whoever hired them. Many specialists
combine their private practice with a hospital posting or with a teaching position or similar research
posting. Only a few operate private clinics (mostly ophthalmologists, dentists or (small) plastic surgery).
Belgium: Expenditure by type of service*
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2.6. RECENT DEVELOPMENTS
During the 1980s there was a tendency towards closer regulation and supply restrictions mainly in the
hospital sector. At the beginning of the 1990s the overall structure of the system changed. Everything
was set in place to introduce a system of managed competition, but this step was never taken. Quite the
contrary: at the end of the 1990s there was a move towards a more proactive government policy. This
has been characterized by two features: the introduction of some microeconomic incentives and a
considerable increase in the healthcare budget.

There have been no drastic reforms in the Belgian healthcare system over the last two decades.
Health policy is determined through a complex network of administrative procedures in which the
providers and the sickness funds play a crucial role. Attention to microeconomic incentives has always
been rather limited among these decision makers. The reliance on tariff cuts and increases in copayments during the 1990s could not be efficient in a fee-for-service system with a large degree of
freedom for both patients and health care providers.
However, in the hospital sector, the actual minister of Social Affairs has planned the introduction of a
prospective financing for interventions with low variability in care. This will start with a lump sum
financing of the medical fees of these interventions in hospitals (classical and one day) from September
1st 2018 on. Only in recent years has there been a deliberate but very modest attempt to introduce better
incentives into the system.
Regulated competition has never been considered as a serious option. There are no strong groups on the
political scene that openly defend the idea of 'more market' in the health insurance sector. The fear of
markets is based on the prominent values of equity and universal access of the Belgium healthcare.
Finally from an operational point of view the 6th Constitutional Reform created/activated a model
confronting the field actors with 'some' situations:
1. One of the huge advantages of the Belgian system, with its unique number for every citizen and
all (semi-)public social security institutions using it within strict privacy regulation rules, a de
facto universal system with a standardised billing system for all actors, which leads to a very low
global overhead cost, from every €100 invested in the healthcare sector, more than €95 go to the
patient, will probably vanish with this reform, given the fact that the same business without any
added value for the patient will have to be done with 4 of 5 times this actual overhead cost. This
element could be one of the real 'hidden agenda points' of this reform, because with such an
overhead, why wouldn't you turn it over to the so 'efficient' private sector?
2. The 'saucisonnage' of one the strategic sectors for the very near future, long-term elderly care, is
inacceptable from a public interest-point of view: daily activity assistances (meals, house
cleaning) is a federated competence, home nursing a federal, nursing homes a federated one,
geriatric services outside a general hospital a federated, a geriatric (academic) service in the
hospital a federal.
3. Given the complexity and the nuance of the Belgian system, especially for the transferred
sectors, a lot of specific expertise is concentrated within a limited number of physical persons,
that you cannot easily cut in two or three in order to transfer this experience to all the federated
authorities.
Local Expert: Joeri Guillaume

3 Finland

3.1. INTRODUCTION
Finland's healthcare system is founded on government-subsidised municipal social welfare and
healthcare services. The healthcare system is heavily regulated by legislation. Local municipal authorities
are responsible for organizing the healthcare services. They can organize the provision of services
independently or form joint municipal authorities with each other. In addition, local authorities can
outsource the provision of services to other local authorities, a non-governmental organization or a
private service provider. Operations and services are mostly funded by municipal tax revenue. The State
supports municipal service provision by means of central government transfers to local government.
Municipalities form hospital districts that are responsible for the provision of specialized medical care.
The Ministry of Social Affairs and Health has the highest decision-making authority with the 431
municipalities (local governments) responsible for providing healthcare to their residents16.
According to the Constitution of Finland, public authorities must guarantee for everyone adequate
social, medical and health services and promote the health of the population 17.
The supervision of healthcare providers is currently a responsibility of the six provincial state offices.
The offices have social and health departments that are responsible for, among other things, guiding
and supervising both public, specialized and primary and private healthcare in their respective
provinces.
The government decides on general national strategies and priorities and proposes bills to be discussed
by the parliament. Healthcare policy is primarily the field of Ministry of Social Affairs and Health. The
Ministry also directs and guides the development and policies of social protection, social welfare and
healthcare18. The government presents its annual budget proposal to the parliament, which makes the
final decision on how much will be allocated to the healthcare sector as state subsidies.
The Health Committee of each municipality prepares the municipality's budget for healthcare. The
Municipal Council approves the total municipality budget and, within the budget, the resources
allocated to healthcare. The Council of each hospital district determines the budget for hospital care
(within the district area).
Finland has five provinces plus the autonomous Province of Åland Islands. The State Provincial Offices
are regional government authorities of the state. They guide and supervise social welfare and healthcare
in the provinces, while the country's 431 municipalities are responsible for the actual provision of
services.
At the local level, the municipalities are in charge of the tax-based funding of social welfare and health
services for their inhabitants. The municipalities may arrange for services themselves or organise them
in cooperation with neighbouring municipal authorities. A municipality may also contract services
from another municipality or from a private service provider. Some municipalities purchase nearly all
their health centre services from private providers.
The basic social welfare, public health and specialised medical care services that must be available in
every municipality are defined by law. Local authorities can decide the scale, scope and model of
municipal service provision within the limits of legislation. The composition of services is not defined in

precise detail by law, which means that services may differ from one municipality to another19.
Health promotion, including prevention of diseases has been the main focus of Finnish healthcare
policies for decades. This has resulted in the eradication of certain communicable diseases and
improvement in the health of population 20.
The reform of 1993 reduced central government control and increased the freedom of the municipalities
in the provision of health services. This made it possible for municipalities to adopt a more active role as
a purchaser instead of acting in the provider role as previously. Particularly in the field of specialist
hospital care, the reform has meant that the system changed somewhat from a public integrated model
to a public contract model. The reform gave the municipalities and hospital districts enormous freedom
to organize, regulate and administer service provision. Under current legislation the power of the
ministry is weak, and does not have effective means to affect decisions made at local level.
The reform of 2006, aimed to increase national level supervision of provision of health services.
Currently provision and quality of healthcare services vary considerably between municipalities. This
can lead to conflict with the Constitution which provides equal access to health services according to
need for all Finnish residents. However, it has been found that when service production is becoming
increasingly complex, it is more difficult to pinpoint failures to individual healthcare professionals from
the national level. National level supervision is to be reinforced by expanding the functions of the
National Authority for Medicolegal Affairs. Now, its main purpose is to supervise healthcare
professionals. It is anticipated that the reform increases patient safety and decreases differences between
municipalities in service production.

Other authorities
The National Institute for Welfare and Health (THL) is a specialist and research institution tasked with
research and development on health services and other specialist tasks in the field.
The National Supervisory Authority for Welfare and Health (Valvira) guides, supervises and runs the
licensing administration of social and healthcare.
Regional State Administrative Agencies are responsible for supervising healthcare on a regional level.
These, together with Valvira, also supervise healthcare professionals.
The Finnish Medicines Agency (Fimea) is responsible for licensing and supervisory tasks, research and
development and producing and disseminating pharmaceutical information 21.

3.2. FINANCE SYSTEM
Finland has a compulsory, mainly tax-based healthcare system, which provides comprehensive coverage
for the entire population. Both the state and the municipalities have the right to levy taxes. Central
government's contribution to municipal healthcare is determined by population numbers, age
structures and morbidity statistics. If this tax levy is not adequate for providing the public services
required, the municipals receive state subsidies.
Statutory health insurance, which covers the entire population, is divided into medical care insurance
and earned income insurance. The Social Insurance Institution of Finland (known as KELA)

coordinates health insurance, which is part of social security .
Medical care insurance reimburses clients for tests and treatments ordered by private doctors and
dentists as well as for client charges according to statutory reimbursement rates. Clients pay anything in
excess of the statutory reimbursement rate themselves. Medical care insurance is financed almost solely
by the state and policy-holders, each paying half of the costs. Medical care insurance contributions are
deducted from the income, pension and benefits of all policy-holders22.
Earned income insurance covers sickness allowance, rehabilitation allowance, special care allowance as
well as maternity, paternity, parental and special maternity allowance. Earned income insurance also
covers some of the costs of occupational healthcare services provided by employers and entrepreneurs as
well as holiday pay accrued during parental leave. Occupational healthcare services are free of charge for
employees.
There is no official budget for financing the NHI scheme. The level of employers' and insured persons
contributions are decided annually by central government. The allocation of NHI resources to different
types of care, as well as their regional distribution, is based on demand for services and on the
reimbursement system, which is the same across the country.
The NHI is mainly funded by employers and employees from whom income based insurance premiums
are collected with taxes. The NHI is run by the Social Insurance Institution (SII) with about 400 local
offices all over the country. The SII falls under the authority of the Parliament23.
The government social insurance agency called Kansanelakelaitos or more popularly known as KELA, is
responsible for coordinating the state contribution system. KELA will reimburse all registered citizens
for treatment by doctors, dental care, hospital examination and treatment. Reimbursement is calculated
based on a set of fixed fees, which means that citizens may be eligible to pay some of the costs
themselves24.
The responsibilities of this institute include coverage of some family benefits, National Health
Insurance, rehabilitation, basic unemployment security, housing benefits, financial aid for students and
state-guaranteed pensions. The NHI system offers varying levels of reimbursement for outpatient
drugs, care from private providers, transport costs to health care facilities, sickness and maternity leave
allowances, and some rehabilitation services. The NHI also partially reimburses occupational
healthcare costs for services delivered to employees, but not to dependents.
Additional voluntary health insurance has a very marginal role in the Finnish system and is mainly used
to supplement the reimbursement rate of NHI 25.
Healthcare expenditure in Finland is 9.3% of the GDP. Of the total healthcare expenditure was 61% financed out of
taxes, about 44% by municipalities and about 17% by state (mainly through state subsidies). Social insurance
contributions (NHI) accounts for 13% of total healthcare expenditure, out-of-pocket payments for 20%, private
insurance for 3% and other funds for 3% (OECD Health Statistics 2017).
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3.3. BENEFIT PACKAGE EN CO-PAYMENTS
NHI covers the daily sickness benefit and rehabilitation allowance, and reimburses private medical and
dental fees, laboratory and treatment costs, pharmaceutical expenses and travel expenses related to
treatment. It also covers maternal, paternal an parental allowances, the special maternity allowance
and special care allowance. Reimbursements are paid in accordance with terms set down by the
National Health Insurance Institution (KELA).
Social and health services have different fees, they are either: free of charge; the client fee is the same for
everyone; or the client fee is determined according to income and family. The maximum fees charged
for municipal social and health services are stipulated in the Act and Decree on social and healthcare
client fees. Municipalities may opt to use lower rates or to provide the relevant service free of charge26.
Municipalities are not permitted to collect fees for services above the production cost of the services27.
If clients are dissatisfied with the size of the fee, they may apply a payment adjustment for a service from
a corresponding institution. Municipalities must reduce or nullify fees for social care, and determine
healthcare fees according to clients' ability to pay, if charging them will undermine the income or
statutory maintenance obligations of clients or their families.
Clients may also receive income support for paying for social and health services. But fee reductions or
waivers take priority in terms of granting income support. If clients fail to pay client fees for social and
health services, they may have to pay interest and the sums may be subject to a debt recovery
enforcement order without a court ruling28.
Maternity and childcare, appointments with the nurse, laboratory and X-ray examinations are free, but
health centres can charge a one-off charge of €11 or annual payment of €33 for doctor's appointments.
The annual payment however only covers three appointments. It costs a maximum of €15 to visit the
emergency clinic or a health centre doctor, without an appointment.
Hospitals charge fees for outpatient visits and surgery and for series of treatments and rehabilitation.
Outpatient fees are set at a maximum of €27.40 per visit. Outpatient surgery costs a maximum of €72.
This includes outpatient surgical operations that require a general or local anaesthetic or the use of an in
intravenous drip. There may also be a charge for day-bed care in the event that a patient has to
unexpectedly remain under observation overnight due to medical complications.
Inpatient charges cost around €32.50 a day (up to seven days) and €12 in a psychiatric ward. Day care
and night care in a hospital costs €12 a day.
Patients who need a series of treatments like dialysis radiographic or cytostatic care and rehabilitative
treatment, are charged €6 for each appointment up to a maximum of 45 appointments a year29.

Dentists work out of the health centres and you must make an appointment in advance of your visit.
Dentists charge a basic fee of €7 for a visit and in addition to this, they can charge for the treatment they
provide30.
Long-term institutional care charges are based largely on income, Patients requiring long-term care are
charged up to 80% of their monthly income, €80 must remain for patients own use.
Mentally and physically handicapped people have to pay €9 a day for rehabilitation.
There is an annual ceiling for public healthcare service fees. Once a ceiling of €590 a year has been
reached, patients no longer have to pay. Costs for children count towards the parents medical fee limit.
Citizens are responsible for monitoring whether or not they have reached the fee limit31.
Reimbursement for outpatient prescriptions is determined as a percentage of the price or reference
price of the medicine. Clients have a fixed deductible for travel expenses. A ceiling has been set on the
maximum amount that clients have to pay for prescriptions and travel expenses per calendar year.
Persons under 18 years of age do not have to pay healthcare fees, except for hospital bed-day care, for
which fees are incurred for a maximum of seven days. In addition, payments may be charged to clients
over 15 years of age for the non-cancellation or non-use of booked appointments with health centre
physicians, dentists or polyclinic services.
A penalty charge is made for the non-use and non-cancellation of booked services. This is a maximum
of €27 and is applicable to everyone over the age of 15. The charge also covers missed appointments for
special hospital outpatient care and expensive imaging procedures, such as x-ray, ultrasound, magnetic
or tomographic imaging.
Preventive healthcare, maternity care and child health is free to everyone. Employers must provide
preventative healthcare for all employees. Some also provide medical treatment and other health
services. KELA gives back 50% of all necessary costs incurred through the provision of work-based
healthcare, while the municipal health centre. Some employers offer private healthcare insurance as a
job benefit32.

3.4. PHARMACEUTICALS
Pharmaceutical products may enter the market by permission from the Finnish Medicines Agency
(Fimea)33, which is subordinate to the Ministry of Social Affairs and Health. Fimea promotes the health
and safety of the population by regulating medicinal, blood and tissue products, and by developing the
pharmaceuticals sector.
The National Supervisory Authority for Welfare and Health (Valvira)34 supervises and provides
guidance to healthcare and social services providers, alcohol administration authorities and
environmental health bodies, and manages related licensing activities. Valvira protects the right of all
Finnish residents to a living environment that promotes their health and welfare, and ensures their
access to safe and adequate social and healthcare services35.
Pricing matters are dealt with at the Pharmaceutical Pricing Board (PBB), which is attached to the
Ministry of Social Affairs and Health. The Board regulates prices of those drugs that are reimbursed by

the NHI; there are no restrictions on pricing of other drugs having a market licence. For a
pharmaceutical to be licensed as a reimbursable drug, its wholesale price, as determined by the
Pharmaceutical Pricing Board, must be reasonable. The reasonable wholesale price refers to the
maximum price at which a drug may be sold to pharmacies and hospitals. The Pharmaceutical Pricing
Board also deals with applications for wholesale price increases for reimbursable drugs. The retail price
is determined by a combination of the wholesale price, the pharmacy's profit margin, the rate set by the
Government and value-added tax. The majority of drugs that have been granted sales permission in
Finland also are licensed as reimbursable.
Outpatient pharmaceuticals, including over-the-counter drugs, can only be sold to patients by
pharmacies (Apteekkit in Finnish). Pharmacies are privately owned but need to be licensed by the Finnish
Medicines Agency (Fimea). If it is not viable to operate a pharmacy in an area, a pharmacy counter can
be set up instead. Pharmacy counters are authorised to sell over-the-counter self-care medication and to
fill prescriptions. Pharmacies also sell medicines online. Hospitals and health centres have their own
pharmacies and dispensaries to supply medicines to hospital patients and patients on health centre
wards. They are not authorised to sell medicines to patients. Health centres can give outpatient drugs to
patients when local pharmacies are closed, but only in the dosage needed to cover the time until the
pharmacy reopens.
Prescription drugs are sold on the order of a medical doctor, a dentist or a veterinary surgeon.
Prescription medicine is subsidised and patients must pay some of the costs. All pharmacies must by law
offer patients the choice of a generic medicine, where one is available (reference price system).
A reference group is formed of medicines which contain the same drug ingredient (but are sold under
different names), are substitutes for each other and are reimbursed under the Health Insurance Act.
Reimbursement is paid according to the reference price of the group.
Reimbursements for prescription medicines are available after meeting an initial deductible of €50 per
calendar year (does not apply to persons under 18 years old). The Health Insurance reimburses 40%,
65%, or 100% of the costs of medicinal products prescribed by a doctor for the treatment of the disease.
There is a maximum fixed sum of €605.13 per year (in 2017) that is payable by the patient regarding
medicines in the reimbursement system. If the medicine expenses paid by the patient exceed the
threshold of €605.13 in a calendar year, only a €2.50 co-payment of the patient applies to each purchase.
Otherwise, the expenses are reimbursed36.
Finland: Expenditure retail pharmaceuticals by type of financing
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3.5. PRIMARY CARE AND HOSPITALS
Primary healthcare

Local authorities provide primary healthcare. In some local authorities, the administration of social
welfare and primary healthcare has been combined, and the services are closely coordinated in
accordance with the principle of overall regional responsibility for the population 37.
Municipal public health is the foundation of the Finnish health system. Public primary healthcare is
provided by municipal health centres (known as Terveysasemat). A municipality may run its own health
centre or it may do so together with several other municipalities. Some municipalities purchase nearly
all their health centre services from private providers38. Included with health centres are in-patient
departments. The majority of patients in these departments are elderly and chronically ill, but in some
municipalities, health centres also provide short-term acute curative inpatient services. Some health
centres also have specialists. In addition to the inpatient departments of health centres, long-term care
is provided at homes for the elderly that administratively come under municipal social services.
Primary healthcare also covers maternity and child welfare clinics, school healthcare, medical
rehabilitation and dental care39. Multidisciplinary teams, working in primary healthcare centres,
provide primary curative and preventive care and public health services.
Health centres vary greatly in size. Most are staffed by three general practitioners, a midwife, nurses and
administrative staff. The largest employ hundreds of doctors and provide highly specialized services. In
health centres in remote areas, doctors have to be able to cope with emergencies as well as offering basic
healthcare. Attached to each health centre there is usually an inpatient ward or hospital mainly for
people with mild or chronic illness, a small laboratory, a radiological unit and a physiotherapy unit.
Nurses in Finland are highly skilled and perform some of the duties that are only provided by doctors in
other countries. Many health centres have short stay inpatient wards attached to them 40.
Health centres are required by law to give immediate telephone contact and patients must be attended
to within a maximum of three working days of calling. This does not mean that the patient has to visit
the health centre because it may be possible to assess their condition over the phone by either a doctor or
nurse41.
Most Finnish municipalities have a family doctor system, in which doctors are obliged to accommodate
consultations of their patients within three days. Each family doctor is responsible for about 2,000
patients. Patients require a referral for the GP to access public specialist care; however, only a minority
of hospital patients is referred by a health centre general practitioner. Many patients get access through
hospital emergency departments, or through referral by private practitioners42.
Patients in need of non-emergency care must be admitted to hospital within six months of their referral
by a GP or specialist. If the hospital is unable to work within this period then the local authority or
municipal board must arrange for the patient to be treated at no cost privately or at another state
hospital43.
Particularly in cities, many doctors, dentists, and physiotherapists offer private care. Only about 8% of
Finnish doctors earn their living solely as private practitioners. However, about one third of doctors run
a private practice in addition to working in a hospital or health centre. Most private practitioners work
in group practices.
Outpatient care is also provided by occupational and private healthcare units. Employers are under an

obligation to arrange occupational healthcare for employees. Large companies tend to have an
(outpatient) unit of their own, with one or more doctors and nurses. Employers may also buy
occupational health services from a health centre owned by a municipality. Third common way of
providing occupational services is to buy them from a private provider, usually a private group practice.
About 4% of Finnish doctors work in occupational healthcare, offering both preventive services and
primary healthcare44.
Health centres are closed in the evenings and at weekends. At these times, acute cases are treated at
emergency clinics (päivystys).
Most doctors in municipal health centres are salaried employees. In health centres where the family
doctor system has been introduced, doctors are paid a combination of a basic salary (about 60%), a
capitation payment (20%), fees for services (15%) and local allowances (5%)45.
Publicly employed physicians are also allowed to work in private practice. In these cases they are
reimbursed on a fee-for-service basis, and these fees are in turn partly reimbursed to the patients by the
NHI.
Private healthcare is growing in Finland and practices operate alongside the state system. Private
healthcare services complement public healthcare service provision. Private service providers, i.e.
enterprises, non-governmental organisations and foundations, can sell their services to local
authorities, joint municipal authorities or directly to clients. Private health services offer mainly
physiotherapy, private GP care, occupational healthcare and laboratories. KELA sometimes use private
services for rehabilitation treatment. Citizens must pay for private healthcare themselves or through a
private insurance policy46.

Hospitals
The Ministry of Social Affairs and Health is responsible for the general planning, steering and
monitoring of specialised medical care. The majority of the hospitals in Finland are public, i.e. owned
by municipalities or joint municipal authorities. University hospitals and central hospitals of the
hospital districts are responsible for the most demanding medical operations. Furthermore, there are
regional hospitals and local hospitals, such as city hospitals. Health centre in-patient wards may also be
called hospitals. Private hospitals supplement the public services for example by providing day surgeries.
Municipalities are responsible for arranging specialized hospital care for their residents. Finland is
divided into 20 hospital districts, and in addition the semi-autonomous province of Åland forms its own
hospital district. Each hospital district organises and provides specialised hospital care for the
population in its area. Each municipality belongs to a particular hospital district, within a central and
regional hospital. Of the hospital districts, five of them are university hospitals districts. The five
university hospitals provide the most advanced medical care, including highly specialized surgery and
treatment for rare diseases. The university hospitals are also mainly responsible for the clinical training
of medical students, and for medical research. There are also a few small private hospitals.
One hospital district can run several hospitals. The hospital district of Helsinki and Uusimaa has 24
hospitals throughout the province of Uusimaa in southern Finland47. Each hospital district belongs to
one of the five university hospital catchment areas. These coordinate the provision of specialised

medical care, information systems, medical rehabilitation and procurement.
Hospitals run by joint municipal authorities provide 95% of all specialist medical care; the remaining
5% is provided by the private sector. Every local authority is required by law to be a member of a joint
municipal authority administering a hospital district.
Hospitals receive their revenue from municipalities according to the services used by their inhabitants.
Hospital doctors are salaried employees. The hospital districts determine the pricing of hospitals services
without any national guidelines. However, over the last few years the use of the DRG-based pricing
system has expanded in Finland. A clear majority of the hospital districts, 13 out of 20, use DRGs in
their internal reporting and management. DRG-based pricing systems were used in 6 hospital districts,
covering 45% of the entire population in Finland, and several others were planning to use DRGs for
pricing and contracting in the near future.
Hospital treatment requires a doctor's referral, and treatment needs must be assessed within three weeks
of the hospital receiving the referral. Assessments can be made either based on referrals or by examining
patients at the hospital. If a medical examination shows that a patient needs hospital treatment, this
treatment must be made available within six months of the assessment. If a health centre or hospital is
unable to treat patients within the set timeframe, patients must have the possibility to receive treatment
elsewhere, either from a different hospital district or from the private sector. This is to be arranged at no
extra charge to patients.
Physicians in hospital districts are salaried employees48.

Emergency medical services
Emergency medical service involves treating acute illnesses or injuries and transporting patients to a
care unit if necessary. Hospital districts organise the provision of emergency medical services in their
respective regions. Urgent cases are cases involving an injury, a sudden onset of an illness, an
exacerbation of a long-term illness, or a deterioration of general functional capacity where immediate
intervention is required and where treatment cannot be postponed without risking the worsening of the
condition or further injury. Local authorities and hospital districts must provide a 24-hour emergency
medical service for dealing with urgent cases either alone or together with other local authorities.
Hospitals in hospital districts offer specialised medical care on a 24-hour emergency basis. In many
municipalities, hospitals also take care of the emergency duties of health centres at night and during
weekends

Waiting-time guarantee
Finland has a waiting-time guarantee system, which ensures that a client can make immediate contact
with a health centre on weekdays during office hours. In practice, this means service and guidance by
telephone. Patients' need for treatment will be assessed within three days of contacting a health centre.
If the need for treatment cannot be assessed by phone, an appointment will be booked within three days
of the patient's contact. Treatments and examinations that are not available at a health centre must be
provided within three months.
The need for hospital treatment must be assessed within three weeks. The evaluation may be based on a

referral, or the patient may be asked to come to the hospital for an assessment. If the physician decides
that the patient needs hospital care, treatment must be provided within six months. In matters of oral
healthcare, immediate contact with the health centre is also available. Treatment must be arranged
within reasonable time, but within six months at the latest49.
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3.6. RECENT DEVELOPMENTS
The aims of Finnish health policy are to lengthen the active and healthy years of its citizens, to improve
quality of life, and to diminish differences in health regionally and between population groups. There is
a particular emphasis on prevention in primary healthcare50.
Finland's healthcare system will be overhauled in the next few years to meet the healthcare and social
welfare challenges of the 21st century51. The reform is aimed at ensuring that municipalities remain
sufficiently strong and able to offer high-quality services to citizens on an equal basis in all parts of the
country52. Work is in progress on a local government and service structure reform, which involves
revising the local government structure and the Local Government Act, social welfare and healthcare
service structures and financing as well as re-evaluating the statutory duties of local authorities. A new
act on the provision of social welfare and healthcare services is being drafted.
The Finnish Government's aim is to keep local authorities principally in charge of the provision of social
welfare and healthcare services. To be able to provide these services, municipalities need a sufficient
population base, adequate human resources and competence as well as ability to finance the
infrastructure needed for the provision of services. Larger social welfare and healthcare regions.
The objective is to divide the provision of services between larger regions serving a higher number of
citizens. This is the only way to ensure that citizens receive services of equal quality regardless of where
they live and that service providers are not overburdened financially by individual, expensive treatment
and service decisions. Municipalities that are unable to provide the necessary services alone can form
joint social welfare and healthcare regions.
The aim of the reform is to lower the boundaries between primary healthcare and specialised medical
care53. Local authorities will assume much of the responsibility for specialised medical care. Interaction
between healthcare and social welfare will be increased at the same time. Five catchment areas for social
welfare and healthcare will be responsible for, in particular, specialised medical care and certain
planning and administrative duties. Social welfare and healthcare services alone are not enough to solve
the problems associated with people's lifestyles and living environments. Population health is also
affected by decisions relating to community structure, exercise and education. Strong municipalities

that are in charge of all services can be developed more cohesively.
Sufficiently strong municipalities will also be able to provide any necessary community services. Larger
organisations will be able to ensure service provision even in more remote areas where a small
municipality's own resources would be inadequate. Units offering basic services are needed in locations
where people generally congregate and that are easily accessible.
Community services can also include home services instead of institutional services, electronic services
online or new forms of joint services provided by different providers together that can be offered in
service centres or brought to customers on wheels.
Rehabilitation reform committee published its report54
The Finnish rehabilitation system works well in many cases, but fragmentation in the rehabilitation
processes creates problems, according to a committee for reforming the rehabilitation services for
restoring and maintaining functional and work capacity. Clients are not receiving the rehabilitation
services they need at the right time or on an equal basis. Moreover, they do not have sufficient
information about available services.
The final report of the rehabilitation reform committee contains a total of 55 recommendations for
development . Most of the proposals aim to improve the rehabilitation processes and the organising of
rehabilitation services, but there are also proposals to improve relevant information systems, training,
and research and development. The committee has not been able to give detailed proposals for
legislative amendments in all respects because the health and social services reform is still under way.
The committee is unanimous in all its proposals. According to the committee, the system should be
improved especially with regard to the rehabilitation processes and the rehabilitation opportunities of
older persons and unemployed persons.
The committee proposes a regional model for home rehabilitation for the ageing population. A
regional operator would assess clients' needs for rehabilitation services and plan and organise
the services according to clients' needs.
The regional government, health and social services reform will give the counties the
responsibility for employment services (i.e. growth services) and for the organising of health
and social services.
Local Expert: Jarno Mäkinen

4 France
4.1. INTRODUCTION 55

France is an independent republic with an elected president and a bicameral parliament (the National
Assembly and the Senate). Administratively the country is divided into three levels: municipal, local and
regional, each with its own elected assembly. The healthcare system is regulated through two main
channels: the state (the National Assembly, the government and ministries) and the statutory health
insurance funds. Local communities also play a role in regulating the system.
In France, the Ministry of Social Affairs, Health, and Women's Rights is responsible for defining
national healthcare strategy. The French system has evolved over times from a labour-based
Bismarckian system to a mixed public--private system. Over the past two decades the state has been
increasingly involved in controlling health expenditures funded by statutory health insurance (SHI).
Planning and regulation within healthcare involve negotiations among provider representatives, the
state, and the Statutory Health Insurers. The outcomes of these negotiations are translated into laws
passed by parliament. In addition to setting national strategy, the responsibilities of the central
government include allocating budgeted expenditures among different sectors (hospitals, ambulatory
care, mental health, and services for disabled residents). Central government is also responsible for
allocating the regional budget for hospital expenditure.
The Administration of Health and Social Affairs is represented at regional level by Regional Health
Agencies, which are responsible for population health and healthcare, including prevention and care
delivery, public health, and social care. Health and social care for elderly and disabled people comes
under the jurisdiction of the General Council, which is the governing body at the local level.
The Ministry sets and implements government policy in the areas of public health and the organization
and financing of the healthcare system, within the framework of the Public Health Act. The
Parliamentary "Alert" Committee provides a midyear assessment of healthcare expenditure and
proposes corrective measures in case expenditure exceeds the target by more than 0.75%.
The French Health Products Safety Agency oversees the safety of health products, from manufacturing
to marketing. The agency also coordinates oversight activities relating to all relevant products.
The Agency for Information on Hospital Care is responsible for information management. The agency
systematically collects information from all hospital admissions and this is used for hospital planning
and financing.
The National Agency for the Quality Assessment of Health and Social Care Organizations is responsible
for the promotion of patient rights and the development of preventive measures to avoid mistreatment,
in particular in vulnerable populations such as: the elderly and disabled, children, adolescents, and
socially marginalized people. It produces practice guidelines for the health and social care sector and
evaluates organizations and services against these guidelines.
The National Health Authority (HAS) is the main health technology assessment body, with in-house
expertise as well as the authority to commission assessments from external groups. The HAS remit is
diverse, ranging from the assessment of drugs, medical devices, and procedures to publication of
guidelines, accreditation of healthcare organizations, and certification of doctors.

4.2. FINANCE SYSTEM

France has a state controlled health insurance social security system, called 'l'assurance maladie'.
The current structure of the health insurance system is based on the Ordinance of 4th and 19th October
1945, and the legislative measures that have followed since then. The system has gradually been
extended from covering employees in industry and commerce to covering the population in general,
incorporating state employees (in 1947), students (in 1948), career soldiers (in 1949), farmers (in 1961),
and self-employed professionals (in 1966-1970). Statutory health insurance on a voluntary basis was
introduced in 1978.
In January 2000, the Universal Health Coverage Act (Couverture Maladie Universelle, CMU) shifted the
balance of the health insurance system away from a work-based system towards a system of universal
health coverage. CMU achieved this by offering basic health insurance coverage to all those who are
legal residents of France with the aim of achieving equal access to healthcare for all legal residents.
Under the CMU, people with a low taxable income are exempt from paying contributions and have free
access to ambulatory care and hospital care as well as to a defined basket of dental prosthesis, optical
equipment and other medical goods. Healthcare goods and services providers are paid directly by health
insurance bodies under this scheme. In January 2016 CMU was replaced by Régime Général the Protection
Universelle Maladie (PUMA). PUMA guarantees permanent health cover for all those who are legally
entitled to reside in France, whether in work or inactive56.
The CMU-C (CMU-Complémentaire) is a free supplemental health insurance available to those on low
incomes. The CMU-C is granted for one year and must be renewed every year.
The entire population must pay compulsory health insurance (sécurité sociale). The insurers are nonprofit agencies that annually participate in negotiations with the state regarding the overall funding of
healthcare in France57. Today, 95% of the population are covered by 3 main schemes. One for commerce
and industry workers, another for agricultural workers and lastly the national insurance fund for selfemployed non-agricultural workers.
A premium is deducted from all employees' pay automatically. The 2001 Social Security Funding Act, set
the rates for health insurance covering the statutory healthcare plan at 5.25% of earned income, capital
and winnings from gambling and at 3.95% of benefits (pensions and allowances). In 2016 employees
paid around 8% in total, while employers paid around 13% of salary towards health costs58.
The state covers the insurance costs for people who can't benefit from the CMU-C (ACS, Aide au
paiement de la complémentaire santé). The state also finances health services for undocumented
immigrants who have applied for residence.
France has a separate voluntary health insurance system called assurance complémentaire from which 97%
of the population benefit. This is provided through mutual organisations and private insurers. The
"Interprofessional National Agreement" (2015) established that complementary insurance should be
compulsory for all private workers, financed by the employer at 50% at least. That lead to a switch
between individual and group insurances but not as important as predicted.
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4.3. BENEFIT PACKAGE AND CO-PAYMENTS
The statutory health insurance system specifies medical goods and services that qualify for
reimbursement. SHI covers the following: hospital care; treatment in public or private rehabilitation or
physiotherapy institutions; outpatient care provided by general practitioners, specialists, dentists, and
midwives; diagnostic services prescribed by doctors and carried out by laboratories and paramedical
professionals; prescription drugs, medical appliances, and prostheses that have been approved for
reimbursement; and prescribed healthcare--related transportation and home care. It also partially
covers long-term hospice and mental healthcare, and provides limited coverage for outpatient optical
and dental care. While preventive services in general receive limited coverage, there is full
reimbursement for targeted prevention schemes and at risk populations, e.g., immunization,
mammography, and colorectal cancer screening59. Certain services are not covered, such as cosmetic
surgery and treatments with unknown effectiveness or a limited evidence base.
Most out-of-pocket spending is for dental, vision services and hearing prostheses, for which official fees
are low, not more than a few euros for glasses or hearing aids and a maximum of €200 for dentures, but
all of these are commonly over 10 times the official fee. The share of out-of-pocket spending on dental
and optical services is decreasing, while that on drugs is increasing, owing to increased voluntary
coverage of dental and optical care and increasing numbers of drugs not funded under the various
schemes, as well as a rise in self-medication 60.
When a person sees doctor or has medical treatment a percentage of the cost (usually about 70% of
doctors' fees and 80% of hospital costs) will be reimbursed, provided the person has been referred by
their 'attending doctor'. The remainder of the charges must be paid for either by the patient or through
any supplementary private health insurance. This is why many people take out top-up health insurance
(l'assurance complémentaire) often organised by a 'mutual society', or insurance provider61.
There are also other small charges that must be paid for by the patient, for example,
Called "participation forfaitaire" doctor visit €1.
Called "franchise médicale": prescription drug €0.50, ambulance €2 and inpatient hospital day
€2062. These apply up to an annual ceiling of €50.
End-of-life care in hospitals is fully covered.
For most services patients make a direct payment and are reimbursed afterwards, with the exception of
the payment due for a doctor consultation (which is planned for 2018). Pregnant women and very ill

patients have already the benefit of that service.
People with low incomes are entitled to free or state-sponsored VHI, free vision care, and free dental
care. Exemptions from co-insurance apply to individuals with any of 32 specified chronic illnesses (13%
of the population, with exemption limited to the treatments for those conditions); individuals who
benefit from either complete state-sponsored medical coverage (3% of the population) or means-tested
vouchers for complementary health insurance (6% of the population); and individuals receiving
invalidity and work-injury benefits. Hospital co-insurance applies only to the first 31 days in hospital,
and some surgical interventions are exempt. Children and people with low incomes are exempt from
paying non reimbursable co-payments63.

4.4. PHARMACEUTICALS
The medicine channel is regulated in France from the granting of marketing authorisations
(MA) to the fixing of the price and reimbursement rate (for medicines reimbursed by State Health
Insurance Fund). Within this administrative process, the Autorité has nevertheless identified a series of
areas where competition can be exercised and in which it could theoretically become involved, should
any of the players demonstrate anticompetitive behaviour.
Pharmaceutical products obtain market authorization (AMM) from the European Medicines Agency
(EMA), by meeting the criteria of quality, safety and effectiveness.
Drug prices are set by the Economic Committee for Medical Products (Interministerial Comité Économique
des Produits de Santé, CEPS), in agreement with drug manufacturers. The price of a drug is set based on:
the improvement it provides (in comparison with other drugs on the positive list in the same
therapeutic class);
the price of other drugs with the same therapeutic indications; and
the estimated volume of sales and both the expected and actual conditions of use.
In 2003, a system of reference prices, named TFR (Tarifs Forfaitaires de Responsabilite), was introduced in
France to encourage the development and use of generic drugs. A reference price is set for each generic
group based on the cheapest prices of the generics in the same group in the French market. The reference
price serves as the basis for reimbursement by the health insurance fund. If a patient buys a product in a
generic group subject to TFR, they have to pay the difference between the actual price of the product and
the TFR. The reference prices are set by the Ministry of Health based on the advice of the Commission
on Transparency and the Economic Committee for Medical Products (CEPS).
In order to qualify for reimbursement by the statutory health insurance system, a drug must be included
in the positive list of reimbursable drugs established by ministerial ordinance on the advice of the
CEPS64. Inclusion on the positive list of reimbursable drugs depends on two factors: the drug has to
contribute either to an improvement in the prescribed treatment, evaluated in relation to other drugs in
the same class, or to a decrease in the cost of treatment. The degree to which a drug is reimbursed by the
statutory health insurance fund depends on its medical value, as measured by five criteria, including
effectiveness and side effects, and the seriousness of the condition it treats. New innovative drugs are

excluded from price negotiations between the manufacturers and public institutions if they are shown to
have added value over drugs already in the market. Pharmaceutical companies can define prices for new
innovative drugs without negotiation through public institutions 65.
There are four drug reimbursement rates:
100% for drugs recognized as irreplaceable/unique and expensive;
65% for medicinal products regarded as major or important;
30% for moderate-performance medicines, homeopathic medicines and certain prescription
preparations;
15% for medicines with a low therapeutic value.
Non-reimbursable medicines can be freely priced in France. Laboratories tend to offer much higher
discounts on the non-reimbursable medicines sold by direct sale (directly between the laboratory and
the dispensing chemist) than by sale to intermediaries, even though the latter tend to order significantly
higher quantities.
Hospital pharmacies can deliver certain drugs to ambulatory patients ('retrocession' in French). Some
drugs can only be used in hospitals but nevertheless be accessed by ambulatory patients through hospital
pharmacies. In this case, hospitals are refunded by health insurance funds for the purchase of the drugs.
A list is set to limit drugs which can be accessed by ambulatory patients. Only the drugs registered on a
list can be provided by hospitals to ambulatory patients. The French health products agency (AFSSAPS)
can ask the ministry to add a product on this list66.
In France only pharmacists can dispense the medicines and other products listed in the public health
code, via dispensing chemists. Only pharmacists can be the owners of the dispending chemist's
establishments they run. There is a territorial distribution of dispending chemists in accordance with
population quotas. Therefore there is a double monopoly in France based on both the function
(pharmacist's monopoly) and location (dispensing chemists).
Pharmacists are subject to professional regulation and must be registered with the Ordre Professionnel des
Pharmaciens (Professional Order of Pharmacists) in order to be able to practice and dispense medicines.
France: Expenditure retail pharmaceuticals by type of financing*
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4.5. PRIMARY CARE AND HOSPITALS
Primary care

Primary care is mainly delivered by general practitioners around 59% of whom are self-employed. A
significant proportion of GPs (42%), arrange themselves in group practices. An average practice is made
up of two to three general practitioners. Approximately 75% of practices are made up exclusively of
general practitioners; the remaining practices comprise a range of allied health professionals who work
alongside the general practitioners.
For onward referral into secondary care there is a voluntary gatekeeping system, with financial
incentives for those who choose to register with, and be referred by a GP. Patients can choose among
specialists upon referral by a GP with the exception of gynaecology, ophthalmology, psychiatry, and
stomatology. Patients who by-pass a GP and self-refer pay a higher co-payment67.
Self-employed GPs are paid mostly fee-for-service and can receive a yearly capitated per-person
payment (€40) to coordinate care for patients with a chronic condition. In addition, up to €5,000
annually is provided for achieving a range of targets including:
the use of computerized medical charts;
electronic claims transmission;
delivery of preventive services such as immunization;
compliance with guidelines for diabetic and hypertensive patients;
generic prescribing; and
limited use of psychoactive drugs for elderly patients.
Since 2013, GPs also can enter into a contractual agreement under which they are guaranteed a monthly
income of €6,900 if they set up their practice in a region with insufficient physician supply.
They can also work part-time in multidisciplinary medical centres and receive a salary or capitated
payment.
Experimental GP networks providing chronic care coordination, psychological services, dietician
services, and other care not covered by SHI are financed by earmarked funds from the Regional Health
Agencies.
Mental healthcare is not formally integrated with primary care, but a large number of disorders are also
treated on an outpatient basis by GPs or private psychiatrists or psychologists, some of them practicing
psychotherapy and, occasionally, psychoanalysis68.
GPs are divided in several sectors :
1. The national health service doctor of sector 1 applies the price list (rate) fixed by agreement(convention) with the health insurance.
An overtaking of fees (it's the difference between the official fee fixed by the social security and
the price payed by the patient) is authorized only in case of a particular demand (request) from
the patient as, for example, a visit outside the usual hours of opening of the cabinet(office) of
the doctor. These exceptional overtakings are not paid off by the health insurance (social
security), whether the patient is within coordinated care or not.

2. The national health service doctor of sector 2 practises free fees. The amount of the overtaking
is not paid off by the health insurance.
Since January 1st, 2017, the contract of access to healthcare (CAS) is replaced by two tariff
options(Optam and Optam-CO). These are more advantageous for the doctors who agree to stabilize
their overtakings of fees. The tariff practical mastered option (Optam) is opened to all the doctors
authorized to charge overtakings of fees (sector 2).
The mastered tariff practical option, the surgery and obstetrics (Optam-CO), is opened to the doctors of
sector 2 exercising a surgical speciality or of gynaecology.
By signing the one or other one of these options, the doctor makes a commitment to respect an average
rate of overtaking and an average rate of activity charged without overtaking.
These 2 commitments are calculated by the health insurance on the basis of:
The activity in 2013, 2014 and 2015 (against one year only for CAS).
All the clinical and technical acts realized over these 3 years (except(off) lump sum
remunerations).

Home care
Home care for the elderly is provided mainly by self-employed physicians and nurses and, to a lesser
extent, by community nursing services. Long-term care in institutions is provided in retirement homes
and long-term care units. Of these, 54% are public, 28% private non-profit, and 18% for-profit,
although the percentage of for-profit institutions is increasing69.
In addition, temporary care for dependent patients and respite services for their caregivers is available
without restrictions from the states or regions.

Hospitals
In 2015 45% of hospitals in France were publicly funded (62% of inpatient beds) with 22% being private
not-for-profit (14% of inpatient beds) and 33% being private for-profit (24% of inpatient beds).
There are five levels within the public hospital system:
general hospitals: providing acute care, follow-up care, rehabilitation and long-term care;
regional hospitals: providing more highly specialized care and teaching facilities;
local hospitals: providing health and social care functions, offering acute care, follow-up care
and rehabilitation and long term care. Local hospitals tend to be small, with 160 beds on
average70;
psychiatric hospitals;
Army Training Hospitals (HIAs) are placed under the authority of the Chief of Staff of the
Armed Forces and are considered as regional hospital (CHU: Centre Hospitalier Universitaire) by

the Ministry of Health.
Not-for-profit hospitals are owned by foundations, religious organizations or mutual insurance
associations. Some not-for-profit hospitals are known as 'participants in public service' (PSH), which
means that they carry out public functions such as emergency care, teaching and social program for
deprived populations.
Public and private hospitals provide different types of services. Private for-profit hospitals tend to
specialize in certain areas and invest in relatively minor surgical procedures. The public sector focuses
more on emergency admissions, rehabilitation, long term care and psychiatric care.
Since 2008, all hospitals and clinics are reimbursed via the diagnosis related group (DRG) system, which
applies to all inpatient and outpatient admissions and covers physicians' salaries. Bundled payment by
episode of care does not exist. Public hospitals are funded mainly by statutory health insurance (80%),
with voluntary insurance and direct patient payment accounting for their remaining income. Public
and private non-profit hospitals also benefit from grants that compensate research and teaching (up to
an additional 13% of the budget) as well as the provision of emergency services and organ harvesting
and transplantation (on average, an additional 10%--11% of a hospital's budget). Private, for-profit
clinics owned either by individuals or, increasingly, by large corporations have the same funding
mechanism as public hospitals, but the share of respective payers differs. Doctors' fees are billed in
addition to the DRG in private clinics, and DRG payment rates are lower there than they are in public or
non-profit hospitals. This disparity is justified by differences in the size of facilities, the DRG mix, and
the patients' characteristics (age, comorbid conditions, and socioeconomic status). Rehabilitative
hospitals also have a prospective payment system based on length of stay and care intensity71.
Doctors who work in public hospitals are state employees and are mainly paid on a salary basis. To
encourage doctors to stay in the public hospitals, they are permitted to work in private practice parttime within the hospital. Overall the net incomes of public and private physicians are quite similar.
Mental health services are provided by the public and private healthcare sectors, with an emphasis on
community-based provision. Public care is provided within geographically determined areas and
includes a wide range of preventive, diagnostic, and therapeutic inpatient and outpatient services.
Ambulatory centres provide primary ambulatory mental healthcare, including home visits.

Outpatient care
Around a third of outpatient specialist care providers are exclusively self-employed and paid on a feefor-service basis; the rest are either fully salaried by hospitals or have a mix of income.
Outpatient specialists charge higher fees than general practitioners, but there are official rates agreed
with the national health service, which form the basis on which patients are reimbursed. A large number
of specialists apply tariffs that are higher than the official rates; in such cases, patients will either be
reimbursed according to the standard rate, or else at a higher rate, if their health insurance provider
provides for this72.
In October 2014, participation in pay-for-performance programs was extended to all self-employed
physicians, including specialists, who must meet disease-specific quality targets in addition to those

targets that apply to general practitioners. The average income derived from pay-for-performance
constitutes less than 2% of the total funding for outpatient services73.
Around half of specialists are in group practices and this trend is increasing among specialties that
require major investments, such as nuclear medicine, radiotherapy, pathology, and digestive surgery74.

After-hours care
After-hours care is delivered by the emergency departments of public hospitals, private hospitals that
have signed an agreement with their Regional Health Agency, self-employed physicians who work for
emergency services, and, more recently, public facilities financed by SHI and staffed by health
professionals on a voluntary basis. Primary care physicians are not mandated to provide after-hours
care. Physicians are paid an hourly rate, regardless of the number of patients seen. Emergency services
can be accessed via the national emergency phone number, which is staffed by trained professionals
who determine the type of response needed. Feasibility of telephone or telemedicine advice is currently
under assessment; it would include sharing information from the patient's electronic medical record
with the patient's primary care doctor. Publicly funded multidisciplinary health centres with selfemployed health professionals (physicians and non-physicians) allow better after-hours access to care
in addition to more comprehensive care; fee-for-service payment is the rule for these centres75.
A&E services (les urgences) are part of the national healthcare system. All cities and large towns have a
service known as the SAMU, which is the emergency ambulance service. Paramedics and medics from
the SAMU are called out in the event of accident or emergency, and provide on the spot assistance
before transporting the sick or injured to A&E or other specialized units at the nearest hospital
providing them. The SAMU ambulance service is only used for accidents and emergencies. Other
routine ambulance work is carried out by private ambulance firms, subcontracted to the state healthcare
system.
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4.6. RECENT DEVELOPMENTS
Various quality-related initiatives aim to improve coordination of hospital, out-of-hospital, and social
care. At the regional level, telemedicine pilot programs are under way to coordinate health and social
care services for target populations identified by the Regional Health Agencies, such as infants,
prisoners, and persons with disabilities.
In 2016 a new telemedicine initiative was launched for patients who have at least one long term
condition . The initiative is priced €26 for a GP, €28 for a specialist and €43.7 for a psychiatrist for up to
three tele-consultations per patient per year.

A new Health Law was passed in 2015 containing 57 articles, the most prominent being the deployment
of direct SHI payments to self-employed GPs and a strong commitment to public health and
prevention. The direct GP payments have been strongly opposed by physicians' unions on the grounds
that such payments might be delayed by software dysfunction (versus immediate payment at the end of
the consultation) and that physicians would become SHI "employees," and could be pressured into
giving cheaper care instead of the most appropriate care.
The law also contained prevention and public health measures aim to reduce the incidence of
addictions, eating disorders, obesity, binge drinking and anorexia. Measures within the law support the
mandatory neutral cigarette pack, the ban on soda fountains, experimentation with medically
supervised IV drug injecting facilities, and mandatory nutrition information on packaged foods76.
Various measures proposed by President Macron include (some are under discussion others are under
study):
Vaccination: In 2018, children under 2 years old should be vaccinated against 11 diseases.
Drugs:
Development of generic drugs
Democratization of medicines sold by the unit.
Health Insurance contracts:
Types (low, middle and high level).
Make the offers of complementary organizations more legible so that the insured can
compare them more easily.
Negotiations begin in September 2017.
No out-of-pocket payments for glasses, dental prostheses and hearing aids: today 4,4 billion
euros are paid by French people for these services. The goal is no out of pocket for patients by
2022.
Student health insurance scheme should disappear to merge into the general scheme.
Hospitals:
Establish a smooth and coordinated care path.
Primary care should be the backbone of the system.
Develop telemedicine (test for dermatology and psychiatry).
Increase in ambulatory surgery.
Test in 3 or 4 regions a flat-rate funding for the hip prosthesis (other pathologies will follow).
Prevention :
Tobacco: neutral packaging

Alcohol : taxation of alcoholic beverages according to their weight by volume of alcohol.
Obesity: label on packages.
Sensitization of new generations of doctors with 1 quarter of training dedicated to
prevention.
Transform part of the remuneration of doctors so that they make the maximum of
prevention with incentives on the basis of objectives.
Establishment of a health service by students of health care to enable them to intervene in
schools or companies for prevention actions.
Local Experts: Elisabeth Davi & Nadia Desmaris

5 Germany
5.1. INTRODUCTION 77
The Federal Republic of Germany (FRG) is a democratic and social federal state. Since the German
reunification in 1990, the FRG has consisted of 16 states (Länder), each of which has a constitution
reflecting the federal, democratic and social principles embodied in the national constitution known as
the Basic Law (Grundgesetz). As agreed in the reunification treaties, the national health insurance type of
health system of the former German Democratic Republic (GDR) was quickly transformed to adopt the
pluralist system of the old FRG with statutory health insurance (SHI) as the dominant source of finance.
Since reunification most formal differences between the eastern and the western parts of the country
concerning the levels of contributory income, co-payments, risk structure compensation and payment
of providers have gradually been adjusted.
At the federal level, the Federal Assembly (Bundestag), Federal Council (Bundesrat) and the Federal
Ministry of Health (Bundesministerium für Gesundheit) are the key organisations in the healthcare system.
The Ministry of Health is advised by a range of ad hoc committees, as well as by the Advisory Council
for the Assessment of Developments in the Health Care System (Sachverständigenrat zur Begutachtung der
Entwicklung im Gesundheitswesen, SVR).
The Ministry of Health is assisted by the following subordinate agencies in its licensing and supervisory
functions, scientific consultancy work, and the information services it provides to the population and
scientific community:
The Federal Institute for Pharmaceuticals and Medical Devices (Bundesinstitut für Arzneimittel
und Medizinprodukte) authorizes pharmaceuticals and supervises both their safety and that of
medical devices.
The Paul Ehrlich Institute (Federal Institute for Vaccines and Biomedicines) is responsible for

licensing vaccines and biomedicines.
The Robert Koch Institute (Federal Institute for Infectious and Non-Communicable Diseases)
is responsible for the surveillance, detection, prevention and control of diseases. It is also
responsible for issuing and publishing health reports and epidemiological bulletins. Since 2000
the Institute's role in the areas of prevention and surveillance has been strengthened with
regard to: monitoring; the coordination of interventions; risk communication; international
cooperation, and microbiological and epidemiological research.
The Federal Centre for Health Education (Bundeszentrale für gesundheitliche Aufklärung) is
responsible for developing and disseminating health education materials. It organizes,
coordinates and supports prevention campaigns and performs social marketing research for
conceptual and evaluative purposes.
The German Institute for Medical Documentation and Information (Deutsches Institut für
Medizinische Dokumentation und Information) provides the public and professionals with current
information on all areas of medicine and the life sciences. After initially concentrating on
biomedical subjects, the Institute now offers a collection of databases covering
pharmaceuticals, medical devices and many other fields in medicine and health care, as well as
topics in the social sciences. The Institute has been in charge of prioritizing, commissioning
and publishing health technology assessment reports since 2000. It is also responsible for
publishing the German versions of classification systems such as the International
Classification of Diseases (ICD-10-GM), the International Classification of Functioning,
Disability and Health (ICF) and the German Procedure Classification (Operationen- und
Prozedurenschlüssel).
Other federal institutions relevant to the healthcare system are the Federal Financial Supervisory
Authority (Bundesanstalt für Finanzdienstleistungsaufsicht), which is responsible for supervision of private
insurers, and the Federal Insurance Authority (Bundesversicherungsamt), which is responsible for
overseeing the legality of decisions taken by the quasi-public corporations in charge of administering
the various statutory insurance schemes. Among other administrative duties, it is also responsible for
managing the Central Reallocation Pool, the risk-adjustment scheme and the accreditation of Disease
Management Programmes (DMPs).
A fundamental facet of the German political system (and the healthcare system in particular) is the
sharing of decision-making powers between the Länder, the federal government and civil society
organizations. In healthcare, the federal and Länder governments traditionally delegate powers to
membership-based (with mandatory participation), self-regulated organizations of payers and
providers, known as "corporatist bodies". In the statutory health insurance (Gesetzliche
Krankenversicherung, SHI) system, these are, in particular, sickness funds and their associations together
with associations of physicians accredited to treat patients covered by SHI. These corporatist bodies
constitute the self-regulated structures that operate the financing and delivery of benefits covered by
SHI, with the Federal Joint Committee (Gemeinsamer Bundesausschuss) being the most important
decision-making body. The Social Code Book (Sozialgesetzbuch, SGB) provides regulatory frameworks.
Within the legal framework set by the Ministry of Health, the Federal Joint Committee (Gemeinsamer
Bundesausschuss) has wide-ranging regulatory powers to determine the services to be covered by sickness

funds, prices and standards and to set quality measures for providers. Coverage decisions are based on
evidence from health technology assessments and comparative-effectiveness reviews. The Federal Joint
Committee is supported by the Institute for Quality and Efficiency (IQWiG), a foundation legally
charged with evaluating the cost-effectiveness of drugs with added therapeutic benefits, and the Institute
for Quality and Transparency (IQTiG). Representatives of patient organizations have the right to
participate in different decision-making bodies, e.g., the subcommittees of the Federal Joint Committee.
The Federal Association of Sickness Funds works with the Federal Association of SHI Physicians and the
German Hospital Federation to develop the SHI ambulatory care fee schedule and the DRG catalogue,
which are then adopted by bilateral joint committees.

5.2. FINANCE SYSTEM
Germany has a universal multi-payer healthcare system with two main types of health insurance:
Statutory Health Insurance (SHI) (Gesetzliche Krankenversicherung) known as sickness funds
(Krankenkassen) and Private Health Insurance (PHI) (Private Krankenversicherung)78.
Since 2009, health insurance has been mandatory for all citizens and permanent residents of Germany.
It is provided by competing, not-for-profit, non-governmental health insurance funds ("sickness
funds") in the statutory health insurance (SHI) system, or by substitutive private health insurance
(PHI). SHI covers 85% of the population, either mandatorily or voluntarily. The population insured by
SHI is approximately made up of 35% mandatory members, 18% dependents of mandatory members,
21% pensioners, 2% dependents of pensioners, 5% voluntary members and 4% dependents of voluntary
members79.
SHI membership is mandatory for employees whose gross income is below the opt-out threshold
(Jahresarbeitsentgelt-Grenze or Versicherungspflichtgrenze). Those earning above the threshold may choose to
remain with SHI as so-called voluntary members or take out PHI. Employees belong to this group only
after their income has exceeded the opt-out threshold for three calendar years in a row. Employees
whose occupational income exceeds the threshold from the start of their first gainful employment may
have voluntary SHI coverage if they apply within three months. Additionally, students, unemployed
individuals and pensioners are required to obtain SHI coverage. Self-employed individuals may also
choose SHI coverage if they were members of a sickness fund prior to becoming self-employed.
Alternatively, they may take out private insurance80.
Cover through PHI is mandatory for certain professional groups (e.g. civil servants), while for others it
can be an alternative to SHI under certain conditions (e.g. the self-employed and employees above a
certain income threshold). Approximately 11% of the population is covered through PHI. PHI can also
provide complementary cover for people with SHI, such as for dental care81. Additionally, 4% of the
population is covered by sector-specific governmental schemes (e.g. for the military). Undocumented
immigrants are covered by social security in case of acute illness, as well as pregnancy and childbirth.
People covered by SHI have free choice of sickness funds, and are all entitled to a comprehensive range
of benefits82.
In joint committees of payers (associations of sickness funds) and providers (regional associations of
SHI physicians or dentists, or single hospitals), prices and standards (federal level) are set. Corporatist

actors on the payers and providers side negotiate horizontal contracts and control and sanction their
members (regional level). The vertical implementation of decisions taken by senior levels is combined
with a strong horizontal decision-making and contracting among the legitimated actors involved in the
various sectors of care.
In the SHI scheme, sickness funds, their associations and associations of SHI-affiliated physicians have
assumed the status of quasi-public corporations. These corporatist bodies constitute the self-regulated
structures that operate the financing and delivery of benefits covered by SHI within the legal framework.
They are based on mandatory membership and internal democratic legitimization.
Sickness funds are funded by compulsory contributions levied as a percentage of gross wages up to a
ceiling (approx. €50,000 per year). All employed citizens (and other groups such as pensioners) earning
less than approx. €57,600 (2017) gross wage per year are mandatorily covered by SHI, and their nonearning dependents are covered free of charge. Individuals whose gross wages exceed the threshold and
the previously SHI-insured self-employed can remain in the publicly financed scheme on a voluntary
basis (and 75% do) or purchase substitutive PHI. As of 2015, the legally set uniform contribution rate is
14.6% of gross wages. Both the legal contribution rate for employees (0.9%) and the supplementary
premiums set by sickness funds have been abolished and replaced by a supplementary incomedependent contribution rate determined by each sickness fund individually. As of 2015, the
supplementary contribution rate is, on average, 0.9%, but most of the SHI-insured pay the same as
previously, but rates range between 0% and 1.3%. This contribution also covers dependents (nonearning spouses and children)83.
The sickness funds are mandated to provide a unique and broad benefit package and cannot refuse
membership. Social welfare beneficiaries are also enrolled in statutory health insurance, and
municipalities pay contributions on behalf of them.
Sickness funds' contributions are centrally pooled (Gesundheitsfonds) and then reallocated to individual
sickness funds using a risk-adjusted capitation formula (morbiditätsorientierter Risikostrukturausgleich;
often abbreviated to Morbi-RSA), taking into account age, sex, and morbidity from 80 chronic and/or
serious illnesses.
PHI is especially attractive for young people with a good income, as insurers may offer them contracts
with more extensive ranges of services and lower premiums. There were 41 substitutive PHI companies
in 2017 (of which 24 were for-profit) covering the two groups exempt from SHI (civil servants, whose
health care costs are partly refunded by their employer, and the self-employed) and those who have
chosen to opt out of SHI. Once a person has chosen to opt out of SHI they can return if:
1. Their gross wage falls below €57,600.
2. A self-employed person becomes an employee.
3. A self-employed person is older than 55 years and has to give up their trade they are allowed to
become part of the family insurance of his spouse.
All of the PHI-insured pay a risk-related premium which also depends on the entry age, with separate
premiums for dependents; risk is assessed only upon entry, and contracts are based on lifetime

underwriting. The government regulates PHI to ensure that the insured do not face large premium
increases as they age and are not overburdened by premiums if their income decreases. PHI also plays a
mixed complementary and supplementary role, covering minor benefits not covered by SHI, including
access to better amenities, and some copayments (e.g., for dental care). The federal government
determines provider fees in substitutive, complementary, and supplementary PHI through a specific fee
schedule. There are no government subsidies for complementary and supplementary PHI 84.
Since 2002, it is possible to change SHI fund at any time but a person needs to stay with a particular
fund for 18 months. However, voluntary members, those earning above the threshold can move from
one fund to another at any time with two months' notice.

Long Term care
LTCI (Long Term Care Insurance) (Pflegeversicherung) is mandatory and usually provided by the same
insurer as health insurance. Someone who has SHI has a Public LTC insurance and someone who has
PHI has a private LTC insurance. For Public LTC the contribution rate of 2.35% of gross salary is
shared between employers and employees; people without children pay an additional 0.25%. The
contribution rate will increase further by 0.2% points in early 2017. Everybody with a physical or mental
illness or disability (who has contributed for at least two years) can apply for benefits, which are: 1)
dependent on an evaluation of individual care needs by the SHI Medical Review Board (leading either to
a denial or to a grouping into currently one of three levels of care); and 2) limited to certain maximum
amounts, depending on the level of care. Beneficiaries can choose between in-kind benefits and cash
payments (around a quarter of LTCI expenditure goes to these cash payments). For Private LTC the
insurer sets a nominal premium, and the insured can also choose between in-kind benefits and cash
payments. As benefits usually cover approximately 50% of institutional care costs only, people are
advised to buy supplementary private LTCI. Since 2013, family caregivers get financial support through
continuing payment of up to 50% of care payments if they provide care.
Hospice care is partly covered by LTCI if the SHI Medical Review Board has evaluated a care level.
Medical services or palliative care in a hospice are covered by SHI. Legislation has recently been
discussed to improve hospice and palliative care with the aim of guaranteeing care in underserved rural
areas and linking long-term care facilities more strongly to ambulatory palliative and hospice care.
Healthcare expenditure in Germany is 11.3% of the GDP. Of the total healthcare expenditure is 7% financed out of
taxes, social insurance contributions (NHI) accounts for 78%, out-of-pocket payments for 13%, private insurance
for 1% and other sources 2% (OECD Health Statistics 2017).
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5.3. BENEFIT PACKAGE AND CO-PAYMENTS85
The benefit package covered by SHI is comprehensive, defined in Social Code Book V and specified by
the Federal Joint Committee. Social Health Insurance covers: preventive services, inpatient and
outpatient hospital care, physician services, mental healthcare, dental care, optometry, physical therapy,
prescription drugs, medical aids, rehabilitation, hospice and palliative care and sick leave
compensation. SHI preventive services include regular dental check-ups, child check-ups, basic
immunizations, check-ups for chronic diseases, and cancer screening at certain ages. All prescription
drugs are covered unless explicitly excluded by law (mainly so-called lifestyle drugs) or disallowed
following evaluation.
Cost-sharing and out-of-pocket spending are mostly on pharmaceuticals, and medical aids. Copayments include €5 to €10 per outpatient prescription, €10 per inpatient day for hospital and
rehabilitation stays (for the first 28 days per year), and €5 to €10 for prescribed medical devices. Sickness
funds offer selectable tariffs with a range of deductibles and no-claims bonuses. Preventive services do
not count toward the deductible. SHI-contracted physicians are not allowed to charge above the fee
schedule for services in the SHI benefit catalogue.
Children under 18 years of age are exempt from cost-sharing. For adults, there is an annual cap on costsharing equal to 2% of household income; part of a household's income is excluded from this calculation
for additional family members. The cap is lowered to 1% of annual gross income for qualifying
chronically ill people. Unemployed people contribute to SHI in proportion to their unemployment
entitlements. For the long-term unemployed, the government contributes on their behalf.

5.4. PHARMACEUTICALS
In Germany, there is a large number of different authorities which are responsible for certain parts of
pharmaceutical regulation, supervision and pricing. In particular:
The Federal Institute for Drugs and Medical Devices (Bundesinstitut für Arzneimittel und
Medizinprodukte, "BfArM") is the regulatory body responsible for medicinal products (for human
and veterinary use).
The Paul-Ehrlich-Institute (PEI) is the competent regulatory authority for sera, vaccines, blood
preparations, bone marrow preparations, tissue preparations, tissues, allergens, advanced
therapy medicinal products, xenogeneic medicinal products or blood components
manufactured using genetic engineering.
Both the BfArM and the PEI are executive agencies of the Federal Ministry of Health. In relation to
marketing authorisations for medicinal products, the BfArM/PEI is responsible for applications made
through the national procedure and will act as the competent authority where Germany is designated as
the reference member state in the mutual recognition procedure or the decentralised procedure. The
German local authorities are in charge of supervising the manufacture, testing, storage, distribution,

marketing and sale of pharmaceuticals in Germany86.
Each pharmaceutical producer with a production site in Germany requires an authorisation to produce
pharmaceutical products (Herstellungserlaubnis) as set out in the German Pharmaceuticals Act. The
producer has to fulfil certain requirements regarding quality management, personnel, hygiene
requirements, production proceedings and storage in accordance with the regulation on the production
of pharmaceutical products and active ingredients (Arzneimittel- und Wirkstoffherstellungs-verordnung)
which corresponds with the Good Manufacturing Practices Directive established by the EU Directive
2003/94/EC. Compliance with the authorisation requirements is regularly supervised by the Federal
Institute for Pharmaceuticals or the Paul-Ehrlich-Institute87.
If a pharmaceutical product is already subject to a marketing authorisation in one EU member state, a
mutual recognition procedure is available in order to obtain authorisation in any other EU member
state. Further, EEA-wide marketing authorisations may be obtained via a centralised procedure under
which applications are made directly to the European Medicines Agency (EMA). This proceeding is
compulsory for medicines derived from biotechnology, advanced-therapy medicines, human medicines
for the treatment of certain diseases and other special medicines. Application for central authorisation
for other medicines is optional88.
After market authorisation, pharmaceutical companies have to document and report any side effects of
the pharmaceuticals and take appropriate measures (pharmacovigilance).
Promotion of pharmaceuticals is strictly regulated by the Law on Advertising in the Health Care System
(Heilmittelwerbegesetz). A distinction has to be made between promotion directed towards medical
professionals and patients. For example, the promotion of pharmaceuticals which require an
authorisation but have not yet been authorised is not permitted, and pharmaceuticals which are only
available on prescription may only be marketed to doctors, pharmacists and other people who distribute
such pharmaceuticals89.
Coverage of pharmaceuticals is regulated by the Federal Joint Committee.
For pharmaceuticals (both patented and generic) there is a reference pricing system for SHI
reimbursement, whereby reference prices are defined nationally for groups of similar pharmaceuticals
with reimbursement capped at that level. Prices can be set higher with the patient paying the difference.
In practice, very few drugs exceed the reference price90.
On 1 January 2011, the Act on the Reorganization of the Pharmaceutical Market (Arzneimittelmarktneuordnungsgesetz -- AMNOG) was passed. The aim of AMNOG is to curb the rapidly increasing
drug expenditures of the statutory health insurance funds. The law opens the path for fair competition
and a stronger orientation on the well-being of patients. The AMNOG creates a new balance between
innovation and affordability of drugs. The future use of medication for patients will determine the price
of the medication.
Manufacturers are required to provide evidence of additional patient benefits for all pharmaceuticals
with new active ingredients. The Joint Federal Committee assess the additional benefits a new
pharmaceutical has. An amount will be fixed for pharmaceuticals without supplementary use. If this is
not possible because there are no other pharmacologically and therapeutically comparable drugs, the

manufacturer agrees with the statutory health insurance a reimbursement amount, which cannot lead to
a higher cost against the comparison therapy. For medicinal products with supplementary uses, the
prices are negotiated on the basis of the evaluation of the additional benefit.
Germany: Expenditure retail pharmaceuticals by type of financing
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5.5. PRIMARY CARE AND HOSPITALS
Public health
Public health is the responsibility of the Länder, but 14 out of 16 have devolved public health functions
to municipalities. The Länder (or municipalities) are responsible for surveillance of communicable
disease and health promotion and education. Historically, the Länder have resisted the influence of the
federal government on public health, and although some elements of public health have been included
in SHI in recent decades (such as cancer screening) other interventions have separate agreements (e.g.
immunizations)91.

Primary care
Ambulatory healthcare is mainly delivered by General practitioners (GPs) and specialists in private (for
profit) practice. Patients have free choice of physicians, psychotherapists, dentists, pharmacists and
emergency care92. GPs have no formal gatekeeping function and registration with a family physician is
not required. But sickness funds are required to offer their members the option to enroll in a "family
physician care model," which has been shown to provide better services and also often provides
incentives for complying with gatekeeping rules.
GP's and specialists in ambulatory care, who get reimbursed by SHI, are by law mandatory members of
regional associations that negotiate contracts with sickness funds. Regional associations of SHIaccredited physicians are responsible for coordinating care requirements within their region, and act as
financial intermediaries to the sickness funds and the physicians in ambulatory care93.
Most ambulatory physicians work in solo private practices.
Around half of self-employed SHI-accredited physicians in ambulatory care practice as family
physicians (including GPs and pediatricians), the other half practice as specialists.
Ambulatory care physicians (GPs and specialists) are generally reimbursed on a fee-for-service basis,
according to a uniform fee schedule negotiated between sickness funds and physicians. Payments are
limited to predefined maximum numbers of patients per practice and reimbursement points per patient,
setting thresholds on the number of patients and treatments per patient for which a physician can be
reimbursed. Overall spending for outpatient treatments and regions is capped. GPs and specialists also

get an fee-for-service for the treatment of private patients, but the private tariffs are usually higher than
the tariffs in the SHI uniform fee schedule.
Physicians working in multispecialty clinics are salaried employees94.
Financial incentives for care coordination can be part of integrated care contracts, but are not routinely
implemented. The only regular financial incentive that GPs receive is a fixed annual bonus (€120) for
patients enrolled in a Disease Management Program (DMP), in which physicians provide patient
training and document patient data. Bundled payments are not common in primary care, but a
regional initiative, "Healthy Kinzigtal" (Kinzigtal is a valley in southeast Germany), provides an example
of a shared savings model offering primary care doctors and other providers financial incentives for
integrating care across providers and services. Administrative mechanisms for direct patient payments
to providers: SHI physicians in ambulatory care bill their regional associations according to a uniform
fee schedule; the associations are in turn reimbursed by sickness funds95.
Payment for ambulatory care is subject to predetermined price schemes for each profession (one for SHI
services and one for private services). Payment of physicians by the SHI is made from an overall
morbidity-adjusted capitation budget paid by the sickness funds to the regional associations of SHI
physicians (Kassenärztliche Vereinigungen), which they then distribute to their members according to the
volume of services provided (with various adjustments). Payment for private services is on a fee-forservice basis using the private fee scale, although individual practitioners typically charge multiples of
the fees indicated96.
SHI physicians in ambulatory care bill their regional associations according to a uniform fee schedule;
the associations are in turn reimbursed by sickness funds. Copayments or payments for services not
included in the benefit catalogue are paid directly to the provider. In cases of private health insurance,
patients pay up front and submit claims to the insurance company for reimbursement.
After-hours care is organized by the regional associations of SHI-accredited physicians to ensure access
to ambulatory care. Physicians are obliged to provide after-hours care in their practice, with differing
regional regulations. In some areas (e.g., Berlin), after-hours care has been delegated to hospitals. The
patient is given a report of the visit afterwards to hand to his or her GP. There is also a tight network of
emergency care providers (the responsibility of the municipalities). After-hours care assistance is also
available via a nationwide telephone hotline (116 117-Ärztlicher Bereitschafts-dienst). Payment for
ambulatory after-hours care is based on the above-mentioned fee schedules, again with differences in
the amount of reimbursement for SHI and PHI 97.

DMPs (Disease Management Plans)
Structured disease management programs (DMPs), were introduced 2003. These were intended to
organize the treatment and care of chronically ill patients across the boundaries of the individual service
providers. Healthcare services for patients registered with one or several DMPs are provided using
evidence-based guidelines and across the boundaries of the individual service providers. In contrast to
integrated care, which is aimed at cross-sector patient care, DMPs primarily aim at coordinating
services at the ambulatory care level.
Up until the introduction of the Central Reallocation Pool and the associated morbidity-based risk

structure compensation in 2009, DMPs were integrated into the risk structure compensation, which
created an important incentive for the sickness funds to introduce structured treatment programs.
Insured individuals registered with one of the programs were a separate group within the morbiditybased risk-adjustment scheme, which for them resulted in higher standardized healthcare expenditure in
almost all age groups. In 2009, this financial incentive for the sickness funds to introduce DMPs was
abolished, as all indications of the existing DMPs are among the 80 diseases eligible to be taken into
consideration under the morbidity-based risk-adjustment scheme. However, for the continued support
of DMPs, the sickness funds receive a lump sum for each DMP participant in order to cover the program
costs.

Hospitals
Between 1972 and 1986, the federal government and the Länder were jointly responsible for hospital
policy making, but in 1986 the Länder once again assumed sole responsibility. Länder own and partially
finance medical school hospitals and accredited teaching hospitals. They enforce accreditation and
licensing of health facilities and of health professionals working in social services. The Länder are
responsible for policy development and implementation of social and nursing services, social assistance,
youth services, and social work 98. The Länders determine hospital capacity, while ambulatory care
capacity is subject to rules set by the Federal Joint Committee.
Hospital care is delivered by a mixture of public, non-profit, and private for-profit organizations.
Public-sector hospitals provide about 48% of all hospital beds, non-profit hospitals provide about 34%
of the beds, private not-for-profits account for about 18%. The number of private, for-profit hospitals
has been growing in recent years (now around one-sixth of all beds). In Germany some 20 hospital
chains are active. If a public hospital is in financial difficulties the private hospital chains can consider a
takeover. With their financial backing they are generally able to restructure the hospital upon takeover
and attempt to turn the hospital into a profit making company.
German hospitals have traditionally concentrated on inpatient care; sectoral borders to ambulatory
care were strict99. Since 2004, hospitals have been able to provide ambulatory care services to certain
groups of people with highly specialized treatment needs. Also the development of integrated care
models (since 2000) and DMPs (since 2002) have offered new opportunities for hospitals to become
active in ambulatory care.
All hospitals are staffed principally by salaried doctors. Senior doctors are allowed to treat privately
insured patients on an fee-for-service basis.
Hospitals are financed through "dual financing", with financing of capital investments through the
Länder and running costs through the sickness funds, private health insurers and self-pay patients,
although the sickness funds finance the majority of operating costs (including all costs for medical
goods and personnel). Financing of running costs is negotiated between individual hospitals and
Länder associations of sickness funds, and primarily takes place through diagnosis-related groups
(Diagnose-bezogene Fallpauschale; DRGs), currently based on around 1,200 DRG categories100.
The Länder governments are responsible for capital investments, which are based on state-level hospital
requirement plans. The investments are made independently of hospital ownership and according to

the priorities of each Länder government. While the Länder are responsibility for major investments,
such as large-scale medical technology and the construction of buildings, the responsibility for
financing building maintenance and repairs lies with the sickness funds.
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5.6. RECENT DEVELOPMENTS
Integration of care
A key feature of the healthcare delivery system in Germany is the clear institutional separation between
public health services, ambulatory care and hospital (inpatient) care. This has increasingly been
perceived as a barrier to change and so provisions for integrated care are being introduced with the aim
of improving cooperation between ambulatory physicians and hospitals.
Many efforts to improve care coordination have been implemented, e.g., sickness funds offer
integrated-care contracts and DMP's for chronic illnesses to improve care for chronically ill patients
and to improve coordination among providers in the ambulatory sector.
In December 2014, 9,917 registered DMP's for six indications had together enrolled about 6,5 million
patients (more than 8% of all the SHI-insured). There is no pooling of funding streams between the
health and social care sectors. From 2016, the Innovation Fund has promoted new forms of crosssectoral and integrated care (also for vulnerable groups)101.

Electronic health records
About 90% of physicians in private practice use electronic health records (EHRs) to help with billing,
documentation, tracking of laboratory data, and quality assurance. The use of online services to
transmit billing information and documentation from disease management programs is obligatory.
Hospitals have implemented EHRs to varying degrees. Unique patient identifiers do not exist and
interoperability is limited, as data safety concerns represent a significant obstacle.
As of 2015, electronic medical chip cards have been used nationwide by all the SHI-insured; they encode
personal information such as the person's name, address, date of birth, and sickness fund, along with
details of insurance coverage and the person's status regarding supplementary charges. In 2015, the
Federal Cabinet proposed a bill for secure digital communication and health care applications (EHealth Act), which provides concrete deadlines for implementing infrastructure and electronic
applications, and introduces incentives and sanctions if schedules are not adhered to. SHI physicians
receive additional fees for transmitting electronic medical reports, collecting and documenting
emergency records (from 2018), and managing and reviewing basic insurance claims data online. From

July 2018, SHI physicians who do not participate in the online review of the basic insurance claims data
will receive reduced remuneration. Furthermore, in order to ensure greater safety in drug therapy,
patients who use at least three prescribed drugs simultaneously will receive an individualized medication
plan, started October 2016. In the medium term, this medication plan will be included in the electronic
medical record102.

Act to Strengthen SHI Health Care Provision
In June 2015, parliament passed the Act to Strengthen SHI Health Care Provision. This act is based on
the 2011 SHI Care Structures Act, and takes measures to further strengthen service provision structures
for SHI patients, particularly in underserved rural areas. These measures include;
a right for municipalities to establish medical treatment centres;
a ban on transferring SHI-accredited practices to successors in overserved areas;
the establishment of appointment service centres that would guarantee a specialist;
appointment within four weeks; and
the promotion of innovative forms of care, especially through the establishment of an
Innovation Fund at the Federal Joint Committee endowed with €300 million annually from
2016 to 2019.

Quality of care
The Hospital Care Structure Reform Act came into force in January 2016. The Act aims to strengthen
the quality of hospital care and improve the financing possibilities available to hospitals.
The government commissioned the Federal Joint Committee to establish the Institute for Quality and
Transparency in Health Care, replacing the AQUA Institute. The institute was established in January
2016, with the task of developing further indicators for quality assurance, which might provide an
additional criterion for decisions on hospital planning and payment as well as a more patient-friendly
design for hospital reports. Process and (partly) outcome quality are addressed through the mandatory
quality reporting system for the roughly 2,000 acute-care hospitals.
A nursing jobs funding program is being set up, with a view to strengthening direct nursing care for
patients. From 2019 onwards, 330 million euros per year will be made available on a permanent basis103.
Local Expert: Manuel Mandler

6 Greece
By Professor Nikos Maniadakis & Georgios Katsikostas-Michopoulos104

6.1. INTRODUCTION
The Greek healthcare system is considered a mixed system, it combines elements of both Beveridge and
Bismarck models, with a large private sector. Greece has a National Health Service (NHS) financed
through taxation, but healthcare is also covered on behalf of Social Security Funds (SSFs) by an
organization called EOPYY (National Organisation for the Provision of Health Services). This
organization contracts alongside public services, a large number of private providers (financed by out of
pocket direct payments and private insurance). This fragmentation and complexity has led to
inefficiency, hence since the implementation of the Memorandum of Understanding rescue agreements,
signed in 2010 with European Institutions and the International Monetary Fund (IMF) the healthcare
system has been under constant reforms. These reforms aim to increase efficiency and effectiveness in
the provision of healthcare services and to control costs.
The Ministry of Health has jurisdiction for supervising and organizing healthcare. It is responsible for
setting priorities at a national level, defining the extent of funding, allocating relevant resources,
introducing legislative framework, implementing the laws and regulations, regulating professionals and
the private sector and managing the National Health Service. Until 2001, the system was quite
centralized but the establishment of Regional Health and Welfare Authorities (PeSYPs), which later
were renamed Health Region Administrations (DYPEs), led to a level of decentralization. There are 7
Health Region Administrations, responsible for planning, coordination, supervision and control of the
operations of all public Health and Social Service Providers (Hospitals, Health Centres, Regional
Medical Centres, Social Care Units, etc.), for supervising all private sector entities (physicians,
diagnostic centres, hospitals) and for making proposals to the Minister of Health for improving
healthcare delivery and for making it more efficient.
The public healthcare provision system comprises the centralized service within the Ministry of Health,
a framework of primary, secondary and tertiary care services at the regional and local level, as well as a
number of special public health organizations which are under the patronage of the Ministry of Health,
such as the National School of Public Health, the National Medicines Agency, and other regulatory,
research, education and services entities.
Following the 2011 Kallikrates reforms, Greece is divided into 7 administrative districts (decentralized
administrations) headed by a general secretary. On a secondary, regional-level, there are 13 regions or
"peripheries", headed by an elected Governor and governed by an elected Regional Council. These
regions are responsible for running public services at regional level. Due to the existence of separate
regional health structures, they have limited intervention in the healthcare field. Regional and
prefectural authorities are mainly undertaking administrative and bureaucratic responsibilities such as:
(a) the distribution of public subsidies and financing to public entities, as determined by the health
ministry and the Ministry of Finance and Economics, the provision of health booklets for those on low
incomes, the licensure and the monitoring of the private sector (doctors' and dentists' surgeries,
laboratories, hospitals, diagnostic centres, etc.), which is in accordance with the legislative framework
set by the Ministry of Health, and certain tasks pertinent to environmental and public health.
Moreover, at the level of service provision, municipalities are responsible for running public infant and
child care centres, open care centres for the elderly (KAPIs) and for implementing certain welfare
programs such as "Home Assistance". Finally, some large municipalities run a small number of health

care centres, especially in the greater area of Attica. For instance, the City of Athens operates 7
Municipal Health Clinics in 6 of the 7 City Districts to ensure Primary Healthcare services are accessible
to all citizens.

6.2. FINANCE SYSTEM
In Greece public statutory financing is based on social insurance and taxation. Historically, the Greek
health system was developed largely based on social security by meeting health needs based on
membership to insurance funds. Subsequently a NHS was established, which is funded by taxation.
Finally, private provision and financing has grown at the higher levels in EU. Hence, today the
healthcare system is financed by a mix of public and private resources.
The primary source of revenue for the social insurance funds are the contributions of employees and
employers (including state contributions as an employer). Social security insurance is mandatory for all
working people and pensioners in Greece and their dependents. The state budget, via direct and indirect
tax revenues, is responsible for covering administration expenditures, funding health centres and rural
surgeries, providing subsidies to public hospitals and insurance funds, investing in capital stock and
funding medical education.
The third important source of healthcare financing is private expenses, mainly of out-of-pocket
payments for services not covered by social insurance, payments for services covered by social insurance
but bought outside the public system for reasons related to time, cost and quality, co-payments and
various unofficial payments for bypassing waiting lists or ensuring more attention on the part of the
doctor. There is a low penetration of private health insurance with 90% of total private expenditure
being out of pocket expenses.

Health Insurance Institutional Framework
The National Health Service Organisation (EPOYY) was established in 2012. The EPOYY is a public law
entity and is the single public healthcare purchaser in Greece. The EPOYY is under the supervision of the
Ministry of Health. Prior to 2017 there were 4 large public social funds and 20 smaller ones. Since 1st of
January 2017, almost all social insurance funds were unified with the establishment of EFKA (Unified
Social Security Agency). Membership is compulsory, therefore there is no freedom of choice of fund, nor
is there any competition. Part of the deductions paid to EFKA is dedicated for Health insurance
contributions which is a responsibility of EOPYY to use for the benefit of the insured.
EOPYY is responsible for purchasing services for all covered under all of the public sector social security
funds. The establishment of EOPYY was an attempt to reform social health insurance, and health care
in general. The main pursuit of establishing a single health purchasing agency was to pool all health
resources into it and operate as a monopsony, with increased bargaining power over health providers.
Moreover, by establishing a single agency, the purpose was to achieve the homogenization of health
benefits to all of the insured and provide access to a single system of healthcare provision and also to
increase efficiency, transparency and accountability.

Private Health Insurance

Private health insurance (PHI) takes the form of supplementary or complementary, profit-making,
primary or secondary care schemes providing cover for faster access, better quality of services, better
accommodation, specialized services, and increased consumer choice. The total number of insurance
companies operating in the health insurance sector exceeds 20, according to the Association of
Insurance Companies of Greece. Approximately 12% (2017) of the population is covered by private
health insurance. The profile of the population in Greece covered by private insurance differs from the
general population's profile in terms of use and spending of medical services. According to 2015
ELSTAT report, PHI concerned about 4% of total health spending, whilst out of pocket private
spending was 35% of total health spending.
The limited uptake of private health insurances in Greece, compared to other countries is mainly due to
economic and social factors. The economic factors have to do mainly with income as well as the
existence of coverage by social insurance, which is considered free of charge and universal. Additionally,
studies show citizens' reluctance to pay one private insurance company for PHI, when they are
accustomed to paying their doctor or hospital directly. In order to provide incentives for citizens to buy
PHI, legislation was implemented from the early 90s to allow tax deductions for private insurance
premiums. Presently, those who have private health insurance are not exempt from contributions to
their social security fund, nor are they entitled to a tax exemption for the premiums they pay for their
insurance.
Healthcare expenditure in Greece is 8.3% of the GDP. Of the total healthcare expenditure is 30% financed out of
taxes, social insurance contributions (NHI) accounts for 29%, out-of-pocket payments for 35%, private insurance
for 4% and other sources 2% (OECD Health Statistics 2017).
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6.3. BENEFIT PACKAGE AND CO-PAYMENTS
Health coverage determines the types of care services offered to patients under the statutory public
scheme and the related costs and co-payment methods. Coverage is regulated and reflected mainly by
the Uniform Health Benefit Regulation (EKPY). According to the legislation, equal access to all insured
is guaranteed to a unified system of healthcare provision, which has as its aim the prevention,
preservation, promotion, improvement, rehabilitation and protection of health. This regulation
determines the health benefits in the exact kind, extent, amount, way and procedure of granting, the
beneficiaries of these provisions, as well as the way of reimbursement of the related expenses which are
calculated with the use of DRG system (KEN). Coverage for these services is provided for both insurance

fund members and their families. The Health Benefits include: prevention and health promotion
activities; primary healthcare, medical care, diagnostic medical procedures; preclinical examinations;
physiotherapy, occupational therapy, speech therapy, psychotherapy; pharmaceutical care; dental, and
oral care; special treatment; hospital care; use of an exclusive nurse; patient mobility costs; obstetric care
and childbirth allowance; hospitalization abroad; health recovery; provision of remedies and prostheses;
benefits of bath-therapy, aero-therapy and food provision. Insurance coverage and entitlement to
healthcare benefits are evidenced by a health booklet issued at the request of the insured to his insurance
institution.
Unemployed Greeks were entitled to healthcare from national health insurance for a maximum of a
year, and after that period, healthcare was no longer covered, and patients had to pay for their own
treatment. However, the employment level in Greece increased gradually to close to 30% with most of
the unemployed being long-term unemployed. Hence a significant proportion of the population
(around 20%) lost its coverage and access to healthcare in the context of statutory schemes. In 2014, the
Greek government and the lenders started initiatives to extend health coverage to uninsured people and
to provide for their care in public entities. Finally, free access for the uninsured in the public health
system was granted by law 4368/2016. According to the law, all people who are registered as
unemployed, refugees and those earning less than €2,400 a year individually or €3,600 as a couple, are
entitled to free healthcare, with the threshold rising for families according to how many children they
have. Additionally, coverage is provided to individuals with a disability or specific chronic condition
(certified by public authorities), whose actual income does not exceed €6,000 annually for an individual,
increased by €1,200 for the spouse and for each dependent family member (minor or protected child).
As a result, the right of free access to all public health institutions for the provision of nursing and
healthcare to uninsured and vulnerable social groups was established. The most fundamental change
introduced by the above framework is the equalization of the rights of insured and uninsured people in
Greece. The health coverage guaranteed by the new framework is complete and includes nursing,
diagnostic and pharmaceutical coverage. The uninsured are eligible to the exact same care that EOPYY's
insured are entitled by the public healthcare institutions. Every Greek citizen or person legally residing
in Greece with an individual Social Security Number (AMKA) is eligible for healthcare services. In case
of non-legal residents, coverage is provided in acute cases where immediate health coverage is needed
and in cases of patients belonging to vulnerable groups. Such cases include pregnancy, sick children,
chronically ill, disabled, mentally ill, people suffering infection or accident and emergency cases. All
people irrespective of any status, even illegal immigrants are entitled to free access to public hospital
emergency departments.

Co-payments
There is no charge for visits to public primary care facilities, outpatient clinics of ESY hospitals and for
hospital treatment in the public sector. Out-of-pocket payments in public hospitals concern only very
exceptional cases such as room upgrades, not reimbursed by the health insurance fund. The government
has introduced private practice for hospital ESY and academic doctors and established afternoon private
outpatient clinics in public hospitals. Doctors are paid on a fee-for-service basis for a consultation, with
flat rates ranging from €24 for doctors in rural hospitals to €72 for medical professors in university-

affiliated hospitals. In most cases, these services are covered by payments that are non-reimbursable by
social insurance. However, any diagnostic test or clinical care provided during the consultation or
prescribed is reimbursable. Most of the amount of the paid fee goes directly to the hospital and the rest
to the doctor. The rationale for the introduction of afternoon private visits in public hospitals was to
avoid informal payments and tax evasion, as well as to enhance patient choice, and to reduce waiting
lists, but on the other hand increases patient costs and inequalities in access.
In terms of visits to primary care physicians contracted by EOPYY for simple consultation these are free
of charge for the person visiting. However, there are cases that include charges for the patient. When the
visit includes a medical intervention, there is 15% co-payment and the same applies for diagnostic
testing and imaging. Moreover, there is an upper limit of 200 patient visits per month for every
contracted health professional and when a physician exceeds that limit the visit must be fully paid by the
patient. Also, in cases that the patient demands services that are not included in EOPYY's list, the
patients has to carry the cost of the service. Last, if the insured chooses on his own initiative to visit the
doctor outside of the normal office hours and has agreed to undertake a private visit, he must fully
reimburse the doctor.
Dental care is characterized by strong presence of the private sector with little or no state involvement.
Most citizens go to private practitioners for ordinary dental care and the services of the public system
are almost exclusively oriented towards the treatment of oral diseases and serious conditions. More than
90% of dental practitioners are employed in the private sector, and the financing of services in private
dental practice is almost exclusively at private expense. Health centres provide services to children and
cover emergency cases in the general population free of charge.
For pharmaceuticals there is a positive list, which also comprises a sub-list with expensive products, a
negative list, and a list with the non-prescribed pharmaceuticals (MHSYFA). Citizens pay 100% of the
costs of drugs in the last two lists. In terms of the products in the positive list, there is no co-payment for
products dispensed in hospitals or products for serious and life-threatening conditions. For other
products there two systems of co-payments applied. There is a statutory co-payment of either 10% or
25% depending on the drug category. On top, there is an internal price referencing system. EOPYY sets
reimbursement prices, called reference prices, for each cluster of products, based on the prices of the less
expensive products in the cluster. If patients get products with price higher than the reference price, they
pay on top of statutory rate co-payment, the difference between the reference and the actual prices of
the product.

Private health coverage
Private health coverage derives from voluntary private insurance. In most cases, it has a supplementary
role and provides, to the insured, freedom of choice between available health providers and services. For
private health insurers pre-existing conditions and chronic illnesses are excluded from cover and
insurers offer many different benefit packages, some of which offer full coverage and some others
coinsurance on top of the statutory coverage package for giving better access to private care providers.
Premiums for individual contracts are based on individual risk rating, while group contracts are based
on community rating. The drivers of risk rating are: age, sex, profession and the medical history of the
insured. Potential subscribers are required to provide information about their family and personal

disease history and are required to undergo medical examinations. Private health insurers can reject
applications, exclude pre-existing conditions or set age limits. Health insurance contracts are not
offered for purchasing to those beyond the age of 65.

6.4. PHARMACEUTICALS
The main responsibility for the planning and implementation of pharmaceutical policy lies with the
Ministry of Health. The competent authority for the evaluation and market authorization of
pharmaceuticals is the EOF (Ethnikos Organismos Farmakon), which was established in 1983 and is a public
entity of the Ministry of Health. Within the scope of its mission, EOF also monitors post-marketing
product quality, safety and efficacy, as well as product manufacturing procedures and clinical studies. It
also develops and promotes medical and pharmaceutical research and provides all stakeholders with
useful information. EOF is assisted in its work by its subsidiaries: (a) the IFET, which performs
statistical analyses and distributes the products that are under the EOF's authority in order to cover
permanent or extraordinary product shortages in the market, and (b) the EKEVYL, which is responsible
for certification, quality control and research on medical devices.
The prices of all medicinal products, either branded or generics, and OTC drugs (the OTC market is
partly deregulated recently) are government controlled. The competent authority for pricing is the
Ministry of Health. A pricing committee, composed of delegates from all stakeholder groups, sets
pharmaceutical prices which are published in a Price Bulletin. The pharmaceuticals price setting system
has been based on the type of product in question. According to legislation, the prices of on-patent
medicines are set as the average of the three lowest ex-factory prices in the EU-28. Any available price
(e.g., ex-factory, wholesale, retail, hospital, insurance) is collected from official, published sources, and
the necessary conversion of retail or wholesale to ex-factory price is made according to methodology
and rates determined by the National Organization for Medicines (EOF). Using External Reference
Pricing, pharmaceutical prices are reviewed (re-pricing) twice per year. Following each re-pricing, the
Positive Reimbursement List is also reviewed, in order to update reimbursed prices accordingly. At the
same time, Greece is included in the ERP basket of half of the EU-28 countries (14 out of6 28) and is
among the countries with the highest frequency of re-referencing (biannual).
For off-patents, the prices are set either at 50% of their last "protected" price or by the same method as
for on-patents, with preference to the method that leads to the lowest price. Generic drug prices are set
at 65% of their off-patents originals. For products manufactured or packaged domestically, production
and distribution cost factors are taken into account. The estimation of cost includes production and
packaging expenditure, as well as expenditure on management, allocation and distribution. Moreover,
the cost of research and developing the active substance, as well as any new investments, are considered.
The net profit rate is 8.5% and is calculated on top of the total cost excluding depreciation, interest and
third-parties' profit for outsourcing production.

Build-up of prices
According to the legislation, the following prices apply to medicinal products. The highest ex-factory
price is the selling price from the authorization holder to wholesalers and is calculated in accordance
with the provisions of the following legislation. The ex-factory price is based on the wholesale price

reduced a) for all compensated medicinal products by EOPYY at a price of up to €200 by 4.67% and at a
price above €200.01 by 1.48%, b) for prescription drugs, which are not compensated, by 5.12% and c) for
non-prescription drugs by 7.24%. Highest wholesale price of drugs is the selling price to pharmacies.
This includes the gross profit percentage of the wholesale drug license holder, calculated as a percentage
of the maximum ex-factory price. The highest retail price of drugs is the price available to the public by
pharmacies and is determined by the wholesale price, adding the legal profit of the pharmacy. (For
pharmacies, the mark up rate is determined as follows: (a) for non-prescription medicines up to 35% of
the wholesale price, (b) for prescription drugs which are not compensated 35% of the wholesale price,
for all compensated medicines with a rate ranging from 30-2.25%, as the price increases.
The highest hospital price of the medicines is the selling price from the authorization holder to the State,
the Public Hospitals, the Social Care Units, the EOYPYY pharmacies, the legal entities under the public
law of paragraph 1 of Article 37 of Law 3918/2011, and pharmacies in private clinics with more than 60
beds. The maximum hospital price is determined on the basis of the ex-factory price reduced by 8.74%
or the wholesale price reduced by 13%.
The authorization holder may request reductions from the maximum ex-factory prices for all categories
of medicinal products which are accepted by a supplementary pricelist which is approved by decision of
the Minister of Health on the recommendation of the Directorate for Medicines and Pharmacies of the
Ministry to which it is submitted request. The Marketing Authorization Holder may apply for a
medicinal product to be removed from the Medicinal Product Price List if he has previously been
lawfully discontinued. The voluntary reduction of the price of a reference medicinal product does not
reduce the price of the corresponding generic unless the authorization holder of the generic requests so.
Furthermore, MAH may sell non-prescription drugs to wholesalers at prices below the maximum,
provided that they appear on the relevant document. Wholesalers may sell non-prescription drugs to
pharmacists at prices below the maximum, provided that they appear on the relevant document and,
accordingly, pharmacists may sell these medicines at prices below the maximum, also subject to the
inclusion in the sales receipt.
For wholesalers the mark up rate is determined as follows: (a) for non-prescription medicines, up to
7.8% of the maximum net ex-factory price, (b) for prescription drugs which are not compensated by
EOPYY as a percentage of 5.4% of the maximum net ex-factory price, (c) for all compensated medicinal
products by the state as 4.9% of the maximum net ex-factory price, when it is up to €200, (d) for all
compensated medicinal products at a rate of 1.5% of the maximum net ex-factory price, whichever is
greater than €200.01.
Pharmaceutical companies distribute pharmaceutical products in the Greek market either through
wholesalers to pharmacies or directly to public hospitals and EOPYY pharmacies. It is also possible for
companies to sell pharmaceuticals directly to pharmacies. In areas where there is no pharmacy, doctors
at health centres can also dispense drugs. Hospitals purchase medicines according to the needs of each
of their departments. The procurement procedure is carried out by the in-hospital pharmacy. A special
hospital scientific committee approves any new drug to be ordered. The terms and conditions for the
establishment and operation of a pharmacy are included in the current pharmaceutical legislation,
compliance with which is supervised by the Ministry of Health. In addition, the Ministry supervises the
operation of 29 EOPYY's pharmacies and 39 pharmacists' cooperatives.

Reimbursement
The Ministry of Health in collaboration with EOF formed the Assessment Committee for the
Preparation of List of Prescription Drugs responsible for the creation and update of the reimbursement
"positive" drug list. The list is uniform, and it is revised at regular intervals. The inclusion criteria in the
list are the proven therapeutic efficacy, patient tolerance and safety of the product. The principal
criterion for the inclusion of an original medicinal product in the positive list is the therapeutic efficacy,
which is evaluated based on the severity of the disease, the effectiveness/safety ratio, the possibility of
using alternative treatments (medicinal or not) and the target population. Moreover, recently new
criteria for the inclusion of new pharmaceutical in the positive list have been introduced. In particular,
new drugs will be placed on the positive list provided that they circulate in nine EU Member States, and
in six of them are reimbursed, three of which have a health technology assessment system (HTA). At the
same time, specific evaluation criteria will be used to compensate for medicinal products, such as the
added therapeutic value of the new drug in relation to existing treatments, the credibility of the clinical
documentation and the cost-benefit ratio after taking into account the budgetary impact on public
pharmaceutical expenditure in line with the country's pharmaco-epidemiological data.
In Greece only prescription medicines included in the positive list are reimbursed by social insurance. In
contrast, over-the-counter product (OTC), "lifestyle" drugs and prescription medication in the negative
list are not reimbursed. As a result a patient filling a prescription at a private pharmacy has to pay: a)
Co-payment for medicines amounting to 25% of the value of the medicinal product. Excluded from the
above are the chronic illness categories that are provided with 10% or zero participation as listed in
EOF's lists. It is noted that reduced or zero participation concerns exclusively and strictly only the
pharmaceutical co-payments that concern the treatment of specific diseases. Excluded from the above
are also: transplant recipients, end-stage patients with chronic renal disease, paraplegic and
quadriplegic patients and AIDS patients for their antiretroviral medication. Moreover, there is no copayment for medications administered during pregnancy and lactation, for the treatment of accidents
at work, for medicaments supplied by EOPYY's insured from pharmacies or warehouses of the Agency,
for medicines purchased from state hospitals pharmacies as well as for compulsory vaccination under
the National Vaccination Program. In contrast, individuals eligible for EKAS and their families
contribute with a 10% rate instead of 25%. Also, a fixed payment by the patients of the amount of one
(1) euro per recipe to EOPYY is to be paid to private pharmacies' prescriptions.
In the cases where the selected product taken by the insured has a retail price that coincides with the
reference price, the patient pays only his statutory participation percentage. In cases where a drug with a
retail price higher than the compensation price is selected, the patient covers, in addition to the statutory
participation foreseen, the entire difference between the compensation price and the retail price of the
medicinal product. In cases where the retail price of the preference drug is lower than the compensation
price, the difference between the retail price and the compensation price is deducted by half the
institution's planned statutory participation. The amount that the patient covers in addition to the
statutory participation may not exceed €50 per unit formulation.
The uninsured individuals have to pay the same as the insured unless they fall into the income (ranging
from €2,400 annual income for an individual to €6,600 for a family with five dependent members or
one-parent family with six dependent members), clinical (individuals with a disability of 67% and

above) and social exceptions (minors under 18 years of age, prisoners, individuals in juvenile care
institutions, refugees and those residing in Greece with a stay for humanitarian or exceptional reasons
and members of their families), in all these case the individuals are eligible to zero co-payment.

Pharmacies
Licenses for the establishment of pharmacies are granted to licensed pharmacists, in Greece or in a
Member State of the EU, as well as to other individuals who are nationals of Greece or a member state of
the EU, by the Public Health Directorate of the Regional Unity of the headquarters of the pharmacy and
by decision of the Regional Commissioner and declared by the holder of the license to the relevant
Pharmaceutical Association. With the newest legislation introduced, it is now possible that an
individual who is not a pharmacist can receive a license to set up a pharmacy as long as in the new
company there is a pharmacist who owns shares worth over 20%. Additionally, population restrictions
apply to those holding a license. In municipalities and municipal or communal regions with a
population of up to 1,000 inhabitants, only one pharmacy license is granted. In municipalities and
municipal or communal regions with a population 1,001 and over, a proportion of 1,000 inhabitants per
pharmacy is required. The legislation which stated that pharmacies must also be a certain distance away
from each other is no longer in action. According to ELSTAT, in 2015, 10,380 pharmacies operated in
Greece, i.e. 9.5 pharmacies per 10,000 inhabitants. Compared with data from the European Association
of Pharmacists (PGEU), it appears that Greece has by far the densest network of pharmacies in Europe.
Greece: Expenditure retail pharmaceuticals by type of financing
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6.5. PRIMARY CARE AND HOSPITALS
Primary healthcare is defined as a system providing a bundle of basic and completed services of
healthcare, at individual and family level and constitutes the first contact point of the citizen with the
health system. PHC in Greece is delivered by a mix of public and private health service providers.

Primary Care
In the public sector, the primary care network of services comprises hospital outpatient clinics, rural
single doctor practices, and rural and urban primary health centres. Many of the primary care centres
have been established in the 80s and 90s. In recent years many primary care centres founded and
operated by Social Insurance Funds where incorporated into the public primary care network, which
was termed PEDY, and was supervised by the regional health authorities -- DYPE. Recently, a reform of
the public primary healthcare system was introduced by Law 4486/2017. The aim of this legislation, as of
many previous initiatives, was to set a comprehensive system of primary healthcare services for free,
universal, equitable and non-discriminatory access. In this context, the Health Centres and the Rural

Health Centres of PEDY were maintained and renamed, also a process has started to recreate the public
primary care network with the introduction of new decentralized structures, termed as Local Health
Units (TOMYs). They are planned to cover specific target population and to be staffed by a
multidisciplinary healthcare-professional team, including family doctors and nurses, health visitors,
social worker, etcetera. Considered as family medicine units, emphasis is given on preventive medicine,
school health, vaccination, chronic patients management, continuous and holistic care for the citizen.
TOMYs are planned to be the first point of contact for the citizen with the National Health System and
to develop community-based interventions such as vaccinations for vulnerable population groups,
information campaigns for the general population and regular visits to schools, KAPI and workplaces.
The new network will be constituted by 239 Local Health Units (TOMYs) in 65 urban centres, which
will be staffed by approximately 1,300 doctors (general medicine, pathology and paediatrics) and an
additional 1.500 nurses, social workers and health visitors. Each TOMY will cover the needs of 10,00012,000 inhabitants, while in the case of very remote regions or small islands they may be smaller or
larger depending on local situation. Each TOMY will operate from 8 am to 9 pm daily on a weekly basis
and will be housed in existing structures of the former PEDY or in buildings belonging to the State or
Local Government Organizations.
Another important point of this reform is the initiative for the introduction of the concept of a family
doctor for every citizen, insured or uninsured, which is yet to be applied in practice. Each family doctor
is planned to have approximately 2,000 citizens who will have to enrol in their relevant TOMY or their
locally available physician who has been contracted by EOPYY. The family doctor will refer and at the
same time make an appointment with a specialized doctor, either the Health Centre or the hospital.
Apart from that, EOPYY will continue to contract with private doctors who will provide Primary
Healthcare services in their clinics to meet needs where necessary and where public structures are not
sufficient. Also in each Health Centre there is a plan to establish and operate a Dental Group that will
control the oral health of the population . Maternal care is elevated as a priority, there will be advisory
and supportive services for pregnancy, childbirth and the prevention of gynaecological cancer. The
reform aims to introduce the concept of public accountability and social control of Primary Healthcare
units.
Private primary care is delivered mainly through private practices. There are more than 25,000 private
practices and laboratories and approximately 400 private diagnostics centres and 200 outpatient services
in corresponding private clinics in the private primary care sector. Most of them are equipped with highquality and latest medical technology and compete in that front, quality and access with the public
sector. Most private diagnostic centres are in Athens and Thessalonica. Private practices, laboratories
and diagnostic centres are contracted by EOPYY to provide healthcare services to the insured of the
Sickness Funds. They also provide services directly to patients on a fee-for-service base, covered by outof-pocket payments or private insurance. Because of the absence of general practitioners most of the
primary care providers are specialists and usually they practice in their own surgeries, compensated on a
defined fee-for-service basis. Doctors and laboratories contracted by EOPYY are paid on a fee-forservice basis. Fees are usually set at a very low level, and there are quotas, rebates, claw-back ceilings and
thus formal or informal additional payments are regularly made by patients. Primary care is also
provided by physiotherapists, speech therapists and occupational therapists, who are reimbursed on a
fee-for-service basis directly by patients or by EOPYY if they are contracted.

ESY doctors are not allowed to practice private medicine while employed by the public sector. However,
they are permitted to offer care to private patients visiting afternoon outpatient clinics of public
hospitals on a fee-for-service basis. University academics have also the right to undertake private
consultations and have the right to see patients in afternoon outpatient clinics of public hospitals.
Moreover, they can maintain their academic post but resign from practicing in public hospitals and in
this case, they may move and practice in the private sector.

Hospitals
Secondary and tertiary healthcare is provided by ESY hospitals, other non-ESY public hospitals (e.g.
Military) and private clinics. According to the type of services they offer, Greek hospitals are categorized
as either general or specialized. General hospitals include departments such as medicine, surgery,
paediatrics, psychiatry, obstetrics, gynaecology and other specialized units, supported by imaging and
laboratory services. Their size varies from big general hospitals in large urban areas to district hospitals
located in the main administrative district, to small hospitals in semi-urban areas and towns.
Specialized hospitals are referral centres for a single specialty such as obstetrics, paediatric care,
cardiology, psychiatry and so on. The most complex and technologically sophisticated services are
offered by hospitals which, either in their entireness or partly for specific departments, are affiliated to
medical schools. There are also some rural health centres called "health centre-hospitals", which provide
basic diagnostic services, minor surgery and care for patients who need nursing care; they operate in
distant and isolated areas such as islands, remote areas or mountainous locations.
There are about 140 public hospitals according to the Ministry of Health "Health Atlas", out of which
nearly half are general hospitals and 7 are university hospitals. In addition to the 140 ESY hospitals,
there are 18 public hospitals operating outside the national health service. These include: 14 military
hospitals funded by the Ministry of Defence, which provide health services to military personnel and
their families exclusively, 2 university hospitals under the supervision of the University of Athens, which
receive extra funds from the Ministry of Education and provide highly specialized care to all insured
citizens and 2 hospitals under the supervision of the Ministry of Justice, serving the needs of prisoners.
Public hospitals and rural health centres generally operate on a mixture of a budget financed from state
subsidy to cover salaries and capital investments and Diagnosis Related Groups (KEN) tariffs paid by
EOPYY, to cover operational costs. Private financing in ESY hospitals represents another source of
revenue but small in terms of percent in the overall budget. It involves out of pocket payments and
private insurance payments for room upgrades, extra services and afternoon outpatient clinics. Army
hospitals operate on annual budgets provided by the Ministry of Defence and through supplementary
payments by EOPYY on a fee-for-service basis for non-military patients hospitalized in these facilities.
There are approximately 150 private clinics in Greece, comprising general hospitals, but also specialized
ones in maternity, psychiatry, and long term and rehabilitation care. The private hospital sector of the
country has two groups of providers. One category includes a small number of prestigious high quality,
comprehensive care, high technology, well equipped private hospitals with 150--400 beds, mainly in
Athens and Thessalonica. The other consists of small hospitals with fewer than 100 beds, either general
or specialized located mainly outside the two major cities. The number of these hospitals has decreased

over the years due to the shrinking of the sector. Private hospitals charge on a fee for service or per diem
basis and are funded by EOPYY, private insurance or out of pocket money.

Emergency care
Public emergency pre-hospital care is provided through the ESY and the facilities of the EKAV. EKAV
was established in 1985 (Law 1579/1985) and is responsible for the provision of first aid and emergency
medical care to all citizens, as well as transportation to health care units, free of charge at the time of
use. It also provides continual training to doctors, nurses and other healthcare personnel in all aspects
of emergency medicine and health care. EKAV's central service centre is located in Athens, with
branches in most regions of the country, serving about 500,000 patients annually.
All public hospitals have emergency departments, which operate on a rotation basis. In urban areas,
hospitals are on-call every three or four days, but in the districts (with only one hospital per city) they
are on-call every day. A tertiary hospital, in combination with one or two smaller ones, is jointly on-call
24 hours a day in Athens and Thessalonica and other major cities. During on-call days the outpatient
departments are used as accident and emergency departments, and provide emergency services that
complement the functions of the National Centre for Emergency Care (EKAV), the authority for
emergency cases transfer and coordination. In the districts, patients are (if necessary) transferred to the
main hospital of the region, or to big referral centres in Athens, Thessalonica, Crete (especially for the
Aegean islands), or Ioannina and Patra (for the Ionian Islands).
For dealing with crises and natural disasters the Ministry of Health has created an Integrated System of
the National Healthcare (EKEPY) so as to effectively co-ordinate all personnel and involved parties
with incident management, emergency and health-related crises. Apart from the above, there are also
private emergency care providers that operate independently at the large private clinics and are there to
serve patients with private insurance and other private patients willing to pay out-of-pocket.

Long-term care
Long-term care in Greece is provided to three categories of people characterized by a high level of
dependency: the elderly, people with physical and intellectual disabilities and people with mental health
problems. The open care centres for the elderly (KAPIs) are public law entities, financed by the Ministry
of Health and run by municipalities. They aim to provide psychosocial support, health education and
preventive activities to older people, thus improving their well-being, while they continue to live in their
own personal and social settings. The main services offered include preventive medical services, such as
blood pressure measurement and blood sugar tests, physiotherapy programs (for example, preventive
physiotherapy, rehabilitation), ergo therapy programs (for example, orthopaedics), education on health
matters, including lectures on proper diet, clothing, prevention of accidents and personal hygiene, as
well as recreational activities. There are more than 320 KAPIs around the country and the number is
increasing. The centres are staffed by a team of social workers, health visitors, occupational and physical
therapists and family assistants.
Home help for the elderly as a program was initiated by the Ministry of Health and is run by
municipalities in close collaboration with KAPI. The aim is to provide home care to the elderly, the frail
and those who live alone, to improve their quality of life, to ensure that they maintain their autonomy

and independence, and to keep them active in their family and social environment, thus reducing the
need for institutional hospital care. A social worker, a nurse and a home helper pay regular visits (on a
scheduled basis) to elderly people in their home, providing help, care, counselling and psychological
services, and assistance with everyday tasks for those unable to perform them on their own, according to
individual needs. Collaborating NGOs also offer substantial support in this area. Today, home help
programs across the country provide help for over 100,000 elders and people in need and employ nearly
3,400 professionals.
The daily care centres for the elderly (KIFIs) are an alternative form of public support and protection
offered to the elderly with the aim of keeping them within their family environment. This service is
provided to people aged over 65 suffering from chronic or acute physical or mental disorders, who
depend on others for care, have economic problems and face social and family problems. Services
include daily care and coverage of basic needs, psychological and emotional support, and assuring the
delivery of pharmaceutical care.
Several Church organizations or NGO's offer a variety of services including last-resort residential care
for frail elderly people, residential care for people with incurable diseases, infirmaries for chronic
diseases, residential care for the disabled and physiotherapy centres. Lastly, there is a wide network of
private long-term care facilities which accommodate the additional or unmet needs of elders and
patients. Their fees are determined according to the services they provide.
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6.6. RECENT DEVELOPMENTS
In 2010, the Greek economy entered a deep and multi-faceted crisis (large fiscal deficit, huge public
debt, shrinking GDP, growing unemployment etc.). As part of the conditions of a financial support
package from the EU and IMF the country adopted strict austerity measures aimed at reducing the fiscal
deficit and restoring market confidence in the future of the economy. This resulted in significant budget
cuts and public healthcare expenses were reduced consecutively.
Healthcare was one of the priority areas of interventions in the reform program designed for the Greek
economy. The reforms have focused in five main areas, fiscal control, public health insurance
consolidation, public hospital management modernization and pharmaceutical policy redesign.
Elements of these reforms include in the fiscal field the introduction of fixed budget and rebate and claw
back mechanisms for all budget items. In the health insurance field, the main reform has been the
introduction of EOPYY as a monopsony of healthcare services. There was consolidation of hospital
services in certain areas, and improvements in their budgeting, accounting, reimbursement, IT and

procurement operations, benchmarking and performance measurement and reduction at staffing levels
and salaries. There has been implementation of an e-prescription system which incorporates all medical
acts in the country and is used for monitoring. In the pharmaceutical arena, there were significant
revisions in the pricing and reimbursement systems, auditing of prescription, prescription protocol
implementation, negotiations with providers, Health Technology Assessment, reduction in mark ups of
pharmacists and wholesalers, generic penetration support, positive and negative list implementation.
The reform program in healthcare is still ongoing.

Future Challenges
There are many challenges facing the healthcare sector in Greece. First there is underfunding and public
funding for healthcare as percent of GDP is much lower in comparison to other EU countries of similar
economic status. In particular, public health expenditure in Greece is very low. Austerity measures have
deprived the system of capital equipment and other infrastructure and in the future a main challenge
will be to bring overall public expenditure at recommended levels, and at the same to time to cover the
needs for capital and infrastructure. This will take place in an environment where there will be a lot of
competition for money from different sectors. Moreover, the public system will have to cope with the
needs of implementing the ongoing reform in primary care. This all will happen at a time where most
modern healthcare systems move to the era of value based health care. The system in Greece will need to
make major advances to be able to catch up from an organization point of view with modern European
healthcare systems.
Many of the ongoing reforms were implemented abruptly, under pressure, without proper planning and
technical support. Many of the problems of the system prior to the economic crisis still prevail. It is a
mixed system, fragmented, financed by many different sources, with lack of modern mentality and
organizational patterns, with no cost and outcome measurement at individual level and with a deficient
primary care system.
There is a misbalance between private and public providers. The state is still managing hospitals and
using the healthcare system for political benefits and for hiring party affiliated managers.
In the next few years long term unemployment will be high, and this will put a challenge from a funding
perspective. Moreover, proper planning based on needs assessment is still an objective. The ministry
needs to develop techniques to match supply to demand and to direct funding in the areas of needs.
Also, staffing and development of an older NHS staff will be a challenge. Moreover, the
defragmentation of the system and the seamless cooperation between primary and secondary care.
Technological progress shifts quality and effectiveness up but also moves prices of technologies to the
same direction. It will be a challenge to cope with new developments and the demands of an aging and
less healthy population, that create a dynamic grid of long-term challenges for all healthcare systems.
Hence further reforms are needed to structurally unify the health sector, develop primary healthcare, to
pool and to better use the financial resources, modernize the payment system of providers, introducing
new managerial and administrative methods, adopt cost-effective and monitoring mechanisms, and to
develop policies for better allocation of resources.

7 Italy
7.1. INTRODUCTION
The Italian healthcare system has undergone profound changes since the establishment of the national
health service (NHS) model in 1978. The system was previously fragmented into numerous health
insurance funds without unified regulation. In 1978, these funds were abolished and a national health
service (Servizio Sanitario Nazionale -- SSN) was established. The main objectives of the reform were to
guarantee good health for all, equal access to care, irrespective of income or geographic location, to
develop disease prevention schemes, to reduce inequality in the geographic distribution of healthcare
and to guarantee minimum levels of care geographically, to control healthcare expenditure growth and
to guarantee public democratic participation (via political parties) in the management of the public
healthcare system. A financing scheme was established that combined general taxation and statutory
health contributions. The intention was to move progressively to a fully tax-based system.
The SSN underwent reforms within the early 1990s which involved a process of decentralization, both
by devolving political and financial authority to the regions and by delegating considerable managerial
autonomy to lower-level purchaser and provider organizations. An attempt was also made to introduce
some elements of quasi markets. In 1999, another reform package was launched. It deepened the
regional devolution process, reorienting the internal market reforms towards strengthening
cooperation and regulations, established the basis for defining the core benefit package and further
regulated the introduction of clinical guidelines to guarantee quality in healthcare.
In accordance with the 2001 amendment of the Italian Constitution, the state and the 20 regions share
responsibility for healthcare. The state has exclusive power to define the basic benefit package or
entitlement (livelli essenziali di assistenza -- LEA), which must be uniformly provided throughout the
country. The 20 regions have responsibility for organizing and administering the healthcare system.
Regions differ in terms of demography, economic development, healthcare infrastructure and health
expenditures, with a clear north-south divide.
The regions were relatively weak in terms of political power and in the case of most southern regions
also in terms of administrative and technical capacity. Over the years the regions have obtained
substantial autonomy through judicial review of central government policies and by constitutional
amendment. As a rule, the northern and central regions have been very assertive in exploiting this
autonomy, while most of the southern regions have been quite passive. The chief problems have been
the paucity of own-source resources for the regions to meet their new responsibilities, large interregional
differentials in fiscal capacity and conflict-ridden inter-governmental relations, with the latter being
especially over the adequacy of central government funding for the SSN.
The central government is responsible for designing framework legislation and for determining the level
of public resources earmarked for healthcare and planning, every 3 years, on basis of the National
Health Plan. Central government provides funding to regions with the aim of supplying regions with a

level of financing adequate to provide the LEA and to progressively reduce regional imbalance. The
Ministry of Health, along with the Ministry of Treasury, manages the distribution of funds to the
regions. Regions are expected to finance any care in excess of the LEA from their own sources105.
Regional authorities, through their departments of health, are responsible for pursuing the leading
national objectives set by the National Health Plan at the regional level. Regional health departments
are required to guarantee the benefit package to be delivered to the population through a network of
population-based healthcare organizations (local health enterprises) and public and private accredited
hospitals and other providers. They are responsible for legislative and administrative functions, for
planning healthcare activities, for organizing supply in relation to population needs and for monitoring
the quality, appropriateness and efficiency of the services provided. Local health enterprises are
operational agencies responsible for providing services through their own facilities or through contracts
with private providers. Local health enterprises serve geographical areas with average populations of
about 300,000.
Nowadays responsibility for healthcare is shared by the national government and the 20 regions and 2
autonomous provinces. The central government controls the distribution of tax revenue for publicly
financed healthcare and defines a national statutory benefits package to be offered to all residents in
every region---the "essential levels of care" (LEA). The 20 regions and two autonomous provinces have
responsibility for the organization and delivery of health services through local health units. Regions
enjoy significant autonomy in determining the macro structure of their health systems. Local health
units are managed by a general manager appointed by the governor of the region, and deliver primary
care, hospital care, outpatient specialist care, public healthcare, and healthcare related to social care106.

7.2. FINANCE SYSTEM 107
Before 1978 the healthcare financing system was fragmented into numerous health insurance funds and
lacked unified regulation. There were many different financing methods and contribution rates and
often drastically different benefit packages. The 1978 reform envisaged universal coverage, a fully taxbased public health system and an increasingly marginal role for private financing. The 1978 reform
created a National Health Fund (NHF), aimed at guaranteeing the public resources required to meet the
costs of providing healthcare to all citizens.
The public system is financed primarily through a corporate tax pooled nationally and allocated back to
regions. There is considerable interregional variation in the importance of own-source revenues,
particularly between the southern regions and those in the north. Regions are allowed to generate their
own additional revenue, leading to further interregional financing differences. Every year the Standing
Conference on Relations between the State, Regions, and Autonomous Provinces sets the criteria
(usually population size and age demographics) to allocate funding to regions.
There are two types of private health insurance: corporate (companies cover employees and sometimes
their families) and non-corporate (individuals buying insurance for themselves or for their family).
Policies, either collective or individual, are supplied by for-profit and non-profit organizations. The
market is characterized by the presence of three types of non-profit organizations: voluntary mutual
insurance organizations, and corporate and collective funds organized by employers/ professional
categories for their employees/members.

Private health insurance plays a limited role in the Italian healthcare system, accounting for roughly 1%
of total spending. Approximately 15% of the population has some form of private insurance, which
generally covers services excluded under the LEA, to offer a higher standard of comfort and privacy in
hospital facilities, and wider choice among public and private providers. Some private health insurance
policies also cover co-payments for privately provided services, or a daily rate of compensation during
hospitalization. Tax benefits favour complementary over supplementary voluntary insurance.
Healthcare expenditure in Italy is 8.9% of the GDP. Of the total healthcare expenditure 75% is financed out of
taxes, social insurance contributions (NHI) account for 0%, out-of-pocket payments account for 23%, private
insurance for 2% and other sources 1% (OECD Health Statistics 2017).
Italy: Healthcare expenditure
Healthcare expenditure %GDP

8.9%

Healthcare expenditure by type of financing*: 75%
Government schemes:

0%

Compulsory NHI

23%

Out-of-pocket

2%

Voluntary NHI

1%

Other

*Total is not exactly 100% due to rounding
OECD Health Statistics 2017

7.3. BENEFIT PACKAGE AND CO-PAYMENTS108
Primary care and inpatient care are free at the point of use. Positive and negative lists are defined using
criteria related to medical necessity, effectiveness, human dignity, appropriateness, and efficiency in
delivery. Positive lists identify services offered to all residents (e.g., pharmaceuticals, inpatient care,
preventive medicine, outpatient specialist care, home care, primary care) Outpatient optometrist visits
are covered, while corrective lenses are not. Negative lists, on the other hand, identify services not
offered to patients (e.g., cosmetic surgery), services covered only on a case-by-case basis (e.g.,
orthodontics and laser eye surgery) and services for which hospital admissions are likely to be
inappropriate (e.g., cataract surgery). Regions can choose to offer services not included in the essential
levels of care but must finance them themselves.
Essential levels of care do not include a specific list of mental health, preventive, public health, or longterm care services. Rather, national legislation defines an organizational framework for mental health
services, with local health authorities obliged to define the diagnostic, curative, and rehabilitative
services available. Essential levels of care also outline general community and individual levels of
preventive services to be covered by the National Health Service, including hygiene and public health,
immunization, and early diagnosis tools. They broadly state that rehabilitative and long-term inpatient
care are to be delivered as part of a standard, inpatient curative care program.
Dental care is included in the essential levels of care for specific populations such as children (up to 16
years old), vulnerable people (people with disabilities, people with HIV, those with rare diseases), people
in economic need, and individuals with urgent/emergency need. For others, dental care is generally not

covered and is paid for out-of-pocket.
Procedures and specialist visits can be prescribed either by a general practitioner (GP) or by a specialist.
While there are no user charges for GP consultations and hospital admission stays, patients pay a copayment for procedures and specialist visits up to a ceiling determined by law, currently (2017) at €36.15
per prescription. Therefore, a patient who receives two separate prescriptions (e.g., an MRI scan and a
laboratory test) after a visit pays €36.15 for each prescription.
In July 2011 the government introduced (along with other economic initiatives) an additional €10 copayment for each prescription. Co-payments have also been applied to outpatient drugs at the regional
level, and a €25 co-payment has been introduced for "inappropriate" use of emergency services
(although some regions have not enforced this co-payment). No other forms of deductible charges exist.
Public and private providers, under a contractual agreement with the National Health Service, are not
allowed to charge above the scheduled fees.
All individuals with out-of-pocket payments over €129 in a given year are eligible for a tax credit equal
to roughly one-fifth of their spending, but there are no caps.
Safety net: Exemptions from cost-sharing are applied to people over the age of 65 years and those under
6 years of age who live in households with a gross income below a nationally defined threshold
(approximately €36,000), people with severe disabilities, and prisoners, are exempt from any costsharing. People with chronic or rare diseases, people who are HIV-positive, and pregnant women are
exempt from cost-sharing for treatment related to their condition. Most screening services are provided
free of charge.

7.4. PHARMACEUTICALS
The monitoring activity of the Ministry of Health includes authorization of drug use and research.
Starting in 1992, following a series of corruption scandals, it stopped directly regulating prices and
criteria for inclusion in the list of publicly financed drugs and limited itself to setting targets for
pharmaceutical spending and establishing the general framework for guiding the process. In 1994, an
independent, non-partisan National Committee for Pharmaceuticals (CUF, Commissione Unica per il
Farmaco) was established to decide on the specific brands that should be publicly funded and on the copayment schemes that should apply to them. In 1994, the Committee on Pharmaceuticals (CIP
Farmaci), which was in charge of regulating drug prices, was abolished, and its functions were assumed
by the Interdepartemental Committee on Economic Planning (Comitati Interministeriale per la
Programmazione economica, CIPE).
In 1994, the previous positive list was abolished and drugs were classified into four groups, which were
subject to different co-payment rates and exemption schemes. A number of products, considered to be
of limited therapeutic value, were excluded from public financing. In the same year, the government
introduced a ceiling on annual public pharmaceutical expenditure. In 1998 it made private companies,
wholesalers and pharmacists partly responsible for public deficits over the agreed pharmaceutical bill.
The Interdepartmental Committee on Economic Planning (CIPE) introduced a reference price model
in 1996, based on the principle of the same prices for the same drugs. The basic idea is that products in
group A and group B that use the same active ingredient, have the same method of administration and

have the same or a comparable pharmaceutical form should have the same prices per unit of compound.
This pricing mechanism exists only for products in groups A and B, since the prices for Class C
pharmaceuticals are freely established by the private sector.
Further, in 1997, the CIPE defined a new price system for innovative drugs authorized by the European
Agency for the Evaluation of Medicinal Products. Prices are set by negotiation between the National
Committee for Pharmaceuticals and private companies, using the following criteria: a) cost-effectiveness; b) foreign prices; c) internal market forecasts; and d) investment by the company related
to the introduction of the new drug.
Since July 1998, the average European price method (used for non-innovative drugs) has been modified
to include all European countries and current exchange rates.
From 1997 onwards, pharmacies' margins were scaled so that they decreased with price, in order to
provide an incentive to sell the cheapest of all equivalent brands. Despite these reforms, there are areas
for improvement such as the expansion of the market for generics, which is still negligible; and GPs'
prescription profiles, which have never been systematically monitored at the national level (although a
number of regions are doing this).
Pharmacists employed by the SSN manage pharmaceutical care within its facilities and monitor GP
prescribing. Pharmaceuticals are distributed via a network of private pharmacies and a small number of
public pharmacies. Public pharmacies are owned and operated mainly by local authorities.
The regions are responsible for licensing and regulating pharmacies.
Both prescription and over-the-counter drugs can only be sold in specialized shops (farmacia).
The SSN has now a positive and negative list in the National Pharmaceutical Formulary (NPF). The
current version classifies drugs according to their clinical efficacy and, to an extent, cost-effectiveness in
two categories: one for drugs prescribed under the SSN and the other containing drugs paid for in full by
patients, whose price are set freely by the manufacturers.

Co-payments
Prescription drugs are divided into three tiers according to clinical effectiveness and, in part, costeffectiveness. The first tier is covered in all cases; the second, only in hospitals; and the third tier is not
covered. For some categories of drugs, therapeutic plans are mandated, and prescriptions must follow
clinical guidelines.
Italy: Expenditure retail pharmaceuticals by type of financing
Government & compulsory schemes: 62.5%
Voluntary HI

0.0%

Out-of-pocket

37.5%

Other

0.0%

OECD Health Statistics 2017

7.5. PRIMARY CARE AND HOSPITALS109

Primary care
Patients are required to register with a gatekeeping GP, who has incentives to prescribe and refer only as
appropriate. In most cases incentives are awarded only to those GPs, who achieve a predetermined
spending or consumption target (e.g. per capita spending on drugs or diagnostic imaging). People may
choose any physician whose list has not reached the maximum number of patients allowed (1,500 for
GPs and 800 for paediatricians) and may switch at any time.
In recent years the solo practice model has been progressively modified toward group practice,
particularly in the northern part of the country. Legislation encourages GPs and paediatricians to work
in three ways:
base group practice, where GPs from different offices share clinical experiences, develop
guidelines, and participate in workshops that assess performance;
network group practice, which functions like base group practice but allows GPs/paediatricians
to access the same patient electronic health record system;
advanced group practice, where GPs and paediatricians share the same office and patient
health record system, and are able to provide care to patients beyond individual catchment
areas.
Approximately 67% of GPs and 60% of paediatricians work in a team. Group practices typically range
from three to eight GPs.
General practitioners working in base group practices receive €2.58 per patient (capitation payment),
while GPs in a network practice receive €4.7 (the payment for paediatricians is €8). Lastly, GPs working
in a group practice receive €7 ((€9 for paediatricians). General practitioners or paediatricians employing
a nurse or secretary receive an additional payment per patient of €4 for nurses and €3.5 for a secretary.
Some regions are promoting care coordination by asking their GPs to work in groups involving
specialists, nurses, and social workers. The aim is for each group to be in charge of all the health needs of
its assigned population. This is encouraged by additional payments to GPs (e.g. paying each GP €1.3 per
patient in Emilia-Romagna) and supplying teams with personnel, in most cases nurses and social
workers.
Local health units are funded mainly through capitated budgets. Capitation is adjusted for age and
accounts for approximately 70% of the overall payment. The variable portion comprises fee-for-service
payment for specific treatments, including minor surgery, home care, preventive activities, and taking
care of chronically ill patients. Local health units can also pay additional allowances for the delivery of
planned care to specific patients (e.g. home care for chronically ill patients), for reaching performance
targets (e.g. to reward effective cost containment on pharmaceuticals, laboratory tests, and therapeutic
treatments prescribed), or for delivering additional treatments (e.g. medications, flu vaccinations).
Payment levels, duties, and responsibilities of GPs are determined in a collective agreement signed every
three years by consultation between central government and the GPs' trade unions. In addition, regions
and local health units can sign contracts covering additional services.

Outpatient specialist care is generally provided by local health units or by public and private accredited
hospitals under contract with them. Once referred, patients are given choice of any public or private
accredited hospital, but are not allowed to choose a specific specialist. Outpatient specialist visits are
generally provided by self-employed specialists working under contract with the National Health
Service. They are paid an hourly fee contracted nationally between the government and the trade
unions; the current rate is approximately €32. Outpatient specialists can see private patients without any
limitations, whereas specialists employed by local health units and public hospitals cannot.
Multispecialty groups are more common in northern regions of the country.
After-hours centres are generally located in local health unit--owned premises and staffed only by
doctors employed on an hourly basis by the local health unit. The hourly rate, negotiated between the
GP trade unions and government, is approximately equal to €25. Following examination and initial
treatment, the doctor can prescribe medications, issue employees' medical certificates, and recommend
hospital admission. Guardia medica is a free telephone health service for emergency cases. It normally
operates at night and at weekends, and the doctor on duty usually provides advice, in addition to home
visits if needed. Information on a patient's visit is not routinely sent to the patient's GP. To improve
accessibility, government and GP associations are trying to promote a model whereby GPs, specialists,
and nurses coordinate efforts to ensure 24-hour access and avoid unnecessary use of hospital emergency
departments. Implementation of this is inconsistent across regions.

Hospitals
Public hospitals are either managed directly by the local health units or operate as semi-independent
public enterprises. A diagnosis-related group-based prospective payment system operates across the
country and accounts for most hospital revenue but is generally not applied to hospitals run directly by
local health units, where global budgets are common. Rates include all hospital costs, including those of
physicians.
Teaching hospitals receive additional payments (typically 8% to 10% of overall revenue) to cover
additional costs related to teaching. There are considerable interregional variations in the prospective
payment system, such as how the fees are set, which services are excluded, and what tools are employed
to influence patterns of care. However, all regions have mechanisms for cutting fees once a spending
threshold is reached in order to contain costs, and incentives to increase admissions.
In all regions, a portion of funding is administered outside the prospective payment system (e.g.,
funding of specific functions such as emergency departments and teaching programs).
Hospital-based physicians are salaried employees. Public hospital physicians are prohibited from
treating patients in private hospitals, and all public physicians who see private patients in public
hospitals must pay a portion of their extra income to the hospital.
Depending on the region, public funds are allocated by local health units to public and accredited
private hospitals. Payment rates for hospital and outpatient specialist care are determined by each
region, with national rates (determined by the Ministry of Health) as a reference.

Long-term care and social supports

Patients are generally treated in residential or semi-residential facilities, or in community home care.
Residential and semi-residential services provide nurses, physicians, specialist care, rehabilitation
services, medical therapies, and devices. Patients must be referred in order to receive residential care.
Cost-sharing for residential services varies widely according to region, but is generally determined by
patient income. Community home care is funded publicly, whereas residential facilities are managed by
a mixture of public and private, for-profit and non-profit organizations. Community home care is not
designed to provide physical or mental healthcare services but to provide additional assistance during a
treatment or therapy. Despite government provision of residential and home care services, long-term
care in Italy has traditionally been characterized by a low degree of public financing and provision as
compared with other European countries.
Financial assistance for patients can take two forms:
Accompanying allowance: awarded by the National Pension Institute to all Italian citizens
who need continuous assistance. The allowance, which is related to need but not to income or
age, amounts to approximately €500 per month.
Care voucher: awarded by municipalities on the basis of income, need, and clinical severity
only to residents of those municipalities offering the service. The amount ranges between €300
and €600 per month.
Voluntary organizations still play a crucial role in the delivery of palliative care. A national policy on
palliative care has been in place since the end of the 1990s and has contributed to an increase in services
such as hospices, day care centres, and palliative care units within hospitals.

7.6. RECENT DEVELOPMENTS110
Organizational issues are no longer the centre of the healthcare debate. It has become generally accepted
that the organisation and administration of health services is a regional responsibility and this was
recently written into the Constitution. The principal role of the central government has become that of
guarantor of citizens' health care rights and this now forms part of the constitutional basis. The debate
on health policy revolves around two dimensions of devolution, one political and the other fiscal.
Interregional inequity is a long-standing concern. The less affluent south trails the north in number of
beds and availability of advanced medical equipment, has more private facilities, and less-developed
community care services. Data has shown a rise in interregional mobility, with movement particularly
from southern to central and northern regions and an increasing gap between the north and south.

Integration of care
Integration of health and social care services has improved, with a significant shift of long-term care
from institutions to the communities, with an emphasis on home care. Community home care
establishes a home care network that integrates the competencies of nurses, GPs, and specialist
physicians with the needs and involvement of the family. General practitioners oversee the home care
network, liaise with social workers and other sectors of care, and take responsibility for patient
outcomes.

Regions have chronic patient management programs, dealing mainly with high-prevalence conditions
such as diabetes, congestive heart failure, and respiratory conditions. All programs involve different
levels and mix of staffing.
The Pact for Health (2014), is a significant step towards care integration. All regions must establish
"primary care complex units" (Unità Complesse di Cure Primarie) involving GPs, specialists, nurses,
and social workers. Given that traditionally Italian GPs work in solo practice, shifting to this new
organizational arrangement will require considerable effort.

Cost containment
Containing health costs is a core concern of central government, as Italy's public debt is among the
highest in industrialized nations. Fiscal capacity varies greatly across regions. To meet cost containment
objectives, the central government can impose recovery plans on regions with healthcare expenditure
deficits. These recovery plans identify tools and measures needed to achieve economic balance, such as
revision of hospital and diagnostic fees, reduction in the number of beds, increased co-payments for
pharmaceuticals, and reduction of human resources through limited turnover.
The Agency for Regional Health Services, in collaboration with the Ministry of Health, has authority to
conduct health technology assessments and implement its findings at the regional level. However, these
are not yet formalized or undertaken systematically. Few regional health technology assessment
agencies currently exist, and their primary function is to evaluate individual technologies. Assessments
are not mandatory for new or referred procedures and devices. However, reference prices for medical
devices and pharmaceuticals are set according to cost-effectiveness studies carried out by the National
Committee for Medical Devices and the National Drugs Agency. Furthermore, the National
Pharmaceutical Formulary bases coverage decisions, in part, on clinical effectiveness and costeffectiveness. Prices for reimbursable drugs are set in negotiations between government and the
manufacturer according to the following criteria: cost-effectiveness where no effective alternative
therapies exist; comparison of prices of alternative therapies for the same condition; costs per day
compared with those of products of the same effectiveness; financial impact on the health system;
estimated market share of the new drug; and average prices and consumption data from other European
countries. Prices for non-reimbursable drugs are set by the market.
Due to the regionalization of the health system, most innovations in the delivery of care take place at the
regional rather than the national level, with some regions viewed as leaders in innovation. Significant
innovations can be found in:
Pharmaceuticals: both the National Drugs Agency and the regions are particularly active in
coordinating guidelines and rules to promote appropriate and cost-effective prescribing.
Hospital care: various innovations have been introduced concerning the overall organization,
management of operations (e.g., planning of surgical theatres and delivery of drugs), and
health information technology (e.g., electronic medical records, automation of administrative
and clinical activities).
In August 2012, the parliament passed a law aimed at curbing and rationalizing public expenditure (the

so-called spending review). The law promoted the prescription of generic drugs, cut the hospital bed
ratio from 4 per 1,000 people to 3.7, and reduced public financing of the National Health Service by
between €900M and €2,1B annually between 2012 and 2015. Many of the requirements of the law are
still in the process of being implemented and effects have not yet been evaluated.
In 2012, the government approved a decree (named after Renato Balduzzi, who was health minister at
that time) to reorganize healthcare at the regional level, with the introduction of teams of primary
healthcare professionals to ensure 24-hour coverage; to update healthcare fees; to restructure
governance of hospitals and local health units; to revise the list of reimbursable pharmaceuticals; and to
introduce health technology assessment as a tool for renegotiating the price of less effective medicines.
Evaluations of the impact of both laws are not yet available as their implementation is still under way.
The July 2014 Pact for Health defines funding for the years 2014 to 2016. In return, regions make explicit
commitments to:
Reduce hospitalizations through appropriate use of hospitals, with progress toward home care
and the creation of community hospitals offering subacute care (i.e. for those individuals for
who do not require hospitalisation but require a more intensive skilled nursing input than
normally provided out of hospital).
Reorganize primary care: All regions will have to establish primary care complex units (Unità
Complesse di Cure Primarie) (as described above) to replace all other forms of general practice
networks (base group practice, network group practice, and advanced group practice).
Revise hospital and specialist care fees in line with health inflation and with the underlying
structure of healthcare costs.
Revise co-payments for outpatient specialist care to promote more equitable access. Copayments currently represent a barrier for disadvantaged sectors of the population.
Strengthen the electronic records system.
Local Expert: Anna Deambrosis

8 The Netherlands
8.1. INTRODUCTION
The Ministry of Health, Welfare and Sport (Ministerie van Volksgezondheid, Welzijn en Sport, VWS) defines
policies that aim to ensure the wellbeing of the population in the Netherlands and to help the populace
to lead healthy lives. The Dutch government has three main goals for the healthcare system: quality of
care (effective, safe and patient-centred), accessibility to care (reasonable costs for individuals, travel
distance and waiting times) and affordability of care (overall cost control). Although healthcare
providers are primarily responsible for the quality of care they provide, the Dutch Minister of Health
bears a 'system responsibility' and is primarily responsible for the good functioning of the system as a

whole, including the conditions for high-quality care, accessibility for all and the efficient use of
resources111.
The Ministry of Health, Welfare and Sport and local authorities have joint responsibility for public
healthcare and play separate, but complementary roles. The Ministry of Health, Welfare and Sport and
the Ministry of Interior and Kingdom Relations (Ministerie van Binnenlandse Zaken en Koninkrijksrelaties,
BZK) are also involved in the integrated public safety policy, including the implementation of the
Medical Assistance (Accidents and Disasters) Act (Wet Geneeskundige Hulpverlening bij Ongevallen en
Rampen, WGHOR). The Ministry of Health, Welfare and Sport runs the National Institute of Public
Health and the Environment (Rijksinstituut voor de Volksgezondheid en Milieuhygiëne, RIVM), a knowledge
centre for public healthcare. The Ministry of Interior and Kingdom Relations is responsible for
standards in public administration as well as for policy on urban areas and the integration of
minorities, plus it coordinates integrated public safety and security policy. Inspectorates monitor and
enhance the quality of health and wellbeing of the population. There are three inspectorates: The Food
and Consumer Product Safety Authority (Voedsel- en Waren Autoriteit, VWA); the Healthcare
Inspectorate (Inspectie voor Gezondheidszorg, IGZ); and the Youthcare Inspectorate (Inspectie Jeugdzorg,
IJZ). In 2017, the Youthcare Inspectorate and the Healthcare Inspectorate were merged into one
organization: Healthcare and Youth in Creation (IGY).
The Ministry of Finance has a direct responsibility for healthcare via the Tax and Customs
Administration (Belastingdienst) that not only levies social health insurance contributions via employers
but also pays out the so-called "healthcare allowance" (zorgtoeslag). This is a tax subsidy introduced with
the 2006 reform to compensate lower-income groups for an excessive premium burden for basic health
insurance.
Among other things, the Ministry of Social Affairs and Employment (Ministerie van Sociale Zaken en
Werkgelegenheid, SZW) has a responsibility for health-related social security schemes covering sickness
and disability benefits. These are outside the health insurance scheme and they are funded by
contributions jointly paid by employers and employees.
The government has an important role in health policy development and implementation. For example,
via the budget for health and the content of the basic benefit package, the government has a major
influence on cost development in the healthcare sector. The government has also a major role in setting
the health policy agenda, for example on disease prevention. The four-yearly reports on the state of
public health in the Netherlands provide important inputs to health policy and enable an evaluation of
policies in previous years (Volksgezondheidstoekomstverkenning, VTV). By providing the market parties
with information and feedback, the government fulfils its responsibility for the system.
The Ministry of Health decides upon the national budget for healthcare (Budgettair Kader Zorg, BKZ). If
providers and insurers spend more, the Minister may decide to charge providers to repay the excess, for
instance by tariff cuts or repayment of part of the overspending. This is called the Macro Control
Instrument (Het Macrobeheersingsinstrument).
In 2013, an agreement signed by the Minister of Health, all healthcare providers and insurers set a
voluntary ceiling for the annual growth of spending on hospital and mental healthcare. When overall
costs exceed that limit, the government has the ability to control spending via generic budget cuts. The

agreement included an extra 1 percent spending growth allowance for primary care practices in 2014
and 1.5 percent in 2015--2017, provided they demonstrate that their services are a substitute for hospital
care112.
The Minister of Health also decides upon the budget for both municipality-based decentralized
healthcare and home nursing care. The municipality budget is paid into the municipality fund, which is
broader than decentralized healthcare and covers about 90% of all expenditure by the municipalities.
This budget is allocated over the municipalities, based upon certain indicators, such as number of
citizens, the physical size of the municipality and the number of people entitled to social security113.

Healthcare legislation
Before 2006 the Dutch health system was a hybrid system based on social insurance (below a certain
income ceiling), combined with private insurance (above a certain income ceiling). A new scheme came
into effect on 1 January 2006: the Health Insurance Act. The new Act integrates social (sickness funds)
and private health insurance for curative care into a single mandatory scheme with flat rate premiums
under private law. It also introduced managed competition as a driving mechanism in the healthcare
system. The new legislation creates room for market contracting between insurers and providers and
strengthens the position of new healthcare entrants.
All residents (and non-residents who pay Dutch income tax) are mandated to purchase statutory health
insurance from private insurers. Insurers are required to accept all applicants, and enrollees have the
right to change their insurer each year (only on January 1st). There are two groups for which an
exception is made - special regulations are made for individuals who refuse to insure themselves on
grounds of religious beliefs or their philosophy of life (gemoedsbezwaarden), and for undocumented
migrants. The Ministry of Defense finances and organizes healthcare for military personnel.
The most important legislation covers the following:
Health insurance Act (Zorgverzekeringswet, ZVW): lays down the basic framework for the new
health insurance scheme.
Health insurance income support law (Wet op de Zorgtoeslag): this law compensates lower-income
groups for the substantial increase of the nominal premium rate they have to pay. The objective
of the law is to maintain income solidarity in health insurance.
Health Market Structure Law (Wet Marktordening Gezondheidszorg): sets out the basic governance
structure in in healthcare; an essential element deals with the design of the new supervision
structure within healthcare.
Dutch residents must take out their own basic healthcare insurance (basisverzekering), except those under
18 years of age who are automatically covered under their parents' premium. Those who do not take out
insurance risk getting fined. Insurers have to offer a universal package (of which conditions are
designed by the Ministry of Health, Welfare and Sport) for everyone, regardless of age or state of health,
it is illegal to refuse an application or impose special conditions.
The actual market players -- health insurers, insured people and healthcare providers -- operate in three

markets: (1) health insurance, (2) health services provision and (3) healthcare purchasing. In the health
insurance market, health insurers offer the basic insurance package, which is obligatory for all citizens.
The healthcare purchasing market is where health insurers can negotiate with providers on price,
volume and quality of care. In the health services provision market, providers offer care that patients
can choose to use. In their policies, health insurers may impose restrictions on the patients' free choice
of provider (usually in return for a lower premium). Based on considerations of quality and cost of
services that providers offer, insurers may or may not decide to contract healthcare providers (selective
contracting). However, they must always fulfil their duty to offer adequate care. Providers can compete
for patients by offering good quality of care and for insurers by offering attractive (e.g. integrated) care
arrangements and tariffs114.

Long-term care, youth health services and social support
Up until 2015 the Exceptional Medical Expenses Act (Algemene Wet Bijzondere Ziektekosten) was in force.
In 2015 the Long Term Care Act was reformed -- long term care was divided over The Long-term Care Act
(WLZ, Wet Langdurige Zorg), The Social Support Act (WMO) and the Health Insurance Act (Zvw).
The Long-Term Care Act covers all 24-hour care, such as at home or in institutions for the elderly, those
with a disability and long-term mental healthcare, after first 3 years. It made health insurers responsible
for most outpatient long-term services and all youth care under a provision-based approach, with a
great level of freedom at the local level. Care at home, preferably by informal carers, is given greater
priority over institutional care.
The Social Support Act aims to enable individuals to live independently for as long as possible in their own
home and integrate them in society. In 2007 domestic help was transferred from the AWBZ to the
WMO. Since 2015 this Law makes municipalities (of which there are approximately 400) responsible for
home care, supporting and activating care, as well as the regulations for transport, client support and
various subsidies. Furthermore, care for the youth was transferred to the WMO. In 2015 the Health
Insurance Act was expanded to include nursing and personal care at home, treatment of sensory
disabilities, palliative care and intensive child care.
The Youth Act, introduced in 2015, provides for the decentralization of support, assistance and care for
children and adolescents, for which local authorities are currently responsible. The Youth Act covers
support, assistance and care for young people and their families coping with parenting and
developmental issues, psychological problems and disorders. Young people who require ongoing
support, for example due to a severe mental disability, are not covered by the Youth Act but under the
Long-Term Care Act. The type of care provided ranges from general prevention to specialized voluntary
or compulsory care. In enforcing the Youth Act, the local authorities aim for children to grow up in
safety and in good health, become independent and become productive members of society based on
their own abilities115.
Freedom of choice is essential in the Dutch system. To freely choose their health insurer and providers,
patients need to be reliably informed about insurers and providers. Therefore, the government has put
increased effort into making information available on waiting lists, quality and prices of care through
the Internet. The content of the basic health insurance package is fixed, but insurers can compete on the
price of policies and the quality of care offered, as long as they observe both the obligation to accept

applicants and the ban on premium differentiation. They have freedom in the content of the additional
voluntary health insurance (VHI) that they offer.
The Netherlands has a wide range of public bodies in the health field. Some oversee different aspects of
the health system, such as the content of the basic health insurance package and care quality (Care
Institute Netherlands), and fair competition between insurers and providers (Dutch Healthcare
Authority, NZa & Consumers and Markets Authority, ACM). The Dutch Healthcare Authority (NZa)
also establishes the care products for which prices can be negotiated. For care for which negotiation is
not feasible, such as unplanned, emergency care or organ transplantation (too few providers), the
Dutch Healthcare Authority establishes maximum prices. Other bodies provide advice and evidence on
different aspects of health, including several scientific research institutes such as the National Institute
for Public Health and the Environment, which produces four-yearly reports on the state of public health
in the Netherlands116.
Health insurers are subject to supervision from the Netherlands Authority for the Financial Markets
(Autoriteit Financiële Markten, AFM) and the Dutch Central Bank (De Nederlandsche Bank, DNB). The
AFM supervises the activities of financial institutions and the DNB looks at the integrity and the
solvency of financial institutions.

8.2. FINANCE SYSTEM

There are two main financing schemes: one for curative care (based on social health insurance) and one
for long-term care.

Social Health Insurance
The financing of the Dutch curative healthcare system is based on Social Health Insurance (SHI) and
managed competition. Dutch citizens are obliged to purchase health insurance for a standard basic
benefits package, and health insurers have to accept anyone who applies for an insurance policy117.
Basic health insurance is delegated to private health insurers. These insurers are funded by the premium
directly received from the insured (nominal premium) and a contribution from the Health Insurance
Fund, which pools the income-dependent employer contributions (collected by the Tax Office) and the
state contribution (especially, to cover healthcare costs of children under 18 years of age). The allocation
of funds among health insurers is based on the health risks profile of their insured population. The
Health Insurance Fund and risk adjustment are administered by the National Healthcare Institute. The
government sets the level of the income-dependent contribution, with the notion that at the national
level, the total income-dependent contributions for adults should amount to 50% of the total funding of
basic health insurance, while the nominal premiums should account for 45%, and the state contribution
for 5%.
Since 2006, all health insurers have operated under private law and are mainly not-for-profit
cooperatives that allocate any profits they make to the reserves they are required to maintain or return
them in the form of lower premiums. Furthermore, health insurers by law are not allowed to pay out
dividend for 10 years since they took over the reserves of the public health insurers who were active
before 2006. In 2016 this law was prolonged for 2 years. The umbrella organization of health insurers is
Health Insurers Netherlands (Zorgverzekeraars Nederland, ZN). There are 24 health insurers, grouped into
nine business groups. The four largest companies had a market share between 13% and 32%, which
together covered 88% of the health insurance market, and only one was for-profit.

Long term care
Long-term care is paid in different ways. A substantial proportion of long-term care is financed through
the Longterm Care Act (Wet langdurige zorg), a statutory social insurance scheme for long-term care and
uninsurable medical risks and cost that cannot be reasonably borne by individuals. It operates
nationally, and taxpayers pay a contribution based on taxable income (9.65% over the first € 53,697),
with a maximum of € 5,182 per year (2017). The remainder of services are financed through the Social
Support Act (WMO), from general sources.
The Long-term Care Act covers the care for those who require 24-hours per day supervision (physically,
medically or mentally). This care can be provided in nursing homes, but also in the home of the patient
(via the complete care package at home: Volledig Pakket Thuis). Care at home can be provided in kind or
purchased via a personal budget. The care provided in institutions cannot be combined with a personal
budget. Home/domestic help and social support is paid by municipalities under the Social Support Act
(WMO). Youth mental healthcare and disease prevention is also paid by municipalities under the Youth
Act. Municipalities negotiate with providers of home and youth care about price and volume of care.

They receive a non-earmarked government contribution from the municipality fund for both types of
care. This fund is a tax-based fund that is the main source of financing for municipalities. Municipalities
have a great deal of freedom in how they organize services, including needs assessments, and in how
they support caregivers (e.g. through the provision of respite care or a small allowance). This means that
the care received depends on where one lives.
Healthcare is financed through the compulsory health insurance contributions from citizens (63%
ZVW, 27% WLZ), and 10% from other sources (such as general taxation, WMO and Youth). Adults
pay a community-rated premium to their insurer (the government contributes the premium for
children), plus an income-dependent premium into a central fund that is redistributed amongst insurers
on a risk-adjusted basis.

Premiums
The health insurance for adults (SHI) is paid for as follows:
50% by a community-rated (nominal) premium
45% via an income-dependent premium
remaining part of 5% consists of healthcare for children under the age of 18 is paid with a
government contribution from taxes.
Irrespective of income, age or health status, the insured pay a community-rated premium direct to the
health insurer (average €1,308 per person per year, 2017). Insurance companies may set their own
premium, however there is a prohibition of premium differentiation. The same policy offered by a
certain insurer must have the same premium for everyone. Insurers are not allowed to make any
distinction between sick and healthy or between young and old customers; they cannot charge the
elderly or infirm higher premiums.
There is one exemption: The Health Insurance Act has the possibility of group insurance (collectivities).
A collective insurance has the possibility of a premium reduction by a maximum of 10% (not exclusive
for employers, but every collective can try to get a contract).
The Health Insurance Act also provides for an income-related contribution to be paid by the insured of
6,65% of their taxable income with a maximum of €3,571 (2017) per year for which the employer has to
compensate the employee. For those who are self-employed, the income-dependent contribution is
based on the tax assessment of their income. For self-employed persons the contribution is 5.4% of
income, with a ceiling of €2,900 per year. The income-related contributions are deposited in the Health
Insurance Fund along with a government contribution equal to the missed nominal premiums of
insured people younger than 18 years of age. One of the purposes of this fund is to pay insurers amounts
related to the degree of risk of the people they insure (risk adjustment system). People have the
opportunity to change their insurer on an annual basis118.

Compensation allowance
The government has set a public framework condition that care must be affordable for all, including

people on low incomes. People on lower incomes will be compensated through the Healthcare
Allowance Act. The healthcare allowance is an income-related contribution. The healthcare allowance
is administered by an organization linked to the Tax Department and is based on last year's income and
expected income for the following year. The allowance will be paid to the insured at the start of every
month, before the nominal premium is due, and is paid from tax money. To encourage citizens to assess
the various insurance policies on the basis of price, the healthcare allowance will be tailored to the
average of the nominal premiums and not the actual premium.
Under the Health Insurance Act, the insurers are in the position of mutual competition. The insurers
negotiate with care providers on the price, content and organisation of the care. They have a legal
obligation to provide care for their insured parties. Insured parties can also choose their own care if they
wish, and have the costs they pay to the care provider reimbursed by the insurer. The new Health
Insurance Act gives healthcare insurers a stronger position vis-à-vis the care providers. They no longer
have to enter into a contract with every provider, but can choose to partner up with the best; they can
also set requirements in terms of the provision of care. In fact, they have to do this because the insured
parties can change insurer every year. A system of risk adjustment enables the acceptance obligation
and prevents direct or indirect risk selection. The insurer gets an amount of money that reflects the
health risks of insured persons in its client base. Contributions are collected centrally and issued among
insurers in accordance with a risk-adjusted capitation formula that considers age, gender, labour force
status, social economic status, region, and health risk (based mostly on past drug and hospital
utilization).

Supplementary insurance
Everybody has the option to take out supplementary insurance for types of care not covered. This
additional benefit package is unrelated to the Health Insurance Act; it is a private insurance, for which
the government is not allowed to impose any rules119.
Healthcare expenditure in the Netherlands is 10.5% of the GDP. Of the total healthcare expenditure, 9% is financed
out of taxes, social insurance contributions (NHI) account for 71%, out-of-pocket payments for 12%, private
insurance for 6% and other sources 1% (OECD Health Statistics 2017).
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8.3. BENEFIT PACKAGE AND CO-PAYMENTS
The central government is in charge of the contents and size of the statutory health insurance package,
which is available to all residents of the Netherlands. The government is advised on these issues by the
independent authority responsible for the basic health insurance package, the "Zorginstituut Nederland"
(National Health Care Institute). The government then determines which types of care are included in
the package and when this care should be provided. The government decides what is covered, and the
insurer decides about how and who delivers the care.
The basic health insurance package has a comprehensive structure and includes the bulk of essential
medical care, medications and medical aids which are consistent with the state of the art and medical
practice. Some physiotherapy and dental care services are covered under the package. The basic health
insurance package includes the following types of care120.
medical care provided by GPs,
medical specialists (consultant physicians) and obstetricians;
district nursing;
hospitalisation;
mental health services, including hospital care (mental health-related) up to a maximum of
three years;
medications;
dental care up to age 18;
services provided by various types of therapists, including physical therapists, remedial
therapists, speech therapists and occupational therapists;
nutritional/dietary care;
medical aids;
ambulance support/sedentary medical transport;
physiotherapy for people with chronic illnesses.
Within the open, specified package set by the government, health insurers have freedom to organise,
within the parameters set, who provides the care and where it is to be provided. They do this through
careful negotiation and selective contracting based on the large amount of (anonymised) data to which
they have access regarding issues such as quality, effectiveness and customer experiences. Health
insurers have a duty of care: they must guarantee that the services included in the basic insurance
package is available to all their policyholders.
Residents of the Netherlands can choose between different types of policies if they purchase the basic
health insurance package: a contracted care policy and a non-contracted care policy. Under a
contracted policy, insurers provide full cover only for the health providers with which they have signed a
contract; in all other cases, policyholders pay a part themselves. Under a non-contracted care policy,
people can choose their own health insurance provider, while this insurer covers all medical expenses
incurred121.
Those individuals who refuse to insure themselves on grounds of religious beliefs or their philosophy of

life (gemoedsbezwaarden) do not have to purchase basic health insurance but they do have to pay a
general income tax equal to the income-dependent employer contribution. These contributions are
deposited in personal accounts (there is no pooling), which are managed by the Dutch Healthcare
Institute. The healthcare expenditures for these individuals are reimbursed from their personal
accounts. If healthcare expenditure exceeds the account balance, the individual has to pay the costs outof-pocket.
The Ministry of Defence finances and organizes healthcare for military personnel. Members of the
armed forces thus do not buy basic health insurance under the Health Insurance Act. Care is provided
by the Military Medical Service (Militaire Geneeskundige Dienst).
Undocumented migrants cannot purchase health insurance under the Health Insurance Act. Apart
from acute care, long-term care, and obstetric care, undocumented immigrants have to pay for most
healthcare themselves. However, some mechanisms are in place to reimburse costs that undocumented
immigrants are unable to pay. The National Healthcare Institute is responsible for enforcing the
regulation for the payment of care for illegal immigrants. For asylum seekers, a separate set of policies
has been developed. As many of these individuals are not able to pay, but healthcare providers are
obliged to provide medically necessary care, healthcare providers can, under certain conditions, receive
a refund from the government. Permanent residents (for more than 3 months) are obliged to purchase
private insurance coverage. Visitors are required to purchase insurance for the duration of their visit if
they are not covered through their home country122.

Co-payments
The first €385 (2017) of healthcare expenditure from this package is paid out-of-pocket, except for GP
consultations, maternity care, home nursing care and care for children under the age of 18. Individuals
may also choose to voluntarily increase their excess by a maximum of €500, which causes the nominal
premium to decrease.
For non-insured care, complementary, voluntary health insurance (VHI) is available. This mostly
covers physiotherapy, dental care and glasses, but may also include complementary or alternative
medicine.
Apart from the overall deductible costs, patients are required to share some of the costs of selected
services, such as medical transportation or medical devices, via co-payments, co-insurance, or direct
payments for goods or services that are reimbursed up to a limit, such as drugs in equivalent-drug
groups. Providers are not allowed to charge above the fee schedule. Patients with an in-kind insurance
policy may be required to share costs of care from a provider that is not contracted by the insurance
company.
For the long-term care (WLZ) cost-sharing depends on size of household, annual income, indication
(gradation of the disease), assets, age, and duration of care. There are 2 categories: low cost sharing
(between €1,560 - €839 a month) and high cost-sharing (maximum of €2,301 per month). The costsharing is calculated by the Central Administration Office (CAK).

Private (voluntary) health insurance

In addition to statutory coverage, most of the population (84%) purchases a mixture of complementary
voluntary insurance covering benefits such as dental care, alternative medicine, physiotherapy,
spectacles and lenses, contraceptives, and the full cost of co-payments for medicines. Premiums for
voluntary insurance are not regulated; insurers are allowed to screen applicants based on risk factors
and offer both statutory and voluntary benefits. However, only for the most extensive private
(voluntary) health insurers there is medical underwriting. Nearly all of the insured purchase their
voluntary benefits from the same (mostly non-profit) insurer that provides their statutory health
insurance. People with voluntary coverage do not receive faster access to any type of care, nor do they
have increased choice of specialist or hospital123.

8.4. PHARMACEUTICALS
In the Netherlands, the registration of pharmaceuticals is regulated by law. In accordance with the
Provision of Pharmaceuticals Act of 1958 (Wet op de Geneesmiddelenvoorziening, WGV), pharmaceuticals
may only be brought into the market in the Netherlands once the Medicines Evaluation Board (College
ter Beoordeling van Geneesmiddelen, CBG) has registered a positive assessment of their quality, safety and
effectiveness (defined in the respective EC directives). The Board operates independently and is
responsible for the authorization and monitoring of pharmaceuticals. The registration procedure takes
about 8 to 12 months.
As of 1995, two types of trading licenses have existed within the EU: the centralized route, at European
level, by the European Agency for the Evaluation of Medical Products (EMEA), and the decentralized
route at the national level. From 1 January 1998, a firm that has obtained a trading license for a certain
pharmaceutical in one Member State will have the right to request other Member States to recognize the
validity of the license granted by the first Member State.
The Law on Medicine Prices allows the government to determine maximum prices for medicines. The
prices in the countries surrounding the Netherlands serve as a guideline. Before this law was instated,
medicine prices in the Netherlands were twenty percent higher than in neighbouring countries.
New in the financing system since 2012 is the differentiation between service delivery and dispensing
medicines. The Dutch Healthcare Authority distinguished 13 different services defined for the care that
pharmacists deliver, of which seven are covered by the Health Insurance Act:
1. Delivery of a first-time prescription of medication that is included in the basic benefit package
(introduced in 2014 as a separate reimbursable service), which includes a check on the
appropriateness of the prescription and interference with medicines already used by the
patient, advice on how to take the medicine, and providing information about possible sideeffects.
2. Delivery of a prescribed medicine (repeat prescription) which includes, among other things, a
check on appropriateness, correct use and experiences of the patient with its use.
3. Instructions for the use of a device needed to take a medicine (such as an inhaler).
4. Medication review, a periodic evaluation of the medicines used by patients with a chronic
disease.
5. Pharmaceutical counselling (including a medication review) in the case of hospital admission.

6. Pharmaceutical counselling in the case of hospital discharge.
7. Pharmaceutical counselling in the case of day care or outpatient hospital visits.
Health insurers negotiate with pharmacists on the volume and price of these services and have to
safeguard sufficient pharmaceutical care for the insured individuals in a given area. The remaining,
non-insured services may relate to advice for travellers, advice on the use of over-the-counter medicines,
group counselling of patients with a specific disease (for example, diabetes mellitus) or using a specific
drug, and services between pharmacists. Health insurers may negotiate with pharmacists with respect to
the availability and price of non-insured secondary services, but they are not obliged to do so124.

Rating expensive specialist medicines (Care Institute)
A specialist medicine with a therapeutic added value of at least €2,5 million cost is eligible for a review by
the Care Institute. Specialist medical care in principle automatically flows in, making specialist
medicinal products at the time of market registration directly qualify for reimbursement from the basic
package. The assessment procedure of specialist medicines takes place therefore within the context of '
the risk focused package management '. To determine whether a specialist medicine is insured care, the
Care Institute looks at 'State of the science and practice '. The assessment also includes the impact on the
budget, cost-effectiveness and the structure of the possible outcomes research. The Care Institute will
receive advice from the Scientific Advisory Council (ISAC) and if necessary from the Consultative
Commission Package (ACP). Next, formulated advice will be given to the Minister of Health, Welfare
and Sport. If there are uncertainties about appropriate use and/or cost effectiveness the Care Institute
can advise the Minister to proceed with a route for conditional funding. After four years of conditional
financing the Care Institute must reassess again on the basis of the criteria: necessity, effectiveness, costeffectiveness and practicality125.

Reimbursement
The Minister of Health, Welfare and Sports decides which new medicines will be added to insurance
packages, and will therefore be considered for compensation. Reimbursement for pharmaceutical care is
based on a reference pricing system called the Medicine Reimbursement System (Geneesmiddelen
Vergoedings Systeem, GVS). The GVS is not for pharmaceuticals used in hospitals, which are paid from
the hospital budget and free of charge for the patient. The GVS system categorizes pharmaceuticals in
groups of therapeutic equivalents. For each group a reference price per defined daily dose was
determined that served as the reimbursement limit. Generally, these reference prices were set at such a
level that there was always at least one medicine with a price below the reference price.
For inclusion in the GVS the drugs must go through a legal procedure. The registration holder shall
submit to the Minister of Health, Welfare and Sport a request to designate as a medicine to ensure
pharmaceutical care (inclusion in the GVS). The Minister may submit the request for advice to the Care
Institute (Zorginstituut). After the Care Institute has reviewed the application and given the Minister a
recommendation, the Minister takes a decision. The length of time between the consideration of the
application and this decision is 90 days.
Health insurers may list preferred medicines, which means that patients who use other medicines with

similar therapeutic properties may have to pay the difference in costs or the total amount. Some insurers
do not charge the deductible when the patient uses the preferred medicine.
The supply of prescription-only pharmaceuticals is exclusively reserved to pharmacists and dispensing
GPs (in some rural areas). Over-the-counter (OTC) pharmaceuticals for self-medication are available at
both pharmacies and chemists. Since 2007 this has been regulated by a new law on medical supplies and
drug distribution: the Medicines Act (Geneesmiddelenwet). The Healthcare Inspectorate (IGZ) enforces
the proper distribution of pharmaceuticals according to this Act. Manufacturers, GPs and community
pharmacists are jointly responsible for providing users with independent information on
pharmaceuticals, as published by the Farmacotherapeutisch Kompas (containing pharmacotherapeutic
guidelines), compiled by the National Healthcare Institute and "Geneesmiddelenbulletin" (for
pharmaceuticals in general). The "Geneesmiddelenbulletin" is a national drug bulletin that is financially
and intellectually independent of the pharmaceutical industry and aims to promote rational
pharmacotherapy, which may be regarded as the practical application of the principles of "evidencebased medicine".
In principle, only physicians, dentists and midwives are allowed to prescribe medication. From 2012
onwards, for a period of five years, nurse specialists have a temporary prescription permission, as long
as the prescriptions are related to their field of expertise, the pharmaceuticals are non-complex routine
prescriptions with low risks, a diagnosis is set by a physician, and national guidelines are followed. In
addition, since 2014 specific categories of registered nurses (RNs), namely diabetes care nurses, lung
nurses and oncology nurses are allowed to prescribe a limited number of medicines. Since 2014 all
prescriptions should be issued electronically. Around 80% of all medication is prescribed by GPs.
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8.5. PRIMARY CARE AND HOSPITALS
The Netherlands has a good developed system of primary care, provided by independent providers and
organizations such as general practitioners, physiotherapists, home care institutions, dentists and
midwives.

Primary care
The gatekeeping principle is one of the main characteristics of the Dutch system and means that hospital
care and specialist care (except emergency care) require referral from a GP (or some other primary care
practitioners, such as midwives or dentists). Dentists, physiotherapists, remedial therapists and
midwives are directly accessible, without referral. Since 2014, a referral is required for primary care
psychologists. Occupational doctors have become qualified to refer patients to secondary care. Although
registration with a GP is not formally required, most citizens are registered with one they have chosen,

and patients can switch GPs without formal restriction 126.
About 39% of GPs work in group practices of three to seven GPs, 40% work in two-person practices and
22% work in a single-handed practice. Most GPs are independent practitioners or work in a
partnership. A small share of GPs is employed in a practice that is owned by another GP. A full-time
working GP has a practice list of approximately 2,200 patients127.
GPs (and other professionals such as nurse practitioners, physician assistants, physiotherapists) can also
be employees in healthcare centres.
Some changes have been taking place in primary care. Professionals in primary care increasingly work
in larger organizational settings where they are supported by allied staff and managers, and increasingly
work in multidisciplinary teams. Although the GP is still the most central figure, several tasks of GPs
have been shifted towards other primary healthcare providers. The practice nurse, working in a GP
practice, has become an important professional in general practice. Practice nurses take care of specific
categories of chronically ill (diabetes, COPD and cardiovascular diseases).
The last 5 years a larger share of mental healthcare has become the responsibility of the GP. GPs can
only refer patients to mental healthcare if they suspect a DSM IV diagnosis. Less severe mental health
problems are often dealt with by a mental health practice nurse, under the supervision of a GP.
Approximately 88% of GP practices in the Netherlands has a mental health practice nurse attached to
the practice. Community pharmacists increasingly work in structured collaboration with GPs in their
catchment area.
Payment system for GPs consists of three segments:
1. The first segment addresses the basic care of general practitioners. This is care for which the GP
is the first contact and where the GP functions as a gatekeeper to secondary care. There are
three different payment types in this segment. First, there is a capitation fee for each patient
registered with the practice, which is differentiated according to age (above or under 65 years of
age) and deprivation status (based on zip/postal area code). In addition, GPs may bill for each
consultation and home visit. GPs can bill these two payment types even if they have no
contract with a given health insurer. Furthermore, there is a fee for the practice nurse providing
mental healthcare and a few other types of care, but the GP needs a contract to receive
payment. The Dutch Healthcare Authority establishes maximum tariffs for the care elements in
this segment.
2. The second segment applies to integrated care. A bundled payment system was introduced for
this type of care. Integrated care addresses care for patients with the following chronic
conditions: diabetes type II, COPD, asthma and those at high risk of cardiovascular diseases.
What is considered appropriate care is laid down in a care standard that has been developed for
each of the four conditions. According to the system of bundled payments, a care group
organizes all the care necessary for managing these diseases. Care groups are mostly owned by
GPs in a certain region, and vary in size from 4 to 200 GPs. The care group coordinates the care
and remunerates the care providers involved.
A contract with a health insurer is a necessary precondition for bundled payments. GPs

continue to receive the existing capitation fee. Payment for consultations that address the
chronic condition(s) are included in the integrated care fee, while for issues that are not related
to the chronic condition, the GP still receives the consultation fee from the insurer. If there is
no contract with health insurers, GPs do not receive payment for this type of care. The costs of
practice nurses for physical (somatic) care are covered by this segment.
3. The third segment is dedicated to pay-for-performance and innovation. These types of
payment are also subject to having a contract with health insurers. The pay-for-performance
scheme addresses the accessibility of the practice, efficiency of prescribing pharmaceuticals and
efficiency in referring patients to secondary care, but also non-care-related issues such as
accreditation.
At the macro level, the Minister of Health, Welfare and Sports, insurers' associations, patient
associations and the primary care association have agreed a growth rate of 1.5% per year for basic GP
care (segment 1) and integrated care (segment 2). For the substitution of secondary care to primary
care, innovation and the introduction of pay-for-performance (segment 3) an additional annual
growth of 1% is permitted.
After-hours care is organized at the municipal level in GP "posts" (GP out-of-hours cooperative), which
are centres, typically run by a nearby hospital, that provide primary care between 5 p.m. and 8 a.m.
Specially trained assistants answer the phone and perform triage; GPs decide whether patients need to
be referred to the hospital. The GP post sends the information regarding a patient's visit to his or her
regular GP. There is no national medical telephone hotline128. GPs who participate in this system receive
a per-hour compensation. For GPs who do not participate, specific fees for consultations, home visits
and prescription refills are applicable that are higher than the fees charged during office hours.

Hospitals
Hospitals have both inpatient and outpatient departments, as well as 24-hour emergency wards.
Outpatient departments are also used for pre- or post-hospitalization diagnosis and treatment. There
are six types of institution that provide hospital or medical specialist care:
General hospitals, provide practically all forms of outpatient care as well as inpatient secondary
care. Most hospitals also have 24-hour emergency wards. Except in cases of emergency,
patients only consult a specialist upon referral from a GP or by referral from another medical
specialist.
Academic (university) hospitals.
Specialized hospitals, providing care for one type of condition only, such as cancer hospitals,
eye hospitals, rehabilitation centres.
Independent treatment centres, limited to day care in the so-called free segment (e.g., eye
clinics, orthopaedic surgery centres). This is non-acute, freely negotiable care that can be
provided in an outpatient setting or as day-case admissions.
Top clinical centres, providing both general hospital care and complex care. Most top clinical
centres are part of a university hospital or are operated by a number of hospitals working

cooperatively. Examples are the nine cancer clinics and the clinics for organ transplantation
(including ten for kidney transplants, three for lung transplants, and three for heart
transplants).
Trauma centres. There are 11 trauma centres, most of them linked to a university hospital.
In the Netherlands, there are 85 general hospitals (of which 28 are top clinical centres) which provide
care in 131 different locations, 8 university hospitals, and 65 specialized hospitals. Practically all
organizations are private and non-profit. Hospitals are non-profit institutions, as being for-profit is not
allowed. The issue of whether or not hospitals should be allowed to generate profit and to have
shareholders is still a topic of political debate.
Hospitals are paid through an adapted type of diagnosis-related group (DRG) system: Diagnosis
Treatment Combinations (DBC). The DBC system was inspired by the concept of DRGs, but it
constitutes a newly developed classification system. While DRG systems group patients according to
diagnosis or procedure with the highest amount of needed resources into a single DRG, the DBC system
provides a DBC for each diagnosis-treatment combination and thus more than one DBC per patient is
possible. This should provide more flexibility in the case of multi-morbidity, where more than one
medical specialist treats the patient during one admission or the patient receives more than one
treatment from one medical specialist. The DBCs are changed into DOTs (DBCs On the way to
Transparency). In the DBC system, DBCs are typed and afterwards only a limited assessment is made of
whether the care provided is also appropriate for the typing of the DBC. In the DOT system, the DOT
care products are derived from the registered, actually delivered care.
Inpatient pharmaceutical care (for both physical (somatic) and mental healthcare) is included in the
DBC system for institutional care.

Payment specialists
Nearly all specialists are hospital-based. Medical specialists are either independent professionals
organized in partnerships working in a hospital (60%), or they are in salaried service of a hospital (40%)
(mostly in university clinics). Between 2008 and 2015 independent medical specialists were paid through
the DBC system. For each DBC a normative time spent by the specialist and an hourly tariff were
established. The norms were established by the Dutch Healthcare Authority (NZa). The tariff was equal
for all medical specialties and was based on research from the Normative Hourly Tariff Commission
(Commissie Normatief Uurtarief), which was set up by the Minister of Health in 2004 after consultation
with the Association of Medical Specialists (OMS). Since 2015 health insurers have negotiated with
hospitals on prices of DBCs, which include the payment of medical specialists. Independent medical
specialists now have to negotiate their remuneration with the hospital they are working in. In most
hospitals, medical specialists chose to unite in a medical specialist company (Medisch Specialistisch
Bedrijf) and negotiate their remuneration with the hospital. Another small share of specialists considered
becoming shareholders in the hospital. The new situation led to a discussion as to whether independent
medical specialists can still be seen as independent entrepreneurs. This is relevant because if the Tax
Office now considers them to be in salaried service, this may have consequences for their fiscal position.
There is an emergency trend toward working outside of hospitals, for example, in growing numbers of

(mostly multidisciplinary) ambulatory centres. However, this shift is marginal and most ambulatory
centres remain tied to hospitals. Specialists in ambulatory centres tend to work most of the time in
academic or general hospitals. Only a small minority of doctors working in hospitals choose to work in
ambulatory centres for part of their time. Ambulatory care centre specialists are paid fee-for-service,
and the fee schedule is negotiated with insurers. Medical specialists are not allowed to charge above the
fee schedule.
Most healthcare providers use some form of electronic patient records. All general practitioners (GPs)
use an electronic patient record system; this includes an electronic prescription system. However, the
national roll-out of an electronic patient record system to interconnect these practice-based systems
failed, mainly for reasons of privacy; a more limited system is being implemented in its place.
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8.6. RECENT DEVELOPMENTS
On 'Prinsjesdag' (third Tuesday in September), the Minister of Finance presents the State Budget
('Rijksbegroting' and 'Miljoenennota') to the Parliament (Senate and House of Representatives). The
'Rijksbegroting' is the statement of income and expenditure for the following year. The 'Miljoenennota' is
the supplement to the State budget. Some intentions for changes in care for 2018 include129.

Risk for insurers at the healthcare costs
At the start of the new Health Insurance Act in 2006 part of the difference for an insurer between budget
and claims was settled with the Care Institute. The mechanisms for this were called the ex post
compensations. Due to this, the risk on healthcare costs for the insurers in 2006 was equal to 53%. From
2006 onwards the risk for the health insurers yearly increased, and for 2017 the risk for the first time is
100%. The Ministry of Health has abolished all ex post compensation mechanisms.

Agreement of growth healthcare spending
In 2017, an agreement was signed by the Minister of Health, all healthcare providers and insurers which
set a voluntary ceiling for the annual growth in volume of spending on medical specialist care of 1.6%.
The agreement is only for 2018.

Decrease of deductible of €385 & Premium

During the election campaigns, the deductible of €385 was extensively discussed. Some political parties
wanted to abolish the deductible while others wanted a reduction. In September 2017, the Senate decided
to freeze the deductible at €385. As a result of the freeze of the deductible, the healthcare premium (set by
the insurance companies) will increase in 2018 by approximately €10.

Benefit package
In 2018 the basic benefit package will be extended with some plastic surgery, physiotherapy in shop
window legs (claudicatio intermittens, diagnosis of peripheral arterial disease) and tooth replacement to
people not older than 23 years.
Starting from 2018 a clear definition for medicines under the reduced VAT rate of 6% will be applied.

Law Ban on pay out dividend by health insurers
At the end of 2016 the House of Commons voted for the Law Ban on pay out dividend by health
insurers. This law stated that health insurers may not pay out dividend for ever. The House of Lords still
has to vote on this law, but it will also be discussed by the parties who are talking after the elections in
2017 to form a new government.

Improving quality of care
Transparency remains a key issue in the Dutch healthcare system, since citizens can only make
informed decisions if they have access to clear and comprehensible information. The Minister of Health
agreed with Health Insurers Netherlands, the umbrella organization of the Dutch health insurers, to
improve comparability of information for the insured population. Insurers should provide standardized
information on the profit they make, the composition of the premium, whether financial reserves have
been used to lower the premium, and the different conditions across offered health plans. In addition,
they should clearly communicate that all citizens are accepted for the basic package. Furthermore,
health insurers plan to make switching easier for those individuals who use medical devices or
disposables by automatically adopting the authorizations of the former insurer.
Local Expert: Wim Niesing

9 Spain
9.1. INTRODUCTION
Spain is a parliamentary monarchy. The 1978 Constitution followed a long period of dictatorship, after
which the country underwent a major transformation of the State and its political structure.
Territorially, the political organization of the Spanish State is made up of a central state and 17 highly
decentralized regions (Comunidades Autónomas, autonomous communities, ACs) with their respective
governments and parliaments. Every four years each autonomous community elects a regional

parliament, which in turn elects the president by majority. There are 50 provinces and almost 8.000
municipalities in Spain. Spanish territory includes Ceuta and Melilla, two cities in the north of Africa
with autonomous status130.
The year 2006 marked the twentieth anniversary of the passing of the General Health Act (1986). This
law made it possible to move from the former Social Security health system to the current National
Health System (NHS), which is financed from general tax revenue and offers almost universal coverage.
Far-reaching changes have been taken place since then, including the transfer of powers to the
Autonomous Communities (completed in 2002) making public health one of the main pillars of the
welfare state in Spain today.
The right for all citizens to enjoy health protection and care is laid down in the Spanish Constitution of
1978. The main principles governing the exercise of this right are regulated by the General Health Act of
1986. The general principles of the National Health System are:
universal coverage with free access to healthcare;
public financing, mainly through general taxation;
integration of different health service networks under the National Health System structure;
political devolution to the autonomous communities and region-based organization of health
services into health areas and basic health zones;
a new model of primary healthcare, emphasizing integration of promotion, prevention and
rehabilitation activities at this level131.
The central government in Spain assumes responsibility for certain strategic areas, including:
general coordination and basic health legislation; financing of the system, and regulating the financial
aspects of social security; definition of a benefits package guaranteed by the NHS; international health;
pharmaceutical policy; undergraduate education and postgraduate medical training; civil service-related
human resources policies. Although the Ministry of Health and Social Policy (MSPS) plays the most
significant role in determining the parameters of health policy, it increasingly shares its policy
formulation authority with regional governments. In addition, many financial matters, as well as the
definition of benefits, still require the approval of the social security system and/or the Ministry of
Economy and Finance. Most issues relating to personnel are dealt with by the Ministry of Public
Administration 132.
The Interterritorial Council of the National Health System (CISNS) is the body responsible for the
coordination, cooperation and liaison among the central and 17 autonomous communities public
health administrations. Its purpose is to promote the cohesion of the National Health System through
an effective and equitable guarantee of the rights of citizens throughout the country133.
Decentralization of the healthcare system is based on the model of devolution so that responsibility is
transferred from central administration to the 17 regional governments. Each of the 17 ACs has one
basic law (Statute of Autonomy), acknowledged by the 1978 Spanish Constitution. Together these 17
Estatutos de Autonomía are part of the constitutional framework of democratic Spain. The Spanish
Constitution lays out the spheres of responsibility that are the exclusive responsibility of the central

state, those that may be assumed completely by the autonomous communities, and those that are shared
between the two. In all matters that are not the exclusive responsibility of the state, regional laws have
the same legal status as those of the state, and conflicts between the two must be settled in the National
Constitutional Court. Healthcare and social security are shared areas of responsibility, although to
varying degrees.
All 17 ACs have important legislative and implementation powers in the fields of public health,
community care and most social services. In some regions, the provinces and large city councils have
owned historically, and still own, most of the psychiatric hospitals, mental healthcare centres and
nursing homes. However, their role in the management and regulation of these centres has been fairly
limited during the 2000s. Some ACs have accomplished reform processes in mental healthcare and
integrated this level of care to different degrees within the regional health systems. In some autonomous
communities, municipalities still hold some managerial responsibilities in the fields of sanitation,
environmental health, and public health. The devolution of powers to the regional tier of government
varied between ACs until January 2002, when the decentralization process was finished134.
The 17 autonomous communities have health planning powers as well as the capacity to organize their
own health service, called the Regional Health Service. This is the administrative and management body
responsible for all centres, services, and facilities in its own community. The devolution of powers to the
ACs is a means of bringing the management of healthcare closer to citizens and thus guaranteeing
equity, quality and participation. The Interterritorial Council of the NHS, comprised of representatives
of the ACs and the state, promotes the cohesion of the system.
The autonomous communities usually have their health competencies separated between a health
authority and a health service management body. All autonomous communities have drawn up a health
map stipulating territorial subdivisions (health areas and zones). Health areas and basic health zones
are structural elements of the Spanish healthcare system. Each health area, responsible for the
management of facilities, benefits and health service programmes within its geographical limits, should
cover a population of no fewer than 200,000 and no more than 250,000 inhabitants. Health areas
provide primary and specialist healthcare services. Basic health zones are the smallest units of the
organizational structure of healthcare. They are usually organized around a single primary care team
(Equipo de Atención Primaria, EAP), which also provides the main management unit of the zone,
coordinating prevention, promotion, treatment and community care activities.

9.2. FINANCE SYSTEM
Through general taxes, the State finances all health benefits and a percentage of pharmaceutical
benefits. This tax is shared among the several autonomous communities according to various sharing
criteria. Each year the CISNS, after deliberation, establishes the portfolio of services covered by the
National Health System, which is published by a Royal Decree of the Ministry of Health. Each
autonomous community then establishes its respective portfolio of services, which includes at least the
service portfolio of the National Health System 135.
The financing out of general taxation consists of value-added tax and income tax but also regionally
raised taxes. The regions may modify the rate of taxation at the regional level up to a threshold fixed by
the national government. Most autonomous communities also receive grants from the state. Two

autonomous communities, Basque Country and Navarre, have gained greater (fiscal) autonomy.
The population has the right of free access to a comprehensive package of services and benefits.
However, it is limited for long-term care and optical and dental services, with some regional diversity
for certain benefits.
Civil servants' mutual funds are financed approximately 70% by the State and 30% through
contributions from civil servants to their own funds. When members exercise their right to opt to be
covered by the NHS, the mutual funds pay a per-capita sum directly to the national system.
Civil servants are free to choose between public provision within the social security network of centres,
and fully private provision. If the civil servant chooses to join the private healthcare system for civil
servants, the sum paid to the private insurance companies is in line with the prearranged stipulations of
the mutual fund.
Private insurance companies provide complementary healthcare coverage and increasingly play a role
in covering services not included in the basic package or services included but designed i to avoid
waiting lists. The privately insured (20% of the population) are unevenly concentrated in big cities:
some 20%--25% of the population of Madrid and Barcelona are covered through private insurance.
Most insurance policies are taken out directly with private for-profit insurance companies.
Many wealthier Spaniards (middle class and above) also have a private health insurance plan. Grupo
Mutua Madrilena has 28% market share, and Sanitas (a subsidiary of Bupa International) 16% market
share), although numerous other companies offer private insurance plans and New competitors appear
year on year.
Healthcare expenditure in Spain is 9.0% of the GDP. Of the total healthcare expenditure is 66% financed out of
taxes, social insurance contributions (NHI) accounts for 5%, out-of-pocket payments for 24%, private insurance for
4% and other sources 0% (OECD Health Statistics 2017).
Spain: Healthcare expenditure*
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9.3. BENEFIT PACKAGE AND CO-PAYMENTS
Population coverage by the SNS is almost universal (99,5%) and guarantees quite a comprehensive
benefits package to all citizens. Entitlement is therefore independent of labour status and personal
wealth. Only 0.5% of the population falls outside this welfare network, and this group consists of highincome non-salaried individuals who are not obliged to join the social security system.

There are three formulae to gain access to health coverage:
1. The general social insurance regime, which includes some 95% of the population covered by the
statutory system.
2. Civil servants and their dependents have a special social insurance regime allowing them to
either stay within the SNS or opt out.
3. Foreign residents can follow different entitlement paths, depending on their country of origin
and administrative legal status; EU citizens and persons originally from countries with which
there are mutual agreements are included by virtue of these agreements. However, they remain
insured by their national schemes. In the event of these individuals residing and working
permanently in Spain, they have the same entitlement enjoyed by Spanish citizens through the
general regime of social insurance; the same applies to immigrants from other countries with
legal working status in Spain. Those immigrants in an illegal administrative situation are also
fully entitled to healthcare, provided that they are registered as residents in the municipality.
In any case, emergency services are free for anyone in need, regardless of their legal or administrative
situation. Children and pregnant women have explicit full coverage despite their legal status136.
Benefits covered by the NHS include: primary healthcare (medical and paediatric healthcare, prevention
of disease, health promotion and rehabilitation); specialized healthcare in outpatient and inpatient
settings (all medical and surgical specialties in acute care; and all outpatient and inpatient care is free at
the point of use); pharmaceutical benefits and complementary benefits such as prostheses or
orthopaedic products.
In general, there is no co-payment for these complementary benefits, except for certain orthopaedic
products or prostheses.

9.4. PHARMACEUTICALS
Governmental authority over pharmaceuticals can be divided into three levels (central state,
autonomous community and regional health services) with the relevant health authority taking charge
at the appropriate level.
With regard to the pharmaceuticals, the powers that correspond to the Central Government are:
Legislation on medicinal products and medical devices.
Assessment, authorization, and registration of medicinal product or human use, veterinary
medicinal products and medical devices.
Authorization of pharmaceutical companies.
Pharmacovigilance of marketed medicinal products.
Authorization of clinical trials on investigational drugs.
Decision on public funding and pricing of medicinal products and medical devices.
Guarantee deposit of narcotic substances in accordance with international treaties.
Importation of urgent foreign medicines unauthorized in Spain.

Maintain a strategic nationwide depot of medicinal products and medical devices for
emergencies and disasters.
Purchasing and distribution of medicinal products and medical devices for international
cooperation programs.
The fundamental principles and criteria for promoting the rational use of medicines are contained in
Act 29/2006, 26 July 2006, on guarantees and rational use of medicinal products and medical devices, in
order to ensure the quality of coverage throughout the National Health System in a decentralized
framework.
This Act regulates drugs for human consumption and medical products, its clinical research, their
evaluation, authorization, registration, manufacture, preparation, quality control, storage, distribution,
circulation, traceability, marketing, information and advertising, importation and exportation,
prescription and dispensing, the monitoring of the benefit-risk ratio, as well as the regulation of their
rational use and the procedure for public funding, where appropriate.
The regulation also extends to the excipients and materials used for their manufacture, preparation and
packaging. It also establishes the criteria and general requirements applicable to veterinary drugs,
magisterial preparations, and those relating to industrially prepared medicines.
Irrespective of the powers held by the autonomous communities and, where appropriate, in
coordination with them, the Central Government also undertakes actions in the following areas:
Health control of the environment and foods, services or products directly or indirectly related
to the human use and consumption.
Regulation, authorization and registration or standardization of drugs for human
consumption and veterinary use and, with respect to the former, to exercise the responsibilities
of inspection and quality control.
Determination, on a general basis, of the minimum conditions and technical requirements for
the approval and standardization of facilities and facilities in centres and services.
Promotion of quality in the National Health System.
Specialist health care training in specifically certified teaching centres and units.
Establishment of the Information System for the National Health System 137.
The Spanish Agency of Drugs and Medical Products is in charge of ensuring that pharmaceutical
products registered in Spain meet the criteria for quality, safety and clinical efficacy. Since 1999, the
Agency has been in charge of evaluating the clinical effectiveness of new brands and authorizing their
commercial registration. This task is complementary to, but separate from, that implemented by the
General Directorate of Pharmacy and Health Products. The General Directorate of Pharmacy and
Health Products (supervised by the General Secretary for Health Care) has authority regarding public
funding of licensed pharmaceuticals138.
The General Directorate of Pharmacy and Health Products is in charge of determining which
pharmaceuticals should be co-financed by the public budget. The mechanism is based on negative lists,
excluding pharmaceuticals of low therapeutic value or which have not been proven to have an adequate

incremental cost--effectiveness ratio. The General Directorate also has a relevant role in
price-setting policy. The cost-containment strategy in this respect consists in the setting of "reference
prices". This tool calculates a recommended price for generic drugs based on all the formulae containing
the same therapeutic agent. The expected consequence, which according to available data has been
achieved, is an automatic decrease in all prices. This system has been in place since 2003139.
The autonomous communities implement pharmaceutical policies at regional level through regional
laws and decrees, thereby creating the practical regulatory framework. The regional health services pay
the balance of drug costs by reimbursing pharmacies through their professional colleges on a monthly
basis (professional colleges are also in charge of computerizing prescriptions). The autonomous
communities thus undertake the planning of the location of pharmacies, fixing the criteria for the
opening or relocation of outlets, while regional health services are in charge of the day-to-day
administration of pharmaceutical benefits, setting the conditions of the agreements with pharmacies
and implementing cost-containment programmes.

Co-payments
For hospitalized patients, the pharmaceutical prescription includes those products needed by each
patient on the basis of the portfolio of common services.
The contribution of the beneficiaries to outpatient pharmaceutical services is established based on three
criteria: income, age, and extent of disease.
Unemployed persons who have lost their entitlement to receive unemployment benefit and
recipients of social inclusion income, non-contributory pensions of contributory pensions and
similar situations will be exempt from co-payment.
Patients with severe diseases and patients with chronic disease will l have a reduced
contribution of 10% in medicinal products and medical devices for the treatment of these
diseases, with a maximum contribution limit updated to the Consumer Price Index (CPI).
In general, three contribution brackets are established on the basis of income (from 0% to
60%): 40% (if their income is ≤€18,000 a year), 50% (if their income is >€18,000 and ≤€100,000
a year), or 60% (if their income is >€100,000 a year). For users of civil servants' mutual funds
the co-payment is 30% of retail price.
For pensioners, maximum contribution limits per month are established according to income.
They pay 10% (limited to €8/month if their income is ≤€18,000 a year, €18/month if their
income is >€18,000 and ≤€100,000 a year, or €60/month if their income is >€100,000 a year).
Only in the case of income exceeding €100,000 will a limit of €60 be established140.
Spain: Expenditure retail pharmaceuticals by type of financing
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9.5. PRIMARY CARE AND HOSPITALS
Primary care
Primary care makes basic healthcare services available within a 15-minute radius from any place of
residence. The main care facilities are the Primary Healthcare Centres (PHC), staffed by multidisciplinary teams comprising general practitioners, nurses and administrative staff, and, in some cases,
social workers, midwives and physiotherapists. Since primary health care services are located within the
community, they also deal with health promotion and disease prevention. The principles of maximum
accessibility and equity mean that primary care also provides home care whenever this is necessary141.
Most GPs and specialists are working in PHC centres.
The first contact point of the population with the health system is the general practitioner, who acts as a
gatekeeper.
Specialized (outpatient and inpatient) care in each health area is linked to, or served by, at least one
general hospital. Specialized ambulatory care is provided through a public network of community
polyclinics (centros de especialidades), integrated with hospitals, and in most cases staffed by the same
teams (with members rotating to cover visits at the polyclinics).
There are also numerous private doctors and clinics throughout Spain. Many public-sector doctors also
work a few days a week in a private clinic. Many expats (and Spaniards) like the private system, because
waiting times are shorter than in the public system 142.
In primary healthcare, the general practitioners in the PHCs receive a salary plus a capitation
component (amounting to about 15% of the total) which takes into account the nature of the
population they care for, its density and the percentage of the population over 65 years of age. In
Catalonia, an additional adjustment is also made for the socioeconomic conditions of the respective
population. Those PHC doctors still working under the traditional single-handed practice model are
paid according to capitation. Private physicians are paid on a fee-for-service basis. Other categories of
healthcare professionals in primary care are paid by salary. This applies to PHC and hospital nurses,
midwives, social workers and public health professionals (including both specialists in public health
trained as doctors and other public health professionals).
All health professionals in the SNS are salaried workers and a large proportion of them have a special
civil servant status (statutory staff), although this proportion has been decreasing over the years and
most of the new contracts are more flexible. No extra billing by healthcare personnel to generate income
within the public sector is permitted anywhere in Spain.
For hospital doctors and specialists in ambulatory settings, the basic salary for statutory staff is
regulated by the national government, although the regions have the capacity to vary some of the
components which make up the total salary. The salaries of physicians who work for hospital
foundations or other forms of public companies under private labour law are formally regulated by the
market. There is considerable variation among ACs both in the type and amount of salary supplements
applied.

Other categories of healthcare professionals are also paid by salary. This applies to physiotherapists,
social workers and public health professionals (both specialists in public health trained as doctors and
other public health professionals). Public employee pharmacists in both primary healthcare and
hospitals are salaried whereas dispensing pharmacists owning a pharmacy are private entrepreneurs
(though they may employ other pharmacists as their salaried staff.

Hospitals
General hospitals treat a broad range of diseases and typically provide services including surgery,
obstetrics and gynaecology, and paediatrics. Other hospitals are more specialized143.
The level of specialized care provided in hospitals and their dependent specialty centres will focus care
on complex health problems. Hospital centres will develop, besides their functions strictly related to
healthcare, functions of health promotion, prevention of illnesses and investigation and teaching, in
accordance with the programs of each area of health. The objective is to ensure these activities
complement those developed by the primary care network.
In 2016 there were 451 hospitals in Spain, of which 324 were publicly owned. Of the total of beds, 79.4%
is public144.
In Spain, a clinic (clínica) is a health centre, typically a private one, where patients can receive care and
treatment for a broad range of specialties. Some of these clinics include very up-to-date operating
theatres capable of providing minimally invasive surgery, and "hospitalization zones" where patients
can recuperate on an inpatient basis. In large Spanish cities, there are numerous clinics. These are the
facilities that are normally used by healthcare professionals whose medical societies cover it.
Hospital funding in the public sector is done prospectively through negotiation of a contract-program
between the hospital and the regional authority third-party payer, which sets out the objectives to be
achieved by the hospital and attaches financing to these objectives. The purchaser organizations
monitor these contracts at intervals agreed by the signing parties.
The generalized use of contract-program schemes for hospital funding has led to the use of a number of
indicators (the Minimum Basic Dataset) that should allow risk adjustment in financing, and thus a
more equitable allocation of resources. In spite of being structured with very detailed calculations
(almost as cost and volume contracts), in reality, contracts essentially function as block contracts, with
additional "allowances" made available by the purchaser to compensate for the volume of funds
expected by the facilities. They are not adequately linked to activity levels or to quality issues; they do
not take into account coordination with primary care or existing healthcare plans; they are not
monitored; and real risk decentralization to professionals and managers does not take place. In fact,
only weak economic incentives for the accomplishment of contractual objectives are in place. Contracts
agreed between the purchaser organizations and provider organizations are in essence shadow
contracts, with only limited financial implications145.
Hospitals outside the SNS, which rely on their own sources of financing (from private healthcare or
from other public administration bodies), may also provide services to the national health service,
regulated through agreements or contracts. The economic conditions of these agreements are
determined by the regional health departments, depending on the nature of the particular activity.

This activity is paid for on a case by case basis. The conditions of the agreements are revised annually
and may take the form of a contract-program with an overall budget. Contracts with private providers
tend to be stricter in terms of their results than those signed with public providers146.
Contract-program is also extended at the primary care level, following the same benefits package-based
approach. Typically, the primary care management structure of the health area signs an annual
contract-program with the regional health service, based on capitation criteria (in many cases with a
specific component of demographic structure and dispersion of population) and including as
production lines the different health program. This contract's specifications cascade down, translating
into contracts with the PCT in each basic health zone. It is a negotiated process, setting objectives and
standards of care; for example, it has been the main vehicle in implementing rational drugs use program
and in fostering generic drugs prescription 147.
All specialists working at hospitals and in ambulatory settings are salaried. The basic salary for public
sector physicians is regulated by the national government, although regions have the capacity to vary
some components, which leads to considerable variations in salaries among the autonomous
communities148. Private physicians are paid on a fee-for-service basis.
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9.6. RECENT DEVELOPMENTS
A major problem in Spain are the healthcare costs and therefore a priority is to cut health public costs.
The policy changes of recent years include:
Non Legal Residents: coverage reduced to the minimum (emergency services and GP). Having
an insurance policy is an essential requirement for obtaining the residency documentation
certificate.
Non active people (above 26): no coverage (they have to demonstrated non-economic
resources).
Unemployed people living outside Spain during more 3 months lost National Health System
Card.
Reimbursement for using health services outside Spain in countries EU (without previous
authorization).
Public Health System employees salary cuts by approx. 20% in 2013
Reducing pharmaceutical expenditure:

Government forces to prescribe generic drugs.
Funded drugs catalogue reduced. Lower therapeutic efficiency drugs eliminated (not
funded).
Debate about co-payment per prescription (one euro per prescription): legal/illegal.
Try to unify catalogue childhood vaccines (transferred to regions).
Debate on tax deduction on private health insurance.
Collaboration private/public system.
Public hospitals management by private companies.
Concession Madrid hospitals.
Furthermore, there is a debate on tax deduction on private health insurance and government demands
to foreigners to contract health insurance policy (similar NHS coverage) to grant residence certificate.
There is also an ongoing debate about excluding specific treatments or co-payments.
Debts of the autonomous regions has been steadily increasing and it reached 25% of Spanish GDP
(2017). The Government commissioned a report from a panel of experts on the reform of the regions'
financing system. A key message that emerges from this report is the convenience to improve the
transparency of the system with the goal to enhance regions' responsibility in balancing their revenues
and expenditures149.
Local Experts: Caser Seguros & Maria Martinez Soage

10 Sweden
10.1. INTRODUCTION
Sweden's healthcare system is organized and managed on three levels: national, regional and local. At
the national level, the Ministry of Health and Social Affairs establishes principles and guidelines for care
and sets the political agenda for health and medical care. The Ministry, along with other government
bodies, supervises activities at the lower levels; allocates grants and periodically evaluates services to
ensure correspondence to national goals150.
The Health and Medical Services Act (1982), which specifies the responsibility for ensuring that
everyone living in Sweden has access to quality healthcare, lies with the county councils and
municipalities. The county councils are responsible for the funding and provision of health services,
while the municipalities are responsible for meeting the care and housing needs of older adults and
people with disabilities. In primary care, there is competition among providers (public and private) to
register patients, although they cannot compete through pricing, since the county councils set fees.
At the national level, the Ministry of Health and Social Affairs is responsible for overall health and
healthcare policy, working together with eight national government agencies. The National Board of

Health and Welfare (Socialstyrelsen) is the Government's central advisory and supervisory agency for
health, health protection and social services. The key task of this agency is to follow up and evaluate the
services provided to see whether they correspond with the goals laid down by central government. The
Board is also responsible for national guidelines for good medical practice. These focus on conditions
such as diabetes, stroke, and cardiovascular disease and aim to provide the basis for local care
programmes. One important role for central government is to establish basic principles for the health
services through laws and ordinances. The most important of these is the Health and Medical Services
Act of 1982, which lays down that people shall be offered health services of good quality on equal terms
and easily accessible to all. The services provided shall respect the patient's integrity and his right to
make his own decisions. They should also, as far as possible, be organised and performed in
consultation with the patient. Other laws regulate the obligations and responsibility of personnel,
professional confidentiality, patient records and health profession qualifications.
At the regional level, responsibility for financing and providing healthcare is decentralized to the 20
county councils. Three of the county councils: Halland, Skåne and Västra Götaland -- as well as
Gotland municipality -- are called regional councils and have assumed responsibility for regional
development from the state151. A county council is a political body whose representatives are elected by
the population of Sweden every four years on the same day as the national general election. The
executive board or hospital board of a county council exercises authority over hospital structure and
management, and ensures efficient healthcare delivery. County councils also regulate prices and level of
service offered by private providers. Private providers are required to enter a contract with the county
councils. Patients are not reimbursed for services from private providers who do not have an agreement
with the county councils. According to the Swedish health and medical care policy, every county council
must provide residents with good-quality health services and medical care and work toward promoting
good health in the entire population 152. There is no hierarchical relation between municipalities, county
councils and regions. Around 90% of the work of Swedish county councils concerns healthcare, but they
also deal with other areas such as culture and infrastructure153.
The county councils/regions cooperate in six healthcare regions for highly specialised care, and, to a
certain extent, research and medical training. The population of these areas varies from 1 to 1,9 million
and there is at least one university hospital in each area. This collaboration is based on agreements
between the county councils/regions, for example on the prices to be charged for highly specialised care.
At the local level, 290 municipalities are responsible for delivering and financing social welfare services,
including child care, school health services, the care of elderly and disabled people, and long-term
psychiatric patients. The municipalities also operate public nursing homes and home-care services.
The local and regional authorities are represented by the Swedish Association of Local Authorities and
Regions (SALAR). This organisation handles the negotiations with the national government on
political and economic issues affecting the relations between the national and regional levels and the
trade unions regarding salaries and working conditions of healthcare personnel.
During the last 25 years, the role of the county councils/regions has been strengthened. In 1970, the
ability of hospital physicians to have private outpatients treated at County Councils facilities was
abolished. The Swedish Health Care Act of 1982, revised in 1985, places the prime responsibility of all
healthcare planning on the county councils/regions. Since 1992, the responsibility for nursing homes

and for domiciliary healthcare has been transferred from the county council's primary care to the
municipalities. This reform gave the municipalities the entire responsibility for long-term care services
for the elderly and disabled.
There are several government agencies directly involved in the areas of medical care and public health.
The National Board of Health and Welfare supervises all healthcare personnel, disseminates
information, develops norms and standards for medical care, and, through data collection and analysis,
ensures that those norms and standards are met. The agency is the licensing authority for healthcare
staff (healthcare personnel are not required to reapply for their license). The National Board of Health
and Welfare also maintains health data registries and official statistics.
The Swedish eHealth Agency, established in 2014, focuses on promoting public involvement and
providing support for professionals and decision-makers. The agency stores and transfers electronic
prescriptions issued in Sweden, and is responsible for transferring electronic prescriptions abroad. The
agency is also responsible for Sweden's national drug statistics and for statistics on pharmaceutical sales.
The Health and Social Care Inspectorate is responsible for supervising healthcare, social services, and
activities concerning support and services for people with certain functional impairments. It is also
responsible for issuing permits in those areas.
The Swedish Agency for Health and Care Services Analysis analyses and evaluates health policy, as well
as the availability of healthcare information to citizens and patients. The results of such analyses are
published.
The Public Health Agency provides the national government, government agencies, municipalities, and
county councils with new knowledge, based on scientific evidence, in the area of infectious disease
control and public health, including health technology assessment. The Swedish Council on Technology
Assessment in Health Care, which promotes the use of cost-effective healthcare technologies, has a
mandate to review and evaluate new treatments from medical, economic, ethical, and social points of
view. Information from the council's reviews is disseminated to central and local government officials
and medical staff to provide basic data for decision-making purposes.

10.2. FINANCE SYSTEM
Sweden has a compulsory, predominantly tax-based healthcare system that covers the entire resident
population. Both the county councils and the municipalities have the right to levy proportional income
taxes on their respective populations. In addition to these taxes, the financing of healthcare services is
supplemented by state grants and user charges.
About 68% of county councils' total revenues come from local taxes and 18% from subsidies and
national government grants financed by national income taxes and indirect taxes. General government
grants are designed to reallocate some resources among municipalities and county councils. Targeted
government grants finance specific initiatives, such as reducing waiting times. About 90% of county
councils' total spending is on healthcare.
The 1982 Health and Medical Services Act states that the health system must cover all legal residents.
Emergency coverage is provided to all patients from European Union/European Economic Area

countries and to patients from nine other countries with which Sweden has bilateral agreements.
Asylum-seeking and undocumented children have the right to healthcare services, as do children who
are permanent residents. Adult asylum seekers have the right to receive care that cannot be deferred
(e.g., maternity care). Undocumented adults have the right to receive nonsubsidized immediate care.
Private health insurance, in the form of supplementary coverage, accounts for less than 1% of
expenditures. Associated mainly with occupational health services, it is purchased primarily to ensure
quick access to an ambulatory care specialist and to avoid waiting lists for elective treatment. Insurance
companies are for-profit companies.
The social insurance system, managed by the Swedish Social Insurance Agency, provides financial
security in case of illness and disability. Subsidies for dental care are also paid for by national social
insurance. Insurance is mandatory and covers part of the individual's income loss due to illness. Most
national health insurance is financed by employers' contributions; the remainder is financed by specific
transfer payments from central government. When a physician declares a patient to be ill for whatever
reason (by signing a certificate of illness/unfitness), the patient is paid a percentage of their normal
daily wage from the second day. For the first 14 days, the employer is required to pay this wage, and after
that the state pays the wage until the patient is declared fit154.
Healthcare expenditure in Sweden is 11.0% of the GDP. Of the total healthcare expenditure is 84% financed out of
taxes, social insurance contributions (NHI) accounts for 0%, out-of-pocket payments for 15%, private insurance for
1% and other sources 1% (OECD Health Statistics 2017).
Sweden: Healthcare expenditure
Healthcare expenditure %GDP
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Healthcare expenditure by type of financing* :
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*Total is not exactly 100% due to rounding
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10.3. BENEFIT PACKAGE AND CO-PAYMENTS
The publicly financed health system covers public health and preventive services; primary care;
inpatient and outpatient specialized care; emergency care; inpatient and outpatient prescription drugs;
mental healthcare; rehabilitation services; disability support services; patient transport support services;
home care and long-term care, including nursing home care and hospice care; dental care and
optometry for children and young people; and, with limited subsidies, adult dental care. As the
responsibility for organizing and financing healthcare rests with the county councils and municipalities,
services vary throughout the country155.
The county councils set co-payment rates per healthcare visit and per bed-day, leading to variation

across the country. Providers cannot charge above the scheduled fee.
After a patient has paid a total of €112 (annual fee, 2017), medical consultations within 12 months of
the first consultation are free of charge. There is a similar ceiling for prescription medication, so nobody
pays more than €226 in a given 12-month period. In all county councils, people under age 18 (and in
most county councils, people under 20) are exempt from user charges for visits156.
For primary care, the maximum fee is €10 and for a hospital the maximum fee is €20 per day. For
specialist visits, there is a maximum fee of €35. After €112 have been paid, healthcare for the rest of the
year will be provided free of charge.
Dental and pharmaceutical benefits are determined at the national level. People under 20 years of age
have free access to all dental care. People aged 20 and older receive a fixed annual subsidy of €15--€30,
depending on their age, for preventive dental care. For other dental services, within a 12-month period,
patients aged 20 or older pay the full cost of services up to €308, 50% of the cost for services between
€308 -- €1,541 and 15% of costs above €1,541. There is no cap on user charges for dental care157.
Individuals pay the full cost of prescribed medications up to €226 for adults annually. Once a patient's
prescriptions reach this amount, the government covers any further expenses for the rest of the year158. A
separate annual out-of-pocket maximum of €226 applies collectively to all children belonging to the
same family. For certain prescription drugs not on the National Drug Benefits Scheme and not subject
to reimbursement, patients must pay the full price159.
The Swedish healthcare system is designed to be socially responsible and equality-driven, and as such all
social groups are entitled to the same benefits. The maximum on out-of-pocket spending applies to
everyone, and the overall cap on user charges is not adjusted for income. Children, adolescents,
pregnant women, and the elderly are generally targeted groups, exempted from user charges or granted
subsidies for certain services such as maternity care or vaccination programs.

10.4. PHARMACEUTICALS160
Before a medicine may be sold in Sweden, it must be registered with the Medical Products Agency
(MPA) (Läkemedelsverket), which is a government authority (under the aegis of the Ministry of Health
and Social Affairs) responsible for controlling pharmaceutical preparations. The activities of this
authority are regulated by law governing medical products that has been adapted from EU regulations.
The Medical Products Agency is the Swedish national authority responsible for regulation and
surveillance of the development, manufacturing and sale of drugs and other medicinal products. The
key task of the Agency is to ensure that both the individual patient and healthcare professionals have
access to safe and effective medicinal products and that these are used in a rational and cost-effective
manner
Sweden joined the EU in 1995 and has since harmonised its legislation with that of the European
Community. Therefore, Swedish medicinal legislation is essentially the same as that of the rest of the
EU. The Swedish Medical Products Agency is one of the leading regulatory authorities in the EU.
Together with other EU authorities, they work to progress and develop the control of medicines within
Europe.

The control and supervision of the Medical Products Agency concerns three main product areas:
Medicinal Products, Cosmetic and Hygiene Products and Medical Technical Products. Part of the
control is to approve new medical products. For example, the supervision includes control of the
production of the products, quality guarantees and monitoring side effect reports.
EC Directives are transposed into acts and ordinances by the Swedish Government and into provisions
by the Medical Products Agency. These provisions are published in the MPA's own Code of Statutes,
LVFS. EC Regulations are directly applicable in the EU-member states. The authority of the MPA to
issue regulations is primarily laid down in the Medicinal Products Act (SFS 2015:315) and the Medicinal
Products Ordinance (SFS 2015:458).
The retail distribution of pharmaceuticals was in the hands of a state monopoly. The state-owned
National Corporation of Swedish Pharmacies (Apoteket) had the sole and exclusive right to retail
medicines, both to the general public and to hospitals. However, the European Court of Justice ruled in
May 2005, that the distribution monopoly was illegal as there are no mechanisms in place to ensure that
Apoteket cannot discriminate against other suppliers from other EU countries. Nowadays there are a
number of pharmacy chains, although everything is still through Apoteket.
The principal agency for assessing pharmaceuticals is the Dental and Pharmaceutical Benefits Agency
(Läkemedelsförmånsnämnden). Since 2002, it has had a mandate to decide whether particular drugs
should be included in the National Drug Benefit Scheme. Prescription drugs are priced in part based on
their value, taking account of cost-effectiveness, both in absolute terms and compared with alternative
ways of treating the same condition. All prescriptions must be replaced at the pharmacy with the
cheapest equivalent unless the patient's doctor rules otherwise on medical grounds. However, the
patient can choose a more expensive product and pay the difference. The agency's mandate also
includes dental care.
In 1998, responsibility for financing pharmaceuticals was shifted from central government to the
county councils, and the drug-budget was integrated into the rest of the healthcare system.
Pharmaceutical subsidies are settled annually following negotiations between the Federation of County
Councils and central government. An agreement has been made between the Federation of County
Councils and central government.
The block grant to counties has been increased incrementally to cover pharmaceutical costs. The
allocation of the fund is largely based on demographic factors rather than on pharmaceutical usage.
While it makes sense to move to an integrated health budget, the counties have received what is, to some
extent, a poisoned chalice. National bodies decide which drug will be subsidised, what their price will be,
and how many patients will have to pay, and a ceiling is set by parliament. Counties, therefore, have
almost no levers to help control spending except by trying to influence doctors' prescribing habits. In
order to do this, better access to information on prescription and purchasing habits is vital.
A re-regulation of the Swedish pharmacy market took place on July 1st, 2009, allowing the
establishment of private pharmacies. Since then the total number of pharmacies in Sweden has
increased from approximately 950 to over 1,400.
The Medical Products Agency is the responsible authority for reviewing applications and for issuing a
permit for each community pharmacy in Sweden. A permit can only be granted when compliance with

certain requirements regulating ownership, pharmaceutical competence, premises, staffing etc. are
shown or otherwise guaranteed by the applicant. It is the law on sales of medicinal products (SFS
2009:366) that dictates who can own a pharmacy in Sweden. By this dictate producers of medicinal
products, Market Authorisation Holders (MAH), and prescribers of medicinal products (e.g. doctors,
dentists and veterinarians) are not allowed to own pharmacies in Sweden. The Medical Products
Agency also maintains supervision over all pharmacies in Sweden.
Sweden: Expenditure retail pharmaceuticals by type of financing
Government & compulsory schemes: 51.3%
Voluntary HI

0.0%

Out-of-pocket

48.7%

Other

0.0%
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10.5. PRIMARY CARE AND HOSPITALS161
The healthcare system is highly integrated. An important policy initiative driving structural changes
since the 1990s has been the shifting of inpatient care to outpatient and primary care settings, and the
concentration of highly specialized care in academic medical centres. All provider fees are set by county
councils, leading to variation across the country. Public and private physicians (including hospital
specialists), nurses, and other categories of healthcare staff at all levels of care are predominantly
salaried employees. There is no regulation prohibiting physicians (including specialists) and other staff
who work in public hospitals or primary care practices from seeing private patients outside the public
hospital or primary care practice. Employers of healthcare professionals, however, may establish such
rules for their employees.

Primary care
Primary healthcare in Sweden has, since the late 1960s, been provided in health centres which has
facilitated teamwork. Team-based primary care, with general practitioners, nurses, midwives,
physiotherapists, psychologists, and gynaecologists, is the main form of practice. There are, on average,
four general practitioners in a primary care practice. General practitioners or district nurses are usually
the first point of contact for patients. District nurses employed by municipalities also participate in
home care and regularly make home visits, especially to the elderly; they have limited prescribing
authority.
There is not a long tradition of doctors listing patients. People may register with any public or private
provider accredited by the local county council, with most individuals registering with a practice instead
of a physician. The general practitioners do not act as gate-keepers, but try to guide patients to the right
level of care. Patients are free to choose to visit a specialist directly without first going through primary
care (but in practice it's not encouraged). Patients may also seek care at health centres and hospitals
outside 'their' healthcare district or county council.
There are more than 1,100 primary care practices, of which 40% are privately owned. Providers (public
and private) are paid a combination of fixed payment for their registered individuals (about 80% of total

capitated payment), fee-for-service (17%--18%), and performance-related payment (2%--3%) for
achieving quality targets in such areas as patient satisfaction, enrolment in national registers,
compliance with guidelines based on evidence-based medicine, and recommendations from county
council drug formulary committees.
Outpatient specialist care is provided at university and county council hospitals, and in private clinics.
Patients have a choice of specialist. Public and private providers are paid through the same fixed,
prospective, per-case payments (based on diagnosis-related groups), complemented by price or volume
caps and quality components.
Patients normally pay the provider fee up front for primary care and other outpatient visits. In most
cases, it is also possible for patients to pay later.
Primary care providers are required to provide after-hours care in accordance with the conditions for
accreditation in each county council. Practices in proximity to each other (normally three to five
practices) collaborate on after-hours arrangements. Through their websites and phone services,
providers advise their registered patients where to go for care. Staff providing after-hours primary care
services normally include general practitioners as well as nurses. There is no special arrangement for
provider payment, and the same co-payments apply as those during regular hours (see above, "Benefit
package and co-payments". Information regarding after-hours patient visits is routinely sent to the
practice where the patient is registered.
All county councils and regional bodies provide information on how and where to seek care through
their websites and a national phone line, with medical staff available all day to give treatment advice.
Moreover, all county councils and their regional counterparts collaborate to provide online information
about pharmaceuticals, medical conditions, and pathways for seeking care. A similar private
collaboration exists as well.
County councils control the establishment of new private practices by regulating conditions for
accreditation and payment. Those conditions pertain primarily to opening hours and to the minimum
number of clinical competencies at the practice. The right to establish a practice and be publicly
reimbursed applies to all public and private providers fulfilling the conditions for accreditation.

Hospitals
Counties are grouped into six healthcare regions to facilitate cooperation and to maintain a high level of
advanced medical care. Highly specialized care, often requiring the most advanced technical equipment,
is concentrated in university hospitals to achieve higher quality and greater efficiency and to create
opportunities for development and research. Acute care hospitals (seven university hospitals and twothirds of the 50 county council hospitals) provide full emergency services.
The central county hospitals and district county hospitals provide somatic care in a number of specialist
fields, partly inpatient and partly at outpatient clinics. The county medical services also offer psychiatric
care, increasingly in outpatient forms. The county councils own all emergency hospitals, but healthcare
services can be outsourced to contractors. For pre-planned, elective care there are several private clinics
from which county councils can purchase certain services to complement care offered within their own
units.

Each region includes at least one university hospital. The Karolinska University Hospital (Karolinska
Universitetssjukhuset) is a university hospital in Stockholm. Karolinska University Hospital is responsible
for highly specialized healthcare in Stockholm County Council. The new hospital building in Solna is a
key component of one of the largest investments in medical and healthcare services in Stockholm
County. At the end of 2016 the first patients received care at this new hospital.
Global budgets or a mix of global budgets, diagnosis-related groups, and performance-based methods
are used to reimburse hospitals. Two-thirds or more of total payment is usually in the form of budgets,
and about 30% is based on DRGs. The Karolinska University Hospital will introduce compensation
according to value-based care. Performance-based payment related to attainment of quality targets
constitutes less than 5 percent of total payment. The payments are traditionally based on historical
(full) costs.

Long-term care and social support
Responsibility for the financing and organization of long-term care for the elderly and for the support
of people with disabilities lies with the municipalities, but the county councils are responsible for those
patients' routine healthcare. Older adults and people with disabilities incur a separate maximum copayment for services commissioned by the municipalities (€183 per month). The Social Services Act
specifies that older adults have the right to receive public services and assistance at all later stages of life,
e.g., home care aids, home help, and meal deliveries. Also included is end-of-life care, either in the
individual's home or in a nursing home or hospice. The Health and Medical Services Act and the Social
Services Act regulate how the county councils and the municipalities manage palliative care. The
organization and quality of palliative care vary widely both between and within county councils.
Palliative care units are located in hospitals and hospices. An alternative to palliative care in a hospital
or hospice is advanced palliative home care.
There are both public and private nursing homes and home care providers. Payment to private
providers is usually contract-based, following a public tendering process. Eligibility for nursing home
care is based on need, which is determined collaboratively by the client and staff from the municipality;
often a relative participates as well. There is a national policy to promote home assistance and home
care over institutionalized care, and that policy entitles older people to live in their homes for as long as
possible. Municipalities can also reimburse informal caregivers either directly ("relative-care benefits")
or by employing the informal caregiver ("relative-care employment").
Sweden: Expenditure by type of service*
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10.6. RECENT DEVELOPMENTS

The Swedish system has some ongoing challenges162. These include improving access to primary care as
well as hospital care for both inpatients and outpatients, improving coordination and reducing
fragmentation among different parts of the system. There are also considerable regional differences in
efficiency, quality and medical practice, but not in all parts of the sector or in all disease groups.

Waiting times
Waiting times for pre-planned, elective care, such as cataract or hip-replacement surgery, have long
been a cause of dissatisfaction. As a result, Sweden introduced a healthcare guarantee in 2005.
This means all patients should be in contact with a community healthcare centre the same day they seek
help and have a doctor's appointment within seven days. After an initial examination, no patient should
have to wait more than 90 days to see a specialist, and no more than 90 days for an operation or
treatment, once it has been determined what care is needed. If the waiting time is exceeded, patients are
offered care elsewhere; the cost, including any travel costs, is then paid by their county council. Statistics
from 2017 indicate that about 79.1% of the patients see a specialist within 90 days and receive treatment
or are operated on within a further 90 days.

More private healthcare providers
It is becoming more common for county councils to buy services from private healthcare providers. An
agreement guarantees that patients are covered by the same regulations and fees that apply to municipal
care facilities.

Measuring quality
The role of national and local comparisons of quality as well as costs has been emphasized in recent
years. New methods have been introduced for continuous improvement of the services towards best
practise and generally centre services around the patient. In various degrees, there is still a need to:
improve the contracting process and refine the funding mechanisms, including some form of
per case payment and;
improve management through better case costing systems, especially in psychiatry, outpatient
and primary care.
The National Patient Survey provides an annual measurement of how patients see the quality of
healthcare. The Health Care Barometer is a survey reflecting attitudes, knowledge and expectations
relating to Swedish healthcare. This is compiled each year by every county council and region.
The National Board of Health and Social Welfare, together with the National Institute for Public Health
and the Dental and Pharmaceutical Benefits Agency, conducts systematic reviews of evidence and
develops guidance for establishing priorities in support of disease management programs developed at
the county council level. International guidelines and specialists are also central to the development of
these local programs. There is a tendency to develop regional guidelines to inform the setting of
priorities in order to avoid unnecessary variation in clinical practice. For example, the National Cancer

Strategy was established in 2009, and six Regional Cancer Centres (RCCs) were formed in 2011. The
RCCs' role is to contribute to more equitable, safe, and effective cancer care through regional and
national collaboration.
The 90 or so national quality registries are used for monitoring and evaluating quality among providers
and for assessing treatment options and clinical practice. Registries contain individualized data on
diagnosis, treatment, and treatment outcomes. They are monitored annually by an executive
committee, funded by the central government and by county councils, and managed by specialist
organizations.

Patients' rights
In 2015, a new law addressing patients' rights went into effect, with the purpose of strengthening the
rights of patients and enhancing patient integrity, influence, and shared decision-making. The law
clarifies and expands providers' responsibility in conveying information to their patients, patients' right
to a second opinion, and patients' choice of provider in outpatient specialist care throughout the
country. The government has commissioned the Swedish Agency for Health and Care Services Analysis
to monitor and follow up on implementation of the new law until 2017/18163.

Reforms for increased security and welfare in the Budget Bill for 2018164
In the Budget Bill for 2018 the Government presented a range of proposals to increase security and
welfare in Sweden. In addition to the general grants, the Government proposes increased targeted
grants to county councils (in 2019) to shorten queues and improve coordination and the staffing
situation. Maternity services will receive extra budget next year, and major investments will be made in
psychiatry and primary care. Other proposals include:
Patient billion: the government wants to support the introduction of an enhanced healthcare
guarantee in primary care to improve patient accessibility. The 'Patient billion' will also
support the introduction of a patient contract to promote a more coherent approach to
planned care. This is particularly important for patients with complex care needs and frequent
contact with healthcare providers.
Good working conditions and new working methods for healthcare staff: the government is
investing to improve conditions for healthcare staff and develop healthcare activities. When
healthcare staff have more time to provide their patients with treatment and care, patient safety
is strengthened.
Increased general dental care subsidy: the government intends to double the general dental
care subsidy from €30 to €60 for the 22--29 age group, from €15 to €30 for the 30--64 age group,
and from €30 to €60 for the over 65s.
Strengthened child health services: the government wants to increase accessibility to child
healthcare services for groups with poor general health and poor dental health. Extra budget
will be allocated for this purpose in 2018--2020. These funds will also be used to develop vaccine
information and communication efforts to increase vaccination levels. The government also
intends to take a decision concerning the inclusion of the rotavirus vaccine in the national

vaccination programme for children.
Local Experts: Jan Olov Hoog & Duraid Alsamaraie

11 Switzerland
11.1. INTRODUCTION 165
Duties and responsibilities in the Swiss healthcare system are divided among the federal, cantonal, and
communal levels of government. The system can be considered highly decentralized, as the 26 cantons
(including six half-cantons), are given a critical role. The cantons are sovereign in all matters, including
healthcare, that are not specifically designated the responsibility of the Swiss Confederation by the
federal constitution. Each canton and demi-canton has its own constitution and a comprehensive body
of legislation stemming from its constitution. The legislative authority is a uni-cameral parliament that,
in most cantons, is elected by proportional representation. Like the Swiss Confederation, the cantons
have an executive body that is a collegial group of between five and seven members. In contrast to the
Federal government, the members of the cantonal executives are directly elected by popular vote.
Switzerland has about 2.300 municipalities that constitute the level of authority closest to the people
within the federal structure. The rights and duties of the municipalities are not always identical but are
laid down in the different cantonal laws applying to municipalities. The most obvious sign of autonomy
is the tax sovereignty of the municipalities. Like the Confederation and the cantons, the municipalities
are entitled to levy income tax and property tax on individuals and corporations in the municipality.
They are also free to set the rate of tax. Swiss municipalities vary greatly in size, and their organization
also differs. The municipalities can formulate policies in many areas. Depending on the rules laid down
by the canton, these can include policies on nurseries, schools, energy supplies, refuse collection,
building regulations, transport, social care, cultural activities, adult education and sport.

Health policy
Under the Constitution of Switzerland, public health is historically a general responsibility of the
cantons. Exceptions are the legislation on food and consumer safety, on protection against epidemic
diseases and against ionizing radiation, as well as transplantation, stem cell research and genetic
engineering. Also the health insurance is a federal responsibility. The cantons are responsible for health
services, preventive care and public health regulations. Each canton therefore has its own health
legislation. Most cantons operate their own hospitals; some subsidize private hospitals. The cantons can
provide nursing and home care or delegate this responsibility to the municipalities or to private
institutions.
The cantonal health laws confer responsibility for health policy on the municipalities. The responsibility
for providing nursing care for certain vulnerable groups is usually delegated to the municipalities, with
the emphasis on home care, residential and nursing homes for elderly people and community-based

health services. The responsibility for professional education is a federal responsibility, while some
responsibility of training is delegated to cantonal bodies. The authorisation and monitoring of
pharmaceuticals are delegated to an independent federal authority, Swissmedic.
The federal Parliament approves the budget for the federal contribution to subsidies for compulsory
insurance premiums, every four years. It has an annual process of budget setting for federal disease
prevention activities and health promotion programmes and for the federal health administration.
Cantonal parliaments approve budgets annually for the cantonal contribution to compulsory health
insurance premiums subsidies, prevention programmes, and subsidies to public and private cantonal
hospitals. In some cantons budgets are also set for inpatient and outpatient care for the elderly,
physically and mentally handicapped people within their canton. These budgets include also transfer
payments for treatment provided for special reasons in cantons other than the one where the patient is
registered.
Municipalities or associations of municipalities also approve budgets for subsidies to inpatient and
outpatient care for elderly, physically and mentally handicapped people and for disease prevention and
health promotion programmes within their municipalities. All these budgets are indicative budgets
rather than hard budgets.
The Federal Health Insurance Law (LAMal), which has been in force since the 1st of January 1996,
introduced compulsory health insurance. The main national player is the Federal Office of Public
Health (FOPH) supervises the legal application of mandatory Statutory Health Insurance (SHI),
authorises insurance premiums offered by statutory insurers, and governs statutory coverage (including
health technology assessment) and the prices of pharmaceuticals. Other cost-control measures are
shared with cantonal and communal governments. Professional self-regulation has been the traditional
approach to quality improvement.
The Federal Department of Home Affairs (FDHA) defines the SHI benefits basket by evaluating
whether services are effective, appropriate, and cost-effective. It is supported in this task by the FOPH
and by Swissmedic, the agency for authorisation and supervision of therapeutic products.

11.2. FINANCE SYSTEM 166
Healthcare financing in Switzerland is characterized by the large number of financing bodies. The most
important third party payers are: (1) sickness funds which run compulsory social health insurance by
charging citizens a community rating premium (2) the regional governments (cantons), which pay
subsidies to public-interest hospitals by using general taxation funds (3) private financing -- which
covers private insurance as well as "out of pocket".

Statutory Health Insurance (SHI)
SHI is provided by competing non-profit insurers supervised by the Federal Office of Public Health
(FOPH), which sets levels for premiums offered to cover past, current, and estimated future costs for
insured individuals in a given region. Funds are redistributed among insurers by a central fund, in
accordance with a risk equalization scheme adjusted for canton, age, gender, and hospital or nursing
home stays of more than three days in the previous year.

Insurers are allowed to offer three premiums for defined geographical "premium regions" per canton.
Within every region, the criteria for variation in premiums are limited to age group, level of deductible,
and alternative insurance plans (so-called managed care plans with the main characteristic of giving up
free choice of first medical contact), but variations in premiums among insurers can be significant. On
average 60 percent of residents opted for basic coverage with a health maintenance organization, an
independent practice association, or a fee-for-service plan with gatekeeping provisions.
All residents in Switzerland must purchase basic health insurance. Insurance is purchased on an
individual basis (the insurance policy does not cover dependents) and is not sponsored by employers.
Residents are legally required to purchase SHI within three months of arrival in Switzerland, which then
applies retroactively to the arrival date.
There are virtually no uninsured residents. Temporary non-resident visitors pay for care up front, and
must claim expenses from any coverage they may hold in their home country. Missing SHI for
undocumented immigrants remains an unsolved problem, acknowledged by the Swiss Federal Council
(SFC) which is the highest governing and executive authority.
Individuals have to take up insurance within their canton or residence. Insurers can fix different premia
in each of the cantons where they operate. Insurers have free choice of provider within a canton where
they are insured, and can obtain full reimbursement of treatment outside the canton in the case of an
emergency or when a medically necessary treatment is not available in their canton.
Community rating premia: each insurer fixes competitively the premium charged and premia are the same
for all its insured (insurers cannot adjust premia to the perceived risk of individual insured). Premia are
not earnings-related, the poor pay the same premia as the rich.
The benefits covered by mandatory health insurance are defined by the LAMal and relating rules. They
include health services and medical goods needed to diagnose and treat sickness. According to the
LAMal, benefits covered must be effective, appropriate and efficient.
Compulsory health insurance is provided by multiple and competing insurers that are authorised to
offer such cover. Insurers must provide this cover separately from other activities (e.g. voluntary health
insurance), cannot make profits on this branch of their operations, and are subject to regulatory and
surveillance requirements. Insurers can have different juridical status, but must practice mandatory
insurance according to the principle of "mutuality". While both commercial health insurers and
sickness funds can become LAMal-insurer, so far there have been no cases of commercial health
insurers asking for authorisation to provide basic cover. Cantons are responsible for checking
individual affiliation to the basic health insurance and can automatically insure all individuals who have
not done so by themselves (automatic enrolment is carried out by the cantonal authority).
As far as social sickness insurance is concerned, the insurers are supervised by the Federal Office of
Public Health, while complementary insurance is supervised by the Federal Office for Private Insurance.
The Federal Office of Public Health is responsible for ensuring that insurers apply the law and comply
with its provisions. In order to do this, it may issue them with general instructions, ask them for
additional information and documents as it deems necessary in order to evaluate the situation, and
intervene on the ground if necessary. The Federal Office of Public Health is also responsible for
supervising the financial position of sickness insurers. In connection with this function, sickness

insurers must provide the Federal Office of Public Health with their reports, budgets and annual
accounts, as well as their premium rates for the following year. These rates are not effective unless they
have been validated.
Open enrolment and free choice of insurer: The entire population is guaranteed a free choice of insurance
provider for mandatory health insurance, and insurance companies are not allowed for any reason to
refuse an individual's application. Individuals have the freedom to choose and switch insurers (twice a
year) in their canton, subject to some timing rules.
Risk-equalization: A risk-equalization system attempts to compensate insurance companies for
differences in costs arising from variation in their risk structures. The risk adjustment formula includes
adjustors for age and sex. There are 30 risk groups in each canton: 15 age cohorts, each divided by
gender. Children below 19 years of age are completely exempt from risk adjustment. The risk
adjustment scheme is calculated separately in the 26 cantons. The premiums are different between
cantons and there are no regional redistributions of funds.
In 2017 the following risk adjustors were included:
- For people whose pharmaceutical cost didn't exceed €4,300 in the previous year
age and gender (30 groups)
minimum of 3 inpatient nights in the previous year (yes or no)
60 groups
- For people whose pharmaceutical cost exceeded €4,300 in the previous year
minimum of 3 inpatient nights in the previous year (yes or no)
2 groups
So the total is 62 groups per canton, or 1,612 groups in the whole country. The subsidies are calculated
separately in each canton by a cell based approach.
In 2020, the threshold "pharmaceutical cost €4,300 will be abolished, and PCGs will be introduced. It
would not be feasible to calculate PCG subsidies in each region, so these subsidies are calculated
nationwide and will be added to the subsidies based on age, gender and prior hospitalisation (which are
still calculated regionally).
There are no ex post compensations however, cantons pay about half the cost for inpatient care. These
payments are not related to risk adjustment at the moment and they mostly exist for historical reasons.
Special forms of insurance: Individuals can choose special forms of health insurance offered by their
LAMal insurer. These insurance products enable individuals to benefit from premia reductions in
exchange for restrictions on the conditions of ordinary cover. Two of these special insurance types
(insurance with higher deductibles and bonus insurance) entail higher financial risk for the insured.
In the Insurance with bonus, the insured may obtain progressive reductions on the premium for each
year in which no claim on reimbursement is made from the insurer; the initial premium is 10% higher

than the standard premium, and the discount may be as much as 45% of the initial premium at the end
of five years. This insurance must be taken out for a period of at least five years.
A third type of special insurance involves the insured accepting a limited choice of providers (Health
Maintenance Organization, gatekeeping insurance). The premium is correspondingly lower, as the
insured is giving up his right to choose his doctor and hospital freely (except in emergencies).
For the particular health insurance forms (HMO, PPO, Insurance with bonus), depending on the
cantons, the percentage of the population who selected one of these alternative insurance forms with
restricted freedom of choice varies between 0.3% (in Canton Uri) and 27.5% (in Canton Thurgau),
reaching a percentage share of slightly less than 7.6% of the adult population on a national level.
Managed care and quality competition are allowed but are still not very common in Switzerland.
Subsidies to low income individuals and family: Cantons pay means-tested subsidies to eligible low- income
individuals and families in an attempt to mitigate the regressive effects of non-income-related premia.
These subsidies are co-financed by the confederation.
Health promotion: The role of the insurers is not restricted to reimbursing the cost of services provided to
insured persons. They also work together with the cantons to encourage health promotion. Insurers and
cantons operate a joint body whose aim is to promote, co-ordinate and evaluate steps aimed at
promoting good health and preventing illness.

Voluntary Health Insurance (VHI)
The services not covered by mandatory health insurance can be funded by voluntary health insurance,
of which the premiums are risk-related. There exist different supplementary health insurance policies.
The most popular policies are those that allow free choice of a hospital, of a certain doctor within a
hospital and cover for superior inpatient accommodation and full reimbursement in the whole of
Switzerland.
VHI is regulated by the Swiss Financial Market Supervisory Authority (FINMA). Insurers can vary
benefit baskets and premiums and can refuse applicants based on medical history. Service prices are
usually negotiated directly between insurers and providers. Unlike statutory insurers, voluntary insurers
are for-profit; an insurer will often have a non-profit branch offering SHI and a for-profit branch
offering VHI. It is illegal for voluntary insurers to base voluntary insurance subscription decisions on
health information obtained via basic health coverage, but this rule is not easily enforced.
Healthcare expenditure in Switzerland is 12.4% of the GDP. Of the total healthcare, expenditure is 22% financed
out of taxes, social insurance contributions (NHI) accounts for 42%, out-of-pocket payments for 28%, private
insurance for 7% and other sources 1% (OECD Health Statistics 2017).
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11.3. BENEFIT PACKAGE AND CO-PAYMENTS167
The basic benefit package and therefore the services covered by the social health insurance are defined in
law. SHI covers most general practitioner (GP) and specialist services, as well as an extensive list of
pharmaceuticals, medical devices, home health care (called Spitex), physiotherapy (if prescribed), and
some preventive measures, including the costs of selected vaccinations, selected general health
examinations, and screenings for early detection of disease among certain risk groups (e.g., one
mammogram per year for women with a family history of breast cancer).
Hospital services are also covered by SHI, but highly subsidized by cantons. Care for mental illness is
covered if provided by certified physicians. The services of nonmedical professionals (e.g.,
psychotherapy by psychologists) are covered only if prescribed by a qualified medical doctor and
provided in his or her practice. SHI covers only "medically necessary" services in long-term care. The
FOPH and Swiss Conference of Cantonal Health Ministers aim to eliminate the gaps in financing of
hospice care. Dental care is largely excluded from SHI, as are glasses and contact lenses for adults
(unless medically necessary), but these are covered for children up to 18 years.
Whenever coverage for a specific service is contested, an expert commission examines the case and
voices a recommendation for or against coverage. The Federal Department of Home Affairs takes the
final decisions, and publishes them in a special list. Certain benefits are subject to compulsory coverage
for a limited period and under specific conditions, pending the results of relevant studies
(complementary medical treatment, for example) allowing for a definitive decision.
Those healthcare professionals providing services prescribed by physicians and who fulfil the
requirements pursuant to the Health Insurance Ordinance (physiotherapists, occupational therapists,
outpatient services, nutrition counselling, diabetes counselling, speech therapists, pharmacists), are
reimbursed to the extent specified in the Health Care Benefits Ordinance (KrankenpflegeLeistungsverordnung KLV).

Cost-sharing
Within the ambit of mandatory health insurance the insured participate in the costs of the services given
them with an annual lump-sum, called deductible, at present fixed at €300 for adults and a zero
deductible for children up to the age of 18, although insured persons may opt for a higher deductible (up
to €2,300 for adults and €500 for children) and a lower premium.
Insured persons pay 10% coinsurance above deductibles for all services (including GP consultations),
but it is capped at €600 for adults and €300 for children up to 18 in a given year. For brand-name drugs
with a generic alternative, 20% instead of 10% coinsurance is charged. For hospital stays, there is an
additional charge of €10 per inpatient day.
Most of out-of-pocket payments for services not covered by insurance are for dentistry and long-term
care. Maternity care and some preventive services are fully covered and thus exempt from deductibles,

coinsurance, and co-payments. Children or young adults in school (up to the age of 25) do not pay copayments for inpatient care.
Federal government and cantons provide income-based subsidies to individuals or households to cover
SHI premiums; income thresholds vary widely by canton.
Providers are not allowed to charge prices more than SHI will reimburse.

11.4. PHARMACEUTICALS168
Swissmedic, the Swiss Agency for Therapeutic Products, (established in 2002) is responsible for
registration and market-entry authorisation for pharmaceuticals and medical devices. The Agency
replaced the previous Inter-cantonal Office for the Control of Medicines. Swissmedic assesses and
certifies that drugs and medical devices put on the Swiss market are high-quality, safe and effective.
Product reviews require on average six to eight months, and a fast-track procedure (three to five
months) exists for treatments against life-threatening conditions, those for which no satisfactory
therapy is available, and drugs having high therapeutic value. Reviews are repeated five years after the
date of entry into the Swiss market.
Following granting of market authorisation, the manufacturer can apply for inclusion of the drug in the
list of reimbursed products to the Federal Office of Public Health which decides whether a drug is eligible
for reimbursement, as well as the maximum reimbursement price under the LAMal. It also determines
which laboratory analyses and investigations or medical devices and medical aids are covered by the
compulsory health insurance. Only pharmaceuticals included in a positive drug list by the Federal Office
of Public Health (the so-called 'specialty list') are reimbursable for mandatory health insurance. The list
shows two different prices for each pharmaceutical: a retail public price, corresponding to the level
reimbursed by the LAMal (before cost-sharing deductions) and inclusive of a 2.4% VAT; and a
manufacturer's selling price. Non-reimbursed drugs are not subject to price controls, although the Price
Surveillance Authority is responsible for ensuring 'reasonable' prices. This lists and the prices are
adapted and updated regularly. Examinations take place at four different points in time: upon the drug's
listing on the 'specialty list'; two years after market entry; seven years after market entry if there were
any new indications admitted( extension); and finally upon expiration of the patent or after 15 years of
listing in the reimbursement catalogue. On this occasion, the price of the drug is aligned to the average
price in the four reference countries. Prices of generics are required to be at least 30% lower than those
for innovative drugs at market entry (basis: ex-factory prices). After 24 months, generic's prices should
still be 15% cheaper than the original products. Once a drug has been included in the 'specialty list',
insurers reimburse the price of the drug, minus the required patient cost-sharing (deductibles and coinsurance).
Over-the-counter drugs are divided into three categories: those which can only be sold in pharmacies
(list C), those which can be sold in pharmacies and drugstores (list D) and those which can be sold
anywhere (list E). About 55% of medicines in Switzerland are sold through pharmacies. The other
distribution channels are dispensing doctors (about 23%), hospitals (about 19%) and drugstores (about
3%). The cantons decide whether doctors have the right to sell pharmaceuticals or not (so-called
dispensing doctors). There are no restrictions on dispensing doctors in 13 of the cantons.

Switzerland: Expenditure retail pharmaceuticals by type of financing
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11.5. PRIMARY CARE AND HOSPITALS169
Primary care
Registering with a GP is not required. People not enrolled in managed care plans generally have free
choice among self-employed GPs but they have also direct access to specialist and hospital services.
Although there is no gate-keeping system, most individuals seem to have a regular or family doctor. An
exemption concerns the patients holding special insurance policies limiting the choice of providers.
These individuals agree to use only certain designated providers from Health Maintenance
Organizations (HMOs), a family-doctor gate-keeping scheme, Independent Practice Associations
(IPAs), Preferred Provider Organizations (PPOs) or similar managed care arrangements in exchange
for premium reductions on their basic health insurance policy.
Approximately 40% of doctors in the outpatient care were classified as GPs and about 60% of doctors
were classified as specialists. Apart from scale-of-charge measures, there are no specific financial
incentives for GPs to take care of chronically ill patients, and no concrete reforming efforts are
underway to engage GPs in "bundled payments" for chronic patients (e.g., diabetics). Primary (and
specialist) care tends to be physician-centred, with nurses and other health professionals playing a
relatively small role. About 60% of physicians are in solo practice.
Residents have free access (without referral) to specialists unless enrolled in a gatekeeping managed care
plan. Specialist practices tend to be concentrated in urban areas and within proximity of acute-care
hospitals. The public health system allows specialists to see MHI patients as well as private patients170.
Apart from some managed care plans, in which physician groups are paid through capitation,
ambulatory physicians (including GPs and specialists) are paid according to a national fee-for-service
scale (TARMED). While billing above the fee schedule is not permitted, TARMED offers some
incentives for less resource-intensive forms of care. These incentives, however, are criticised by GPs as
insufficient for provision of such services as home visits, after-hours care, and coordinating and
communicating with chronically ill patients. In response, the SFC decided to slightly increase
remuneration for consultations in primary care, while remuneration for some more technical services
(such as computer tomography) has been slightly reduced171.
The ambulatory services provided by general practitioner and in the hospitals as outpatient or short stay
inpatient (one night or less) are paid for under a fee-for-service payment system. This is also the
primary means of remuneration for other self-employed health professionals (such as nurses, dentists,
midwives, physiotherapists). Individuals usually pay providers directly and are later reimbursed by
insurers.

Doctors treating patients who have chosen a LAMal-policy with limited choice of provider are paid
differently depending on the specific managed-care model. In the case of HMOs, doctors are paid a
salary whereas the HMO is financed by capitation and can contract with different insurers. In the case
of group practices with budgetary responsibility (IPA-type managed care) individual doctors are paid
on a fee-for-service basis.
A global budget, which is calculated on the basis of the prospective costs per group insured persons, may
be agreed between the IPA and their insurance partners. When the actual costs of treating insured
patients is less than the budget, the surplus is shared among participating doctors. Similarly, doctors
participating in 'gate-keeping' arrangements, are paid fee-for-service and may receive a share of the
benefits gained by the network.
Within social insurance schemes, all medical and medical-related professions of the ambulatory sector
have a nationally agreed tariff structure that sets the relative weight of the different services provided.
These relative weights have been negotiated between the relevant professional associations and insurers
and a certain number of points are attributed to each service. For example, medical fees have been based
on such a unified relative tariff system (TARMED). The TARMED specifies the resource-based points
for each type of medical treatment. It is also used as the basis for setting tariffs for out-patient services
delivered by hospitals. For LAMal-insurers, national agreements over the value of the 'point' exist for
dentist and dieticians however, in the case of medical fees the value 'point' is collectively negotiated
between the cantonal associations of insurers and providers, and thus the value of the 'point' can reflect
the differences in salaries and prices across cantons. Similar canton-based agreements exist for
chiropractors, ergo therapists, nurses and physiotherapists. Outside the LAMal, providers set their prices
freely, although usually on the basis of the nationally agreed point structure.

Hospitals
There are public, publicly subsidized and private hospitals in Switzerland. The public hospitals may be
operated by the canton in which they are located, associations of municipalities, individual
municipalities or independent foundations. Most emergency services are delivered by public hospitals.
Private hospitals can be either for-profit or not-for-profit. Private facilities, representing about one fifth
of overall hospital beds, generally provide simple surgical treatments, day-care and elective surgery.
However a few centres also offer highly specialised care.
Private hospitals do not receive any state subsidies but are financed solely by payments made by health
insurance companies and patients. Private hospitals included in the cantons' hospital list can be
reimbursed under compulsory health insurance.
Highly complex and highly specialized treatment is provided by five university hospitals, some large
cantonal hospitals, and, in certain areas, private clinics operating with or without subsidies.
The politicians want to concentrate this type of care in a few centres of excellence.
Mostly self-employed specialists can schedule appointments in public hospitals with both SHI and
private patients.
Under the LAMal, cantons have been made explicitly responsible for hospital planning and funding,

and are legally bound to coordinate plans with other cantons. Such plans are supposed to organise the
capacity and structure of hospital supply on the basis of population needs and cost-control targets. All
public hospitals and a share of private hospitals have been included in the planning process. These
hospitals are included in a cantonal list that gives them the right to claim insurance reimbursement for
services covered by mandatory insurance however, there are no specific criteria or methods for inclusion
in the list, although cantons have agreed on a set of common recommendations. The introduction in
2012 of free movement of patients between cantons under the diagnosis-related group (DRG) system
has reduced cantonal fragmentation. Cantonal subsidies cover the cost of investment, training and
research, and a share of the running costs for LAMal-covered treatments delivered in shared rooms.
About three in five hospitals receive cantonal subsidies172. The obligation to set up hospital plans does
not extend to cross-cantonal agreements to co-ordinate supply173.
For services covered by SHI and billed through a national DRG payment system, hospitals receive
around half (45%--55%) of their funding from insurers174. The other half is covered by cantons and
communes, or, in case of additional services, by private health insurance175.
Remuneration mechanisms depend on insurance contracts; as a consequence, fee-for-service is still
possible for inpatient services not covered under SHI. Hospital-based physicians are normally paid a
salary, and public-hospital physicians can receive extra payments for seeing privately insured patients.
Like ambulatory services, in-patient hospital tariffs for services covered by social insurance schemes are
negotiated between provider associations and insurers. The tariff can differ across social insurance
schemes.

After-hour care
Cantons are responsible for after-hours care. They delegate those services (fees set by TARMED) to
cantonal doctors' associations, which organize care networks in collaboration with their affiliated
doctors. The networks can include ambulance and rescue services, hospital emergency services, and
walk-in clinics and telephone advice lines run or contracted by insurers. There is no institutionalized
exchange of information between these services and GPs' offices (as people are not required to register).

Long-term care and social supports
Services are provided for inpatient care (in nursing homes and institutions for disabled and chronically
ill persons) and for outpatient care through Spitex (spitalexterne Hilfe und Plege, general name for home
care). In some cases admission is possible only through a hospital or by approval from an admission
authority. Palliative care provided in hospitals, in nursing homes, in hospices, or at home is not
regulated separately in SHI, so coverage of services is similar to acute services in the respective provider
setting. There is no provision of individual or personal budgets for patients to organize their own
services.
Inpatient long-term somatic and mental services are covered by SHI, but are highly subsidized by
cantons. For services in nursing homes and institutions for disabled and chronically ill persons, SHI
pays a fixed contribution to cover care-related inpatient long-term care costs; the patient pays at most
20% of care-related costs that are not covered, and the remaining care-related costs are financed by the

canton or the commune.
Almost half of total Spitex expenditure is financed by government subsidies (47.5%). SHI and the other
social insurances covering the cost of medically necessary healthcare at home made up roughly onethird (30.0%). The rest (22.6%), devoted mainly to support and household services, was paid out-ofpocket, by old age and disability benefits, by VHI, and by other private funds. There is no legal basis for
financial support for informal help or family caregivers. Most Spitex organizations are subsidized nonprofit organizations (85% of personnel), while the remaining 15% are nonsubsidized for-profit
organizations.
Switzerland: Expenditure by type of service
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11.6. RECENT DEVELOPMENTS176
The task force 'Dialogue on National Health Policy' discusses existing and new approaches to care. The
national Health2020 agenda includes a comprehensive projection of the priorities of healthcare policy
until the year 2020. Some of the priorities on the agenda are:

Integration of care
Care coordination is an issue, particularly in light of a projected lack of providers in the future and the
need to improve efficiency to increase capacity. The agenda also addresses care coordination, stating
that integrated healthcare models need to be supported in all areas. Strategies and networks tackling
emerging areas of importance, like palliative care, dementia, and mental health, have been created to
improve coordination. They are at the conceptual level, aiming at the practical level to encourage
different types of health professionals to work together. A growing number of these programs are in
being developed but pooled funding streams do not exist yet.

Quality of care
The strategy includes the implementation of a national network for quality and national quality
programs in fields like medication safety and hospital infections. In 2008, the Swiss Inpatient Quality
Indicators were introduced to monitor and evaluate the quality of care provided by acute-care hospitals.
In addition, the National Association for Quality Improvement in Hospitals and Clinics (ANQ)
publishes quality indicators for hospital inpatient care based on registries or patient surveys. Some
registries are the result of private initiatives, while others, such as the cantonal cancer registries, are
organized by the cantons themselves.

Cost containment

An overview of possible cost-reducing measures (such as coordination of care, compensating systems,
and highly specialized medicine) is part of the Health2020 agenda. The agenda outlines a need for
increasing flat-rate remuneration mechanisms and revising existing fee schedules to limit incentives for
service providers. Also mentioned is the need for greater concentration in sites of highly specialized
medicine to eliminate inefficiency and duplication in infrastructure systems and to increase the quality
of health care provision. Swiss-DRG was introduced to contain hospital costs. Inpatient capacity is
subject to cantonal planning requirements, and there is a "necessity clause for outpatient providers."
To control pharmaceutical costs, coverage decisions on all new medicines are subject to evaluation of
their effectiveness (by Swissmedic) and cost (by the FOPH). Efforts are being made to reassess more
frequently the prices of older drugs. Depending on national market volume, generics must be sold for
20% to 50% less than the original brand. In addition to the aforementioned 20% coinsurance for brandname drugs, pharmacists are paid flat amounts for prescriptions, so they have no financial incentive to
dispense more expensive drugs.
The Health2020 strategy outlines important national topics, objectives, and measures for improving the
quality of life, promoting equal opportunity and self-responsibility, ensuring and enhancing the quality
of care, and creating more transparency, better governance, and closer coordination. In concrete terms,
the SFC is pursuing the following 10 priorities in 2016:
Adoption of the revised radiation protection regulations.
A decision on how to proceed with the total revision of the Federal Act on the Genetic Testing
of Human Beings.
Adoption of the national strategy for the prevention of noncommunicable diseases.
Adoption of the revised regulation of risk adjustment in health insurance.
Consultation on the modification of the federal law on health insurance for the introduction of
a reference price system.
Adoption of resources to create a health technology assessment unit.
Consultation on revision of the inclusion of complementary medical services in mandatory
health insurance.
A decision on the introduction of the federal law on electronic patient records.
Adoption of the Suicide Prevention Action Plan.
Adoption of the dispatch on the approval and implementation of the Medicrime Convention
of the Council of Europe.
Local Expert: Alexandre Abate

12 United Kingdom
12.1. INTRODUCTION

The United Kingdom (UK) has a national healthcare system, the National Health Service (NHS),
founded in 1948. The healthcare system in the UK is dominated by the NHS, which was established to
offer comprehensive health services to all the population, originally free of charge to patients.
The United Kingdom has devolved healthcare responsibilities to its constituent countries: England,
Northern Ireland, Scotland and Wales. These countries fund healthcare mainly through national
taxation, delivering services through public health service providers and manage national health service
reimbursement through local bodies (Clinical Commissioning Groups (CCGs) in England, Health
Boards in Scotland, Local Health Boards in Wales and Primary care partnerships in Northern Ireland).
UK patients can receive medical attention anywhere in the United Kingdom regardless of their country
of residence: the financials and administration will be adjusted between the mutual organizations,
without intervention of the patient. The description of the healthcare system in this chapter
concentrates mainly on England.

Department of Health (DH)
The Department of Health sets the overall policy on all health and social issues, including public health
matters and the consequences of environmental and food issues. The Secretary of State has overall
responsibility for the work of the Department of Health (DH). NHS England is an independent body, at
arm's length to the government. Its main role is to set the priorities and direction of the NHS and to
improve health and care outcomes for people in England177.
The Healthcare Commission is a non-departmental public body sponsored by the DH and exists to
promote improvement in the quality of healthcare and public health in England and Wales. The
Healthcare Commission in England is responsible for assessing and reporting on the performance of
organizations in the NHS and independent sector to ensure that they are providing a high standard of
care. In Wales the role of the Healthcare Commission is more limited and relates mainly to working on
national reviews that cover both England and Wales, as well as an annual report on the state of the
healthcare178.
The National Institute for Health and Clinical Excellence (NICE) sets guidelines for clinically effective
treatments and appraises new health technologies for their efficacy and cost-effectiveness.
The Care Quality Commission (CQC) ensures basic standards of safety and quality through provider
registration and monitors whether care standards are achieved (described further below). It can require
closure of services if serious quality concerns are identified.
Healthwatch England promotes patient interests nationally. In each community, local Healthwatch
groups support people who make complaints about services; quality concerns may be reported to
Healthwatch England, which can then recommend that the Care Quality Commission (CQC) take
action. In addition, local NHS bodies, including general practices, hospital trusts, and Clinical
Commissioning Groups (CCGs), are expected to support their own patient engagement groups and
initiatives. The Department of Health's "NHS Choices" website, is the primary website for public
information about health conditions, the location and quality of health services, and other information.

The Health and Social Care Act 2012

Major reforms to the structure of the health service in England were introduced by the Health and Social
Care Act 2012. The Health and Social Care Act 2012 implemented the major reforms to the health
service that were outlined in the July 2010 White Paper Equity and excellence: Liberating the NHS. This set out
the 2010 Government's aims to reduce central control of the NHS, to engage doctors in the
commissioning of health services, and to give patients greater choice.
Many of the provisions under the 2012 Act came into force on 1 April 2013:
NHS England and Clinical Commissioning Groups (CCGs) took on statutory responsibility
for commissioning health services. The Department of Health has defined commissioning as:
"The process of ensuring that the health and care services provided effectively meet the needs of
the population".
Local authorities took on new public health responsibilities.
Local Healthwatch organizations came into being.
Strategic health authorities and primary care trusts were formally abolished.
The Health and Social Care Act 2012179 transferred important functions to NHS England (NHSE),
including overall budgetary control, supervision of CCGs and, along with Monitor, responsibility for
setting DRG rates (referred to as "National Tariffs") for provision of NHS services. The National Tariffs
specifies rules governing not only how nationally set pricing will work, but also how local price-setting
must operate. This is managed by NHS England.
NHS England also commissions some specialized low-volume services, national immunization and
screening programs, and primary care. It is also responsible for setting the strategic direction of health
information technology, including the development of online services to book appointments, the
setting of quality standards for electronic medical record-keeping and prescribing, and the IT
infrastructure of the NHS.
Monitor, previously the independent regulator of Foundation Trusts, is the new sector regulator for
health services in England. Monitor has the power to set and enforce a framework of rules for providers
and commissioners; implemented in part through licenses issued to NHS-funded providers. Monitor
works alongside the quality and safety regulator, the Care Quality Commission (CQC), to take remedial
action when CQC reports that a hospital trust is failing to provide good quality care.
Monitor is also responsible for setting prices for NHS-funded services alongside NHS England, tackling
anti-competitive practices, helping commissioners ensure that essential local services continue if
providers get into financial difficulty, and enabling better integration of care. Monitor is also
continuing its initial role ensuring NHS foundation trusts are well-led and financially sustainable.
Public Health England (PHE) is an executive agency of the Department of Health. PHE works from
within the Local Authorities (or Councils) and supports local authorities (LAs) in their duty to improve
public health. PHE has national responsibility for protecting the public against major health risks and
NHS England also commissions some national public health services such as immunization. PHE
makes comparative data available to help drive improvements and reports annually on progress against
the public health outcomes set out in the Public Health Outcomes Framework.

Authorities and trusts180
Under the old NHS system there was a wide range of NHS trusts such as acute trusts, ambulance trusts,
and mental health trusts that managed NHS hospital care in England, including community care and
mental health services. Today most of these services are provided through NHS foundation trusts and
NHS trusts providing ambulance, emergency care, or mental health services.
Founded in 2016, NHS Improvement is an umbrella organisation bringing together Monitor, the NHS
Trust Development Authority, Patient Safety, the National Reporting and Learning System, the
Advancing Change Team, and the Intensive Support Teams. It oversees and supports NHS foundation
trusts, NHS trusts, and independent providers delivering NHS-funded care. If necessary, it holds them
to account, for example, putting trusts on special measures.
NHS England manages the NHS budget, oversees 209 local Clinical Commissioning Groups (CCGs),
and ensures that the objectives set out in an annual mandate by the Secretary of State for Health are
met, including both efficiency and health goals. Budgets for public health are held by local government
authorities, which are required to establish "health and well-being boards" to improve coordination of
local services and reduce health disparities.

Clinical commissioning groups (CCGs)181
On April 1st 2013, 209 Clinical Commissioning Groups (CCGs) took on statutory responsibilities for
commissioning the majority of NHS's services. The NHS's Five Year Forward View (October 2014)
states that it intends progressively to offer CCGs more influence over the total NHS budget for their
local populations, including greater responsibility for commissioning primary care and specialised
services. CCGs replaced primary care trusts (PCTs). Commissioners are responsible for assessing the
reasonable needs of their populations and using their buying power as purchasers to secure services that
are affordable and of the highest quality. Commissioning happens on an individual level every day in a
GP practice. For example, when a GP refers a patient to a particular hospital for further investigation or
treatment, the GP is effectively buying care for that patient from the hospital through that referral. This
'secondary' provider is paid to treat the patient through the NHS payment system. What care the GP can
buy for their patient is determined by the commissioning organisation. Because of the complexity and
scale of the healthcare system, it is more efficient to plan and commission healthcare at a population
level, such as a town and its surroundings or a metropolitan borough. All GP practices are required to be
a member of a CCG.
CCG members include GPs and other clinicians, such as nurses and consultants. The secondary care
services commissioned by CCGs are:
planned hospital care
rehabilitative care
urgent and emergency care (including out-of-hours and NHS 111)
most community health services
mental health services and learning disability services

CCGs can commission any service provided that it meets NHS standards and costs. These can be NHS
hospitals, social enterprises, charities or private sector providers. However, they must be assured of the
quality of services they commission, taking into account both National Institute for Health and Care
Excellence (NICE) guidelines, and the Care Quality Commission's (CQC) data about service providers.
CCGs provide the organisational infrastructure to enable GPs, working with other health professionals,
to commission services for their local communities. CCGs' governing bodies have GP, nurse and
secondary care representatives, as well as at least two 'lay' members who are not NHS professionals. The
services that CCGs commission include planned hospital care, rehabilitative care, urgent and
emergency care (including out-of-hours and accident & emergency services), most community health
services, maternity services, mental health, and learning disability services. They are responsible for
about 60% of the NHS budget182.
In order to plan their commissioning decisions, local authorities and CCGs (coming together through
health and wellbeing boards) use Joint Strategic Needs Assessments (JSNAs), and Joint Health and
Wellbeing Strategies (JHWSs) to agree local priorities for local health and care commissioning.
Once a CCG or other commissioning organisation has decided to buy a service from a provider of care,
a contract must be drawn up which clearly sets out the detailed specification of what the provider must
deliver. Commissioners must review the performance of providers through the contract and monitor the
outcomes achieved by the service, so that they can manage and check the quality of services and make
an informed decision when they plan services and make decisions about which providers to choose in
the future. Although GPs and other local health professionals commission most NHS services, some
services are not appropriate to be commissioned locally. NHS England (known in legislation as the
NHS Commissioning Board) commissions' services which are more appropriate to commission at a
national level. These include specialised services (such as those for rare diseases), offender healthcare,
and some services for members of the armed forces183.

Local authorities
Local authorities (or councils) have a wide range of duties and responsibilities regarding the health of
their populations, which extend beyond the NHS into both public health and social care.
Every local authority must have a health and wellbeing board. The health and wellbeing board
encourages work to improve local health and wellbeing outcomes, including (where appropriate) more
joined up working across the NHS, public health, social care, and other services. The core membership
of the health and wellbeing board includes commissioners from across the local authority (the director
of public health, director of adult social services and director of children's services) and representatives
of all CCGs in the health and wellbeing board's area. The local Healthwatch organisation also has a seat
on the health and wellbeing board, as well as at least one elected local authority member. In order to
improve their work, CCGs and local authorities have, for example, the freedom to commission services
together. 184
Health and wellbeing boards assess the current and future health and social care needs of the local
community through Joint Strategic Needs Assessments (JSNAs). JSNAs are based on a principle of
analysing the available evidence on the local community's health and social care needs. This includes

engaging and working with a wide range of local stakeholders such as patient groups, voluntary
organisations and the public. Using the JSNA, health and wellbeing boards will then jointly agree
strategic priorities for local health and social care services in Joint Health and Wellbeing Strategies
(JHWSs). Taken together, JSNAs and JHWSs are intended to form the basis of commissioning plans
across local health and care services (including public health and children's services) for CCGs, NHS
England and local authorities185. Local authorities in England have, by law, powers to review and
scrutinise any matter relating to the planning, provision and operation of the health service (including
public health) in its area. This enables scrutiny of the quality of services provided locally, and proposals
put forward for significant changes to those services, such as re-organising stroke care in an area. Those
local authorities also have the responsibility for improving the public health of the people in their area.
This includes the planning and provision of public health services, such as smoking cessation, and
considering the public health effects through the planning of other linked services, such as education,
housing, social care and transport. Each local authority has a Director of Public Health, who is
responsible in law for exercising public health functions of the local authority and for publishing an
annual report stating what progress has been made towards improving the local population's public
health. The main priorities for public health improvement include stopping smoking, reducing alcohol
consumption, eating more fruit and vegetables, and increasing physical activity levels186.

Social care
Local authorities also commission social care187 for their local populations based on local criteria and
national minimum standards. Unlike NHS care, state-funded social care is means tested. The
Department of Health has responsibility for national adult social care policy, and has committed to
changing how care is paid for (subject to legislation) with the overall aim of a sustainable and fair
partnership between the government and individual for care costs. The Adult Social Care Outcomes
Framework defines national priorities for the social care sector, and includes indicators that enable the
public and other stakeholders to assess the performance of services. The Department for Education has
responsibility for national children's social care policy188.

Long-term care and social supports
The NHS pays for some long-term care, such as for people with continuing medical or skilled-nursing
needs, but payments in recent years have been substantially reduced. Most long-term care is provided
by local authorities and the private sector. Local authorities are legally obliged to assess the needs of all
people who request it, but, unlike NHS services, state-funded social care is not universal. With the
exception of time-limited "reablement" services, some equipment and home modifications (in some
areas), and information services, residential and home care are needs- and means-tested.
The 2014 Care Act aims to limit individuals' risk of catastrophic long-term care costs by imposing a cap
on total out-of-pocket expenditure; however, this provision has been postponed until 2020 over cost
concerns. The private sector provides 78% of residential care places for older people and the physically
disabled in the UK.

12.2. FINANCE SYSTEM

The NHS is funded mainly through general taxation, with an additional element of national insurance
contribution paid by employers and employees (a payroll tax). The NHS also receives income from copayments, people using NHS services as private patients, and some other minor sources. Coverage is
universal. All those "ordinarily resident" in England are automatically entitled to NHS care, largely free
at the point of use, as are non-residents with a European Health Insurance Card. For other people, such
as non-European visitors or illegal immigrants, only treatment in an emergency department and for
certain infectious diseases is free189.
Since the NHS transformation in 2013, the NHS payment system has become underpinned by
legislation. The Health & Social Care Act 2012 moves responsibility for pricing from the Department of
Health, to a shared responsibility for NHS England and NHS Improvement190.
Further funding for social services is available via local taxation. Budgets are currently set every three
years as part of the general public expenditure planning process. Budgets for spending departments are
set through negotiations between the Chancellor of the Exchequer and the relevant Department of
Health. Rates of local taxation vary between local authorities and are banded according to the value of
the property (citizens' houses and homes) within the authorities. Some exemptions apply depending on
the status of the occupiers (e.g. students, single occupants, second home). These revenues are not used
to fund health care but to fund social services including home care and residential care for the elderly.

Private health insurance
Private health insurance is provided by for-profit and non-profit companies (4 companies together have
80% market share). Private health insurance premiums are risk-related and vary between group policies
(e.g. employer-bought private insurance) and individual policies. Premium levels are not regulated.
Employers may purchase private health insurance for employees out of pre-tax income. The majority of
the private health insurance policies are group policies purchased by the employers.
Approximately 11% of the UK population had private voluntary health insurance. The bulk of it was
provided through employers (3,97 million policies) versus individual policies (0,97 million). Private
insurance offers more rapid and convenient access to care, especially for elective hospital procedures.
However, most policies exclude mental health, maternity services, emergency care, and general practice.
Healthcare expenditure in the UK is 9.7% of the GDP. Of the total healthcare expenditure is 80% financed out of
taxes, social insurance contributions (NHI) accounts for 0%, out-of-pocket payments for 15%, private insurance for
3% and other sources 2% (OECD Health Statistics 2017).
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12.3. BENEFIT PACKAGE AND CO-PAYMENTS
All legal residents of the UK are entitled to cover under the National Health Service. Services are mostly
free at the point of use, with no charges for GP consultations or inpatient hospital stays. Co-payments
exist for long-term and private care, pharmaceuticals, dental care and eye services excluding the
vulnerable and low income groups.
The precise scope of the NHS is not defined in statute or by legislation, and there is no absolute right for
patients to receive a particular treatment. However, the statutory duty of the Secretary for Health is to
ensure comprehensive coverage. In practice, the NHS provides or pays for preventive services, including
screening, immunization, and vaccination programs; inpatient and outpatient hospital care; physician
services; inpatient and outpatient drugs; clinically necessary dental care; some eye care; mental health
care, including some care for those with learning disabilities; palliative care; some long-term care;
rehabilitation, including physiotherapy (e.g., after-stroke care); and home visits by community-based
nurses.
Cost-sharing and out-of-pocket spending:
There are limited cost-sharing arrangements for publicly covered services. Out-of-pocket payments for
general practice are limited to services that fall outside the purview of the NHS, including examinations
for employment or insurance purposes and the provision of certificates for travel or insurance.
Outpatient prescription drugs are subject to a co-payment (currently €10 per prescription item in
England); drugs prescribed in NHS hospitals are free191.
As part of a 2 year settlement announced 2016, the patient charges for NHS dental care in 2017/18 will
be as follows:
a band one course of treatment and urgent treatment will increase by €1 from €22 to €23;
a band two course of treatment will increase by €3 from €60 to €63;
a band three course of treatment will increase by €12 from €263 to €275.
The maximum band three charge is for the approximately 5% of treatments that include items such as
crowns or bridges.
Young people, students, pregnant and recently pregnant women, prisoners, and those with low incomes
are not liable for dental co-payments. Vision tests are free for young people, those over 60, and people
with low incomes, and financial support to meet the cost of corrective lenses is available to young people
and those with low incomes. Transportation costs to and from provider sites also are covered for people
who qualify for the NHS Low Income Scheme.
People who are exempt from prescription drug co-payments include children under the age of 16 and
those between the age of 16 and 18 who are in school full time; people over the age of 60; people with low
income; pregnant women and those who have had a baby in the past 12 months; and people with
cancer, certain other long-term conditions, or certain disabilities192.

The prescription charge increased in 2017 by 20 eurocent from €9.50 to €9.70 for each medicine or
appliance dispensed. To ensure that those with the greatest need, including patients with long-term
conditions, are protected, the cost of the prescription prepayment certificates (PPCs) are frozen for
2017. The 3 month PPC remains at €38 and the cost of the annual PPC will stay at €136, allowing
unlimited prescriptions within a specified time period193.

12.4. PHARMACEUTICALS
The Medicine Act of 1968 regulates the registration and authorisation procedure for pharmaceutical
specialities. This procedure is managed by of the Department of Health, however, the Medicine Control
Agency acts as executing body of the Department of Health. The criteria for market authorisation are
quality, efficacy and safety. Licenses are issued for duration of five years, after which time they can be
renewed. Prices for pharmaceutical specialities need not be fixed at the time of registration. The
registration and authorization procedure takes about 10 to 18 months.
Since 1993 (for a five-year term) the prices of pharmaceuticals to the NHS have been controlled by the
"Pharmaceutical Price Regulation Scheme" (PPRS) negotiated periodically every five to six years by the
Department of Health with the Association of the British Pharmaceutical Industry.
Within a maximum on overall costs to the NHS, companies are generally free to charge what price they
like for individual products, a higher price for one being balanced by a lower price on others. This
approach has the advantage of controlling the overall costs of pharmaceuticals to the taxpayer avoiding
the expensive bureaucracy that would be needed to control the price of each medicine individually.
Generic products (whose prices are determined by the Drug Tariff), those sold over the counter (OTC)
and pharmaceuticals prescribed by private doctors (non-NHS), are not covered by the PPRS.
The NHS has a positive and negative list of pharmaceuticals. The negative list (black list) includes
pharmaceuticals that cannot be prescribed at the expense of the NHS and the positive list includes
permitted pharmaceuticals. Pharmaceuticals not on both lists can be prescribed by the physician.
Hospitals are free to negotiate their own terms with manufacturers, and can obtain substantial
discounts.
In 2016, a Pharmacy Access Scheme (PhAS) was introduced, to control the entry system for NHS
community pharmacists through changes to the NHS "(Pharmaceutical Services) Regulations". This
package was designed to raise standards for patients, to support the needs of small pharmacy businesses,
and to do so without jeopardizing the vital role played by community pharmacies, particularly in poorer
and rural areas. The aim of the scheme is 'to ensure that a baseline level of patient access to NHS
community pharmaceutical services in England is protected'. The Pharmacy Access Scheme (PhAS) was
created by the Department of Health (DH) as part of the community pharmacy reforms that was
introduced December 2016. A list of the community pharmacies which the DH have calculated as being
eligible for payments under the PhAS. NHS England is responsible for the administration of a review
process to enable those community pharmacy contractors who believe that their premises should have
been included in the PhAS to have the opportunity to demonstrate their case. The PhAS will run from 1
December 2016 to 31 March 2018. During this time, eligibility will be fixed to the pharmacies that are
deemed eligible in the list published on the 20 October 2016. This is because the aim is to offer

community pharmacies greater certainty for a longer period than a one year deal would provide.
However, for pharmacies which consider they should be added to the list, a review mechanism will be in
place, to allow flexibility for extenuating circumstances that merit consideration 194.
UK: Expenditure retail pharmaceuticals by type of financing
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12.5. PRIMARY CARE AND HOSPITALS195
Primary care
Primary care is the first point of contact most people have with the NHS and is delivered by a wide range
of professionals, including family GPs, nurses, dentists, pharmacists and opticians.
Primary care is delivered mainly through general practitioners (GPs), who act as gatekeepers for
secondary care. Approximately there are 36,920 general practitioners (full-time equivalents) in 7,875
practices, with an average of 7,171 patients per practice and 1,530 patients per GP. The number of solo
practices is currently 843, while there are 3,589 practices with five or more GPs.
General practices are normally patients' first point of contact, and people are required to register with a
local practice of their choice; however, choice is effectively limited because many practices are full and
do not accept new patients. In some areas, walk-in centres (WICs) offer primary care services, for which
registration is not required.
Most GPs are private contractors. They are paid a mixture of capitation to cover essential services
(representing about 60% of income), optional fee-for-service payments for additional services (e.g.,
vaccines for at-risk populations, about 15%), and an optional performance-related scheme (about
10%). Capitation is adjusted for age and gender, local levels of morbidity and mortality, the number of
patients in nursing and residential homes, patient list turnover, and a market-forces factor for staff
costs as compared with those of other practices. Performance bonuses mainly relate to evidence-based
clinical interventions and care coordination for chronic illnesses.
The proportion of income from these bonuses has fallen since the 2014/2015 contract was implemented
and the number of bonus-related services was reduced and funding rerouted into capitation.
The proportion of GPs employed in practices or on a salaried basis as locums (e.g., standing in when
other GPs are unavailable) is increasing (currently around 20%). Most general practices employ other
professionals such as nurses, who monitor patients for such things as blood pressure and provide minor
treatments such as dressing wounds. The structure of general practice is changing, away from the singlehanded "corner shops" and toward networked practices, including larger multi-practice organizations
using multidisciplinary teams of specialists, pharmacists, and social workers.
The bulk of general practices are reimbursed monthly for the services they deliver based on data

extracted automatically from practices' electronic records. Some payments may require practices to
enter data manually on the number of patients screened or treated for "enhanced services," which
qualify for additional payments, such as diagnosis and support for patients with dementia. These data
are collated and validated by NHS England.

Outpatient specialist care
Nearly all specialists are salaried employees of NHS hospitals, and CCGs pay hospitals for outpatient
consultations at nationally determined rates. Specialists are free to engage in private practice within
specially designated wards in NHS or in private hospitals; approximately 55% of the doctors performed
private work. Patients can choose which hospital to visit, and the government has introduced the right
to choose a particular specialist within a hospital (not yet fully implemented). Most outpatient specialist
consultations are carried out in hospitals, although consultation may take place in general practices.
Some GPs "with specialist interests" also offer specialist consultations, paid on a per-session or fee-forservice basis.

After-hours care
GPs are no longer required personally to provide after-hours care to their patients (a small minority still
do), but must ensure that adequate arrangements for its provision are in place. In practice, this means
that CCGs contract mainly with GP cooperatives and private companies, both of which usually pay GPs
on a per-session basis. Serious emergencies are handled by hospital emergency departments. In some
areas, less serious cases are seen in urgent care centres or minor-injury units, which are staffed in a
variety of ways, and include nurse-led and GP-led centres. Telephone advice is available on a 24-hour
basis through NHS 111 for those with an urgent but not life-threatening condition.

Hospitals
Publicly owned hospitals were organized either as NHS trusts, directly accountable to the Department of
Health, or as foundation trusts, regulated by Monitor, an economic regulator of public and private
providers. Foundation trusts enjoyed greater freedom from central control, had easier access to capital
funding, and were able to accumulate surpluses or run (temporary) deficits. Recent the NHS Trust
Development Authority and Monitor have merged and are now part of NHS Improvement.
Both trusts and foundation trust hospitals contract with local CCGs to provide services. They are
reimbursed mainly at nationally determined diagnosis-related group (DRG) rates referred to as
National Tariffs, which include medical staff costs and account for about 60% of income, with the
remainder coming from activities not covered by DRGs, such as mental health, education, and research
and training funds. Responsibility for setting those rates is shared between NHS England and NHS
Improvement. In some areas, rates are not applied and payments are made for an overall service, such
as emergency care. Also at the local level, fees for "years of care", for example, for the total cost of the
care a diabetic patient receives over 12 months, are being developed but as yet are not in widespread use.
There is no cap on hospital incomes. An estimated 548 private hospitals and between 500 and 600
private clinics in the U.K. offer a range of services, including treatments either unavailable in the NHS
or subject to long waiting times, such as bariatric surgery and fertility treatment, but generally do not

have emergency, trauma, or intensive-care facilities. Private providers must be registered with the Care
Quality Commission and with Monitor, but their charges to private patients are not regulated and there
are no public subsidies. Although the volume of care purchased from private providers by the NHS has
increased recently in areas outside of mental health, NHS use of private hospitals remains low, 3.6% of
overall spending by commissioners on hospital services.
UK: Expenditure by type of service
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12.6. RECENT DEVELOPMENTS196
Britain's departure from the EU means major changes and deep uncertainty for health and social care
staffing, regulation and workforce. At the same time, the NHS is in the process of introducing new
models of care and a different way to work with councils through Sustainability and Transformation
Plans. All of this is being attempted at a time of historic financial constraint, with record trust deficits
and an intense search for efficiencies.
The Conservative Party's 2015 General Election Manifesto's health policy commitments included
promises of extra funding and improved access to services seven days a week:
"spend at least an additional €7 billion by 2020 over and above inflation to fund and support
the NHS's own action plan for the next five years."
"ensure you can see a GP and receive the hospital care you need, 7 days a week by 2020, with a
guarantee that everyone over 75 will get a same-day appointment if they need one."

Quality of care
The CQC has responsibility for the regulation of all health and adult social care in England. All
providers, including institutions, individual partnerships, and solo practitioners, must be registered with
the CQC, which monitors performance using nationally set quality standards and investigates
individual providers when concerns have been raised (e.g., by patients). It rates hospitals' inspection
results and can close down poorly performing services. New "fundamental standards" for all health and
social care came into force in 2015. The monitoring process includes results of national patient
experience surveys.
NICE develops quality standards covering the most common conditions occurring in primary,
secondary, and social care. National strategies have been published for a range of conditions, from
cancer to trauma. There are national registries for key disease groups and procedures. Maximum
waiting times have been set for cancer treatment, elective treatments, and emergency treatment. A

website, NHS Evidence, provides professionals and patients with up-to-date clinical guidelines. Support
is also provided by NHS Quality Improvement, part of NHS England.
Information on the quality of services at the organization, department, and (for some procedures)
physician levels is published on NHS Choices. Results of inspections by the CQC are also publicly
accessible. The Quality and Outcomes Framework provides general practices with financial incentives to
improve quality. General practices are awarded points (determining part of their remuneration) for
keeping a disease registry of patients with certain diseases or conditions and their management and
treatment. For hospitals, 2,5% of contract value is linked to the achievement of a limited number of
quality goals through the Commissioning for Quality and Innovation initiative. In addition, DRG rates
for some procedures are linked to best practice.

Integration and care coordination
GPs increasingly work in multi-partner practices that employ nurses and other clinical staff, who carry
out much of the routine monitoring of patients with long-term conditions. These practices also have
some of the features of a medical home, they direct patients to specialists in hospitals or to communitybased professionals, like dieticians and community nurses, and hold treatment records of their patients.
GPs are responsible for care coordination as part of their overall contract; to improve coordination for
older patients, the latest version of the contract (2014/2015) requires practices to have a "named
accountable GP" for all patients over age 75. GPs also have financial incentives to provide continuous
monitoring of patients with the most common chronic conditions, such as diabetes and heart disease.
The 2012 Act charged NHS England, Monitor, and CCGs with promoting integrated care, closer links
between hospital- and community-based health services, including primary and social care. The health
and well-being boards within local authorities are intended to promote integration between NHS and
local authority services, particularly at the intersection of hospital and social care.
The government announced in 2013 the selection of 14 "Pioneer" integration pilot programs, aimed at
improving coordination of health and care services for patients most at risk of having to undergo
unplanned or emergency treatment. The Better Care Fund provides budget, pooled from existing health
and social care budgets, for integration projects by local health and social care commissioners.
Health and well-being boards have submitted plans for these funds with a range of objectives, including
a reduction in emergency hospital admissions by 3.5%.

Electronic health records
The NHS number assigned to every registered patient serves as a unique identifier. Most general practice
patient records are computerized. Some practices use electronic systems to allow patients to make
appointments or email their GP. Records are not routinely linked between providers. A move to make
primary, urgent, and emergency care services paperless by 2018, and all other parts of the NHS by 2020,
is being enforced by requirements that NHS organizations show progress toward that end in the
intervening years; they risk having funding removed if universal digital care records are not
implemented by 2020.
NHS Choices will serve as a single point of access for patients to register with a GP, book appointments

and order prescriptions, access apps and digital tools, speak to their doctor online or via video link, and
view their full health record. All NHS patients have the right of access to their own health records (in
some cases it is possible electronically) and can apply in writing to have a copy of their records held by
their general practice, hospital, or dentist.

Major innovations and reforms
In October 2014, NHS bodies, led by NHS England, published the Five Year Forward View, which sets
out the challenges facing the NHS and a series of strategies to address them. These included setting up a
number of pilot programs across England to test new models of care known as "vanguards." To date
there are 50 vanguard sites, which focus on scaled-up primary care, enhanced health care in long-term
care homes, vertically integrated hospital and community care, and networks to improve emergency
care. NHS England hopes that, among other benefits, evaluations of the program will lead to better
tools for identifying those at risk of becoming high-need, high-cost patients, and to the development of
capitated contracts to incentivize providers to collaborate in the care of complex patients. The Five Year
Forward View also sets out strategies to improve health and well-being, including a diabetes prevention
initiative.
The primary challenge facing the NHS is finding a way to redesign services and invest in prevention
while at the same time generating efficiencies without compromising service quality or access. In
November 2014, the National Audit Office reviewed the financial health of hospital providers in the
NHS and warned that the trend of increasing financial distress was unsustainable. The new
Conservative government elected in May 2015 endorsed the Five Year Forward View and committed an
additional €9,5 billion per year. But measured against the €36 billion gap identified by NHS England,
this additional funding equates to an annual savings target of €26,5 billion. Moreover, this funding will
need to cover the implementation of new pledges, made in the election manifesto, to implement full
seven-day working weeks in hospitals and general practice by 2020.
Most recently, Sustainability and Transformation Plans (STPs, there are 44 across the country and they
include NHS Trusts, LAs, Ambulance Services and other organizations such as AHSNs (academic
Health science networks) and plans for Accountable Care Systems or Organizations (ACS/ACOs) have
been introduced into regions to catalysis regional cooperation and collaboration. The ACS approach in
particular, may have a substantial impact on how services and goods are commissioned in the future.

Payment by Results (PbR)
In future, price-setting through Payment by Results (PbR) is to be undertaken jointly by Monitor and
the NHS Commissioning Board. The intention appears to be to move away from an activity-based
payment system calculated using average costs, to one that rewards quality and promotes efficiency
using more detailed patient-level costing data from a sample of providers. This builds on developments
already implemented, such as best practice tariffs, as well as schemes such as commissioning for quality
and innovation (CQUIN) and the decision not to pay for a list of so-called never events, or for
readmissions within 30 days of hospital discharge.
Local Expert: Tracey Marriott

13 Comparison of healthcare systems
13.1. INTRODUCTION
This chapter starts with an overview of the healthcare expenditures of the described 11 countries,
followed by public-private expenditures, universal and comprehensive health insurance coverage,
financing of healthcare, out-of-pocket medical expenditure, pharmaceutical expenditure and health
expenditure by type of service, based on the country descriptions in the previous chapters.

13.2. HEALTHCARE EXPENDITURE
Health expenditure per capita
The financial resources that a country devotes to healthcare, both for individuals and for the population
as a whole, and how this changes over time is the result of a wide array of social and economic factors, as
well as the financing and organisational structures of a country's health system.
In 2016, healthcare spending in Switzerland (USD 7,919 per person) was almost two times the average of
the 35 OECD countries (USD 4,003) and 3.5 times the spending of Greece (with USD 2,223). Healthcare
spending is above OECD average for Germany, Sweden, the Netherlands, Belgium, France and the UK.
Three countries (Italy, Spain and Greece) spend less than the OECD average, with health spending per
capita lowest in Greece.
Figure 13.1 also shows the split of health spending based on whether it is paid from government sources
or some kind of compulsory insurance, or through voluntary means such as voluntary health insurance
or direct payments. In general, the ranking of per capita expenditure of government and compulsory
schemes is comparable to that of total spending. Voluntary insurance plays a more significant role in
Switzerland, compared with the other countries. The level of spending from federal state in Switzerland
is comparable with the other countries.
Per capita spending on health across the OECD continued to grow in 2016 following the trend of recent
years. This comes after the abrupt slowdown in health spending growth between 2009 and 2011 in the
wake of the global financial and economic crisis. On average, annual health spending growth across the
OECD since 2009 has been 1.4% compared with 3.6% in the six years up to 2009 (figure 13.2).
In a number of countries there have been significant turnarounds in annual growth rates in health
spending in the years before, compared with after the financial crisis. In Greece, strong annual growth
increases were reversed after 2009 (5.4% vs. -5.0%). A similar if less dramatic picture is also observed in
Italy (1.6% vs. - 0.3%). In general, health spending growth slowed down in the vast majority of selected
(and also OECD) countries and preliminary figures or estimations for 2016 still point to negative or
near-zero growth in a few.
Of the selected countries only Switzerland have recorded higher average growth in the period since 2009

compared to the period before (1.4% vs. 2.8%).

Health expenditure in relation to GDP
How much a country spends on healthcare over time relative to spending on all other goods and services
in the economy can be down to both growth in health spending itself as well as how well the economy is
performing overall. In 2016, health spending is estimated to have accounted for 9.0% of GDP on
average across OECD countries, largely unchanged in recent years. This comes after a period of health
spending growth above that of the overall economy in the 1990s and 2000s that saw health expenditure
as a share of GDP rise sharply in many OECD countries.
In 2016, Switzerland spent 12.4% of GDP on health, almost five percentage points above Greece (the
lowest country) and 3.4% above the OECD average. Germany, Sweden and France follow with around
11% of GDP based on health services. Another group of countries the Netherlands, Belgium, UK,
Finland and Spain fit roughly within a band of between 9.0%-11%, and have a GDP above (or equal
such as Spain) the OECD average of GDP. Italy and Greece spend less than 9% of GP on health services.
Looking at changes over time, the average health spending to GDP ratio jumped sharply in 2009 as
overall economic conditions deteriorated rapidly in many countries while health spending growth was
sustained at around 3% on average in 2008 and 2009 (figure 13.5). While subsequent health spending
growth also significantly declined (approaching zero growth on average in 2010/11) this step increase in
the health spending to GDP ratio has been largely maintained as the rate of health spending growth has
tended to closely track the growth in the overall economy since 2012.
Health spending has been consistently growing in all countries over the past decades, other than a
slowdown following the financial crisis. Looking at growth rates of spending as a share of GDP, in
addition to absolute levels of spending, can give a better perspective on how much countries spend
relative to the general economy.
There is a substantial growth off the healthcare expenditure as % of GDP over the last 40 years (period
between 1975 and 2016), except for Greece. In all of the 11 countries the GDP grew more than the
OECD average. The growth (80% or more) off the share of GDP the last 30 years was so high in Spain,
UK, Belgium, France and Switzerland, because of the low share in 1975 (less than the OECD average).
In most countries (except Sweden) the growth-rate of healthcare expenditure as percentage of the GDP
has slowed down the last ten years compared with the last forty years.
Table 13.1. Healthcare expenditure as % GDP: 2016, 2004, 1995 and 1975.
Percentage
2016 2004 1995 1975 Growth

Growth

Growth

2004-2016 1995-2016 1975-2016
Switzerland

12,4 10,4 8,8 6,3

19%

41%

97%

Germany

11,3 10,1 9,5

12%

19%

41%

Sweden

11,0 8,3 7,3 6,5

33%

51%

69%

France

11,0 10,1 9,8 6,1

9%

12%

80%

8

Netherlands

10,5 8,5 7,4 6,2

24%

42%

69%

Belgium

10,4 9,1 7,5 5,5

14%

39%

89%

United Kingdom 9,7 7,1 5,7 4,9

37%

70%

98%

Finland

9,3 7.8 7,4 5,7

19%

26%

63%

OECD35

9,0 8,0 7,9 6,5

13%

14%

38%

Spain

9,0 7,6 7,0 4,2

18%

29%

114%

Italy

8,9 8,2 6,9 5,8

9%

29%

53%

Greece

8,3 7,9 8,0 n.a.

5%

4%

-

Source: OECD Health Statistics, WHO Global Health Expenditure Database.

A complex mixture of factors (demand and supply side) has contributed to the increase in healthcare
spending. It is difficult to identify all the factors involved and their importance with any precision.
The demand-side effects are associated with population ageing, increased incomes and increased
insurance coverage, and may explain only a portion of overall expenditure growth. This leaves a large
residual, attributable to the developments affecting the provision of health services. An important role
appears to have been played by technological developments, growth in medical personnel and facilities,
and increases in real healthcare prices (supply effects).
Countries differ in the division of healthcare spending between inpatient care, ambulatory care and
pharmaceuticals, and within the hospital sector there is a significant variation across countries in bed
numbers, admission rates, length of stay and occupancy rates. These differences may reflect broader
cultural and social preferences regarding health services and it is likely that the particular institutional
structures adopted by each country for funding and providing healthcare have had an important effect.

13.3. PUBLIC AND PRIVATE EXPENDITURE OF HEALTHCARE
Healthcare expenditure in a country can be divided into public and private expenditure on health care.
Table 13.2 presents an overview of the public and private expenditure of healthcare in the different
countries. Public expenditure on healthcare is defined as: health expenditure incurred by public funds.
Public funds are state, regional and local government bodies and compulsory social security schemes.
Public capital formation on health includes publicly-financed investment in health facilities plus capital
transfers to the private sector for hospital construction and equipment.
Private expenditure on healthcare is defined as: the privately funded part of total health expenditure.
Private sources of funds include out-of-pocket payments (both over-the-counter and cost-sharing),
private insurance programmes, charities and occupational healthcare.

Table 13.2: Public and private expenditure in % of total healthcare expenditures 2016
Government/ Voluntary out op pocket
Compulsary
Belgium

77%

23%

Finland

75%

25%

France

79%

21%

Germany

85%

15%

Greece

58%

42%

Italy

75%

25%

Netherlands

81%

19%

Spain

71%

29%

Sweden

84%

16%

Switzerland

63%

37%

U.K.

79%

21%

OECD35

73%

27%

Source: OECD Health Statistics 2017, WHO Global Health Expenditure Database.

Most systems in Europe rely on a mix of funding sources. Most funding is public expenditure from
taxation and social insurance. Taxation plays some role in funding health services in nearly all 11
European countries. It is the predominant source of revenue in Finland, Greece, Italy, Spain, Sweden
and the United Kingdom. Social insurance contributions are the predominant source in Belgium,
France, Germany, the Netherlands and Switzerland.

13.4. UNIVERSAL AND COMPREHENSIVE HEALTH INSURANCE
COVERAGE
Health insurance coverage promotes access to care, particularly in those countries that separate the
functions of financing and delivering healthcare services. It also furnishes protection against the high
costs associated with treating many acute illnesses and chronic health conditions. All 11 countries had
achieved (nearly) universal coverage of their populations. Coverage levels vary from providing full
financial protection to patients for all necessary healthcare services, to those that exclude some services
or require patient cost-sharing.
Universal coverage has typically been achieved through government schemes (national health systems
or social health insurance), though a few countries (the Netherlands and Switzerland) use compulsory
private health insurance to cover some or all of the population.
Population coverage for a core set of services is below 95% in Germany and Greece. In Greece, the
economic crisis continues to have a significant effect, reducing health insurance coverage among the

long-term unemployed. Many self-employed workers have also decided not to renew their health
insurance because of reduced disposable income. However, since 2014 uninsured people are covered for
prescribed pharmaceuticals, emergency services in public hospitals, and for non-emergency hospital
care under certain conditions. Further, since 2016 new legislation has sought to close remaining
coverage gaps. In Germany private health insurance is a source of primary coverage for population
groups without access to public health cover. In Germany individuals are allowed above an income
threshold to opt out of social health insurance
Table 13.3. Population coverage for a core set of services, 2015 (or nearest year)
Total publicPrimary private coverageTotal
coverage
Greece

86,0

0

86,0

Belgium

99,0

0

99,0

Spain (2014)

99,1

0,8

99,9

Netherlands

99,9

0

99,9

France

99,9

0

99,9

Germany

89,2

10,8

100

United Kingdom

100

0

100

Switzerland

100

0

100

Sweden

100

0

100

Italy

100

0

100

Finland

100

0

100

Source: OECD Health Statistics 2017.

Basic primary health coverage, whether provided through government schemes or private insurance,
generally covers a defined "basket" of benefits, in many cases with cost-sharing. In some countries,
additional health coverage can be purchased through voluntary private insurance to cover any costsharing left after basic coverage (complementary insurance), add additional services (supplementary
insurance) or provide faster access or larger choice to providers (duplicate insurance).
Private health insurance complements financing from public programmes in almost all 11 European
countries by covering cost-sharing under those arrangements. This type of coverage predominates in
France, where complementary insurance reaches over 95% of the population. The Netherlands has the
largest supplementary market (84% of the population), whereby private insurance pays for prescription
drugs and dental care that are not publicly reimbursed.
Duplicate markets, providing faster private-sector access to medical services where there are waiting
times in public systems, are largest in Spain (14.9%), Greece (11.5%) and UK (10.6%). In the United
Kingdom, where privately funded providers operate in parallel to the public delivery system, private
health insurance duplicates existing public universal coverage, offering a private alternative (the benefit

being faster access to healthcare).
Table 13.4. Private health insurance coverage, by type (2015 or nearest year)
PrimaryComplementarySupplementaryDuplicateTotal
Sweden

0,1

0,1

United Kingdom

10,6

10,6

Greece

11,5

11,5

Finland
Spain

15,4
0,8

14,9

Switzerland
Germany

27,9
10,8

Belgium

15,7
27,9

23,1

33,9

81,6

81,6

Netherlands

84,1

France

15,4

95,5

84,1
95,5

Source: OECD Health Statistics 2017.

13.5. FINANCING OF HEALTHCARE
Healthcare can be paid for through a variety of financing arrangements. In some countries, healthcare
might be predominantly covered by government schemes by which individuals are automatically
entitled to care based on their residency. In other cases, compulsory health insurance schemes (either
through public or private entities) finance the bulk of health spending. In addition to these, a varying
proportion of healthcare spending consists of payments by households (either as standalone payments
or as part of co-payment arrangements) as well as various forms of voluntary health insurance intended
to replace, complement or supplement automatic or compulsory coverage.
In all the 11 countries, government schemes and compulsory health insurance constitute the main
healthcare financing arrangement. In Sweden (84%) and the United Kingdom (80%), central, regional
or local government financed 80% or more of all health spending; followed by Italy (75%), Spain (66%)
and Finland (61%). In Germany (78%) and France (75%) more than 75% of all health expenditure was
paid for through compulsory health insurance.
After government schemes and compulsory health insurance, the main source of funding tends to be
out-of-pocket payments. On average across the OECD, private households directly financed around
one-fifth of all health spending in 2015. This share is above a third of health spending in Greece (35%),
followed by Switzerland (28%) and Spain (24%), while in France it is below 10%. In Greece and Spain
the share of health spending payable by households has increased since 2009 due to the implementation
of reforms to balance public budgets which shifted some financing responsibilities to patients.
Table 13.5. Health expenditure by type of financing (in %), 2015 (or nearest year)
Government schemesCompulsory health insuranceOut-of-pocketVoluntary health insuranceOther

Germany

7

78

13

1

2

Sweden

84

0

15

1

1

Netherlands

9

71

12

6

1

Slovak Republic

4

75

18

0

2

United Kingdom

80

0

15

3

2

France ¹

4

75

7

14

1

Belgium

18

59

18

5

0

Italy

75

0

23

2

1

Finland

61

13

20

3

3

OECD35

36

36

20

6

2

Spain

66

5

24

4

0

Switzerland

22

42

28

7

1

Greece

30

29

35

4

2

1. France does not include out-of-pocket payments for inpatient LTC thus resulting in an underestimation of the out-of-pocket share.
Source: OECD Health Statistics 2017.

13.6. OUT-OF-POCKET MEDICAL EXPENDITURE
Health systems in OECD countries differ in the degree of coverage for different health services and
goods. In most countries, a higher proportion of the cost is paid directly for pharmaceuticals, dental
care and eye care than for hospital care and doctor consultations.
In most countries, spending on pharmaceuticals and outpatient care (including dental care) are the two
main spending items for out-of-pocket expenditure. Co-payments and additional services can result in
a larger proportion of the cost of inpatient care being taken on directly by households --Greece, Belgium
and the Netherlands report a greater share of household spending (20-32%) on inpatient care than the
OECD average of less than 10%.
Out-of-pocket payment for pharmaceuticals are the highest in the UK (42%) followed by France (37%),
Sweden (36%), Greece (35%), Italy (33%), Finland (33%) and Spain (32%).
Therapeutic goods (such as corrective eye products and hearing aids) account also for a significant
proportion of out-of-pocket-payments. Therapeutic goods account for more than 20% of household
spending in the Netherlands, the United Kingdom and Germany.
Coverage for dental treatment is typically limited. In Spain, Sweden, Germany, Finland and
Switzerland this figure reaches 20% or more. This can at least partly be explained by the limited
compulsory coverage for dental care in these countries compared with a more comprehensive coverage
for other categories of care.
Table 13.6. Out-of-pocket spending by services and good (in %), 2015 (or nearest year)

PharmaceuticalsTherapeutic goods ¹DentalOutpatient ²Inpatient ³Other
United Kingdom

42

20

28

5

6

France

37

14

40

10

0

Sweden

36

11

25

25

3

1

Greece

35

1

13

18

32

0

Italy

33

10

51

6

0

Finland

33

14

21

26

7

0

Spain

32

18

35

13

1

0

Belgium

28

7

11

27

26

0

Netherlands

27

20

8

22

20

2

Germany

27

27

22

19

5

0

Switzerland

25

6

20

42

3

4

OECD31

36

12

42

9

1

Note: This indicator relates to current health spending excluding long-term care (health) expenditure.
1. Including eye care products, hearing aids, wheelchairs, etc.
2. Includes home care and ancillary services (and dental if not shown separately).
3. Including day care.
Source: OECD Health Statistics 2017.

13.7. PHARMACEUTICALS
All countries have their own national authorization procedures in addition to the European
authorization procedure (see chapter 1). A wide range of regulations have been introduced, and the
precise forms differ widely across countries. Some measures tend to impact either directly or indirectly
on pharmaceutical prices, which can also affect volume. Other regulations use financial and nonfinancial incentives that use direct or indirect volume controls and target physicians, pharmacists
and/or patients.
There are widely different levels of cost-sharing across countries and pharmaceutical drugs are generally
considered to be the most price sensitive element of healthcare expenditure. Most countries have
reforms policies such as excluding certain drugs from reimbursement and lowering reimbursement rates
and increasing co-payments. The trend for deregulation prescription drugs for OTC sale is general
across Europe.
Whether or how pharmaceutical prices are regulated varies among the countries. All countries have
measures for directly controlling pharmaceutical prices, generally included negotiated prices, maximum
fixed price, international price comparisons and price cuts or freezes. These direct methods have been
included here under the term 'direct price controls' (except U.K.). Some reforms establish effectiveness
criteria and/or cost-effectiveness assessment as the basis for drug pricing, as reported from Finland and
France. Information strategies addressing providers or patients constitute another pattern of reform

options, as in Finland.
Most countries have reference price systems, in which insurance reimbursement rates depend on the
price of the cheapest comparable product and have also encouraged a change in this direction along
with an easing in regulations that permit pharmacists to substitute generic drugs where they exist.
In most countries governments encourage consumption of lower-cost generic drugs. Also prescribing
guidelines in most countries in order to encourage the shift to less expensive drugs, and just as
importantly, to encourage appropriate prescription of drugs and limit overuse.
Recent policy discussions have devoted greater attention to quality aspects. England has the national
Institute for Clinical Excellence (NICE) and Finland the Development Centre for Drug Therapy.
However, any given pharmaceutical policy reform can be rated only against the background of the other
health policy tool in use.
The cost of pharmaceuticals is predominantly covered by government financing or compulsory
insurance schemes. Across OECD countries, these schemes cover on average around 57% of all retail
pharmaceutical spending, with out-of-pocket payments (39%) and voluntary private insurance (4%)
financing the remaining part. Coverage is most generous in Germany (83.9%), France (70.9%), Belgium
(69.2%) and the UK (67.4%) where government and compulsory insurance schemes pay for 80% or
more of all pharmaceutical costs.
Average annual pharmaceutical spending growth in the 2009-15 period has been much lower compared
with pre-crisis years. Between 2009 and 2015, expenditure on pharmaceuticals dropped by 0.5% per year
on average across the OECD -- mainly driven by cuts in spending by government or compulsory
schemes and patent expiry of some "blockbuster" pharmaceuticals -- while it increased by 2.3% each
year in the 2003-09 period. The reduction was particularly steep in European countries that were
affected by the economic and financial crisis, such as Greece (-6.5%). As a response to mounting
pressures on public budgets, many governments made reducing pharmaceutical expenditure a priority
to rein in public spending. The policy measures included the de-listing of products (i.e. excluding them
from reimbursement) and the introduction or increase of user charges for retail prescription drugs.
In more recent years a number of countries, including Germany, Switzerland and Belgium have seen the
return of higher pharmaceutical spending growth again, partly due to steep increases in spending for
certain high cost drugs such as Hepatitis C drugs or oncology drugs.
Table 13.7. Expenditure on retail pharmaceuticals by type of financing (in %), 2015 (or nearest year)
Government and compulsory schemesVoluntary health insuranceOut-of-pocketOther
Germany

83,9

0,2

15,7

0,2

France

70,9

12,2

17,0

0,0

Belgium

69,2

0,1

30,6

0,1

United Kingdom

67,4

0,0

32,6

0,0

Netherlands

64,8

1,3

33,9

0,0

Italy

62,5

0,0

37,5

0,0

Spain

59,3

0,0

40,7

0,0

Finland

55,5

0,5

44,0

0,0

Switzerland

54,8

5,1

40,1

0,0

Greece

51,7

0,0

48,3

0,0

Sweden

51,3

0,0

48,7

0,0

OECD30

56,8

4,4

38,6

0,2

Note: "Other" includes financing from non-profit-schemes, enterprises and the rest of the world.
Source: OECD Health Statistics 2017.

13.8. HEALTHCARE EXPENDITURE BY TYPE OF SERVICE
Spending on inpatient and outpatient care combined accounts for the major part of health expenditure
across OECD countries, almost two-thirds of health spending on average in 2015. A further 19% of
health spending was accounted for by medical goods (mainly pharmaceuticals), while 14% went on
long-term care services. The remaining 6% was spent on prevention and public health services as well as
on the overall governance and administration of the health system.
Greece (40%) has a particularly high share of spending on inpatient care (including day care in
hospitals).
Inpatient care also plays an important role in France (33%) Italy (32%), Belgium (30%), taking up some
third of total spending. Countries with a high share of outpatient spending include Spain (38%), Finland
(38%), Switzerland (34%), Sweden (33%) and Italy (31%).
The third major category of health spending is on medical goods. In Greece (28%), Spain (22%), Italy
(21%), Germany (20%) and France (20%) medical goods represent around 20-30% of health spending.
In Sweden (12%), the Netherlands (13%), UK (14%) and Finland (15%), on the other hand, spending
on medical goods represents only 10-15% of health spending.
There are also differences between countries in the amount of health expenditure on long-term care
services. Sweden (26%), the Netherlands (25%) and Belgium (24%), with their established formal
arrangements for the elderly and the dependent population, allocate around a quarter of all health
spending to long-term care.
Note: Concerning long-term care, only the health aspect is reported as health expenditure, although it is difficult in
certain countries to separate out clearly the health and social aspects of long-term care. Thus, estimations of longterm care expenditure continue to be one of the main factors limiting comparability across countries.
Table 13.8. Healthcare expenditure by type service (in %), 2015 (or nearest year)
Inpatient care*Outpatient care**Long-term careMedical goodsCollective services
Greece

40

25

2

28

4

Spain

26

38

9

22

5

Italy

32

31

10

21

6

Finland

26

38

17

15

5

France

33

28

11

20

8

OECD31

28

33

14

19

6

United Kingdom

29

30

18

14

9

Germany

28

28

16

20

8

Switzerland

22

34

19

16

9

Sweden

22

33

26

12

5

Belgium

30

24

24

16

5

Netherlands

26

28

25

13

9

Note: Countries are ranked by curative-rehabilitative care as a share of current expenditure on health.
*Refers to curative-rehabilitative care in inpatient and day care settings. **Includes home-care and ancillary services.
Source: OECD Health Statistics 2017.

14 Comparison of professional and hospital
payments
14.1. INTRODUCTION
Payment methods for hospitals, physicians, and other providers across the 11 European countries, have
moved away from cost-reimbursement, which encourages inefficiency, towards mixed payments and
activity-based payments that reward productivity. Ten years ago (<2007) retrospective reim-bursement
systems had been replaced by prospective systems and variable reimbursement was replaced by fixed
(lump-sum) reimbursement. The past ten years (2007-2017) the searching for the right incentives has
persevered and there is a movement towards pay for performance (P4P).
Ten years ago the payment of hospitals was mainly based on DRG-based of payments per admission,
instead of the payment on the basis of historic, justified costs the years before. Nowadays the DRG
systems have been onward developed, getting it more workable.
This chapter gives an overview and comparison of the payment systems of the subsystems: general
practitioners (GP), physicians working in ambulatory and hospital care.

14.2. PROFESSIONAL PAYMENTS
The way in which general practitioners and specialists are financed differs between countries (table
14.1.). Payment systems and financial incentives do influence the behaviour of primary care providers.

However, exactly how and to what extent depends on a number of other influences such as ethical and
professional constraints and health system context. The experience of one country with payment
systems and financial incentives cannot easily be reproduced in another country -- even if there is a high
degree of cultural and institutional similarities.

General practitioners
Almost in all countries have mixed payment systems for GP's, mostly consisting of a basic payment
(salary or capitation) and additional payments to provide incentives for certain tasks. Target payments
(P4P) are used to provide incentives to reach predefined levels of services 9UK, France, Italy, the
Netherlands, and Sweden). For example, the payment system of the GPs in the U.K. consists of a mix of
allowances, capitation payment, target payments (P4P), and fee-for-services. GPs in Italy are selfemployed and receive a capitation payment. The capitation has a variable part and a fixed part. The
variable component is defined by individual Health Authorities which first have to define priorities
which can then be linked to GP performance via the variable component of the capitation payment. In
the Netherlands GP have a so called "segmented" payment system, consisting of capitation and fee-forservice (segment 1), bundled payments (case payment for specific disease programmes) and P4P
(segment 3). In Finland projects are being conducted to explore having a personal doctor system, in
which persons are always assigned to the same health centre doctor (general practitioner). In these
health care centres the general practitioners are paid a combination of a basic salary, capitation
payments, fee-for-service payment and local allowances.

Gate-keeping in primary care
In a "gatekeeping system" the GP is the first professional confronted with the patients' problems and the
first to decide which kind of services are required. Most drugs are provided only by prescription and
often other care providers, such as medical specialists, are accessible only after a referral by a GP.
Gatekeepers intend, when possible, to treat patients themselves as long as possible and refer their
patients to specialist care only when it is really needed. In a "gatekeeping system" patients are mostly
requited to register with a GP, the so-called personal list system.
In Finland, Italy, the Netherlands, Spain and the United Kingdom the GPs act as gatekeeper
(requirement). Only in the Netherlands no registration is required, but most patients register
voluntarily.
In the Netherlands and the United Kingdom the GPs have a central position in the healthcare system. In
England, a referral from a general practitioner is usually the only way to consult a specialist in nonemergency cases. In some countries, patients are able to bypass the gate-keeping system if they pay outof-pocket or accept higher co-payments for publicly-funded care. Such as in Finland where a referral
from a healthcare centre GP is required, but many patients enter inpatient care by referral from private
practitioners or the emergency department.
France has a voluntary gatekeeping system, registration with a GP is not required but many patients
register voluntarily. To stimulate gatekeeping, there is a higher cost-sharing for visits and prescriptions
without a referral from the physician with which patients registered.

In Belgium, Greece, Germany, Sweden and Switzerland patients have direct access to hospital care.
Sweden has a direct access to outpatient clinics, but inpatient services are largely regulated by primary
care physician referral and the GP try to guide patients to the right level of care.
In Belgium no referral is required, but the gatekeeper role of the GP is stimulated by higher co-payments
without referral. In Germany no referral is required, but sickness-funds are obliged to offer gatekeeper
models to their members. And in Switzerland no referral is required, except for the special insurance
models with restriction of choice (in some managed care programmes).

Physicians working in ambulatory and inpatient care
There are also considerable variations in how the 11 European countries pay their physicians in
ambulatory care and often vary within countries across the private and public sectors. Some countries
employ ambulatory care physicians directly and pay them a salary (such as in the U.K., Finland and
Spain). Other countries ambulatory care physicians are paid mainly by fee-for-service (in combination
with other payments such as capitation and P4P, as in Belgium, France, Germany, Greece, Italy (hourly
fee), the Netherlands, Sweden and Switzerland.
The specialists working in public hospitals are mainly salaried in Finland, France, Germany, Greece,
Italy, Spain, Switzerland and the UK. In France specialists working in public hospitals are permitted to
work part-time in private practice within the hospital. In the U.K and Germany specialists in public
hospitals are paid additional to their salary a fee-for-service for the privately insured patients.
In Switzerland the primary means of remuneration of a specialist is fee-for-service (traditional model),
but for patients who have chosen for LAM-al policy with limited choice of provider are paid depending
on the specific managed care model. In case of HMOs doctors are paid by salary, in the case of group
practices with budgetary responsibility (IPA-type managed care), individual doctors are paid on a feefor-service basis. Most doctors employed by the hospital are paid by salary. Generally these doctors
work only in hospitals and do not have the right to private practice.
In Belgium and the Netherlands most inpatient specialists are paid a fee-for-service. In Sweden
specialist (public/private) in public hospitals are paid a mix capitation/per case, fee-for-service and payfor-performance (P4P).

14.3. HOSPITAL PAYMENTS
During the 1980s, block or global grants/budgets (hospitals received an annual fixed budget to cover all
their services, usually apart from major capital spending) became the main payment method used in
many "integrated" health systems, where the government was the main provider as well as funder of
health services. It was found, for example, in Finland (with some direct billing of municipalities),
Sweden, and the United Kingdom and was also commonly used in the public hospital sectors of other
systems (e.g. France and Spain (social security hospitals)). In Sweden, block grants were provided at the
level of clinical departments in hospitals.
The bed-day payments were found mainly in systems with public funding and a mixture of public and
private providers. Overall hospital spending was capped, in effect, by total hospital capacity.

The fee-for-service methods of paying hospitals were the principal means of paying for hospital services
in some cantons in Switzerland.
The payments-per-case set fees prospectively according to diagnosed medical conditions and
standardized treatment costs. The best-known system is the DRGs introduced into the US Medicare
program in 1983. DRG-based systems have since spread to other parts of the US medical system and are
being implemented by other countries, including Austria, Belgium, Finland, France, Germany, Italy,
the Netherlands, Spain, Sweden, Switzerland and the United Kingdom.
One of the major reforms in the hospital sector in the period 1997-2007 was the change from a
retrospective to a prospective payment system, which was considered to be more effective tools in
containing hospital expenditures. Whereas in the former providers are reimbursed after the delivery of
services, for example on the basis of the number of hospital beds and average length of stay of patients,
the latter determines payments before services are delivered. DRGs provide a finance and patient
classification system using diagnosis, type of treatment, age and other related factors as the screening
criteria. Hospitals are paid a predetermined amount of money for treating patients from a given DRG,
regardless of the actual cost of care provided. With widespread increases in healthcare spending around
the world, DRGs were introduced in several countries as a cost containment strategy.
In the period after introducing DRG's (2007-2017) most countries have a (partly) DRG-base system of
hospital financing. Most countries are still fine-tuning their DRG systems to improve accuracy, but the
impact of this process is no longer considered to be a major focus of hospital policy.
France, Germany, Italy, the Netherlands, Switzerland and the UK have mainly case-based (DRG)
payments for public hospitals. In Spain hospitals have contract-program schemes for hospital funding
with the use of a number of indicators (Minimum Basic Dataset).
In other countries public hospitals get there major revenues from fixed budgets such as in Greece,
Finland (municipalities), Belgium (dual system) and Sweden (mixed budget). However, over the last few
years the use of the DRG-based pricing system has expanded in Finland. A clear majority of the hospital
districts, use DRGs in their internal reporting and management.
Belgium has a dual financing system: fixed prospective budget system based on so-called "justified
activities" and medical and medico-technical services fee-for-service system. In Sweden hospitals are
finance by global budgets or a mix of global budget, case-based (DRG) payment and P4P. There are also
initiatives In Sweden toward value based care compensation (Karolinska University Hospital).
Table 14.1. Physician/hospital payment methods in 11 European countries

Belgium

Primary care payment/ GP

Hospital & specialist payment

Primary care role/ GP gatekeeper

Fee-for-service (FFS)

Dual financing system: fixed prospective budget
Registration with GP free, but patients pay lower co-payments if they register
system based on so-called i"justified activities" and
with one specific GP.
medical and medico-technical services fee-for-service
No gatekeeper, but financial incentive to promote gatekeeping
system.
Specialist: medical act basis (FFS)

Finland

In municipal HC: salary
HC with family doctor system: mix of basic salary, a capitation,
FFS, local allowances 5%
Private on fee-for-service basis.

Revenue from municipalities, 65% of the hospitals
DRG system.

Registration with GP 'required': however, only a minority of hospital patients is
referred by a health centre general practitioner. Many patients get access
through hospital emergency departments, or through referral by private
practitioners.

France

Greece

Mix of FFS, capitation per year per patient with chronic
Mainly case-based (DRG) and non-activity-based
condition and P4P with specific targets. Also choice for regional grants for education, research, etc.
agreements for salaried GPs (region with insufficient physician
Specialist public hospitals: salaried
supply).
Outpatient: FFS and P4P (experiment)

Registration with GP required: No, but many patients

ESY rural health centres and health post doctors: monthly
salary

Registration with GP required: no.

Private doctors contracted with insurance funds: Fee for
service, Capitation fees (in some cases), Informal payments.
Germany

FFS
Bonus for enroll patients to Disease Management Program
(DMP).
A region: shared saving model

Public hospitals and rural health centres: mix of fixed
state budget (operational costs and capital
investments) & DRG (EOPYY, operation costs)

register voluntarily.
Gatekeeping: Voluntary but incentivized: higher cost-sharing for visits and
prescriptions without a referral from the physician with which patients
registered.

Gatekeeping GP: no.

Specialist public hospitals: salary
Case-based (DRG) payment (includes physician
costs).

Registration with GP required: No
Gatekeeping: Generally no, present in specific programs by sickness fund.

Specialist hospital: salary
Specialist ambulatory care: FFS
Multispecialty clinic: salary

Italy

Mix of capitation, FFS and limited P4P.

Subject to regional variation,

Registration with GP required: Yes

mainly case-based (DRG), and global budgets (local
health units).

Gatekeeping: Yes

Specialist public hospital: salary
Ambulatory specialists: hourly fee
Netherlands Mix capitation and FFS for 'core'
activities (75% in total), some bundled payments and P4P
negotiated with insurers.

Mainly case-based (DRG) payment (include
physician costs).
Specialist in hospitals: salary or hourly fee (part of
DRG-budget hospital)

Registration with GP required: No, but most patients register voluntarily.
Gatekeeping: Yes

Ambulatory specialist: FFS

Spain

Primary care payment/ GP

Hospital & specialist payment

Primary care role/ GP gatekeeper

GP in the PHCs: salary + capitation part

Contract-programme schemes for hospital funding
with the use of a number of indicators (Minimum
Basic Dataset).

Registration with GP required.

PHC doctors in traditional single-handed practice model:
capitation.
Private physicians: fee-for-service basis. Other professionals
primary care: salary.
Sweden

Mix capitation, FFS and P4P.

GP acts as gatekeeper.

Hospitals outside SNS: Case payment.
Specialist in hospital and ambulatory care: salary
Global budgets or mix global budget, and case-based
(DRG) payment and P4P.
Karolinska introduce compensation according to
value-based care.

Registration with GP required: Yes, in all counties except
Stockholm.
Gatekeeping: No

Specialist (public/private): mix capitation/per case,
FFS and P4P.
Switzerland

UK

Most FFS, some capitation in managed care plans offered by
insurers.

Case-based payments and subsidies (through various
mechanisms) from cantonal government.

No registration with GP required, except in some managed care plans offered
by insurers.

Hospital-based physicians: salary

Gatekeeping: No, except in some managed care plans with gatekeeping offered
by insurers.

Mix capitation/FFS/P4P; salary payments for a minority (the
salaried GPs are employees

Mainly case-based (DRG) payments plus budgets for
mental health, education, and research and training.

Registration with GP required: Yes

of private group practices not of the NHS).

Specialist: salary

Gatekeeping; Yes
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Introduction
We cannot remove the national borders but we can lift a lot of barriers to do business.
In 1997 and in 2007 a comparative study1 between respectively 18 and 11 West European countries on
their finance and reimbursement systems showed a large diversity, with each country struggling with
their cost control. Nowadays, 20 years later, it would be interesting to see what developments and
possibly convergences have taken place, also with regards to the European Union (EU). To this end 11
of the countries have been re-examined.
This book is to encourage innovations in Europe and to make it easier for innovators to get their
products on the healthcare market. For encouraging innovations in different countries an
understanding of the healthcare system structure and reimbursement systems is essential. It is hard to
deploy and disseminate innovations because of the complexity of this continent and the complexity of
the healthcare system. The Europe Union has a lot harmonized but the reimbursement of healthcare is
still a national issue. The European Union has 28 countries which means 28 systems. The European
continent has more than 50 countries and that means at least 50 systems entrepreneurs have to deal

with. Systems described in 50 local languages.
Could you image what that means for a start-up in Italy to get to know the system in Sweden? That's
why we present you this book. We cannot remove the national borders but we can lift a lot of barriers to
do business. This report present you the systems of 11 European countries.
In one book.
In one language.
In a uniform way.
There is a lot of information available on the internet about healthcare systems of different countries.
Because of the enormous amount of information and different references, it takes some effort to select
the right, accurate and reliable information for this book and composite it to a readable, handy and
practical book. Each country description has been checked by a local expert.
We would like to thank Wim Niessing, Annemiek Heijer and many local experts who spent time and
effort in reading and correcting the initial draft document or parts of it: Joeri Guillaume (Belgium),
Jarno Mäkinen (Finland), Elisabeth Davi & Nadia Desmaris (France), Manuel Mandler (Germany),
Nikos Maniadakis & Georgios Katsikostas-Michopoulos (Greece), Anna Deambrosis (Italy), Wim
Niesing (the Netherlands), Caser Seguros & Maria Martinez Soage (Spain), Jan Olov Hoog & Duraid
Alsamaraie (Sweden), Abate Alexandre Abate (Switzerland) and Tracy Marriott (UK).
This book is a composition of selected information from different reports, studies and websites.
Literature used is included in the text and in the bibliography at the back of the book. The reports and
websites of the OECD and the European Observatory on Health systems, on the comparisons and
descriptions of health systems, were very useful. For more information or further details regarding
particular healthcare aspects, it is well worth referring in the first instance to the publications and
websites mentioned.
This study is enabled by EIT Health. Oxford Academic Health Science Network develops e-learning
modules for entrepreneurs active in the healthcare field based on the content of this book.
Finally we would like to thank the insurance company Zilveren Kruis and the alliance of leading
European mutual insurance companies Eurapco for the contributions to this study.
Yvonne van Kemenade & Erwin Heeneman
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