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Preface

Dear readers,
In this series, we have been reporting on the latest health policy
developments in the 20 partner countries of the International
Network for Health Policy and Reform ever since 2003. In order
to allow you to express your opinion of our twice-yearly publications, we included a reader questionnaire with issue 10. We
would like to thank all those who have already provided us with
feedback and would like to invite all others to follow their example.
The feedback we have received has been most encouraging. It
is especially pleasing to note that Health Policy Developments is
considered of interest to and helpful for a very varied readership
which includes policy-makers and members of staff from the
political arena as well as representatives from the worlds of selfmanagement, journalism and academic disciplines. It is our goal
to present health policy developments and approaches in an
objective, impartial and comprehensible manner and thereby to
build bridges between the worlds of academic study and politics.
According to our readers, this series of book publications makes a
significant contribution toward this goal. Some of our readers
would find compact booklets on individual topic areas useful. We
intend to incorporate this idea, together with your suggestions
for topics, in our project work in the near future.
The main focus of Health Policy Developments 11 is on primary
care. In this, we are in good company. In its 2008 World Health
Report, published 30 years after the declaration of Alma-Ata, the
World Health Organization (WHO) has re-examined the concept
of primary health care as defined at that time and emphasized
7
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that the 1978 declaration has lost none of its relevance in the
intervening years. On the contrary, primary care is now more
vital than ever before.
A subject area which for so long has been neglected and even
disparaged by physicians and politicians alike is therefore becoming more and more important in the current climate of demographic change and the changing needs of older and chronically
ill patients. Primary care is much more than general medical
care. Ideally, it overcomes the divide between the outpatient and
inpatient sectors and crosses the borderline to other medical disciplines by coordinating services and service providers from different sectors. Its integration into the care and service systems
operating outside the health service and a clear focus on prevention and support for self-management are already key components of primary care in a number of developed countries.
The trend today is clearly in favor of strengthening primary
care. In many countries, more resources are being allocated to
research in this area, new university chairs are being set up and
model projects are being promoted. Primary care is currently a
highly dynamic area of ongoing reform and is subject to constant
development, integration and expansion. In this publication, we
present the latest developments from nine countries.
Under the heading ªAppropriateness, Fairness and Transparencyº we turn our attention to a further topic which is of great
concern to health policymakers and experts all over the world.
How can the benefits of medicine be evaluated with a view to
ensuring that available resources are allocated based on need,
effectiveness, cost-effectiveness and appropriate use? How can
suitable evaluative procedures be developed that are both transparent and comprehensible to all concerned? How can the quality
of health care provision be measured in a way that is both reliable
and conducive to transparency? Our examples from nine partner
countries show how different healthcare systems are addressing
these issues. Part and parcel of this subject is the concept of
Health Technology Assessment, which is being applied in an
increasing number of countries. This is a process of systematic
assessment of medical technologies, procedures and resources,
but one which also extends to the organizational structures in
which medical services are provided. This involves analyzing a
8

number of criteria ranging from effectiveness, safety and cost factors to social, legal and ethical aspects.
As always, the sources of information for this book were the
expert reports of the International Network for Health Policy and
Reform. The current volume presents the results of the eleventh
half-yearly survey which covers the period from October 2007 to
April 2008. From the 81 reports of reforms received, we have
selected 26 for inclusion in this volume.
Our special thanks are due to Susanne Werner, freelance journalist and consultant (of the agency `Kommunikation · Gesundheit · Netzwerk'), for her help in compiling the first draft of the
German issue of this book, to LinguaServe Language Services for
the English translation and to Ines Galla (Bertelsmann Foundation) for her organizational assistance in preparing this publication.
Above all, our thanks also go to all experts from the partner
institutions and their external co-authors: Ain Aaviksoo, Tit Albreht,
Gerard Anderson, Benjamin Bittschi, Yann Bourgueil, Chantal
Cases, Terkel Christiansen, Elena Conis, Luca Crivelli, Stefan
Eichwalder, Anne Frùlich, Gisselle Gallego, Kees van Gool, Peter
Groenewegen, Maria M. Hofmarcher, Minna Kaila, Troels Kristensen, Markus Kraus, Christian Kronborg, Soonman Kwon,
Siret Läänelaid, Lim Meng Kin, Philippe Le Fur, Hans Maarse,
Ryozo Matsuda, Carol Medlin, Adam Oliver, Gerli Paat, Tanaz
Petigara, Michaela L. Schiotz, Martin Strandberg-Larsen, Eva Turk,
Lauri Vuorenkoski and Cezary Wlodarczyk.
We are grateful for any comments and suggestions you may
have regarding issue 11 of Health Policy Developments and these
may be addressed to the editors. We look forward to receiving
your suggestions for improvement.
Sophia Schlette, Kerstin Blum, Reinhard Busse
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Strengthening Primary Care

Primary care is a key instrument of control for an effective and
efficient health service. Countries with a well-structured system
of basic health care usually perform better in terms of selected
health indicators. Evidence-based studies from England show, for
example, that each additional GP per 10,000 inhabitants reduces
the mortality rate by six percent (Starfield et al. 2005: 462). The
World Health Organization (WHO) has emphasized the importance of primary care in a number of policy statements. The 1978
Declaration of Alma-Ata, which today still holds valid as a guiding
principle and which has been confirmed by the WHO as its goal
in the organization's 2008 World Health Report, defines primary
care as
ª. . . essential health care based on practical, scientifically
sound and socially acceptable methods and technology made universally accessible to individuals and families in the community
through their full participation and at a cost that the community
and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. [. . .] It is
the first level of contact of individuals, the family and community
with the national health system bringing health care as close as
possible to where people live and work, and constitutes the first
element of a continuing health care processº (Declaration of
Alma-Ata, Section VI).
In the WHO's 1998 program entitled Health21: Health for the
21st Century, the Target 15 is the vision of an integrated health
sector in which primary care takes on a more important role. In
this concept, it is envisaged that patients should be able to turn as
their first point of contact within the health service to a welltrained ªfamily health nurseº and a ªfamily health physician.º
11
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Working together with local community structures, this team
would then coordinate the subsequent stages of care (Health21
1998: 25).
To date, there is no universally agreed definition of the concept of primary care. For this reason, most attempts to approach
this topic commence with a discussion of terminology and definitions. At a meeting of the WHO Regional Office for Europe on
ªPrimary Care and General Practice/Family Medicine: Definition
and Link to other Levels of Careº in Barcelona in 2002, the
experts taking part agreed to regard primary care as being always
a part of the overall provision of health care services. It can not
therefore be seen in isolation from other services. Unlike the
firmly established concept of general practice provided by a family doctor, primary care is a much wider concept which also includes supplementary services provided outside the health service
for the care of an (ailing) population as a whole and which extends
the narrow concept of treating individual patients to a much
broader notion of providing care for an entire population. In the
absence of a binding, unequivocally and universally accepted definition, primary care can therefore be defined by any country,
health system or profession according to levels of care, roles and
activities or even by reference to organizational structures.
In view of the vagueness of the term, it seems wise to take a
pragmatic approach on the basis of actual developments that
have long since taken place in all industrialized countries. In
most health services, primary care is the initial point of contact
for the patient. It embraces diagnosis, therapy, rehabilitation and
palliative medicine but also covers preventive measures. It sees
the patient in the entirety of his or her personal and social context
and guarantees continuity of treatment (Saltman/Rico/Boerma
2006: 14, cf. also Starfield/Shi/Macinko 2005: 465). Primary care
is therefore able to unite a number of different professions such
as private practice physicians, general practitioners, family doctors and pediatricians but also internists and gynecologists. In a
wider sense it also includes nonmedical health professions such
as nurses and coordinates its own services with those of local
social services.
In theory, therefore, it is more than just a matter of providing
general health care; in theory, primary care overcomes the highly
12

fragmented nature of the relationship between the inpatient and
outpatient sectors found in many places and bridges the gap to
other medical disciplines by coordinating services and service
providers from different sectors. Its integration into care systems
outside the health service and a sophisticated system of coordination and communication with these sectors are already key components of primary care in a number of developed countries.
In view of the initiatives being promoted by policymakers in
many countries to strengthen primary care, it is apparent that in
spite of all the evidence which documents it, this concept is still
in need of further practical experience, positive results and a
more solid theoretical basis. Many healthcare systems need to be
restructured before primary care can have a beneficial effect on
the system as a whole. Here, it is not only a matter of innovative
forms of care, organization and control, but also of professional
self-image and new cooperations within and outside the health
service.
In this chapter on primary care, we are therefore dealing with
a field of activity which is currently in a state of flux. Primary
careÐan area which has long been much neglected and even disparaged by physicians and politicians alikeÐis gaining in importance in the present climate of demographic change and the
changing needs of older and chronically ill patients. In many
countries, therefore, more resources are being allocated to research into concepts of care, new university chairs are being set
up and model projects are being sponsored. In some places (in
Germany, for instance), health policy initiatives are running
ahead of medical practice; in others, such as in the United States,
it is the service providers themselves who for pragmatic reasons
are taking the initiative in order to tackle the shortcomings in
care and coordination confronting their patients, the practical
effects of which they encounter in daily practice. At the present
time, primary care is therefore a highly dynamic area of reform
which is subject to ongoing development, integration and expansion.
This chapter considers three aspects:
± Local primary care in the context of regional and local structures: Denmark, Finland, United Kingdom, Estonia and Austria
13
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± Health professions, new professional skill mixes, division of
labor and distribution of roles: New Zealand, France and Japan
± Primary care and the chronically ill: Denmark and Singapore
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approaches with
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Irrespective of whether the reforms are concerned with organizational structures, the professional mix or care for the chronically
ill, the expectations are always the same. It is hoped that the activities, tasks and services of primary care will make the health service more efficient and secure the long-term future of health care.
The initiatives presented in this chapter not only illustrate the
diversity of the various strategies being adopted in developed
countries to strengthen primary care, but in part at least also highlight the parallels between these initiatives.

Sources and further reading
Health21Ðhealth for all in the 21st century. An introduction
to the health for all policy framework for the WHO European Region. European Health for All Series No. 5, 1998.
www.euro.who.int/document/ehfa5-e.pdf.
Saltman, Richard B., Ana Rico and Wienke Boerma (eds.).
Primary care in the driver's seat? Organizational Reform
in European Primary Care. Maidenhead 2006.
Starfield, Barbara, Leiyu Shi and James Macinko. Contribution of Primary Care to Health Systems and Health.
The Milbank Quarterly (83) 3 2005: 457±502.
WHO. Declaration of Alma-Ata. September 12, 1978. www.
who.int/hpr/NPH/docs/declaration_almaata.pdf .
WHO. Meeting on Primary Care and General Practice/
Family Medicine: Definition and Link to Other Levels of
Care. Barcelona, Spain, November 1±2, 2002. www.euro.
who.int/InformationSources/MtgSums/2002/20030506
_1.

14

Organization, competence and
levels of care

The following sections deal first of all with the way that care is organized in the context of regional and local structures. The
strengthening of primary care is not infrequently bound up with
the expectation of relieving the inpatient sector and thereby making the whole system more cost-effective.
In Denmark, specialized care in hospitals became more centralized in 2007. This means that GPs are expected to take on additional responsibilities, to become case managers for their patients
and thereby also to achieve a high quality of care at as low a cost as
possible. This is to be achieved by creating larger group practices
with a mix of professionals (see the report on Denmark, p. 16).
In Finland, primary care has so far fallen within the remit of
local health centers, owned and run by the municipalities. Since
these have a median population of only 5,000 inhabitants each,
most of them are too small to guarantee high-quality, efficient
care. A law enacted in 2007 decreed that primary care centers
should be responsible for at least 20,000 inhabitants. This was
initially greeted with protests from local authorities but in the
meantime, the law has given rise to new cooperative initiatives
(see the report on Finland, p. 20).
In addition to greater efficiency, the goal of structural changes
can also be improved coordination of health care and social services in the sense of a more comprehensive concept of primary
care. In July 2008, the United Kingdom enacted a new law on
health and social care (Health and Social Care Act 2008). The
most important innovation here is the setting up of an intersectoral quality commission charged with promoting closer integration between the health service and the social services (see the
report on the United Kingdom, p. 21).
15
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In many countries, a clear trend can be observed in which primary care is increasingly no longer provided within singlehanded medical practices, but by care centers (see also the example from Israel in Health Policy Developments 10, p. 39). The aim
here is to improve efficiency and establish a more coordinated
system of care. Authorities in Estonia intend to expand the system of primary care by 2015 through the establishment of primary care centers. These centers are to be set up as close as possible to the practices of existing GPs and are to offer social services
in addition to medical care. In addition, regional coordination
units are to be set up for the central planning and control of primary care for regions with 40,000 inhabitants (see the report on
Estonia, p. 23).
The Austrian government similarly had the intention of supplementing outpatient care by setting up ambulatory care centers,
partly in order to reduce the number of hospital admissions.
However, the bill has initially failed to attract approval; above all,
it came in for harsh criticism from physicians. This project is currently on hold and the matter has been referred to a working
group (see the report on Austria, p. 25).
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Denmark: Redefining the role of general practice

General practitioners in Denmark find themselves on the verge
of far-reaching changes. Firstly, they will in future be expected to
take on new responsibilities, predominantly in the areas of
patient management and coordination, and secondly, their work
will be embedded in new organizational structures. This modernization of general practice is a response to structural changes in
the hospital sector.
A few years ago, the government designated a number of acute
hospitals in all five administrative regions, each charged with
16

offering a 24-hour service and maintaining a number of key specialist departments. This reorganization, which will reduce the
number of acute hospitals from 40 to around 20±25, is currently
being implemented (see also Christiansen 2007). The next step is
to reorganize the general practice sector, a process in which GPs
are expected to play a key role.
Health experts from the Danish regions have released a report
setting out the future division of labor and new forms of organization. In this model, general practitioners will increasingly act
as case managers, treating each illness in a proactive and forward-looking manner, providing or organizing pre-hospital and
postoperative care and rehabilitation. They will become coordinators responsible for liaising with hospitals and municipalities in
order to ensure a smooth course of treatment for their patients.
In the Danish health system, the GP is the patient's first point of
contact; he or she acts as a kind of gatekeeper, and is therefore
both a door opener and a custodian. On the one hand, GPs provide access to specialist health care and social services but on the
other hand they are in a position to deny a referral to these services. This presents a dual challenge to practitioners, since they
must strive to maintain a close relationship with their patients
while at the same time keeping the costs of effective treatment to
a minimum.
The coordination between hospitals, municipalities (responsible for rehabilitation, district nursing, home care, nursing homes,
prevention and health promotion activities) and general practitioners has so far been less than ideal, mainly because the public
and private sectors are marked by different working cultures and
remuneration systems. The key question is what organizational
changes are needed to firmly integrate the future role of general
practitioners within the existing care structures.
Writing from the point of view of the regions, the report's
authors also recommend improving the coordination between
general practice, the regions and the municipalities at an administrative level. Until now, representatives from the Danish regions
and from general practice have negotiated financial agreements
every two years. Agreements on care structures are negotiated by
regional health coordination committees. Although general practitioners are already represented on these committees, the report
17
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recommends extending their influence and participation in the
negotiations.
Furthermore, the regions support the recommendations of
the National Board of Health, which proposes that representatives of the three sectors should collaborate in formulating joint
patient management programs and treatment strategies for the
chronically ill and that primary care should play a central role in
caring for these patients (see also the report on caring for the
chronically ill in Denmark, p. 40). These measures are to be supported on the one hand by more extensive use of electronic communication and data transfer between hospitals, municipalities
and general practice, which in the long term could include home
care services, and on the other hand, making greater use of the
competence of so-called practice consultants. As a rule, these are
general practitioners who are attached to one or more hospital
departments and who liaise with service providers of postoperative ambulatory care.
In addition to these structural changes, the reforms also envisage new forms of organization in primary care. General practice
services in Denmark are currently provided solely by the private
sector. Reimbursement consists of a combination of capitation
and fees for individual services. Some 43 percent of all GP practices are single-handed, i.e., operated by only one physician. A
quarter of all practices are jointly runÐphysicians share offices,
waiting rooms, equipment and staffÐbut GPs only treat their
own patients. Only one third of practices are genuine group practices in which from two to eight physicians not only share costs
but also maintain joint patient lists.
In future, larger practices are to be set up, in which more physicians collaborate and jointly employ other staff to provide preventative services and care for the chronically ill. In this model, the
GPs would themselves treat minor acute conditions that were
previously treated only in hospital accident and emergency
departments. There is currently an ongoing debate as to whether
group practices are preferable to single-practice clinics. A study
by the Danish Institute for Health Services Research (Dansk
Sundhedsinstitut DSI) has recently investigated the strengths
and weaknesses of different types of clinic. One of the findings
was that GPs vary in their preferences for different forms of orga18

nization and that various types of practice should therefore be
taken into account.
In their report, the regions also identified structural barriers
to the creation of larger clinics and proposed methods of overcoming these obstacles. For example, there is quite simply a
shortage of suitably large premises and furthermore, the tax laws
have so far offered little incentive for physicians to take on the
role of entrepreneurs. And finally, larger clinics incur greater
administrative burdens than sole practices. General practitioners
are therefore being required to introduce professional standards
of management and administration into their clinics. In this context, the regions are expected to assist them by assuming an
active role in collecting and disseminating relevant information.
The authors of the study also propose that the regions themselves should employ GPs, in particular to make home visits to
patients with chronic conditions and offer specific preventative
services. It is hoped that this would help to attract GPs back to
regions with low population density. The regions had previously
hoped that this aspect would be self-regulating and that enough
physicians would set up practices in these areas. The prospect of
permanent employment could be an incentive to physicians to
settle in practices that have become vacant.

Sources and further reading
Kronborg, Christian. General practice organisation. Health
Policy Monitor. April 2008. www.hpm.org/survey/dk/
a11/6.
Christiansen, Terkel. Modernisation of general practice in
Denmark. Health Policy Monitor. April 2008. www.hpm.
org/survey/dk/a11/5.
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Finland: Restructuring municipal health care

In Finland, the restructuring of primary health care is turning
out to be more difficult than expected. Here, the 415 municipalities with a median population of only 5,000 inhabitants are
responsible for the provision of health care. In the secondary sector, municipal federations have already been formed, but for primary care the municipalities still maintain their own individual
health centers. However, most of the municipalities are too small
to provide efficient primary care. In January 2007, the Finnish
government therefore presented a bill aimed at transferring primary care to these federations (see also Health Policy Developments 9,
p. 71).
The plan was to make primary care and social services closely
related to health services the responsibility of organizations covering at least 20,000 inhabitants. Currently, only 23 percent of municipal health centers cater to a population of this size. Whereas
these larger centers can therefore remain unaffected, municipalities with smaller health centers were called upon to make their
own suggestions for possible mergers or cooperation models.
In Finland, there is a long-standing tradition of autonomy in
small communities. Many municipalities therefore initially resisted
these reforms. Municipal stakeholders were reluctant to surrender responsibility to larger organizations and had to be more or less
forced to enter into closer cooperation with neighboring municipalities.
When the municipalities presented their plans for cooperation
in the fall of 2007, the state administration accepted only a minority of them without demur. For example, some of the plans
entailed placing the responsibility for social services and medical
care in the hands of separate organizations. In such cases, the
government feared that rather than promote greater integration,
the new structures would result in increased fragmentation in
20

the provision of care. In some cases, the plans had to be renegotiated, while other municipalities were called upon to redraft their
proposals. All in all, however, the process is under way, even if it
started more slowly than anticipated.
So far, 60 ªjoint municipal federationsº have come into existence. Whereas a federation is responsible for the provision of primary care, the necessary funding remains in the hands of the
individual member municipalities. A further 20 federations work
on the principle that participating municipalities transfer the
administrative responsibility for organizing primary care to a single community with which they then enter into a contract. A third
effect is the reduction of the number of municipalities through
mergers. In a first step, the number of municipalities has decreased by 67 from January 2009.

Municipal
federations have
been formed

Sources and further reading
Vuorenkoski, Lauri. Restructuring municipal servicesÐ
follow up. Health Policy Monitor. April 2008. www.hpm.
org/survey/fi/a11/5.

Ch

an

ge

n
tio

nta
me

lua
Eva

n
ple
Im

gi

sla

tio

er
Le

ap
cy
p
Po
li

ot
Pil

a
Ide

tio

n

United Kingdom: Health and Social Care Act

On July 21, 2008, the British government enacted a law, the
Health and Social Care Act, containing a number of policy measures designed to promote closer integration between the provision of health care and the social services.
In recent years, health experts and policymakers in the United
Kingdom have devoted a great deal of attention to investigating
ways of improving primary care and integrating health care with
the social services. Mid-2005 saw the development of the vision of
21
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a comprehensive system of care; concepts were discussed and
developed, according to which the health and social services
would work hand in hand to provide care for specific sectors of
the population, such as the elderly or cancer sufferers (see Health
Policy Developments 6, p. 41). In January 2006, the Department of
Health published a white paper outlining further steps aimed at
improving primary care. The white paper is based mainly on a
survey of the general public, patients and medical personnel, in
which they were asked about their healthcare needs (see Health
Policy Developments 7/8, p. 120).
The most important innovation contained in the law passed
in July 2008 is the creation of a Care Quality Commission (CQC)
formed by merging the existing Commission for Social Care
Inspection, the Healthcare Commission and the Mental Health
Act Commission. The main function of the new quality commission is to guarantee the safety and quality of medical and social
services, to assess the quality and performance of service providers and to safeguard the rights of mental health patients.
Since the CQC will in future combine the regulation and inspection of health and social services within the remit of a single
organization, it is expected to close gaps in the provision of care
and improve coordination between the various services.
All service providers in the healthcare and social sectors will
be required to register with the new regulatory body in order to
be able to offer their services. Registration will depend on the
adherence to unified quality standards and this will first be
assessed through a process of consultation. The standards themselves are to be formulated as patient-oriented standards which
also give service providers clear and standardized guidelines.

Sources and further reading
Oliver, Adam. The Health and Social Care Bill. Health Policy
Monitor. April 2008. www.hpm.org/survey/uk/a11/1.
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Estonia: New centers assume responsibility for primary care

The government of Estonia has set itself the target of improving
primary health care by 2015 and to this end aims to establish a
system of combined social and health care centers. In addition,
regional coordination units will be responsible for the central
planning and administration of primary care in regions with an
average of 40,000 inhabitants. A plan to this effect was published
in April 2008 after two years of deliberation.
In recent years, there have been a number of attempts to improve primary care in Estonia. In 1993, family medicine was designated and recognized as an independent medical discipline. By
the end of 2001, there were 557 family doctors with a diploma in
family medicine and by 2003, this number had risen to about
800, almost enough to care for the entire population. Since 1998,
they have been remunerated through a mix of capitation (approx.
73 percent), fee-for-service (approx. 15 percent) and additional
allowances (Koppel et al. 2008: 87).
The Estonian network of family doctors covers the whole
country and provides adequate access to care in all regions. The
family doctor has been established as a gatekeeper within the system, but one who is also responsible for preserving the previous
high quality of care. Surveys reveal that patients are satisfied with
the results, with 91 percent of respondents giving the care provided by family medicine a positive rating.
A further improvement in primary care is due to the creation
of a central telephone hotline which the national health insurance fund had previously set up in August 2005. Since then, it
has handled an average of 9,000 incoming calls per month from
patients who receive advice from general practitioners and
nurses. The hotline serves above all to ensure that primary care
reaches the less wealthy sectors of the population and inhabitants
23

Public visibility
Impact
Transferability

Mixed
remuneration
system for
family doctors

The family doctor
system covers the
entire country

Still no central
coordinating body

New health care
centers . . .

. . . and regional
coordination
units with full
responsibility

Implementation
in 2009

of remote areas. In addition, it bridges the gaps between normal
consulting hours (see Health Policy Developments 7/8, p. 124).
In spite of all the progress that has been made, Estonia still
has no sole institution which is responsible for the planning, organization and supervision of primary care. As a result, the responsibilities are dispersed among several institutions and there is a
great deal of ambiguity about the coordination of actions and
even the allocation of resources. The latest reform project is the
result of several years of consultation. The concept had been
under development since 2006. During the course of this, it
became increasingly clear that primary care in Estonia had been
too narrowly defined. There was hardly any integration between
the social services, which unlike health care are funded from
municipal budgets, and specialist medical care. The Ministry of
Social Affairs had summoned a broad working group and actively
sought to reach a consensus.
The proposal that has been developed now asserts the key role
played by primary care in maintaining a healthy population and
involves establishing two new institutional forms. Between 46
and 184 health care centers are to be set up as the primary point
of entry for patients. These centers will be formed around existing family doctor practices and complemented by additional components such as nursing, mental health care and social services.
These centers will adopt regional responsibility for a wide range
of health and social services and may also work in cooperation
with existing small hospitals.
Secondly, it is intended to establish regional coordination units,
each responsible for about 40,000 inhabitants. There will be fifteen of these throughout the country and a further two in the
major cities of Tallinn and Tartu. The coordination units are to be
responsible for ensuring the provision of medical care at county
level. They will enter into contracts with the health centers and
individual service providers. The precise nature of how these
coordination units are to be organized has not yet been clearly
defined. According to the draft policy paper, both single cooperative business entities and voluntary networks of independent providers are possible.
The first stages of implementation are expected to take place
in 2009. It remains to be seen what the effects of the proposed
24

closer cooperation between health service providers and regional
authorities will be. After all, the plan involves integrating areas
which have so far been funded from completely separate budgets.

Sources and further reading
Aaviksoo, Ain, and Gerli Paat. Fundamental primary care
reform. Health Policy Monitor. April 2008. www.hpm.
org/survey/ee/a11/3.
Koppel, Agris, Kristiina Kahur, Triin Habicht, Pille Saar,
Jarno Habicht and Ewout van Ginneken. Estonia: Health
system review. Health Systems in Transition (10) 1 2008.
1±230.
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Austria: Ambulatory care centers on hold

Policymakers in Austria have failed in their attempt to radically
restructure the system of providing health care outside hospitals.
A proposal to this effect was turned down within a week of its
publication in the face of fierce opposition from physicians. Socalled ambulatory care centers were to have been established as
an additional pillar of the health service. It was hoped that the
proposed measures would make the health service more patientcentered and introduce greater flexibility in management and
contracting. Now the government has called a halt to the process
and has instead charged a working group with drafting a new
proposal to be presented by the end of 2009.
In 2005, the ratio of beds to inhabitants in Austria was 6.1
acute care beds per 1,000 inhabitants. The average for the EU in
the same year was 4.2 beds per 1,000 inhabitants. Compared to
25
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other European countries, the hospital admission rate in Austria
is also very high, with nearly 28 admissions per 100 inhabitants
in 2005. The introduction of DRG-based hospital financing in
1997 had helped to reduce the average length of stay but had at
the same time led to an increase in admission rates. It is therefore one of the main aims of current Austrian health policy to
relieve the hospital sector and improve outpatient care. While the
federal states (ªLänderº) are responsible for hospitals, primary
care is financed mainly through the 21 individual sickness funds
and on the basis of regional location plans which, however, are
not fully coordinated. Also, the Main Association of Austrian
Social Security Institutions (Hauptverband der österreichischen
Sozialversicherungsträger) has only little to say in this context.
Currently, the provision of outpatient care is organized in
three pillars. Firstly, there are some 19,000 independent physicians who are self-employed and mainly work in solo practices. A
legal framework permitting group practices was established in
2001 but currently only two percent of contracted physicians take
advantage of this.
The second pillar of ambulatory care in Austria consists of
hospital outpatient departments. Almost all nonprofit public and
private sector acute hospitals operate outpatient departments,
mainly specialist ones. These primarily provide emergency and
first aid services as well as pre-treatment and post-treatment care
for hospital patients. (Federal Ministry of Health, Family and
Youth 2008: 6).
Thirdly, there are about 840 outpatient clinics. These are a
mixture of hospital and private practices and are mainly run by
private individuals or social insurance institutions. These clinics
can employ physicians but do not have to provide round-the-clock
care and are therefore under no obligation to offer emergency
services. They are well established in the diagnostic and treatment segments, which either call for an integrated and interdisciplinary team of physicians or require a large number of nonmedical personnel. Of these clinics, 64 percent are dental outpatient
clinics.
In October 2007, a draft proposal was released by the Austrian
Ministry of Health advocating the creation of new ambulatory
care centers. The proposed centers were to be regarded as a spe26

cial type of outpatient clinic and would therefore fall under the
regulatory remit of the federal states. Only physicians who maintained a contractual relationship with the sickness funds (social
health insurance institutions) would be able to purchase equity in
these ambulatory care centers. The draft proposal also foresaw
the possibility of converting existing hospital outpatient departments into ambulatory care centers.
The proposal to establish a system of ambulatory care centers
was intended to pursue three main policy objectives:
± to enhance cooperation between sickness funds and the state
health funds
± to make the provision of health care more patient-centered
± to ensure better access to healthcare services through extended
opening hours, the integration of different health professionals and improved communications between service providers
in the various sectors
Overall, the ambulatory care centers were conceived as a way of
reducing the number of acute hospital admissions without compromising the quality of health care.
The proposed model was very innovative for Austria and the
resulting controversy correspondingly fierce. Health care researchers were impressed by some aspects of the draft proposal. They
would have expected the ambulatory care centers to fundamentally change the landscape of health care in Austria. Hospital outpatient departments and the ambulatory specialist care provided
outside hospitals would have gradually merged. This would have
represented a significant step towards the seamless delivery of
care at the crossover points between the different sectors. Treatment in the ambulatory care centers would have been provided in
compliance with national quality standards. This in turn would
have led to a greater focus on quality throughout the entire health
service, even in the case of physicians who are not contracted by
the sickness funds.
However, the proposed ambulatory care centers posed a threat
to contracted private practice physicians. Physicians' representatives complained of a looming ªnationalization of health careº
and the ªend of free choice of medical practitioners.º They condemned the proposal as ªa dismantling of doctors in their own
27
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practiceº and even saw the proposal as an attempt to ªexpropriate
doctor's offices.º In the face of this vehement opposition, the proposed bill was reduced to a single paragraph in a current agreement (15a BV-G Vereinbarung). A working group consisting of
representatives of all relevant stakeholders has now been
entrusted with the task of proposing ways to improve ambulatory
care and make it more patient-centered. This concept should also
identify gaps in the existing system and offer suggestions for closing these gaps through organizational and structural change.

Sources and further reading
Eichwalder, Stefan, and Maria M. Hofmarcher. Failure to
improve care outside hospitals. Health Policy Monitor.
April 2008. www.hpm.org/survey/at/a11/2.
Federal Ministry of Health, Family and Youth. Selbstständige
Ambulatorien in Österreich. Independent ambulatory care
centers in Austria. March 2008. www.bmgfj.gv.at.
Hofmarcher, Maria M., and Hertha M. Rack: Health Systems in Transition: Austria, Copenhagen, WHO Regional
Office for Europe on behalf of the European Observatory on Health Systems and Policies, 2006. www.euro.
who.int/document/e89021.pdf.
Vereinbarung zwischen Bund und Ländern gemäû Art. 15a
B-VG über die Organisation und Finanzierung des Gesundheitswesens, Agreement between the federal government and the Länder pursuant to Art. 15a B-VG on
the organization and funding of the health service,
Annex to the records of the National Council XXIII.
GP 2008±2013: 308 Structural proposals for the Austrian health service (ÖSG) 2006 retrieved from the
homepage of the Federal Ministry of Health, Family and
Youth.
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Professions in primary care

A second, frequently debated topic in the area of primary care is the
roles played by the various health professionals and the future division of labor between physicians and nonmedical health professions. In many developed countries, new forms of cooperation between the professions or new professional models are being investigated in order to improve the coordination of care and minimize
inefficiencies arising from the interfaces between the various sectors (see also Health Policy Developments 7/8, p. 159). It is above all
in the primary care sector with its focus on coordination and communication that these new concepts of professional roles and of the
cooperation between professions are possible and indeed needed.
In recent years, New Zealand has developed new models for
primary care, placing nursing at the centre of the health system,
alongside medical care. This system of primary health care (PHC)
nursing is the result of a process of reorientation in primary care
which was launched some years ago and now offers a broad range
of population-based services. In 2001, the key Ministry of Health
goal was the further expansion of nursing in primary care. Subsequently, in 2003, the ministry, following the recommendations of
an expert advisory group, allocated funds to eleven nursing projects in primary care over three years and contracted a team to
evaluate them (see the report on New Zealand, p. 30).
In France, similar projects aimed at improving cooperation
between the various health professions have also been implemented and evaluated. Here, the education and training of health
professionals is undergoing a process of fundamental reform
(see the report on France, p. 32). Since physicians have in fact
already been delegating many medical tasks to other professionals, it is really only a matter of creating a formalized regulatory
29
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framework for these services. Experts in France believe that future
challenges can be met only if nurses, midwives and other health
professionals are offered attractive career opportunities.
In Japan, on the other hand, government, health insurers and
service providers are intensely pursuing a quite different aspect
of reform. The issue here is a number of proposals for establishing and consolidating the profession of general physician as a
central point of contact for patients and acting as a coordinator
within the health service (see the report on Japan, p. 35). So far,
there has been no clear distinction in Japan between general practitioners and specialists. Most physicians are trained as specialists
by teaching hospitals and there is effectively no established discipline of general practice. The proposed reforms have the longterm objective of reducing the frequency of treatment carried out
by specialists, establishing general physicians as an independent
discipline and assigning to them the role of gatekeeper within
the health service.
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New Zealand: Positive experience with primary care nursing

In recent years, New Zealand has developed new models of primary health care (PHC) nursing. The current concept of PHC
nursing is the result of a program of reorientation in primary
care which commenced some years ago and which is intended to
be more population-based and offer a wide range of services. The
key goal of the Ministry of Health in 2001 was the further expansion of nursing in the primary care sector. In 2003, following the
recommendations of an expert advisory group, the ministry allocated funds to 11 primary health nursing initiatives to run over a
period of three years and contracted a team of nursing researchers and consultants to conduct an evaluation of the projects between January 2004 and mid-2006.
30

The model projects focus on initiating a far-reaching change
in the health service by making greater use of the skills of generalist and specialist nursing staff and other health professionals in
primary care. New forms of nursing are directed at those patients
who have difficulty accessing existing services or whose needs are
currently not being well met.
Several new forms of primary nursing care have now been
established throughout the country. The reorganization of the
provision and scope of PHC nursing has received broad acceptance. In some cases, however, observers claimed that there was
insufficient buy-in from nursing professions and other service
providers who were not really assuming responsibility for the
tasks entrusted to them. A further barrier noted by experts was
that the new PHC nursing models fell under the auspices of networks of primary health providers known as Primary Health
Organizations (PHOs). Establishment of PHOs only commenced
in 2002 and they are therefore themselves still in a very early
stage of development (see also Health Policy Developments 1, p. 55
and Health Policy Developments 7/8, p. 154). As relatively new
non-profit health service organizations, they ensure that primary
care reaches those citizens registered with them and are funded
by flat-rate per capita charges. Furthermore, many nurses are
already involved in other health initiatives and there is in particular a shortage of suitably skilled nurses of Maori and Pacific origin.
The projects were most successful when more than one of the
following success factors were present:
± Broad-based support for the initiatives from a variety of institutions
± Embedding of primary health care in the regional health
authorities (District Health Boards and PHO governance)
± Effective communications systems and the inclusion of local
nursing forums
± Clear clinical leadership, well-developed policies and protocols, investment in IT services
± Attractive career pathways for the nursing professions
In the future, it is to be expected that further nursing services will
be incorporated into new models of primary care.
31
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Sources and further reading
CHSRP. Models of primary care nursing: an evaluation.
Health Policy Monitor. April 2008. www.hpm.org/survey/nz/a11/5.
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France: National recommendation for a professional skill mix

In France, the National Authority for Health (Haute AutoritØ de
SantØ, HAS) and the National Observatory of Health Professions
(Observatoire National de la DØmographie des Professions de
SantØ) are calling for reforms in the education and training of
health professionals. A number of different projects have been
piloted and evaluated over a period of four years and national recommendations were published in April 2008. The recommendations also set out the regulatory framework and the key arguments in support of new forms of cooperation in the health
service.
The main objective of the recommendations is to combat an
anticipated decrease in the number of physicians by transferring
a limited number of medical tasks from physicians to nurses and
other paramedics. Experts regard it as one of the main tasks to
open up new attractive career pathways for nursing staff and
other health professionals by establishing master's degree programs at universities, thereby creating new job opportunities in
health care. Furthermore, it is intended to introduce greater flexibility into the remuneration system in both the hospital and
ambulatory sectors.
In France, the main tool of medical supply regulation is a
numerus clausus which limits the number of students entering medical studies and had been reduced steadily between 1971 and 1998.
32

Although between 1998 and 2008 the number of students was increased from 3,500 to more than 7,000, this will not compensate for
the shortage of doctors because of the long duration of medical
studies. Moreover, the introduction of the 35-hour workweek, the
legislation of the European Union on working time in hospitals, an
increasing share of female doctors (60 percent of students entering
medical studies in 2002 were female), and a change in the young
professionals' attitude towards professional involvement lead to a
reduction in doctors' working time. The result is a relative shortage
of doctors particularly in rural and economically deprived areas.
Experts believe that future challenges can only be met by providing attractive career perspectives for nurses, midwives and other
health professions. Some years ago, France had already launched
a number of initiatives aimed at securing adequate human
resources in the health service. In 2003, the National Observatory
of Health Professions was set up to document the development
of human resources in the health service in cooperation with
regional institutions (see Health Policy Developments 6, p. 76).
The National Observatory of Health Professions has played a
key role in developing the present initiative. Its president, Professor Yvon Berland, has from the outset been one of the project's
main supporters and has provided continuity while the position
of health minister has changed hands every year. In 2006, responsibility for running the project was transferred to the National
Authority for Health. It is this body that has developed the national recommendations for policymakers and health professionals. The reorganization of training and education is also linked
to the Bologna process, which provides an incentive to introduce
new university degrees for different healthcare professions.
The paper is based largely on the results of pilot projects during which it became evident that certain medical tasks had in fact
already been transferred to different health professionals and that
a legal framework was now required to formalize this practice.
Examples of this are imagery technicians carrying out abdominal
echography and nurses performing ambulatory chemotherapy
for patients with brain tumors and providing follow-up treatment
for those with hepatitis.
In all, there were a total of 16 pilot projects, all of which were
carried out under clinical supervision and performed on a volun33
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tary basis over a limited period. The majority of these pilot projects involved introducing new technical procedures, organizing
follow-up treatment for patients with chronic conditions or developing preventive measures. The evaluation of these projects has
been discussed in detail with physicians and representatives of
other professional groups. However, there is currently no specific
policy initiative in place for implementing the recommendations.
The Ministry of Health announced that some of the recommendations are to be implemented in a number of different laws,
but at the moment very little is known about the precise content
of this legislation. This lack of transparency arouses the suspicion
that the Ministry of Education will attempt to block the proposals,
since its representatives were not involved in the foregoing deliberations.
The opinions of service providers are divided; while the chamber of physicians, for example, would prefer to retain the existing
system, physicians in private practice are at least partly in favor of
the proposed changes. General practitioners also support the
project, whereas medical specialists have not yet taken a unified
stance. The National Health Insurance Fund, however, fears that
expenditure may increase as a result of tasks being duplicated
rather than supplemented or transferred. Patients and consumers
support the initiative.
For the recommendations to be implemented in practice,
three key stakeholders need to be brought on board: the physicians' and nurses' associations, the French parliament and the
Ministry of Education. The formalization of new skills and qualifications and the introduction of new levels of competence and
new professions can contribute significantly to the development
of new models of healthcare delivery, promote equal access to
care and have a beneficial effect on the overall quality of care.

Sources and further reading
Bourgueil, Yann. National recommendation for a professional skill mix. Health Policy Monitor. April 2008. www.
hpm.org/survey/fr/a11/1.
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Japan: The ªgeneral physicianº as a new profession?

Government, health insurers and service providers in Japan are
working intensely but in parallel on concepts designed to develop
and establish general physicians as central points of contact and
coordinating agents for patients within the healthcare system. In
Japan, the idea of the general physician as a gatekeeper and
ªpilotº of the patient through the system is new and is receiving
the support of government and health insurers. Following indepth deliberations in recent years on ways to make the Japanese
health service more efficient, the government has been examining new models of role distribution and division of labor in health
care since 2007.
So far, there has been no clear distinction between general
practitioners and specialists in Japan. Most physicians are trained
as specialists by teaching hospitals. The notion of general medicine as a discipline requiring different areas of competence and
experience to those provided by specialist training is largely unknown in Japan. This has made it virtually impossible to coordinate treatment through the practice of gatekeeping in the Japanese healthcare system.
The Medical Ethics Council of the Ministry of Health, the
body responsible for the training and certification of physicians,
has now begun to formulate the roles which could be assigned to
general physicians. According to the proposals, general physicians would become the primary interface between patients and
the healthcare system, provide all primary healthcare services and
refer patients to specialists and hospitals. In this model, future
general physicians would need to possess a broad spectrum of
knowledge of health care and illnesses and also be in a position
to utilize community resources for the benefit of the patients. To
this end, the government is considering the option of establishing
35
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a system of systematic training for general physicians.
The health insurers are likewise recommending the establishment of a new professional group of general physicians. In addition, they propose developing a new system of remuneration to
do justice to the general physicians' new range of responsibilities.
This could be included in the next revision of payment structures
in the health service, which the government has scheduled for
2010.
The Japanese Medical Association supports the notion of
physicians as gatekeepers but rejects the government's proposals
to establish a new professional group of general physicians and a
new remuneration system. Instead, the association argues that
the required certification and training should be provided within
the existing medical training curricula.
So far, the debate has focused mainly on the issue of systematic training for general physicians, an idea which in itself is not
really new. Indeed, some medical societies and associations have
already developed their own curricula on the basis of international experience. However, such training has always been organized on a purely voluntary basis without being linked to the
health insurance system or having any effect on remuneration.
Generally in Japan, physicians who pass the national examination
for certification have to go through two years of training with a
healthcare provider accredited for teaching. After that, all training
is voluntary.
More than other industrialized nations, Japan finds itself confronted by the demographic problem and consequent challenge
of an aging population with a growing demand for complex
health and social services. Government and health insurers
expect physicians to act as agents of integration and coordination
as well as efficient service providers, and see the introduction of
general physicians as a step in this direction. The physicians
themselves remain opposed to the proposals, as was the case with
previous measures. A recently introduced remuneration system
for treating patients with chronic conditions, which would result
in physicians receiving a fixed per capita fee for patients for
whom they entered into a long-term care plan, was likewise
opposed by physicians.
This policy proposal is still in its infancy and is highly contro36

versial. If implemented, it would radically change the nature of
the health service in Japan. But it remains to be seen whether the
concept of the general physician will take hold in Japan, and if so,
in what way.

Sources and further reading
Matsuda, Ryozo. Arguments for Instituting ªGeneral Physicians.º Health Policy Monitor. April 2008. www.hpm.org/
survey/jp/a11/1.
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Caring for the chronically ill

Demographic change and the concomitant increase in chronic
conditions make primary care an ever more important focus of
attention for health research and policy development. In their
efforts to adapt care structures to the changing patterns of medical
needs, health experts from all over the world are banking on closer
integration and enhanced cooperation between different sectors
and service providers (see also Health Policy Developments 6, pp. 33±
1252).
In Germany, for example, the Advisory Council on the Assessment of Developments in the Healthcare System (SVR) has provided an impetus for the care of the chronically ill. Faced with an
increase in the number of older and multimorbid patients, the
SVR recommended in its 2007 expert report ªadopting the principles of the Chronic Care Model to improve outpatient care in
Germanyº (SVR 2007: 23). The Chronic Care Model was first developed in 1996 by Ed Wagner, director and founder of the MacColl
Institute for Healthcare Innovation in Seattle. This model serves
as the basis for reforming clinical care and realigning it to better
suit the needs of chronically ill patients in the primary care sector. It regards physicians, practice professionals and patients as
partners and promotes patient self-management. It provides the
template for optimizing medical care and integrates the whole system of service providers, social services and local resources. The
workflow is improved by means of decision-support tools and health
information technology (see also Health Policy Developments 10,
pp. 35±1248).
Health policy in Denmark is likewise seeking to adopt the
Chronic Care Model. It is hoped that this model will improve disease management for chronically ill patients within the context of
39
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primary care. For this purpose, the National Board of Health has
drafted a strategy paper which is still in its early stages. The key
principles of the policy are initiatives to support self-management
by the patient and strengthen the central role played by general
practitioners (see the report on Denmark, p. 40).
In Singapore, the coordination of care for patients with chronic
conditions is to be extended. The government has expanded the
range of the existing structures of care programs. Now, chronic
asthma sufferers and those with chronic obstructive pulmonary
disease can also register for these programs. It is hoped that patients with chronic conditions will in future be more likely to consult a general practitioner than turn directly to a specialist or a hospital outpatient department (see the report on Singapore, p. 43).
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Denmark: Importing the Chronic Care Model

In Denmark, the Chronic Care Model is to be adopted to improve
care for patients with chronic conditions. The National Board of
Health has drafted a strategy paper to this effect. The initiative is
still in the early stages of implementation but experts expect it to
have a major impact on the nature of health care in the long
term.
The Chronic Care Model (CCM) provides a basis for restructuring clinical care and aligning it more closely to the needs of
patients with chronic conditions within the primary care system
(also see p. 39). The fact that CCM has been greeted with widespread support in Denmark and elsewhere is due to its systemic
holistic approach which places individual patients at the center of
activity and optimizes the management of care. Furthermore, it is
a model which has already been implemented and of which first±
hand experience can therefore be gained. For example, Kaiser Permanente, a managed care organization in California, has success40

fully been implementing CCM for years. In recent years, about
130 representatives from Danish healthcare institutions have visited Kaiser Permanente, among them the Minister of Health,
members of parliament, politicians from the regional and local
level, groups of health professionals and administrators. This has
had a considerable influence on mindsets and policy developments within the Danish public healthcare sector.
Inspired by the visits to Kaiser Permanente, Danish policymakers drafted a strategy paper accordingly. The cornerstones of
this policy are as follows:
± Emphasis should be given to establishing programs which
support self-management by the patient. Currently, this is taken
to mean systematic patient education and additional rehabilitation initiatives.
± The healthcare system should be adapted to support the provision of a continuum of services delivered to people living with
chronic conditions, whereby primary care is to play a key role.
± Greater use must be made of available decision support tools
such as disease management programs.
± The role of local authorities and municipalities must be strengthened.
± Health information technology should be expanded.
The main challenges faced by this policy initiative lie in the creation of regional coordination units, the formation of interdisciplinary teams and the allocation of a coordinating role to general
practitioners. Furthermore, it is still not clear which financial and
nonfinancial incentives could facilitate the process. n addition,
case managers are to be assigned to patients who are in need of
special support and are not capable of self-management. Patients
must therefore be grouped according to needs and the respective
diagnosis and medical condition. The patients should then be
assigned to a group according to the available evidence and care
provided with the support of a disease management program.
In order to promote the implementation of the policy idea, the
National Board of Health has introduced a number of incentives.
The municipalities, which in Denmark are responsible for social
services and prevention, are to receive additional financial incentives for introducing health promotion and preventive services.
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General practitioners are to receive a fixed annual payment for
treating patients with diabetes type 2. This flat fee covers recording of the diagnosis in question, provision of recommended care
and follow-up as described in the disease management program.
As an incentive to improve quality, the Board of Health intends
to set up clinical databases for the purpose of benchmarking service providers.
Since the regional authorities and municipalities are expected
to participate in the scheme, it follows that their representatives
must be included in the planning and implementation. The same
applies to patients' associations and voluntary workers who may
assist in the management of patients with chronic conditions.
The underlying objective of the proposal is to improve the quality
of health care at a cost-effective level.
The main impact of this restructuring will be on the health professions in hospitals, general practitioners, and employees working in healthcare centers and in the health departments of municipal councils. Hospital employees are somewhat reluctant to take
a stance, since they are uncertain how the policy initiative might
affect their daily work. General practitioners in private practice
are concerned about the new demands that might be placed on
them, especially with reference to documentation duties and
quality management. One of the greatest challenges will probably
be that their care will have to comply more closely with the recommendations of the disease management programs. Until now,
they have enjoyed a high degree of autonomy and professional
discretion.
The success of the policy initiative and its implementation
now depends on the local and regional authorities and the general practitioners developing mutual interests as a basis for professional collaboration.
The responsibility for implementing this new healthcare concept resides with the regions, which among other things are
responsible for primary care and the remuneration of physicians.
The key question is whether all concerned will accept their new
roles and carry them out to the extent necessitated by the current
prevalence of patients with chronic conditions and the financial
constraints involved. Estimates indicate that about 1.5 million
Danish citizens out of a total population of appropriately 5.5 mil42

lion currently suffer from one or more chronic conditions and it
is evident that this prevalence is set to increase further. The
chronically ill currently account for about 70 percent of the total
cost of the health service. If the quality, patient-centeredness and
efficiency of care for the chronically ill at Kaiser Permanente are
taken as a yardstick, then the policy initiative could considerably
improve the quality of provided care in Denmark.

Sources and further reading
Frùlich, Anne, Martin Strandberg-Larsen and Michaela L.
Schiotz. The Chronic Care ModelÐA new approach in
DK. Health Policy Monitor. April 2008. www.hpm.org/
survey/dk/a11/4.
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Singapore: Successful DMP for the chronically ill

In Singapore, the government has incorporated two additional conditions, namely asthma and chronic obstructive pulmonary disease (COPD), into the existing disease management program
(DMP). It had been encouraged by the results of the Program following its first year of implementation.
The DMP Program aims to improve the care for patients suffering from common chronic diseases by encouraging early treatment and sustained follow-up according to established disease
management protocols. At its launch in January 2007, a financial
incentive for both patients and providers was provided through
the ªMedisave for chronic disease management programº, which
basically loosens the restrictions on the use of personal medical
savings accounts (Medisave), so that patients with one of four eligible chronic conditions (i.e. diabetes, high cholesterol, high blood
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pressure and stroke) could then withdraw 300 Singapore dollars
per year from their Medisave accounts to pay for outpatient treatment (see also Health Policy Developments 7/8, p. 66 and p. 109).
Previously, these funds had been available only for hospital treatment.
According to the Ministry of Health, about 70,500 patients
have withdrawn approximately 15 million Singapore dollars (about
S 7.7 million) to pay for ambulatory care in the first year of implementation. In the first phase, about 80 percent of patients suffered from more than one chronic condition. Some two thirds
were diabetics and 90 percent were over 50 years old. The patients
used about a third of their withdrawals to consult specialists in
hospital outpatient departments, about half was spent on treatment in government-run polyclinics, and another 20 percent was
used to pay for treatment by GPs.
Patients have not only welcomed this new financial freedom,
they have also praised the program for quite practical reasons.
Patients report that the additional allowances enable them to
choose to travel shorter distances to see their neighborhood GP
instead of making the journey to a hospital. In many cases, they
also felt better cared for by continuing to see a general practitioner because they found that GPs took more time to talk to
them. They also found that their overall relationship with their
GP had improved.
The government carried out further evaluations of the DMP.
According to the findings, 19 percent of diabetics had all the
required tests done and 27 percent of stroke sufferers had undergone a risk assessment for thromboembolism. About 62 percent
of hypertensive patients and 77 percent of those with high cholesterol had had all the necessary check-ups. Some 70 percent of diabetics had their condition more under control. Half of diabetics
with lipid disorders achieved an ideal cholesterol level. The Ministry of Health has welcomed these findings as a vindication of its
policy and expects to see further improvements over time. Since
April 2008, it has added asthma and chronic obstructive pulmonary disease to the list of eligible conditions which can be treated
through this disease management program.
Apart from encouraging early treatment while reducing the
financial burden of patients with chronic conditions, a longer term,
44

secondary objective is to encourage the shifting of such treatment
from hospital-based specialists to general practitioners (GPs)
working within the primary care sector. It does this by offering
GPs who participate in the DMP additional training designed to
upgrade their knowledge and increase their expertise and capability in the treatment of chronic illnesses. It also publicizes this
fact in the hope that patients will change their perception of GPs
as ªonly good for coughs and coldsº and increasingly turn to
them for continuing care of chronic conditions. Participating clinics are identified by a prominent display sticker and also listed on
the Ministry of Health website. General practitioners have welcomed the intensive training they receive in caring for chronically
ill patients. They acknowledge that not all GPs really know how
to properly perform certain common tests such as eye and foot
check-ups for diabetes patients.

Sources and further reading
Lim Meng Kin. ªChronic disease management program.º
Health Policy Monitor, April 2008. www.hpm.org/survey/
sg/a11/2.
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Appropriateness, Fairness and Transparency

How can the benefits of medicine be assessed with a view to ensuring that available resources are allocated appropriately and on
the basis of sound information? How can suitable analytic procedures be developed that are both transparent and comprehensible
to all concerned? Appropriateness, fairness and transparency
form the central focus of the health policy reforms described in
this chapter.
The World Health Organization (WHO) defines appropriateness in health care according to three characteristics: an intervention must be effective, it must be efficient in the sense of costeffectiveness and finally it must be based on ethical principles
(WHO 2000). Appropriateness therefore clearly signifies more
than mere efficacy. A further prime consideration is the benefit
for the individual and for the community.
Health policy makers in all industrial countries increasingly
need to address the issue of appropriateness. They are the ones
responsible for the budgeting of healthcare services and medical
advances. How can health care be distributed fairly in the face of
ever more chronic illnesses, an aging population and the continuous development of innovative forms of treatment and care? The
policy makers have to determine and agree upon which medicines, treatments and interventions are to be financed through
health insurance or tax funds and which are not.
In evaluating medical products and treatments, many countries observe the principles of Health Technology Assessment
(HTA). The process was first introduced in 1975 by the Office of
Technology Assessment (OTA) in the United States. Nowadays,
HTA reports are regarded around the world as one forum for for
the faster transfer of knowledgeÐnext to the publication of scien47
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tific studies, clinical guidelines and information for patients. If a
country sees fit to have its medical procedures and technologies
systematically analyzed with regard to the provision of health
care for its population, it must first establish suitable structures
and then train its staff in HTA methods.
In this chapter, we report on newcomers as well as old stagers
in the field of HTA. Slovenia has been under considerable financial pressure for many years and has set its sights on regulating
expenditure on pharmaceuticals. In spring 2008, a commission
was set up to establish the principles of cost-benefit analysis. In
this endeavor, the country is receiving the support of EUnetHTA,
the European network for HTA (see the report from Slovenia,
p. 51).
Poland presents a further example of the importance of information exchange and assistance from abroad (see the report from
Poland, p. 53). Establishing HTA, and in particular attaining
transparency in pricing policy, is proving to be a major challenge
in this country. In a Franco-Polish partnership project, partly
funded by the European Union, officials are receiving advice on
the compilation of HTA reports, while members of staff are being
trained in the use and evaluation of HTA information.
In Australia, a pioneer of HTA, there has also been a new
development (see the report from Australia, p. 56). A local health
authority in the federal state of New South Wales has developed
an HTA initiative in accordance with a central directive, the first
such initiative to examine cost-effectiveness at local level.
The Finnish health service, characterized by a highly decentralized structure, also faces difficulties when it comes to the
nationwide implementation of HTA decisions. There have been
considerable differences among the hospital districts as regards
which treatments were included in the benefit basket and which
were not. Finland is therefore introducing a procedure to be
known as MUMM, or Managed Uptake of Medical Methods, to
evaluate the cost-effectiveness of new methods of treatment (see
the report from Finland, p. 60). MUMM will make recommendations at national level and is supposed to ensure that assessment
methods everywhere are based on the same standards.
Apart from questions of cost and effectiveness of the technology in general, appropriateness in health care is really about the
48

individual patient: patients' needs, desires and experiences are increasingly gaining attention. More and more countries try to increase user competenceÐthe ability of patients to express wishes,
needs and expectations, to obtain information, to choose and to
decideÐto put patients in a position to make informed decisions
regarding their health care.
This can be the conscious decision for or against a treatment.
In Australia, the federal state of New South Wales is attempting
to curb the number of unnecessary cesarean sections by means
of a new public information policy. It is mainly patients with private supplementary health insurance who tend to opt for this
operation even in the absence of sound medical grounds for the
intervention. It not only a matter of patient safety but also a financial issue, since a cesarean section costs almost twice as much as
a normal delivery (see the report from Australia, p. 63).
Not only medical products and treatments have to face the
test for cost-effectiveness. Increasingly, providers are supposed to
prove their efficiency. In Denmark, efforts are continuing to introduce performance measurement procedures. A corresponding
initiative was launched as early as three years ago. Now specialist
hospitals and even individual hospital departments are to have
their productivity assessed (see the report from Denmark, p. 61).
When it comes to choosing a provider, patients are also increasingly making their own decisions. Data on quality and performance is not only being collected for the purposes of benchmarking service providers against one other but is being made available to the public. Examples of this are an Internet database on
hospital infections in France (Health Policy Developments 7/8,
p. 115) and Internet portals designed to enable patients to access
quality-related data when searching for a suitable hospital or service provider. In Germany, the Internet platform ªWeisse Listeº
(www.weisse-liste.de), launched in June 2008 by the Bertelsmann
Foundation, provides users with transparent and comprehensible
information on the quality of hospitals. Similar platforms exist in
Denmark (Mùller Pedersen 2006), Great Britain (www.nhs.uk/
England/Choice) and the Netherlands (www.kiesbeter.nl).
In the Netherlands, not only performance data of hospitals are
being published on the Internet, but also user experiences with
different health insurers and long-term care institutions. This is
49
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intended to stimulate managed competition and improve the
quality of service in the long term. This type of information policy
is innovative in that it actively engages patients and members of
health plans in the development process. The process is due to be
evaluated in 2009 (see the report from the Netherlands, p. 10).
Even with patients increasingly acting as informed consumers
in the healthcare sector, a certain amount of control is still needed
to ascertain appropriate care. Healthcare policy makers in South
Korea and France are trying to use information technology to
monitor the use of pharmaceuticals more closely and thereby to
ensure greater safety for patients. The Ministry of Health and
Welfare in South Korea has ordered a database to be set up for use
by physicians and pharmacists (see the report from South Korea,
p. 13). In France, a similar task has been entrusted to the pharmaceutical association. Pharmaceutical files designed to identify
iatrogenic risks from prescriptions are currently being tested in
eight French departments (see the report from France, p. 15).

Sources and further reading
Mùller Pedersen, Kjeld. Rating of Danish Public Hospitals.
Health Policy Monitor, November 2006. www.hpm.org/
survey/dk/a8/4.
Sorenson, Corinna, Michael Drummond and Panos Kanavos. Ensuring value for money in health care: The role of
health technology assessment in the European Union. European Observatory Studies Series No 11. World Health
Organization, 2008. www.euro.who.int/observatory/
Publications/20080407_1.

50

Ch
a

ng
e

io
n

Ev
alu
at

tat
ion
me
n
ple
Im

tio
n
isla

Leg

Po
lic
y

Pil
ot

Ide

a

pa
pe
r

Slovenia: First steps towards Health Technology Assessment

In early 2008, the Ministry of Health in Slovenia took several decisions aimed at firmly anchoring Health Technology Assessment
(HTA) in the health system. The government hopes that a systematic evaluation of medical procedures and technologies can be
used to bring rising healthcare expenditure under control and to
safeguard or even improve the efficiency of medical treatments.
As far back as the early 1990s, the country had found itself
under pressure from high expenditure on health care. Following
independence in 1992, the health service, which under Tito had
been funded by taxes, reverted to the original health insurance
system introduced in 1888 on the lines of the German model set
up by Bismarck, albeit with additional voluntary insurance elements. Today, Slovenia faces problems similar to those of other
EU states in that members of health insurance schemes and
patients are calling for new types of treatment, innovative drugs
and new technologies while the budget is inadequate to provide
the range of healthcare services sought after.
Just over two million people live in Slovenia. The proportion of
GDP spent on health care has been increasing steadily since the
beginning of the 1990s and amounted to 8.7 percent in 2004, the
year in which Slovenia became a member of the European
Union. In 2006, Slovenia joined EUnetHTA (European network
for HTA). The network's aim is to assist those responsible for
introducing HTA in the member states and this support includes
facilitating cooperation between EU states. The network was initially set up for three years and, apart from the EU states, its
members also include Norway, Iceland and Switzerland as well
as four further states outside Europe, namely the United States,
Canada, Australia and Israel.
Meanwhile, a number of shortcomings in terms of medical
equipment, particularly in the fields of diagnostics and therapy,
have become apparent. The government's aim is now to develop
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an HTA agency in order to prepare the groundwork for the evaluation of new medical treatments and technologies. These tasks
have previously only been carried out by stakeholders from the
private and public sectors. Now the Ministry of Health has
decided to adopt the instruments developed by EUnetHTA for
use in handling future proposals for new diagnostic techniques,
treatments, procedures and therapies. With the aid of this procedure, applications for new diagnostic techniques and therapies
can be submitted to the Health Council in standardized form.
The Health Council is the highest advisory body within the
Ministry of Health. It is responsible for deciding which services
are to be paid for out of public funds. Adopting the EUnetHTA
tool has considerably speeded up the introduction of HTA in Slovenia. The tool has therefore proved its worth. The goal is now to
implement HTA throughout all levels of the healthcare system.
One of the most pressing problems in the country's healthcare system is the matter of paying for pharmaceuticals. In the
past, the government has made several attempts to regulate expenditure on drugs through the prescription of alternative preparations and generic drugs. In the end, however, these political initiatives have only resulted in provoking heated public debate. In
April 2008, a commission was set up to establish the principles of
cost-benefit analysis applicable to pharmaceuticals. The Ministry
of Health charged the commission with drawing up pharmacoeconomic guidelines in accordance with EU requirements. With
this new commission in place, the government is now well on
the way to achieving its goal of creating more transparency in the
pricing of pharmaceuticals.
The developments described clearly indicate that the government is increasingly taking charge of the healthcare system in
Slovenia. Until now, initiatives to introduce HTA into the country
have been based largely on vested interests, often on the part of
pharmaceutical companies. Although this is completely legitimate, it has nevertheless become increasingly apparent that a
state institution is necessary to carry out the work in line with
international standards. This may materialize soon as a result of
parliamentary elections in September 2008. The new government
of Prime Minister Borut Pahor promises to institutionalize HTA,
possibly within the Health Insurance Institute of Slovenia.
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Sources and further reading
Turk, Eva, and Tit Albreht. HTA in SloveniaÐnew developments. Health Policy Monitor, April 2008. www.hpm.org/
survey/sl/all/4.
European network for Health Technology Assessment
(EUnetHTA) www.eunethta.net.
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Poland: Major challenge for Health Technology Assessment

Poland is still struggling to establish Health Technology Assessment as a permanent fixture within its healthcare system. The
state HTA agency AHTAPol was founded in 2005 and has since
had to face numerous challenges (see Health Policy Developments 6,
p. 24±26).
The current situation is that the agency's funding has so far
been too meager to overcome all these obstacles. In particular,
the procedure for laying down the prices of pharmaceuticals has
attracted considerable criticism in recent years. However, a project
entitled Transparency of the National Health System Drug Reimbursement Decisions, which was completed in spring 2008, specifically aims to resolve these issues.
After the reorganization of the market in the early 1990s, the
Ministry of Health came under tremendous pressure from the
pharmaceutical industry, which wanted to see its products on the
reimbursement list. As a result, the Ministry of Health resolved
to strengthen the HTA agency and decided to bring foreign experts into Poland. In October 2006, representatives of the government signed a partnership project with France that was cofinanced
by the EU. Together with experts from France and a further five
53
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EU states (Austria, Germany, Latvia, the Netherlands and Great
Britain), representatives from the Polish Ministry of Health and
from AHTAPol set about laying the groundwork for the shortterm implementation of HTA. The main aim was to ensure that
the measures developed in Poland comply with EU directive 89/
105/EEC. The directive lays down the rules of transparency to be
applied by EU member states in deciding on the reimbursement
of pharmaceuticals.
The Franco-Polish partnership project had two central components. The first was to provide advice to those responsible for
legislation, organization and process quality, and the second was
to train staff in national and regional health facilities in matters
of evidence-based medicine and HTA. Approximately 30 employees were trained to produce HTA reports themselves and another
300 employees were taught to analyze and utilize HTA information in their work.
Establishing HTA in Poland has taken place in an atmosphere
of considerable social tension. The government is under tremendous pressure to make the pricing of pharmaceuticals transparent. In this process, it is being backed mainly by The National
Health Insurance Fund hoping to reduce future expenditure. By
contrast, service providers are forever trying to undermine the
sought-after transparency, since the industry sees the initiative as
an assault on its economic interests. Finally, media reports about
corruption in the health service are unsettling consumers and
patients alike.
Given this state of tension, experts consider the transparency
project to be successful for two reasons. Firstly, the adopted policy
of making pharmaceutical price regulation more transparent has
been taken a stage further. The true test will follow when the
process is implemented, since this could give rise to renewed
pressure from the pharmaceutical industry. The Ministry of Health
has already announced plans to introduce a regulatory and monitoring system to place the activities of the various stakeholders
under particular scrutiny. The transparency achieved could cause
those drug manufacturers who support the decisions to drive
opponents of the new assessment practice out of the industry.
The project therefore also encourages self-regulation in the marketplace.
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Secondly, Poland has great hopes for staff members who are
now better trained in administering HTA measures. They are
now able to make the necessary decisions in the interests of the
general public. The benefits to the public from greater accountability, more transparency and a more comprehensible system of
making approval and pricing decisions would still appear to be
largely unappreciated in Poland.

Sources and further reading
Wlodarczyk, Cezary. ªThe Agency of Health Technology
Assessment II.º Health Policy Monitor, April 2008. www.
hpm.org/survey/pl/a11/2.
ªTransparency of the National Health System Drug Reimbursement Decisions.º Partnership project between
France and Poland. www.tdrd.eu.
Wlodarczyk, Cezary, and Iwona Kowalska. The Agency of
Health Technology Assessment. Health Policy Monitor,
October 2005, www.hpm.org/survey/pl/a6/4.
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Australia: Health Technology Assessment at local level

In Australia, a local health authority in the federal state of New
South Wales has now developed a procedure to facilitate the implementation of Health Technology Assessment (HTA) at the local
level. The aim is to make it easier to decide whether new treatments
should be introduced or inefficient technologies abolished. The
core criteria for this process are effectiveness, safety and efficiency,
i.e., cost-effectiveness. A further aim is to ascertain the amount of
organizational effort required to introduce the new technology.
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Australia was one of the first countries to formally integrate
HTA into the decision-making process at the national level. Nevertheless, attempts at implementing HTA still remain fragmented
and appear uncoordinated. Both the individual federal states and
the Australian central government have responded by setting up
new institutions and committees to facilitate the assessment of a
broader range of procedures.
As far back as 2003, the New South Wales Department of
Health issued a general directive on the introduction of new medical interventions. The directive is designed to standardize the
concepts of HTA for all Area Health Services (AHS). The core
aim is for the AHS to set up processes to help select those interventions and methods that have been proven to be effective, safe
and efficient and that can also be financed within the budget.
However, the general directive is intended only as a guideline
and is therefore not binding on the individual AHS. On the contrary, the document emphasizes that each region should adapt
the prescribed measures in the light of local requirements and
contexts.
In federal states such as New South Wales, the Area Health
Services are responsible for providing medical care for their inhabitants. For this, the state government provides funds at a previously agreed level and ensures that the budget is adhered to. If
new medical procedures are adopted, then these normally have to
be financed out of the funds already available to the AHS. This
practice is a constant source of financial constraint and underlines the need to set priorities at the local level.
NSCCAHS (Northern Sydney Central Coast Area Health Service), a local health authority in New South Wales (NSW), has now
developed its own HTA procedure in accordance with the general
directive. The core criteria of the assessment procedure are effectiveness, safety and efficiency, together with the impact on personnel, the need for training, the size of the patient group and
the additional service involved. HTA is applied to all new medical
procedures, programs, medical devices, appliances and equipment. Only pharmaceuticals are excluded since these are already
covered by existing decision-making strategies at the local level.
The HTA initiative was implemented in 2006 when the AHS
founded the NSCCAHS Health Technology Assessment Commit56

tee to evaluate medical procedures, chaired by an independent person with a background in health economics. In the first 15 months
after the committee was founded, 14 applications were received.
Of these, nine were approved with reservations, two are still pending, one was withdrawn after the preliminary hearing on the
grounds of insufficient documentation and two were rejected.
The process starts when a health facility submits a proposal.
The facility itself provides the basic information on the nature of
the procedure and the expected benefits. The local HTA team
then examines the proposal. If relevant HTAs from other establishments already exist, these are included in the decision-making process; otherwise research literature is consulted. The committee then calls for further information concerning target population, organizations and patients in order to ascertain the safety,
effectiveness and efficiency of the treatment should it be adopted
locally. The next step is for the assessment to be presented to the
local HTA committee, which then issues a recommendation for
the executive of the local health authority. If the new procedure is
adopted, it must be financed from the funds already available to
the local AHS.
In this way, the NSCCAHS aims to ensure that funds are used
only for technologies and procedures that actually lead to a qualitative improvement in care. The HTA procedure is also designed
to ensure that the decision-making processes are fair, just and
transparent and to prevent any individual sectors or healthcare
providers from receiving preferential treatment.
The explicit adoption of cost-effectiveness as a criterion at the
local level is a genuine innovation. The local initiative could even
have an effect on the approach taken by the local health authority,
assuming that service providers take advantage of the assessment
procedure described above and abide by the recommendations
given.
The development and implementation of the NSCCAHS HTA
initiative did not receive coverage in the media or attention from
the public. In interviews, conducted as part of a base case evaluation, officials from the regional authorities criticized the decisionmaking process as unsatisfactory. They complained that cost
issues and the effects on the budget had been seen as the ultimate
deciding factors.
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Stakeholders were keen for as many participants as possible
to be involved in the new initiative and for full details of new procedures to be disclosed in order to keep health service employees
informed. The interviews also showed that those involved are
fully prepared to accept changes, provided that new strategies
address the needs of hospital physicians and require a minimum
of administrative effort.
One of the key aspects of the initiative is that it aims not only
to assess the safety and effectiveness of a technology but also to
determine whether it is appropriate to roll out a new procedure
in the health district concerned. For example, it is necessary to
determine whether employees have received sufficient training.
These questions must be answered in order to ascertain whether
the local Area Health Service is actually in a position to implement a new application. A further aspect of the assessment process is that it takes cost-effectiveness into account, while the initiative can also extend the scope of local decision-making to include
not only cost factors but also benefits.
Although there is much than can be achieved by a strategy such
as this, there remain two main risk factors that could stand in the
way of its success. For one thing, it is not clear to what extent the
participants will accept the process and its results and for another,
the districts still need to prove that they can perform high-quality
assessment procedures efficiently and in a cost-effective manner.

Sources and further reading
Gallego, Gisselle, and Kees van Gool. Health Technology
Assessment at the local level. Health Policy Monitor, April
2008. www.hpm.org/survey/au/a11/1.
Australian Productivity Commission. Impacts of advances
in medical technology in Australia: Productivity Commission research report. 2005.
Gallego, Giselle, Sandra Fowler and Kees van Gool. ªDecision makers' perceptions of health technology decision
making and priority setting at the institutional level.º
Australian Health Review (32) 3 2008. 520±527.
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New South Wales Health Department. Model policy for
the safe introduction of new interventional procedures
into clinical practice: a model policy for area health services and other public health organisations. 2003. www.
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pdf.
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Finland: More cooperation to assess new medical methods

How can treatment methods be assessed quickly and effectively?
And which approach is the right one locally? Finland's answer to
these questions is a new procedure based on cooperation between
national and local actors. Working together with FinOHTA, the
Finish Office for Health Technology Assessment, the representatives of the 20 hospital districts are developing a systematic process called Managed Uptake of Medical Methods (MUMM) to
investigate and introduce new medical treatments in secondary
care. Hospital physicians are responsible for producing systematic reviews, on which officials in hospitals and municipalities
can base their decisions. Launched in September 2005, MUMM
is primarily intended to improve the management process when
adopting new methods and was not specifically set up to limit
expenditure in the health service.
The Finnish health service is characterized by its highly decentralized structure. Officials in the more than 400 towns and
municipalities decide which health services their inhabitants can
access. Besides providing primary medical care, prevention, rehabilitation and dental treatment within its borders, each municipality is a member of one of the 20 hospital districts, which in
turn are responsible for the provision and coordination of specialist medical care (secondary care) in their catchment areas.
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The national government prescribes the legislative framework
for the health system. A number of institutions are directly subordinate to the government, and they in turn monitor the implementation of the guidelines and the quality of care. One of these
institutions is STAKES, the National Research and Development
Center for Welfare and Health. The Finnish Office for Health
Technology Assessment (FinOHTA) is an agency which comes
under the auspices of STAKES.
FinOHTA has been assessing treatments and therapies in the
health service since 1995. However, so far there has been no standardized process to enable officials at the national level to coordinate and regulate the various assessment procedures for the
adoption of new treatments in the municipalities and health districts. Consequently, there have been considerable differences
among the hospital districts as regards which treatments were
included in the benefit basket and which were not. This structural problem of the decentralized Finnish healthcare system is
now to be tackled by FinOHTA working together with officials
from the hospital districts. MUMM's goal is to develop a system
and structure for the uptake of new treatment methods, in particular with regard to secondary care. MUMM will then be in a position to make recommendations at the national level. In addition,
this process should ensure that assessment methods everywhere
are based on the same standards.
MUMM is structured in such a way that the hospital districts
first of all produce joint systematic reviews and then make a suitable recommendation at the national level. This process is coordinated by a full-time employee at FinOHTA. The reviews are written by different groups consisting of one or two assessment
experts and one to three clinical specialists. As part of the system,
each hospital nominates representatives to work on the MUMM
committee for a period of three years. The committee is always
chaired by the medical director of a university teaching hospital.
The main forum for this cooperation is a half-yearly meeting
of the members of the MUMM team. Here the results of the
reviews are discussed and joint recommendations drafted. The
reviews are published in the Finnish Medical Journal and on the
FinOHTA Website. This preliminary work then forms a basis for
hospital representatives and local health authority officials to adopt
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new methods of treatment in their catchment areas. MUMM
therefore helps hospital administrators to make more careful
evaluations before they propose new procedures for addition to
the health basket. And furthermore, the process makes the expertise of hospital physicians available to the entire health service.
The collaboration changes the decision-making culture in Finland significantly. Hospital administrators had previously opted
for new procedures on the basis of their own criteria. Isolated critics of MUMM now fear increased bureaucracy. Others see the
need for a reliable and standardized procedure.
Since 2000, there have been repeated discussions about how
new medical procedures could be assessed and introduced in a
standardized and coordinated manner. Hospital directors and
medical superintendents, especially in university teaching hospitals, have joined in the debate. It seems that there has been a
widespread tendency in the health sector to assert the right to use
new technologies, even if no genuine innovation was involved.
MUMM enables the uptake of new methods of treatment or
forms of therapy to be more closely monitored and made more
systematic. Above all, greater importance is being attached to the
aspect of patient safety. In future, there is an increasing likelihood
of such decisions being made centrally, resulting in a greater consistency of the quality of care in all regions. (Similar initiatives
have been documented in Sweden, Denmark and Spain.) The first
step is now to develop procedures for the uptake of new treatments
and new technologies for secondary health care. These structures
can then be extended to primary care at a later stage.
In the government's program for 2007, the Ministry of Health
resolved to make more use of the findings of evidence-based
medicine (see Vuorenkoski, 2007). The aim is to ensure that the
methods applied are effective, sustainable and safe. At the national
level, this entails breaking new ground in order to issue joint recommendations. The result is expected to be an improved and fairer
allocation of resources and a much more measured uptake of new
medical procedures.
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Sources and further reading
Kaila, Minna. ªManaged Uptake of Medical Methods.º
Health Policy Monitor, April 2008. www.hpm.org/survey/
fi/all/2.
Kaila, Minna. ªManaged uptake of medical methods.º ImpaktiÐFinotha newsletter 2/2007. 12±13. finohta.stakes.
fi/NR/rdonlyres/2872CE40-7E60-400C-9CAD-FC146637
8B11/0/impakti2007_2.pdf.
Vuorenkoski, Lauri. ªThe government programme for the
years 2007±2010.º Health Policy Monitor, October 2007.
www.hpm.org/survey/fi/a10/1.
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Australia: More information to reduce number of cesareans

In Australia, the federal state of New South Wales (NSW) is attempting to curb the number of unnecessary cesarean sections
by means of a new public information policy. It is mainly patients
with private supplementary health insurance who tend to opt for
this operation even in the absence of sound medical grounds for
the intervention. At present, one in three of all births in Australia
is performed by cesarean section.
There has been a marked increase in the number of cesareans
in recent years, rising from 19.5 percent in 1995 to 30.3 percent
in 2005. In 2005, cesareans accounted for approximately 28 percent of all births in New South Wales, whereas four years previously this figure had been 23.6 percent. NSW is Australia's most
populated state. Approximately one third of the 20 million Australians live in this region on the southeast coast of Australia and
in its capital, Sydney.
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Now pregnant women in New South Wales are to receive
comprehensive information about the risks and consequences of
cesareans. Above all, the information campaign will point out that
even cesareans which are indicated on medical grounds should not
be carried out before the 39th week of pregnancy unless this is
absolutely unavoidable.
Surveys carried out among physicians revealed that many
women wanted a cesarean for personal reasons. The phenomenon
is so widespread that a new term has been coined to describe those
prospective parents who consciously choose to give birth by cesarean section, namely ªtoo posh to push.º
Is the cesarean a fashion statement among the upper classes?
Figures released by the health insurance industry seem to support this assertion. Australia's insurance statistics provide further
evidence that cesareans are much more common among mothers
with supplementary private health insurance than they are among
those covered only by the state Medicare scheme. There were,
however, other views expressed by observers. Health experts suspected that expectant mothers might have been persuaded to
have a cesarean. They questioned whether relatives, family members or interest groups such as hospitals or physicians had granted
mothers-to-be sufficient freedom to make the decision for themselves.
Up until now, cesareans have been regarded as a safe intervention with few risks for mother and child. However, a glance at
the data reveals that this is not the case. An epidemiological study
in the United States that looked at 5 million births shows that
infant mortality for cesarean sections is 2.9 times higher than for
vaginal deliveries (1.77 deaths per 1,000 live births). It is important to note that while the study controlled women's initial risk, it
did not control for complications that may arise during labor leading to a cesarean section. This means that the initiative taken by
the Australian politicians is also a response to the growing number of babies placed in intensive care after a cesarean. Particularly
intensive medical care is required in the case of preterm cesarean
sections. The insistence on waiting until the 39th week of pregnancy before performing medically indicated cesareans is based
on this epidemiological data and is intended to reduce the health
risk to the baby.
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After cesareans, mothers and babies have to stay in hospital
much longer than after normal births and as a rule they also
need extra nursing and medical care. And finally, the period of
postnatal care at home lasts many days longer than is necessary
after vaginal births.
An analysis of the Australian data shows that elective cesareans and the potential complications associated with the intervention, when taken together with the increased need for aftercare,
are presenting a major challenge to Australia's mainly tax-funded
health service. The cost of a cesarean is almost twice that of a
vaginal delivery. Elective cesareans can place an enormous burden on a healthcare system that is already under heavy financial
pressure. In 2005, the total number of births in Australia was
259,800, about 90,000 of which were in New South Wales. Any
further increase in the number of cesareans, even if only by one
percent, means more days spent in hospital and the diversion of
even more hospital resources.
The authorities therefore saw a pressing need to take action to
combat the rising number of cesarean births in NSW. An information campaign targeting expectant mothers aims above all to
inform women of the risks associated with the procedure. The
information provided was collated from evidence-based studies
and is intended to help expectant mothers to make an informed
choice. Ideally, it should encourage discussion about the benefits
and risks of cesarean sections and vaginal births. On the basis of
evidence from studies by the Royal Australian and New Zealand
College of Obstetricians and Gynecologists, it was also shown
that even if a cesarean is indicated, a mother should be able to
carry her child until the 39th week of pregnancy without fear of
additional risks.
The NSW initiative has received a mixed reception from the
stakeholders concerned. The Australian College of Midwives and
patients' organizations have welcomed the directive. Only individual health experts have conjectured that the directive could fail in
its objective if the government does not at the same time look
into the financing of maternity care and the nature of the treatment provided. In any case, the directive specifies that the Area
Health Services should monitor the timing and frequency of
cesareans in NSW. Furthermore, in the case of preterm cesareans
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the week of pregnancy is also to be recorded in the annual New
South Wales Report, which collates data from all the hospitals in
its catchment area.

Sources and further reading
Gallego, Gisselle. ªNew rules for caesarean section.º Health
Policy Monitor, April 2008. www.hpm.org/survey/au/a11/3.
Callaghan, William M., Marian F. MacDorman, Sonja A.
Rasmussen, Cheng Qin, and Eve M. Lackritz. ªThe contribution of preterm birth to infant mortality rates in
the United States.º Pediatrics (118) 4 2006. 1566±1573.
Centre of Epidemiology and Research. NSW Department of
Health. ªNew South Wales mothers and babies 2005.º
NSW Public Health Bulletin (18) Supplement 2007. 1±135.
Laws, Paula, Samanthi Abeywardana, Jane Walker, and
Elizabeth A. Sullivan. ªAustralia's mothers and babies
2005.º Sydney: AIHW National Perinatal Statistics Unit,
2007.
MacDorman, M.F., E. Declerq, F. Menacker, and M.H.
Malloy. ªInfant and neonatal mortality for primary caesarean and vaginal births to women with `no indicated
risk,' United States, 1998±2001 birth cohorts.º Birth.
(33) 3 2006. 175±182.
National Institute for Clinical Excellence. Caesarean section:
Clinical guideline 13. London, National Institute for Clinical Excellence, 2004.
NSW Health. Policy directive: maternity timing of elective or
pre-labor caesarean section. North Sydney: Department of
Health, NSW, 2007.
Royal Australian and New Zealand College of Obstetricians.
College statement: Timing of elective caesarean section. 2006.
Zanardo, V., A.K. Simbi, M. Franzoi, G. Solda, A. Salvadori, and D. Trevisanuto. ªNeonatal respiratory morbidity risk and mode of delivery at term: Influence of timing of elective caesarean delivery.º Acta Paediatrica (93)
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Denmark: Further development of performance measurement

In December 2007, the Danish Ministry of Health published its
third annual report on hospital performance. The government's
policy goal is to further refine performance measurement procedures for the health service and to supplement them with further
productivity indicators. The previous publications have helped to
make policy goals aimed at promoting greater efficiency in the
health service more detailed and more ambitious.
Performance data for the various hospitals are now to be collated and extended to include, for instance, labor productivity and
psychiatric care. There are further plans to develop Web-based
solutions for performance management which makes it easy and
simple for citizens, physicians and hospital owners, among others,
to follow developments in productivity.
Since the previous report on performance measurement (see
Health Policy Monitor 6, p. 30±31), the Ministry of Health has
published further systematic analyses of hospital performance at
the national, regional, county and hospital level. These publications are the result of negotiations between central government
and the regions on the precise nature of the data to be included.
A working group consisting of representatives from central
health authorities (Danish Ministry of Finance, Danish Ministry
of Health and the National Board of Health) and hospital owners
has now been set up. According to the political agenda, its meetings have played a decisive part in ensuring that the reports contain more detailed data on productivity.
Data for the years 2003 and 2004 first became available in 2005
on productivity at national, regional and county levels. In 2006
and 2007, the performance indicators for individual hospitals
were also published for the first time. Furthermore, the government and the regions agreed in 2007 to supplement the reports
with selected productivity indicators and parameters for individ66

ual hospital departments. In addition, the report for 2007 will reveal how the regions and hospitals themselves have utilized the
productivity measurements. In 2008, the working group plans to
continue to develop the measurements at both hospital and hospital department levels.
The reports show that performance rose by 1.9 percent at the
national level between 2005 and 2006. The result therefore exceeds
the target of 1.5 percent that the government and the regions had
agreed upon. In the regions, significant variations in productivity
were recorded, with the range extending from 1.4 to 2.7 percent.
A central problem at the local level is that different approaches
have been used to enter the data on costs and inpatient treatment
within the DRG (Diagnosis Related Group) system.
A study into the quality of the data entered in the county of
North Jutland also came to the conclusion that additional training
is needed at various levels. In 37 percent of the cases, registrations
were found insufficient or incorrect. The experts recommended
that physicians and their assistants receive ongoing training in
the use of the DRG system to ensure that diagnoses, treatments
and patient progress are entered correctly. At the national level,
they also called for more precise recommendations to ensure
unambiguous data capture for secondary care. The conclusion
reached by the authors of the study therefore indicates that the
recorded variations in productivity could also be due to the lack of
standardization in entering the data.
Nevertheless, the government has used the previously published reports as a basis for setting general productivity targets
for all hospitals. Some regions have even set different targets for
individual hospitals on the basis of the data. Basically, all participants accept that performance measurements are necessary. The
government and the regions therefore intend to extend the system even further.
In future, comparable productivity measurements for both
hospitals and individual hospital departments will continue to be
published. The Ministry of Health and Welfare aims to focus
more on the efficiency and cost-effectiveness of treatments in the
Danish health sector. According to the Minister of Health, this is
a necessary step in light of the shortage of physicians, the increasing number of elderly patients, more highly skilled physicians,
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new treatments and limited budgets. Greater efficiency also means
that additional funds can be released to treat patients.
The chairman of the Danish regions has stated that the regions
intend to publish benchmark examples of high productivity and
possibly to reward hospitals for their efficiency. He claims that it
currently takes too long for examples of good practice to become
more widely known.
In its reports from 2005±2007, the working group itself had
repeatedly called for performance measurements to be standardized at the national, regional and county level, and for each individual hospital as well.The working group would like to introduce
further refinements to the system of data collection. It even plans
to develop new productivity measurements below the department
level. In the coming years, performance measurement techniques
are expected to be increasingly used by government, regions and
hospital management to improve efficiency, and contain costs.
The effect this will have on quality is uncertain. After all, performance measurement puts considerable pressure on service
providers. It could in fact give rise to false incentives and thereby
fail in its objective of becoming a useful instrument applicable to
all hospital activities.

Sources and further reading
Kristensen, Troels. ªProductivity performance measurementÐfollow-up.º Health Policy Monitor, April 2008.
www.hpm.org/survey/dk/a11/2.
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Netherlands: User-based information on health care

The Netherlands is seeking to further stimulate managed competition in the healthcare system. For a system of managed competition to work, transparent information on the performance of
both health insurers and service providers is necessary. As a first
step, since November 2005 experiences of patients and the insured
with different health insurers have been systematically collected
and published on a Website (www.kiesbeter.nl). Today, other
patient experience data available on Kiesbeter relate to nursing
homes and homes for the elderly, home care organizations and
organizations for people with handicaps. Furthermore, public performance information relating to hospitals in the Netherlands is
provided, based on indicators developed by the Health Care Inspectorate (Inspectie voor de GezondheidszorgÐIGZ). Kiesbeter
is supposed to support patients in making decisions for or against
medical service providers on the basis of sound information.
The disclosure of performance information is regulated by the
Law on Managed Competition (Wet marktwerking gezondheidszorg). Article 38, section 4 of this law obligates hospitals and clinics to disclose information on the quality of their services. Article
40, section 1 lays down similar stipulations with regard to the
insurers who fund the health service.
Data is collected by means of a standardized questionnaire
known as the Consumer Quality Index (CQI). CQI was developed
by the Netherlands Institute for Health Services Research (NIVEL)
and the Department of Social Medicine of the Academic Medical
Center, University of Amsterdam, on the basis of the U.S. survey
tool CAHPS and its Dutch equivalent ªQuote.º It was originally
developed for specific sectors within the health service such as
nursing homes and homes for the elderly, but also for hospitals
and specific services such as cataract surgery. The Centre for Consumer Experience in Healthcare (Centrum Klantervaring ZorgÐ
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CKZ) was founded in December 2006. The main aims of the CKZ
are to coordinate the development of the questionnaires, to supervise the measurement of consumer experiences and to guarantee
comparable information.
Government policy sees the publication of performance information as a central tool for stimulating managed competition.
The mechanism is designed to ensure that health insurers compete with each other as they would in a free market. The ultimate
goal is for patients to be able to make an informed choice between health plans and health care providers in the expectation that
the quality of service will improve as a result of increased competition for customers.
The government is now publicizing the homepage, and its approach is relying on self-regulating forces within the health service. There are no financial incentives for insurers or health care
providers to participate in the collection of data or to disclose their
own data. Some insurers have opted to publish user experiences,
thus placing competitors under pressure to similarly make their
data available in the marketplace. As soon as a certain number of
providers and health insurers publish their performance data,
they will be followed by others who do not want to miss the opportunity of attracting patients or who do not want to be perceived
as unwilling to participate.
It is remarkable that this change in information policy has
received a broad social consensus. Patient organizations, traditionally a powerful force in the Netherlands, immediately lent
their support to the public disclosure of information. The government is therefore continuing on the course it embarked upon
with its 2006 reform. At that time, the Ministry of Health had
called upon the main actors in the health service to take responsibility for the process of developing and implementing the policy.
The origins of this reform are threefold.
± The Ministry of Health reformed the Dutch health insurance
system by setting up a new ªMarket and Consumersº directorate to stimulate and coordinate such policy initiatives.
± Some proactive insurers identified the need to obtain reliable
information for their own portfolios and funded relevant studies to develop reliable and comparable questionnaires for measuring user experiences.
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± Umbrella organizations introduced benchmarking projects
which likewise collected information on user experiences. Even
though this information was not originally intended for public
disclosure, public pressure eventually led to this.
It is expected that the public disclosure of performance information will be extended in future. In this sense, the new information policy has successfully been implemented. However, it is
much more difficult to say whether all the goals will be reached.
This will depend on the extent to which patients and the insured
make use of the information disclosed and on whether health
insurers and healthcare providers respond accordingly. The unintended effects of disclosing performance information have
already been studied and discussed in other countries, such as
the United States. Experts use the term ªperformance paradoxº to
indicate that quality and cost-effectiveness are dependent on
many factors, not solely on the disclosure of data. It is therefore
difficult to say what the influence of this policy will be. A first
evaluation of the Centre for Consumer Experience in Health Care
will take place in 2009.

Sources and further reading
Groenewegen, Peter P. ªUser-based public performance
information.º Health Policy Monitor, April 2008. www.
hpm.org/survey/nl/a11/1.
Arah, Onyebuchi A., et al. ªPsychometric properties of the
Dutch version of the hospital-level Consumer Assessment of Health Plans Survey instrument.º Health Services Research (41) 1 2006. 284±301.
Fung, Constance, Yee-Wei Lim, Soeren Mattke, et al. ªSystematic review: The evidence that publishing patient
care performance data improves quality of care.º Annals
of Internal Medicine (148) 2 2008. 111±123.
Kiesbeter Internet portal. www.kiesbeter.nl.
Stubbe, Janine H., Tanya Gelsema and Diana M.J. Delnoij.
ªThe Consumer Quality Index Hip Knee. Questionnaire
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measuring patients experience with quality of care after
a total hip or knee arthroplasty.º BMC Health Services
Research (7) 60 2007.
Stubbe, Janine H., Werner Brouwer and Diana M.J. Delnoij. ªPatients' experience with quality of hospital care:
the Consumer Quality Index Cataract Questionnaire.º
BMC Ophthalmology (7) 14 2007.
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South Korea: Database for Drug Utilization Review

South Korea has set its sights on combating the inappropriate
use of pharmaceuticals. The Ministry of Health and Welfare has
therefore required physicians and pharmacists to make use of a
database. This procedure is designed to detect prescriptions for
drugs that are unsuitable or that should not be combined with
other medications. The database will also indicate if any drugs
should not be prescribed for those under a certain age. The technology is designed to alert the physician to potential errors at the
time of prescription. If the physician nevertheless proceeds to
prescribe the drug in question, both the patient and the Health
Insurance Review Agency (HIRA) are informed.
In 2004, the Ministry of Health and Welfare had published a
list of drugs that presented a health risk if used together. In addition, the publication contains information about drugs which
should not be prescribed under a certain age. Although physicians and pharmacists had researched and developed the publication on behalf of the government, incorrect or unnecessary drugs
continue to be prescribed. The health authorities record approximately 20,000 cases of inappropriate prescriptions each year.
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By obligating those concerned to utilize the existing database,
South Korea is endeavoring to improve on the previous review
system. In the past, HIRA had detected inappropriate prescriptions during the process of claim review and reimbursement and
subsequently informed the patient. However, this information
often came too late, as the patient had long since taken the drugs.
The Ministry of Health and Welfare therefore decided to restructure the system so that patients and insurers are informed of
inappropriate prescriptions on a real time basis. The Korean Medical Association vehemently rejects the new directive, entitled
Drug Utilization Review. It maintains that the policy would
unfairly restrict a physician's autonomy in matters of prescriptions. The association is also concerned that the database could
be extended to restrict the physicians' freedom to issue prescriptions even further.
The physicians' strong opposition is receiving little public
support, mainly because the new policy is based on scientific evidence and provides information on the side effects of certain
combinations of drugs and on drugs intended for specific patient
groups. Furthermore, health insurers will in future no longer
reimburse physicians who do not use the software. The physicians are therefore expected to relent and conform to the new policy before long. The Ministry of Health and Welfare is actively
advertising the benefits of the new policy by issuing a series of
patient-oriented publications.

Sources and further reading
Kwon, Soonman. ªDrug Utilization Review.º Health Policy
Monitor, April 2008. www.hpm.org/survey/kr/a11/3.
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France: Electronic pharmaceutical records for patients

In 2007, the French government authorized the creation of electronic pharmaceutical records for patients. The pharmaceutical
association was entrusted with the task of implementing the project. This followed a similar proposal previously made by the association. Only pharmacists are to have access to the patients' electronic pharmaceutical files.
The data contained in the files lists all prescription and nonprescription drugs the patient has bought in the previous four
months. When a medication is purchased, the pharmacist can
quickly check the pharmaceutical file to establish which tablets,
pills, drops, injections or suppositories, if any, the patient has
taken in the preceding weeks and months. This enables iatrogenic risks and contraindicated drug combinations to be identified at an early stage, since the unintentional interaction of different medications can trigger adverse reactions in patients. This in
turn often necessitates further medical treatment which could
have been avoided.
Drug consumption in France is among the highest in the
world, irrespective of the field of medicine. When patients take a
number of medications at the same time, this may result in an
unnecessary consumption of drugs but more importantly, it may
present health risks. From a societal point of view, excessive drug
consumption is becoming a serious problem. According to estimates, 130,000 hospital admissions amounting to over a million
hospital days a year can be attributed to the incorrect or inappropriate consumption of drugs. Reviewing medications not only
enhances the quality of care for each individual patient but also
contributes to greater efficiency in the deployment of health care
funds.
In France, the plan is to set up an individual electronic pharmaceutical file for each insured person, subject to the patient's
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consent to their data being collected. The data in the pharmaceutical file identifies the medications, prescribed doses and the date
on which each item was dispensed. Neither the prescribing physician nor the drug manufacturer can be identified from the file.
Patients can have the file closed at any time or can deny access.
They can request a printout of the file's contents, for instance in
order to pass the information on to healthcare professionals in
the event of hospitalization. The patient can also refuse to allow
certain information to be recorded in his or her file. In this case,
a comment is added to the file to indicate that the data is incomplete.
The collection of patient data requires the authorization of the
central French data protection agency. The digital files are not
maintained by either druggists or pharmacists but by suitably
qualified IT service providers. Each pharmacist can only record in
the file such information as relates to the products purchased
from his pharmacy. The pharmaceutical file may only be
accessed in the presence of the patient. The patient's electronic
health insurance card, together with the pharmacist's professional e-card, serves as an access key.
At present, the project is being tested in eight departments. If
the test phase is successful, then pharmaceutical files will be
introduced throughout the whole of France. The long-term goal
is to integrate the pharmaceutical files into the patients' personal
medical records (PMR) (see Health Policy Monitor 6, p. 61). At the
moment, it is still not clear how patients who refuse to open a
pharmaceutical record can be encouraged to participate. So far,
there have been no particular financial incentives for them to do
so. On the contrary, penalties in the form of reduced reimbursement are currently being discussed as a means of encouraging
patients to make use of personal medical records.
The main concern of pharmacists in France is to enhance the
role they play within the health service. The pharmaceutical files
present them with an opportunity to draw upon their expertise to
contribute to the quality of healthcare provision. In the health
insurance reform of August 2004, it was announced that a personal medical record (PMR) was to be set up for every insured
person. However, this project, which was originally planned to be
rolled out in 2007, has not yet been implemented. This will prob75
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ably take several years more due to the conceptual, technical and
financial problems involved. Thus, the pharmacists now see the
introduction of pharmaceutical files as a simple first step towards
its implementation.
At the same time, pharmacists have been under extreme pressure to consolidate and justify their role and task description
within the healthcare system ever since it was proposed to open
up the market for OTC products. A law promulgated in April
2008 obligates pharmacists to display a list of nonprescription
OTC products. However, this also means that customers must
have free access to these products and be able to compare the prices of OTC medications, a market which has not yet been regulated.
The pilot project for the introduction of pharmaceutical records was launched in May 2007. The technology is currently
being tested, as is the acceptance of the system among pharmacists and patients. Pharmacists participating in the trial phase
confirm that the technology and the data transfer between pharmacists are working well. Approximately 14 percent of the pharmacists taking part were in six departments. Adapting the technology proved to be a relatively simple matter, since the pharmacists were already using software applications to distribute their
goods, for stock control purposes and to transmit their data on
prescription drugs to the regulatory authorities.
Patients expect to derive benefits from pharmacists having
access to more information on medications, since this may help
to avoid adverse side effects. According to data supplied by the
pharmaceutical association, approximately 80 percent of patients
in the pilot regions are taking part in the project. Health insurance funds and health facilities are supporting the project not
only at the level of legislation but also with funding. They anticipate on the one hand a qualitative improvement in the use of
drugs and on the other hand a reduction in expenditure. By contrast, healthcare professionals remain skeptical. They feel excluded from the initiative. The French Medical Council (CNOM)
objected to an additional patient file on pharmaceuticals being set
up separately from the personal medical record. The Council also
demanded that physicians be granted access to the data, but so
far they have failed to achieve this objective.
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The greatest challenge now is to adequately incorporate the
patients' self-medication into the database. In order to record
such products, the patient's insurance card would need to be presented, which until now has only been necessary when purchasing prescription drugs. Patients often fail to take the card with
them when they purchase nonprescription drugs. Furthermore,
medications are often purchased by women acting on behalf of
their partners, children and other family members. In such
cases, it would hardly be possible to allocate any particular drugs
to a specific member of a family.

Sources and further reading
Cases, Chantal, and Philippe Le Fur. ªThe pharmaceutical
file.º Health Policy Monitor, May 2008. www.hpm.org/
survey/fr/a11/2.
National French pharmaceutical association (Ordre National des Pharmaciens): www.ordre.pharmacien.fr.
Information portal on legislation in France: www.legi
france.gouv.fr.
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National Strategies

Health policymakers need objectives as a basis on which to work
together with the players concerned to select suitable forms of
implementation and to allocate available resources appropriately.
An obligation to guarantee an accessible, (qualitatively) appropriate and needs-based system of health care, which not only delivers the necessary services but is also cost-effective (see previous
chapter), and to ensure financial security in the event of illness is
laid down in the legal codes of the vast majority of countries. The
most frequently cited objectives in international literature relate
to quality, accessibility, equity, cost containment and cost-effectiveness. In the 1980s, the member states of the World Health
Organization (WHO) published a catalog of targets in the document Health for All, which on the one hand expressed their commitment to a policy of health promotion extending to many areas
of policy, but on the other hand refrained from formulating targets for healthcare systems in a specific sense. Many countries
have therefore paid little or no attention to the more narrowly
defined healthcare system in their catalogs of health targets
(Busse and Wismar 2002). Health targets can, however, provided
that they are systematically pursued, result in a shift away from
previous health policy, since they are based more on health outcomes (longer life and improved wellbeing) than on structural
indicators (e.g., the number of hospital beds or the number of
physicians working in the ambulatory sector).
It was not until its World Health Report 2000 that the WHO
looked in depth at health(care) systems and their targets. In this
report, three main objectives, together with a number of indicators derived from them, were presented to the general public for
debate: (1) attaining a level of good health, (2) responsiveness to
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the expectations of the population in regard to non-health matters, e.g., reducing waiting times and (3) fairness of financial contribution, i.e., all persons contribute an equivalent percentage of
their income to the health system.
All countries have independently pursued different strategies
in health policy and its reformsÐincluding decentralization, the
introduction or strengthening of the autonomy of service providers (see Health Policy Developments 1, p. 25) up to total privatization, patient-centeredness and patient participation (see Health
Policy Developments 3, p. 16, and Health Policy Developments 7/8,
p. 119) as well as freedom of choice and competition. However, it
is not often clear which of the broad health policy objectives referred to above are pursued through such strategies. Additionally,
there is often no empirical evidence by which to determine whether
the strategies concerned have attained them.
It must also be remembered that different countries choose very
different paths, i.e., both decentralization and (re)centralization
may be considered (see Health Policy Developments 3, p. 46) and
that some countries (such as South Korea) are merging their sickness funds in the interests of improved efficiency and greater
social justice, while other countries (such as the Netherlands or
Switzerland) are promoting competition between health insurers,
which on purpose also involves different levels of contribution. The
third aspect is that certain strategies pursued within a given country
may even be in conflict with each other. For instance, a consistent
process of decentralization such as in Spain can find itself in
direct conflict with the goals of cost reduction and social justice.
In the face of catalogs of health targets which partly ignore
the health systems and individual strategies pursued uncoordinated side by side and in some cases even in conflict with each
other, national governments are increasingly recognizing the need
for a truly comprehensive strategy which not only specifies targets, identifies the key players and designates effective and appropriate individual strategies, but also considers both implementation and evaluation. In the following sections, we report on two
such comprehensive strategies, one from Slovenia and one from
Finland, and two rather less comprehensive strategies on e-health
and competition, from Switzerland and the Netherlands respectively.
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Slovenia has been without an overall strategy for health policy
since 2004. There was no general program, neither for funding,
nor for the deployment of human resources, nor for dealing with
the consequences of demographic change. Local experts saw the
numerous shortcomings as the result of a lack of direction. The
introduction of a national health plan for the years 2008±2013
was intended to address a number of issues in a coordinated
manner, e.g., by developing the IT infrastructure, human resources planning in secondary care, quality assurance and reorganization of the healthcare infrastructure. The Health Ministry's bill
passed parliament in July 2008. However, a number of points
were still matters of debateÐmost of all the plans to continue privatization of the healthcare sector. A change of government in
September 2008 meant the end of the ªNational health plan
2008±2013.º Experts expect the new government to bring in an
alternative proposal in 2009 (Albreht 2008).
Finland intends to strengthen the cooperation between national
government, the municipalities, the regions and other stakeholders in the health system. A new health plan has now been developed setting out the overall targets and the measures for implementing them over the next four years. The main focus is on quality of service and equal access to health care. Plans involve changes
affecting health professionals, health promotion and prevention,
greater integration of primary and secondary care and the development of the IT infrastructure (see the report on Finland, p. 82).
In Switzerland, a number of cantons have independently been
developing and piloting the use of information technology for
health care applications. Now, a national e-health strategy is to provide the framework for implementing these techniques nationwide. A current strategy paper released in April 2008 lays down
the groundwork for this and consolidates the previous initiatives
into the overall concept of a Swiss e-health strategy. A new coordination group based at the Federal Office of Public Health (FOPH)
has been set up to overview the implementation of the strategy.
The new electronic network is to be developed nationwide by 2015
and is to include electronic patient records and an online health
portal (see the report on Switzerland, p. 85).
Ever since its last major structural reform of 2006, the Dutch
government has been actively pursuing a policy of fostering com81
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plan sets out
health policy
targets

Switzerland:
National e-health
strategy

Netherlands:
Competition in
secondary care

petition among insurers and service providers as a means of improving quality and providing more efficient care. Competitiveness is now being increasingly introduced in secondary care
through the creation of new specialist treatment centers, which
will provide a secondary care structure operating in parallel to
hospitals. This is intended to put pressure on hospitals to become
more innovative, more efficient and more patient-centered (see
the report on the Netherlands, p. 81).

Sources and further reading
Albreht, Tit. Resolution on the National Health Plan adopted.
Health Policy Monitor, October 2008. www.hpm.org/
survey/si/a12/4.
Busse, Reinhard, and Matthias Wismar. Health target programmes and health care servicesÐany link? A conceptual and comparative study (part 1). Health Policy (59) 3
2002: 209±221.
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Finland:
National Development Program for Welfare and Health Care

The Finnish government has drawn up a new health plan defining the overall targets of health care policy and the measures to
be taken to achieve them over the next four years. The National
Development Program for Social Welfare and Health Care (Finnish acronym KASTE) sets out targets and the procedures for regulating cooperation between the government, the municipalities
and other key players within the health service.
This program was previously known as the Social Welfare and
Health Care Target and Action Plan. Upon its election, every in82

coming government develops such a program for the following
four years. In 2007, a parliamentary resolution reformed the structure of these programs with KASTE as the result. The objective of
the reform was to further strengthen the steering function of the
program, for example by providing direct state funding for local
authorities. The state is to allocate S 25 million per annum to local
healthcare projects.
The three main objectives to be pursued by this new development program are (1) to reduce social marginalization and inequity among the population, (2) to enhance general wellbeing
and quality of life in all sectors of the populace and (3) to ensure
high quality, effective care and accessibility on a nationwide
scale. These broadly defined objectives were then broken down
into specific areas of action and detailed, quantifiable targets.
Alcohol consumption is to be reduced to the level of 2003, the
proportion of people of working age with a body mass index
(BMI) of over 25 is to be brought down to the level of 1998±2001,
the proportion of smokers aged 16±18 years is to be reduced from
22 percent to 17 percent and the mobility and health of elderly
people are to be improved. The number of home and leisure-time
accidents is to be reduced by 10 percent through preventive and
public information measures. In terms of health care, waiting
times are to be kept within the limits permitted by law. The shortage of physicians and regional differences in the density of secondary care are also accepted as challenges and are to be combated
in the long term.
The development plan also sets out measures to reach these
targets, including
± Strengthening health promotion structures
± Improving services for children and adolescents
± Securing sufficient human resources for social and health services and further strengthening the competence of personnel
± Improving the professionalism of management in the social
and health care sectors
± Empowering patients
± Strengthening primary care and in particular promoting greater
integration of primary and secondary care
± Creating a good practice network for disseminating information on new care initiatives
83

The program
defines targets
and measures

Objectives: equity,
quality of life and
high quality care

Implementation

± Further development of information and communications technology
± Further development of national quality guidelines
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regional meetings

State funding
increases chances
of success

The program was prepared by the Advisory Board of Social and
Health Care. The board is chaired by the Minister of Health, who
also takes on the leadership role. The board also consists of representatives from regional and local authorities, the Ministry of
Education and the Ministry of Employment and the Economy.
The board is active at three levels, those of state administration,
regional level and civil society. In addition, there are five regional
steering groups who share responsibility with the board for
implementation and follow-up at regional level.
The new KASTE development program is the result of detailed
preparation and consultation in which all players were involved.
For example, five regional meetings were arranged to allow the
municipalities to express themselves in detail.
The individual activities of the program are to be documented
and monitored annually. This will enable further measures to be
adopted, if deemed necessary.
A key component of the program is the annual contribution
by the state of S 25 million to fund local development projects.
This is in contrast to the previous program and considerably
increases the chances of the measures and instruments being
implemented and the stated targets actually being reached. The
municipalities and regional authorities have a key role to play in
implementing the program, but no penalties are foreseen if the
program is not implemented as planned.

Sources and further reading
Vuorenkoski, Lauri. ªNew national development programme.º Health Policy Monitor. April 2008. www.hpm.
org/survey/fi/a11/3.

84

e
ng
Ch
a

lua

tio
n

tio
n
Eva

nta
me
ple
Im

tio
n
is la

Leg

Po
lic
y

ot
Pil

Ide

a

pa
pe
r

Switzerland: National e-health strategy launched with e-card

Switzerland is set to introduce an electronic insurance card in
2009. Initially, this e-card will contain emergency data, organ
donor status and information on drugs taken by the patient and
will serve to simplify administrative processes. In the long term,
however, the intention is to develop the e-card into a detailed electronic patient record. It is a component of the Swiss e-health
strategy adopted in 2007 which is to be implemented nationwide
by 2015.
There are two main pillars to the Swiss e-health strategy. Firstly,
an electronic patient record, providing all patients with Internet
access to their own health records, as held by different providers.
This includes data on illnesses and health complaints, care status,
check-ups, preventive measures and information about the patient's insurance status. Secondly, a central online information
portal is to be set up to make health information from international organizations available to the national government, the
cantons and the municipalities. The Swiss vision for 2015 is an
ambitious one. Using their e-card as the key to an online information portal, all citizens are to be given permanent access from
wherever they are to their personal health data and personalized,
quality-assured health information. Electronic prescriptions, telediagnostics and teleconsultations will by then become standard
practice.
The use of e-health applications will enable all patients to actively manage their treatments and to participate in decisions on
matters of therapy. Information technology is to be used to inform patients about how they can help to plan their own therapy,
for example by deciding which data is to be stored and which is
not. Special training programs are to be set up to ensure that health
professionals and patients will be in a position to make full and
efficient use of the technology by 2015.
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The legal framework for the e-health strategy was created by
the 2004 Federal Health Insurance Act (FHIA). An initial pilot
project to test the application of electronic health care was
launched in the canton of Ticino in November 2004. The main
players in the health ssystem (physicians, pharmacists, health
insurers and patients) had agreed upon a concept and worked
closely with partners from industry through a steering committee. In addition to Ticino, the canton of Geneva had also launched
its own pilot project. There, an electronic patient record was set
up under the name ªe-toileº and gradually expanded into an electronic health network. At that time, an overall strategy for introducing telematic applications was already being discussed (see
Health Policy Developments 6, p. 56f).
The strategy paper of April 2008 now consolidates the previous initiatives into an overall concept. The Swiss Confederation
and the cantons have set up an e-health coordination group at the
operative level with a three-member team based at the Federal
Office of Public Health (FOPH). The equally new e-health steering committee set up by the national government and the cantons has already allocated subprojects.
The e-health initiative has come in for sharp criticism from
some stakeholders within the health service. Speakers for the
Swiss hospitals, for example, have expressed the view that what
Switzerland really needs is an overall healthcare strategy, rather
than a concept aimed specifically to promote e-health. They also
regard a coordination office for the cantons and the Confederation as superfluous. The physicians, furthermore, fear that the
database may not be adequately protected, for example from the
interests of health insurers. They evoke the specter of a ªglass
patient.º The insurers largely welcome the e-health strategy, but
are calling for greater transparency and clarity in terms of how
the implementation of the project is to be funded.
The general public, on the other hand, mostly welcomes the
project. From the point of view of Swiss citizens, there is no contradiction between confidentiality and the efficient transfer of
data. The majority of a focus group questioned in a survey carried
out by the Center for Technology Assessment (TA-SWISS) was in
favor of the electronic patient record. The Swiss people regarded
greater transparency and access to comprehensive documenta86

tion of their entire health history as more important than potential cost-savings (Rey 2008).

Sources and further reading
Crivelli, Luca. ªToward one national e-health strategy.º
Health Policy Monitor. April 2008. www.hpm.org/survey/
ch/a11/3www.hpm.org/survey/ch/a11/3.
TA SwissÐZentrum für Technologiefolgeabschätzung.
ªFür ein effizienteres Gesundheitswesen. Bericht zum
Dialogverfahren eHealth publifocus und elektronisches
Patientendossier.º Center for Health Technology Assessment. Report on focus group on electronic patient record.
www.ta-swiss.ch/a/info_eHealth/Bericht%20publifocus_
ehealth_d.pdf.
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Netherlands:
Rise in the number of independent treatment centers

In the Netherlands, there are now 180 independent specialist
treatment centers for ambulatory care (Independent Treatment
Centers or ITCs). The number of these has risen rapidly since the
year 2000 and now exceeds the number of hospitals by a factor of
two. The background to this is a radical shift in healthcare policy
in the area of specialist medical care. Even at the time of the 2006
structural reform, it was central to the government's political
strategy to strive to contain increases in the cost of health care
and promote better quality of care through enhanced competition
among health insurers and service providers. Now, greater atten87
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tion is also to be paid to fostering competition in the secondary
outpatient sector.
Only a few years ago, the government had rather sought to
discourage the setting up of ITCs, for example through negative
incentives in the remuneration system. The reason given at the
time was that the existing capacity for specialist care was already
far more than adequate. However, this policy changed fundamentally during the late 1990s and above all in the early 2000s. Now,
these ITCs are increasingly being seen as instruments for promoting competition in the hospital sector. The government is
speculating that increasing the number of ITCs will improve the
quality of care in the hospital sector and reduce waiting times.
Competition is also expected to make hospitals more efficient
and more patient-driven.
Some of the former highly restrictive regulations which had
been in force since 1998 were abolished some time ago. This
included the precondition of waiting lists existing for the respective indications in the region, the stipulation that a center must
cooperate with a local hospital and the requirement for the province concerned to approve the setting up of an ITC. With the introduction of a follow-up law in 2006 (the Health Care Providers
Permit Act), even greater freedom was introduced. Since then,
ITCs have even been able to admit patients for overnight stays.
The funding arrangements have also been reformed and a system of fixed case fees, known in the Netherlands as Diagnosis
Treatment Combinations (Dutch acronym DBCs), adopted. While
fixed prices exist for the majority of DBCs, certain ones can be
negotiated freely between hospitals and health insurers. The new
centers are therefore operating in direct price competition with
the hospitals. In 2006 and 2007, the proportion of fully negotiable
prices amounted to 10 percent of the total expenditure on hospital care, and this rose to 20 percent in the first half of 2008.
There are now a total of 180 new centers, most of which are
dermatology clinics (45), followed by ophthalmology (29), general
surgery (20), orthopedics (11), radiology (13), cardiology (10) and
dialysis clinics. They offer comprehensive routine care. The remuneration is regulated by the health insurance law. This means
that a patient has access to a given ITC if his insurer has entered
into a contract with the center in question. Most ITCs are founded
88

by medical specialists, often in collaboration with the hospital
with which they are affiliated, and a private investor. Hospitals
are now increasingly tending to found their own centers in order
to forestall any loss of market share. The overall cost of services
provided by ITCs currently accounts for about one percent of the
total expenditure on hospital care. The number of employees in
the centers seldom exceeds four or five; many specialists only
work part-time in the ITCs and spend the rest of their working
time at the hospitals to which they are attached.
Whether this opening up of the market will have a positive
effect on cost-efficiency remains to be seen. Firstly, there is a serious risk of overcapacity, and secondly, savings made in this sector
could lead to cost increases in another sector. On the whole, however, independent experts take a positive view. The ITCs will give
patients more choice of where they are treated and health insurers will have more alternative contractual partners to choose
from. Experts see the potential gain through ITCs less in the leveraging of market share and more in the positive impact that this
new element of competition might have on the services and quality of care offered by existing hospitals (Maarse and BartholomØe
2008: 191).

Sources and further reading
Maarse, Hans. ªIndependent treatment centers in the Netherlandsº. Health Policy Monitor. April 2008. www.hpm.
org/survey/nl/a11/2.
Maarse, Hans, and Yvette BartholomØe. Course and Impact
of Market Reform in Dutch Healthcare Uncertain. Intereconomics (43) 4 2008. 189±194.
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Estonia: National health information system launched

Estonia continues to pursue its ambitious plans for setting up a
national health information system to be implemented nationwide by 2013. Following a number of successful pilot projects carried out since 2007, the main components of the Estonian Health
Information System (EHIS) were introduced on a national basis
in the fall of 2008. These consist of digital health records, a digital
imaging database, digital prescriptions and an online appointment management system.
The Estonian government has been working towards a comprehensive health information system since the year 2000. The
goal is to set up a central database using unified IT standards
which will enable all participants to exchange data within the
healthcare system. The central institution is a private, nonprofit
foundation, the Estonian eHealth Foundation (EHF), which was
established by hospitals and professional associations at the end
of 2005 (see Health Policy Developments 6, p. 62±64).
Four major subprojects were launched by September 1, 2008:
± A digital health record (DHR) as the backbone of the system.
This is where all providers will store their data
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± A digital image database to archive all diagnostic images of he
patients and make them available through a single online portal
± A digital registration and referral system to manage appointments for patients and service providers
± A digital prescription database to store information on individual prescriptions for the use of physicians, pharmacists, patients
and the foundation
EU funding ran out
in summer 2008

Implementation
anchored in law

Physicians uneasy
about transparency

Providing the necessary professional training for employees within
the health service turned out to be problematic. Litigation over
the legality of the procurement process delayed the launch of
the training program. As a result, every one of the approximately
9,000 potential users in Estonia had to be trained between April
and August 2008. There was a good reason for this urgency, since
the European Commission had allocated about S 640,000 to fund
the training program, but this source of funding was set to dry
up in August 2008. All in all, 85 percent of the total project costs
of S 2.6 million was financed out of EU structural funds.
The main challenge for the future is the question of sustainable financing for the project. If the government has its way, all
service providers will pay a fee to the system operators. The providers, however, oppose this idea and insist that the state should
bear the costs of implementing and running the system.
In order to ensure that the database is introduced, the government has embedded it in legislation. At the end of 2007, parliament approved an amendment to the Health Services Organization Act, legally defining the need for a health information system
and making it mandatory for all healthcare providers in Estonia
to join the information system.
Whereas the government is pressing ahead with the introduction of the EHIS, the opinions of other stakeholders are divided.
Providers oppose the idea of their services being monitored
through an online portal. They are also uneasy about an excessive
degree of transparency towards the patients, a concern which has
found its way into the new legislation, since physicians can now
restrict a patient's access to information for six months if they
consider its release to be a threat to the patient's life or wellbeing.
Whether service providers support or oppose the health information system may depend on whether or not the institution con92

cerned is a member of the board of the system's coordinating body,
the Estonian eHealth Foundation (EHF). The Estonian Medical
Association (EMA), for example, is not a member of the EHF board
and is harsh in its criticism of the project. It fears that physicians
will be required to update and manage the data, which would
occupy too much of their time and consequently lead to a deterioration in the quality of health care. The Estonian Hospitals Association, on the other hand, is a member of the EHF board and is
supportive of the project. Nevertheless, the association is critical
of the speed with which the system is being implemented and is
concerned that staff may not be fully trained in using the system.
The Estonian Health Insurance Fund, a member of the EHF
board, fully supports implementing the system. Above all, the
insurer expects to benefit from greater transparency of the services provided. Patients and insurance beneficiaries also welcome
the new information system. In a nationwide survey, 75 percent
of the respondents believed that the health information system
could be expected to improve coordination between the different
sectors and service providers, speed up processes and reduce
errors in treatment. Despite all obstacles, Estonia is at the forefront of European e-health initiatives.

Sources and further reading
Läänelaid, Siret, and Ain Aviksoo. National Health Information System in Estonia. Health Policy Monitor. April
2008. www.hpm.org/survey/ee/a11/4.

93

Insurer welcomes
greater
transparency

Public visibility
Impact
Transferability

EKO achieves
its goals

Reimbursement
according to traffic
light system

n
Ch

an
g

e

tio
alu
a
Ev

me
n
Im
ple

isla
tio
n
Leg

Pol
ic

t
Pi l o

Ide
a

yP
ap
er

ta

tio

n

Austria:
Code of reimbursement contains cost of pharmaceuticals

Austria has been successful in its efforts to contain expenditure
on pharmaceuticals. Between 2000 and 2006, the average cost
increase per annum amounted to 4.8 percent. In absolute terms,
expenditure on pharmaceuticals rose from S 1,644 million in
2000 to S 2,180 million in 2006. However, if allowance is made
for the harmonized index of consumer prices (HICP), which
includes not only prescription drugs but also OTC products, nonprescription drugs and homeopathic medicines, then expenditure
rose in real terms by an average of only 2 percent per annum over
this period.
In 2004, the former Index of Medicinal Products was replaced
by the Code of Reimbursement (German acronym EKO) which
regulates the reimbursement of pharmaceuticals and generic
medicines. This took place against a background of drastic increases in expenditure on pharmaceuticals. These costs had increased from S 715 million in 1990 to S 1,553 million in 1999, in
other words they more than doubled. The health policy goal was
therefore to roughly halve the annual expenditure growth rate of
9 percent.
The introduction of EKO has played a major role in containing costs (see figure 1). In 2005 and 2006, expenditure rose by
only 2.9 percent per annum. The main policy goal of an annual
increase of between 3 and 4 percent was therefore reached. Furthermore, the second policy goal was also achieved, namely to
increase the use of generic products to approx. 20 percent in volume terms.
The introduction of the new Code of Reimbursement in 2004
was the main project of recent years. This is a mechanism by
which reimbursement is determined by means of a color code
assigned to each pharmaceutical product. The green box contains
94

Figure 1: Nominal annual growth rate for health insurance
expenditure on pharmaceuticals
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all pharmaceuticals which are automatically reimbursed. The yellow box contains those which offer an additional therapeutic benefit above and beyond conventional products. This is divided
again into a dark yellow box containing products which are only
to be reimbursed if prior approval is given by the physician
responsible at the health insurance fund and a light yellow box
containing drugs which are subject to approval after treatment.
The red box contains all drugs for which reimbursement applications are pending. Finally, there is a `No' box. This contains medicines which are licensed in Austria but not eligible for reimbursement by health insurance funds (see also Health Policy Developments 2, p. 57f).
Pharmaceuticals are assigned to their color-coded boxes chiefly
on the basis of economic factors. Innovative products normally
land straight in the dark yellow box. The main point of reference
for pricing is the average price of the product in the EU. Products
in the yellow box must not under any circumstances be more
expensive than the EU average, while those in the green box
must be priced below the average for the EU. Generics are approved
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according to a system of price tiers which is similarly based primarily on cost factors. This means that the price of the first
generic product must be 48 percent less than the cost of the original patented brand. Each subsequent generic must be offered at
a price less than its predecessor, initially by 15 percent, then by
10 percent, always compared to the immediately preceding generic
product.
Patient co-payments currently amount to about 20 percent of
the total cost of pharmaceuticals. In absolute terms, this means
that in 2006, patients contributed S 371 million towards the cost
of pharmaceuticals out of their own pockets, either in the form of
co-payments or by paying outright for medicines. In 2000, this
figure had been only S 271 million. This increase led the government to introduce a cap on co-payments as from January 2008.
Since then, co-payments may not exceed 2 percent of gross annual
income, whilst prescription charges are fixed at S 4.80 per item.
These measures are intended to ensure fairness and equality in
the provision of care.
The current debate on the cost of pharmaceuticals also raises
the issue of the rate of VAT on medicines. Both the health insurance funds and the Austrian Chamber of Pharmacists considered
the current 20 percent rate of VAT to be too high and advocated
cutting it to 10 percent. When compared to other EU member
states, only Denmark (25 percent) and Bulgaria (200 percent) had
higher rates of VAT for prescription drugs than Austria (European Commission 2008). On 24 September 24, 2008, the issue
was decided by the National Council: As from 1 January 2009
onwards, the VAT rate on pharmaceuticals in Austria has been
reduced to 10 percent.

Sources and further reading
Bittschi, Benjamin, Maria H. Hofmarcher and Markus
Kraus. Pharmaceutical Price PolicyÐFollow-up Report.
Health Policy Monitor. April 2008. www.hpm.org/survey/
at/a11/3.
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European Commission. VAT Rates Applied in the Member
States of the European Community. Brussels, July 1,
2008. DOC.2441/2008ÐEN.
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United States: Evaluating pay for performance initiatives

In the United States, Medicare, the federal health insurance
scheme for the over-65s, has recently expanded its pay for performance (P4P) initiatives. The new arrangements apply primarily to hospitals. Authorized by the 2005 Deficit Reduction Act
(DRA) with implementation beginning October 2008, Medicare
will no longer reimburse hospitals for avoidable complications
ensuing during a hospital stay.
First the DRA created greater incentives for hospitals to report
quality data. Hospitals face financial penalties if they do not
report their data. Until 2007, hospitals would in such cases face a
0.4 percent reduction in their annual payment update from Medicare funds, but with effect from 2008, this reduction has been
increased to 2 percent. The DRA has also ordered the Centers for
Medicare and Medicaid Services (CMS) to draw up a purchasing
plan for the hospital sector. This plan is to be based on the quality
data collected and is to come into force in 2009. The quality data
will also be published on Compare, the Internet-based hospital
comparison list developed under the auspices of Medicare (see
also Health Policy Developments 5, p. 39). These new initiatives
mean that Medicare is increasingly taking on a leadership role
within the P4P program.
Improving the quality of care remains a key concern of American health policy. Each year, thousands of medical errors and
preventable deaths are documented. Only about half of adult pa97
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tients receive evidence-based treatment. It is also well established
that there are wide regional variations in health care and that
existing payment mechanisms have so far offered little incentive
to improve the quality of available care. Measures introduced
under the heading of P4P employ a system of financial rewards
and penalties to encourage health care providers to continuously
improve the quality of their services. This link between quality
and money also forms the basis of the Medicare initiatives (see
Fenley 2006).
In 2002, the state of California became the home of the first
P4P initiatives to become legally binding. The stakeholders, i.e.,
insurers, physicians, researchers and experts from industry, had
previously negotiated standardized success indicators. In addition
to clinical quality, these also included patient evaluations. This
agreement served as the basis for the subsequent allocation of
funds (see Health Policy Developments 1, p. 44f).
In the last five years, P4P has become widely implemented.
About 60 percent of all private Health Maintenance Organizations (HMOs) have a P4P program. California still counts as the
pioneer of the P4P movement and also boasts one of the most farreaching cooperative arrangements between purchasers (health
plans), providers and employers. But other countries are also
experimenting with quality-based reimbursement (see Koppel et
al. 2007 on Estonia and Oliver 2007 on the United Kingdom).
In 2004 and 2007, the first generation of P4P initiatives were
evaluated on a series of process measures, and the results showed
that in most cases incentive programs had been set up to encourage providers to improve their quality of service. Early P4P programs measured only discrete indicators in health care, such as
vaccination rates. Then in 2007, the catalogs were expanded to
include health outcomes, cost-efficiency, patient satisfaction and
the use of information technology. Initially, these programs were
directed mainly at primary care physicians, but later specialists,
above all those working in group practices, were also included.
Only 7 percent of P4P projects have so far been evaluated
in terms of the quality improvement they were intended to achieve.
In 38 percent of the cases evaluated, quality improvements were
reported, in 42 percent there were mixed results and 20 percent
showed no change. Probably the most heavily anticipated evalua98

tion of Medicare's P4P Premier Hospital Quality Incentive Program indicated an improvement in the quality indicators of all
clinical specialties under evaluation. This evaluation led to the
enactment of the DRA in 2005.
The bottom line, however, is that most of the P4P programs
have so far failed to achieve improvements in the quality of care
to the extent that had been anticipated five years ago. Nevertheless, the evaluations of the first generation of P4P initiatives enable conclusions to be drawn about how programs can be made
more effective and more closely interlinked. On the basis of these
evaluations, the following areas of action can be identified:
± First, providers receive a bonus based on absolute or relative
quality data. Those providers already above the threshold can
receive bonuses by continuing their current practices. They
have no need to invest in quality improvement. Similarly, an
incentive to achieve a continuous improvement in quality has
no effect on providers who fall short of the threshold and lack
the resources to ever move above it (Rosenthal et al. 2007). A
system based on relative performance, on the other hand, promotes competition among providers, but does not encourage
them to share their insights and jointly develop effective programs. Processes which reward improvements also have their
drawbacks. Even top performers often find themselves unable
to make quality improvements which are large enough to
earn them a significant bonus (Rosenthal et al. 2006).
± Second, the size of the bonuses varies greatly and so far most
do not have a significant impact on the providers' income
because the amount of money being distributed is small. In
addition, since most providers have contracts with several insurers, P4P rules may only apply to a small number of patients
from any given health plan, thus rendering the bonus payments largely insignificant (Trude, Au and Christianson 2006).
± Third, the insurers use very different quality indicators in their
programs. Providers often complain that they must familiarize themselves with different methods of measurement and
different incentive systems, which in turn increases the administrative burden. Furthermore, they also report that different plans can give conflicting scores for the same basic conditions (Trude, Au and Christianson 2006, Mehrotra et al. 2007).
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In summary, it can be said that P4P is increasingly being seen
as a necessary first step towards reforming the whole system of
remuneration and improving quality. Many actors in health policy are keeping a very close eye on how Medicare uses this new
instrument.

Sources and further reading
Petigara, Tanaz, and Gerard Anderson. ªPay for Performance in the U.S.ÐAn Update.º Health Policy Monitor.
April 2008. www.hpm.org/survey/us/a11/2.
Deficit Reduction Act of 2005. p. 1932 Section 5001 Public
Law No. 109±171.
Fenley, Jennifer A. ªMedicare `Pay-for-Performance' Initiatives.º Health Policy Monitor. 12/04/2006. www.hpm.org/
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Koppel, Agris, Ain Aaviksoo and Gerli Paat. ªPerformance
payment for Family DoctorsÐfollow up.º Health Policy
Monitor. 12/10/2007. www.hpm.org/survey/ee/a10/4.
Lindenauer, Peter K., Denise Remus, Sheila Roman et al.
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Quality Improvement. New England Journal of Medicine
(356) 5 2007. 486±496.
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survey/uk/a11/4.
Rosenthal, Meredith B., Richard G. Frank, Li Zhonge, and
Arnold M. Epstein. Early Experience with Pay for Performance: From Concept to Practice. Journal of the
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1895±1902.

100

Rosenthal, Meredith B., Bruce E. Landon, Katherine Howitt
et al. Climbing Up the Pay-for-Performance Learning
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United States: Can the Oregon Health Plan be rescued?
In January 2008, the government of the state of Oregon made a
further attempt to tackle the problem of the uninsured and to rescue the Oregon Health Plan (OHP). The founder of the Oregon
plan, John Kitzhaber, was among those trying to rescue this
ambitious and much respected health insurance program for citizens on the poverty line and those with low incomes.
Kitzhaber, a qualified physician and former Democratic governor of Oregon, introduced the OHP during his term of office and
is still an ardent champion of health service reform in Oregon. To
this end, he founded the Archimedes Movement, an advocacy
project operating under the auspices of the Foundation for Medical Excellence. Further stakeholders include current and former
OHP enrollees, hospitals and managed care providers, taxpayers,
charities, the state government and the federal government. It is
noteworthy that many different stakeholders are involved in the
process and strongly support the restructuring measures. In addition to Kitzhaber, these include the current governor, Ted Kulongoski; senators Alan Bates and Ben Westlund, all three of them
Democrats; advocacy groups representing the uninsured and a
number of advisory boards.
In 1989, the west coast state of Oregon became one of the first
states to receive a waiver to restructure the its state Medicaid pro101
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gram, which it did by creating the Oregon Health Plan (OHP).
Some 120,000 low-paid workers were enrolled and the number of
uninsured persons fell from 18 percent in 1994 to 10 percent in
1998. From that moment on, Oregon counted as a pioneer
among the federal states, since it had succeeded in improving
access to health coverage. But in the ensuing years, OHP was
repeatedly restructured in order to put the plan on a sound financial ground, and political support for the OHP initiative began to
wane at the end of the 1990s.
With the onset of the economic downturn, the benefit basket
was gradually reduced from 2003 onwards (see also Health Policy
Developments 3, p. 60). The state government increased premiums, introduced co-payments and cut a number of benefits, such
as dental coverage and mental health care. This streamlined
insurance plan was given the name OHP 2 and was later subdivided into OHP Plus and OHP Standard. OHP Plus was targeted
at those who qualified for Medicaid and remained largely
untouched by the restructuring. OHP Standard was intended to
provide coverage for all those who had been reached by the
extended criteria of the first Oregon Health Plan. As a rule, this
meant people who were living on the poverty line, but whose
income was too high for them to be eligible for the nationwide
Medicaid program.
The monthly premiums for health coverage under OHP
Standard lay between US$6 and US$20. There were exceptions
for the unemployed and the homeless, but the costs were still
beyond the budget of many Oregonians. Furthermore, co-payments were introduced in 2003, amounting to at least US$5 for
each visit to a doctor and as much as US$250 for a stay in hospital. Anyone who missed a payment had to wait six months before
they were entitled to re-enroll in the program. In addition, physicians and pharmacists were allowed to deny services to patients
who were unable to make the co-payments.
As a result of these draconian measures, some 615,000 residents of Oregon once again found themselves without insurance
in 2008. This corresponds to about 17 percent of the population.
The number of those insured by OHP Standard had fallen dramatically over the years. Whereas there were about 88,000 persons enrolled in March 2003, by early 2008 the plan had only about
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18,000 members (see table 1). Studies carried out by the Oregon
Health Research and Evaluation Collaborative (OHREC) show
that the cuts in OHP often had serious consequences for the former insured. The result was that they had virtually no access to
health care, experienced serious financial difficulties and finally
suffered a general decline in health.
Table 1: Number of persons enrolled in OHP Standard, 2003±2008
Month/year

OHP Standard enrollees

03/2003

88,874

09/2003

50,000

10/2004

46,520

Early 2005

38,000

Late 2007

19,000

Early 2008

18,000

Source: Conis 2008

There is a pressing need for new initiatives. In 2006, Oregon responded by creating a new advisory body, the Oregon Health Fund
Board, tasked with developing a plan to reduce costs, ensure quality and provide at least a minimum for coverage to all Oregonians. At present, the board is collecting information from various state agencies and holding a series of community meetings
to obtain the views of the public.
In January 2008, the government decided to allow new members to enroll for OHP Standard. 3,000 new members were to be
enrolled in March and a further 3,000 in April, with admissions
to be decided by means of a lottery. The hope of improving one's
social status through health insurance coverage is evidently widespread. More than 83,000 residents of Oregon entered their names
in the lottery.
The health plan, however, continues to face fiscal challenges
and will likely continue to face restructuring. A 2008 change in
federal law forced Oregon to reconfigure a tax on health care providers that had been used to fund the state plan. In November
2008, the state's Health Fund Board presented the governor with
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a new set of recommendations to further reform the state's health
care system and continue to expand coverage of the uninsured.

Sources and further reading
Conis, Elena, and Carol Medlin. ªUpdate on Oregon Health
Plan (OHP) Restructuringº. Health Policy Monitor. April
2008. www.hpm.org/survey/us/c11/2.
Colburn, Don. Panel Keeps $6 Health Plan Fee. The Oregonian. January 7, 2005.
Colburn, Don. Thousands Enter Health Plan Drawing.
The Oregonian. January 29, 2008.
Healthy Oregon Act. www.hopeforahealthyoregon.com/
overview.php.
LeCouteur, Gene, Michael Perry, Samantha Artiga and
David Rousseau. The Impact of Medicaid Reductions in
Oregon: Focus Group Insights. Kaiser Commission on
Medicaid and the Uninsured. December 2004.
Mann, Cindy, and Samantha Artiga. The Impact of Recent
Changes in Health Care Coverage for Low-Income People:
A First Look at the Research Following Changes in Oregon's
Medicaid Program. Kaiser Commission on Medicaid and
the Uninsured. June 2004.
Oregon Progress Board. Health Insurance. www.oregon.
gov/DAS/OPB/2005report/obm54.shtml
Wright, Bill J. et al. Impact of Changes to Premiums, Costsharing, and Benefits of Adult Medicaid Beneficiaries: Results from an Ongoing Study of the Oregon Health Plan.
The Commonwealth Fund. July 2005.
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The International Network
Health Policy and Reform

Since 2002, the International Network Health Policy and Reform
has brought together health policy experts from 20 countries
around the world to report on current health reform issues and
health policy developments in their respective countries. Geared
toward implementation, the Network aims to narrow the gap
between research and policy, providing timely information on
what works and what does not in health policy reform.
Participating countries were chosen from a German perspective. We specifically looked for countries with reform experience
relevant for Germany. Partner institutions were selected taking
into account their expertise in health policy and management,
health economics or public health. Our network is interdisciplinary; our experts are economists, political scientists, physicians
or lawyers. Many of them have considerable experience as policy
advisers, others in international comparative research.
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Australia

Centre for Health Economics Research and Evaluation
(CHERE), University of Technology, Sydney

Austria

Institute for Advanced Studies (IHS), Vienna

Canada

Canadian Policy Research Networks (CPRN), Ottawa

Denmark

Institute of Public Health, Health Economics,
University of Southern Denmark, Odense

Estonia

PRAXIS, Center for Policy Studies, Tallinn

Finland

STAKES, National Research and
Development Center for Welfare and Health, Helsinki

France

IRDES, Institut de Recherche et
de Documentation en Economie de la SantØ, Paris

Germany

Bertelsmann Stiftung, Gütersloh
Department of Health Care Management,
Berlin University of Technology (TUB)

Israel

The Myers-JDC-Brookdale Institute,
Smokler Center for Health Policy Research, Jerusalem

Japan

Kinugasa Research Organization, Ritsumeikan University,
Kyoto

Netherlands

Department of Health Organization, Policy and Economics
(BEOZ), Faculty of Health Sciences, University of Maastricht

New Zealand

Centre for Health Services Research and Policy (CHSRP),
University of Auckland

Poland

Institute of Public Health, Jagiellonian University, Krakow

Singapore

Department of Community, Occupational and
Family Medicine, National University of Singapore (NUS)

Slovenia

Institute of Public Health of the Republic of Slovenia,
Ljubljana

South Korea

School of Public Health, Seoul National University

Spain

Research Centre for Economy and Health
(Centre de Recerca en Economia i Salut, CRES),
University Pompeu Fabra, Barcelona

Switzerland

Institute of Microeconomics and Public Finance (MecoP),
Università della Svizzera Italiana, Lugano

United Kingdom

LSE Health & Social Care, London School of Economics and
Political Science (LSE)

United States

Institute for Global Health (IGH), University of California
Berkeley/San Francisco; Department of Health Policy and
Management, Johns Hopkins Bloomberg School of Public
Health, Baltimore
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Survey preparation and proceedings
Issues were jointly selected for reporting based on what the network partners identified as the most pressing issues for reform.
Subsequently, the issues were arranged into clusters:
± Sustainable financing of health care systems (funding and
pooling of funds, remuneration and paying providers)
± Human resources
± Quality issues
± Benefit basket and priority setting
± Access
± Responsiveness and empowerment of patients
± Political context, decentralization and public administration
± Health system organization/integration across sectors
± Long-term care
± Role of private sector
± New technology
± Pharmaceutical policy
± Prevention
± Public health

Reporting criteria
For each survey, partner institutes select up to five health policy
issues according to the following criteria:
± Relevance and scope
± Impact on status quo
± Degree of innovation (measured against national and international standards)
± Media coverage/public attention
For each issue, partner institutions fill out a questionnaire aimed
at describing and analyzing the dynamics or processes of the idea
or policy under review. At the end of the questionnaire, our correspondents give their opinion regarding the expected outcome of
the reported policy. Finally, they rate the policy in terms of system dependency/transferability of a reform approach.
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The process stage of a health policy development is illustrated
with an arrow showing the phase(s) a reform is in. A policy or idea
does not necessarily have to evolve step by step. Also, depending
on the dynamics of discussion in a given situation, a health policy
issue may well pass through several stages during the time observed:

Idea refers to new and newly raised approaches voiced or discussed in different forums. Idea could also mean ªearly stageº:
any idea present but not anywhere near formal inception. In this
way, a ªstock of health policy ideas in developmentº is established, permitting the observation of ideas appearing and disappearing through time and ªspace.º
Pilot characterizes any innovation or model experiment implemented at a local or institutional level.
Policy paper means any formal written statement or policy
paper short of a draft bill. Included under this heading is also the
growing acceptance of an idea within a relevant professional community.
Legislation covers all steps of the legislative process, from the
formal introduction of a bill to parliamentary hearings, the activities of driving forces, the influence of professional lobbyists and
the effective enactment or rejection of the proposal.
Implementation: This stage is about all measures taken towards
legal and professional implementation and adoption of a policy.
Implementation does not necessarily result from legislation; it may
also follow the evidence of best practices tried out in pilot projects.
Evaluation refers to all health policy issues scrutinized for
their impact during the period observed. Any review mechanism,
internal or external, mid-term or final, is reported under this heading.
Change may be a result of evaluation or abandonment of development.
108

Policy ratings
A second figure is used to give the reader an indication of the
character of the policy. For this purpose, three criteria are shown:
public visibility, impact and transferability.
Public visibility refers to the public awareness and discussion
of the reform, as demonstrated by media coverage or public hearings. The ratings range from ªvery lowº (on the left) to ªvery highº
(on the right).
Impact: Ranging from ªmarginalº (on the left) to ªfundamentalº (on the right), this rating criterion illustrates the structural or
systemic scope and relevance of a reform given the country's current health care system.
Transferability: This rating indicates whether a reform approach
could be adapted to other health care systems. Our experts assess
the degree to which a policy or reform is strongly context-dependent (on the left) to neutral with regard to a specific system, that
is, transferable (on the right).
The figure below illustrates a policy that scores low on visibility and impact but average on transferability.
Public visibility
Impact
Transferability

Project management
The Bertelsmann Stiftung's project team of the International Network Health Policy & Reform organizes and implements the
half-yearly surveys. The Department of Health Care Management, Berlin University of Technology (TU Berlin), assisted with
the development of the semi-standardized questionnaire.
Reports from the previous ten and the eleventh survey round
can be looked up and researched on the network's Web site,
www.healthpolicymonitor.org. Both these reports and this publi109

cation draw upon the partner institutions' reports and do not necessarily reflect the Bertelsmann Stiftung's point of view.
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Reform tracker countries

(Country, Topic, Title, HPD Issue, Page)

Australia
Evaluation in health care
Evaluation of HealthConnect; VI, 19
Health Technology Assessment at local level; XI, 55
Funding and reimbursement
Private health insurance incentive scheme; I, 22
More private health insurance products; VII/VIII, 82
Return to public financing for dental care; IX, 79
Health and aging
National Strategy for an Ageing Australia; II, 24
Human resources for health
Policy responses to chronic and acute shortages in the nursing work force; II, 67
Reforms to reverse past mistakes; VII/VIII, 166
Information and communication technologies
Guideline database for cancer therapy; VI, 70
Integration of care/coordination of care
Coordinated care trials; III, 29
Options for cancer treatment; VI, 42
Chronic care collaboratives; VI, 39
Mental health
Beyond BlueÐNational depression initiative; IV, 21
Payments for psychotherapy services; IX, 50
Patients' safety
HealthConnect; V, 41
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Pharmaceutical policies
Drug evaluation and free-trade agreement with the United States; V, 71
Price reform creates two classes of medicines, X, 110
Primary care
Primary care collaboratives; III, 28
General practitioners' remuneration; IV, 48
Public health and prevention
Optimizing cancer management: The New South Wales Cancer Institute; II, 86
Bowel cancer screening for persons over 55; VII/VIII, 198
States willingly pay for public health; IX, 101
More information to reduce number of cesareans; XI, 62
Quality management
Protection for whistleblowers; X, 97

Austria
Advancing healthcare organization
Health purchasing agencies; III, 46
Health Reform 2005; IV, 68
Structural Plan for Health Care strengthens federal states; VII/VIII, 32
± More coordination and proximity through federal-state initiatives; IX, 26
Funding and reimbursement
Adjustment of health insurance contribution rates; I, 20
Health and aging
Family hospice sabbatical; II, 32
Ten years of LTC coverage; II, 39
Legalizing illegal home care; X, 29
Information and communication technologies
Health Telematics Act; VI, 65
Patient orientation and participation
Law to protect the will of the individual; VII/VIII, 126
Pharmaceutical policies
Criteria for reimbursable drugs and promotion of generics; II, 57
Code of reimbursement contains costs of pharmaceuticals; XI, 94
Primary Care
Ambulatory care centers on hold; XI, 25
Public health and prevention
Pricing policies, smoking bans and telephone quitline to reduce tobacco
consumption; VII/VIII, 218
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Canada
Access
Is the healthcare guarantee losing ground? IV, 37
Will the government abandon healthcare guarantees?; VII/VIII, 226
Human resources for health
A coordinated and comprehensive approach to health human resource planning;
II, 73
Interprofessional education; VI, 78
Pan-Canadian planning to counter personnel shortages; VII/VIII, 161
Integration of care/coordination of care
Public insurance to cover post-acute home care; I, 47
Primary-care reform; III, 33
Local health integration networks in Ontario; VI, 44
Mental health
National strategy for mental health; VII/VIII, 56
Patient orientation and participation
Independent health-policy advice; III, 23
Ontario: Visions for the future of healthcare; IX, 32
Public health and prevention
United States, Switzerland, New Zealand, Canada: Who should pay for HPV
vaccination? X, 58
Quality management
Independent council for quality improvement; I, 37
Independent council for quality improvement in health care; II, 85
Barcelona and Montreal compare their healthcare services; IV, 61
Institute for patient safety, V; 37
Renewing health care quality; X, 91

Denmark
Advancing healthcare organization
The search for the right mix of roles; I, 31
An open and transparent healthcare system; III, 22
Public-sector reform and hospital managementÐA political agreement; IV, 79
Evaluation in health care
Evaluation of DRG system; VI, 29
Funding and reimbursement
No-show fees for non-attending patients; IV, 39
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Health and aging
Free choice of provider of personal and practical help; II, 31
Hospital reform
More competition for public hospitals; X, 125
Information and communication technologies
Electronic patient records in hospitals; III, 53
Sobering evaluation of electronic patient records in hospitals; VI, 60
Patient orientation and participation
Strategy for the healthcare systemÐThe patient; III, 44
Pharmaceutical policies
Emphasis on economic evaluation of new pharmaceuticals; II, 56
Primary Care
Redefining the role of general practice; XI, 16
Importing the Chronic Care Model; XI, 40
Public health and prevention
More signs instead of less smoke; V, 66
Quality management
Cancer patients need wait no longer; X, 56
Further development of performance measurement; XI, 60

Estonia
Access
Dental tourism and EU taxes pushing up dental care prices; IX, 84
Information and communication technologies
National health information system; VI, 62
National health information system launched; XI, 91
Patient orientation and participation
Family doctor hotline 24/7; VII/VIII, 122
Primary Care
New centers assume responsibility for primary care; XI, 23
Quality management
Hospitals pioneer WHO assessment tool; X, 89
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Finland
Access
Better access to dental care for adults; VII/VIII, 75
Advancing healthcare organization
County-level management of welfare services; III, 44
Municipal federations to provide primary care; IX, 66
Evaluation in health care
More cooperation to assess new medical methods; XI, 59
Funding and reimbursement
Plans to reform the hospital billing system; I, 32
Vouchers in social and health care; III, 24
Supplementary outpatient fees; IV, 36
Little call for health care vouchers; X, 129
Information and communication technologies
Patients stay in charge of their data; IX, 105
Pharmaceutical policies
Generic substitution of prescription drugs; II, 59
New Development Center for Drug Therapy; II, 60
Restricting generic substitution; IV, 77
Expensive drugs for rare diseases; V, 76
Reform package for pharmaceuticals; VI, 90
Drug reform produces mixed results; X, 113
Primary care
Research in primary-care centers; V, 86
Government successfully enforces shorter waiting times; VII/VIII, 42
Restructuring municipal health care; XI, 20
Public health and prevention
Major reduction in alcohol tax; V, 59
Smoking bans in bars and restaurants; VII/VIII, 216
National Development Program for Welfare and Health Care; XI, 82
Quality management
The debate about the right level of specialized care; I, 40
Hospital evaluation for increased cost-effectiveness; VII/VIII, 118

France
Access
High council on the future of sickness insurance; III, 67
Health-insurance vouchers plan; IV, 29
Health insurance credits for the needyÐonly modest success; VII/VIII, 105
A ªprotective shieldº against excessive co-payments; X, 75
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Bioethics
Bioethics legislation; III, 55
Funding and reimbursement
Health-insurance reform; II, 76
Ambulatory-care system caught between physicians and private insurance; V, 30
Health and aging
Toward long-term care reform; II, 35
Elderly careÐa fifth pillar of social insurance; X, 17
Hospital reform
Hôpital 2007; V, 27
Hospital reform with side effects; IX, 68
Human resources for health
Observation and monitoring of health professionals; VI, 76
Plan for demographic development of doctors; VII/VIII, 163
Nurses' role enhanced; X, 128
National recommendation for a professional skill mix; XI, 32
Information and communication technologies
Electronic pharmaceutical records for patients; XI, 15
Integration of care/Coordination of care
Toward a nursing care plan for the disabled; I, 48
Pharmaceutical policies
Lower reimbursement rates and delisting of pharmaceuticals; II, 50
Liberalization of prices for innovative medicines; II, 52
Primary care
Improved coordination in health care; IV, 47
Public health and prevention
Draft five-year public-health plan; I, 53
Reform of the public-health law; III, 40
Ambitious public-health policy threatened; V, 45
Young people difficult to reach even with free care; IX, 81
Quality management
Quality benchmarks to reduce hospital infections; VII/VIII, 115

Germany
Funding and reimbursement
Co-payments for ambulatory care, V; 22
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Health and aging
Proposals to achieve financial sustainability of LTCI; II, 40
Upgrading long-term care insurance; X, 23
Human resources for health
Improving healthcare structures with nurse practitioners; VII/VIII, 151
Integration of care/Coordination of care
Disease management programs combine quality and financial incentives; III, 32
Integrated-care contracts; VI, 45
Primary care
Family doctors as gatekeepers; IV, 52
Public health and prevention
HPV vaccination debate rumbles on; X, 66
Quality management
Plans for a ªCenter for Quality in Medicineº; I, 38
Compulsory external quality assurance for hospitals; IV, 56

Israel
Access
Co-payments, access, equity; IV, 30
Advancing healthcare organization
For-profit sickness fund; IV, 65
A fifth sickness fund to match changing needs; X, 81
Evaluation in health care
Audit for hospital licensing; VI, 26
Health and aging
End-of-life care policy; V, 82
Information brochure on long-term care comes with the newspaper; VII/VIII, 124
Keeping the elderly fit and healthy; VII/VIII, 141
Long-term care services tendered; X, 32
Human resources for health
Community training for specialists; VI, 80
Demand-driven Palliative Care Training Program; IX, 107
Information and communication technologies
Institutions sharing electronic medical records; VI, 58
E-learning program in women's health; VII/VIII, 63
Integrated Care/Coordination of care
Care team replaces the lone practitioner; X, 39
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Mental Health
Treatment of mental illness in primary care; VII/VIII, 59
Tug-of-war over outpatient mental health clinics; IX, 43
Primary care
Improvement of primary-care quality; IV, 51
Public health and prevention
Health plans assume responsibility for preventive care; V, 47
Sharon's illness raises interest in stroke prevention; VII/VIII, 207

Japan
Advancing healthcare organization
Plan for merger of insurers; IV, 73
Funding and reimbursement
Increase of co-payment rates; I, 21
Increased cost-sharing for the elderly; VII/VIII, 77
Health and Aging
Rehabilitation of elderly care; X, 19
A new insurance scheme for the elderly; X, 78
Human resources for health
First work permits for Philippine nursing personnel; VII/VIII, 159
Integrated care/Coordination of care
Action plan for more integrated cancer care; X, 53
Primary Care
The ªgeneral physicianº as new profession?; XI, 35
Public health and prevention
Striving for ªHealthy Japan 21º; III, 41
Ban on blood donations against variant Creutzfeldt-Jakob disease; V, 53

Netherlands
Access
Rise in the number of independent treatment centers; XI, 81
Advancing healthcare organization
New health-insurance system; IV, 66
Social Support Act (WMO); IV, 80
Health Care Reform 2006ÐGood things come to those who wait,
or intentional salami tactics?; VII/VIII, 25
Health insurance reform 2006Ðresults so far; IX, 16
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Funding and reimbursement
Rationing benefits; I, 24
Health and aging
Compulsory health insurance (AWBZ) and long-term care; II, 26
Integrated care for the elderly; II, 27
Decentralization of responsibility for health-related social benefits; VII/VIII, 132
Human resources for health
Coping with prospective shortages in the medical work force; II, 70
Patient orientation and participation
Client-linked personal budgets; III, 25
User-based information on health care; XI, 69
Quality management
Compulsory quality improvement; I, 42
Quality management more compulsory; II, 84
Faster is not always better; X, 94

New Zealand
Advancing healthcare organization
Interim evaluation of district health boards; III, 50
Evaluation in health care
Performance Evaluation Programme; VI, 27
Toward health impact assessment; IX, 34
Funding and reimbursement
Prepaid general-practice fee; I, 22
Lower co-payments for visits to general practitioners; VII/VIII, 78
Health and aging
Removal of assets test for older people in long-term residential care; II, 42
Aging in PlaceÐprojects and evaluation; VII/VIII, 137
Human resources for health
Work-force development; II, 72
Further development of nursing care; VII/VIII, 154
Information and communication technologies
Electronic support for clinical decisions; VI, 68
Mental health
A national mental-health plan; IV, 23
Pharmaceutical policies
Direct-to-consumer advertising of prescription medicines; II, 66
Continued unlimited advertisement of medicines?; VII/VIII, 191
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Public health and prevention
Cancer-control action plan; V, 49
100 percent smoke-free; V, 64
Let's beat diabetes; VII/VIII, 200
Suicide prevention strategy 2006±2016; VII/VIII, 202
United States, Switzerland, New Zealand, Canada:
Who should pay for HPV vaccination? X; 58
Primary care
Primary health organizations; I, 55
Care Plus for high-needs patients; IV, 45
Positive experience with primary health nursing; XI, 30
Quality management
Improving qualityÐA strategic approach; II, 87
New hospital parameters more patient-based; X, 87

Poland
Evaluation in health care
Agency for Health Technology Assessment; VI, 24
Major challenge for Health Technology Assessment; XI, 53
Pharmaceutical policy
More transparency in drug reimbursements; VII/VIII, 185
Drug policy in the media spotlight; X, 108
(Re-)centralization versus decentralization
200 hospitals to go; IX, 59

Singapore
Access
Reform of Medishield high risk insurance; VII/VIII, 80
Advancing healthcare organization
HealthConnectÐA community health care model; IV, 72
Funding and reimbursement
Medisave and MediShield withdrawal limits; I, 27
Increase in Medisave withdrawal limits; II, 81
Portability of employment medical benefits; II, 82
New financing for outpatient disease management programs; VII/VIII, 109
Small state, big healthcare ambitions; X, 122
Medisave gets some fine-tuning; IX, 93
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Health and aging
ElderShieldÐSupplementary long-term care insurance; I, 26
Integration of acute medical care, inpatient recovery and rehabilitation care;
VII/VIII, 135
Human resources for health
Upgrading family medicine; VI, 85
Information and communication technologies
Web transparency reduces hospital bills; V, 85
Outsourcing x-ray analysis to India; VII/VIII, 171
Integration of care/Coordination of care
Outpatient DMPs for the chronically ill; VII/VIII, 66
Successful DMP for the chronically ill; XI, 43
Technical innovations and bioethics
Amendments to the Human Organ Transplant Act; III, 57

Slovenia
Evaluation in health care
First steps towards Health Technology Assessment; XI, 51
Funding and reimbursement
Risk structure compensation for supplementary insurance; VII/VIII, 107
Health and aging
Long-term care insurance on the horizon; IX, 98
Human resources for health
Independent specialists; VI, 81
Struggle with shortage of nurses; VII/VIII, 168
Primary care
Public debate about the privatization of primary care; VII/VIII, 229

South Korea
Advancing healthcare organization
Merger of health-insurance societies in 2000; II, 77
Funding and reimbursement
Extending the benefit basket; VI, 89
Information and communication technologies
Database for Drug Utilization Review; XI, 72
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Pharmaceutical policies
Separation of drug prescribing and dispensing; II, 64
Public health and prevention
Tobacco tax increase proposal; III, 38
Tobacco tax and health promotion; V, 63
Health promotion with traditional medicine; VII/VIII, 197
Quality management
Evaluation of hospitals; IV, 62

Spain
Access
Facilitating specialized services and medication for illegal immigrants; IV, 33
Advancing healthcare organization
Evaluating regional healthcare financing; III, 49
Health and aging
Second plan for integrating health and social care in Castile and Leon; II, 28
Toledo Agreement and LTC insurance; II, 33
National insurance for long-term care; VII/VIII, 102
Information and communication technologies
Electronic drug management; III, 54
Spain and the United States: Electronic prescriptions; VII/VIII, 187
Integration of care/Coordination of care
A pilot project for integrated care in Catalonia; I, 50
The Denia Model; VI, 48
New models of care compared and evaluated; X, 45
Pharmaceutical policies
Reference pricing system for generic medicines: Update and extension; II, 62
Pharmaceutical reform in decentralized healthcare system; V, 78
Draft legislation to rationalize use of pharmaceuticals; VII/VIII, 182
Reform under pressure from industry, X, 115
Public health and prevention
Weak anti-tobacco law; V, 61
Quality management
National Health System ActÐThe debate about decentralization, cohesion and
quality of care; I, 43
Barcelona and Montreal compare their healthcare services; IV, 61
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Switzerland
Advancing healthcare organization
Improving territorial equity in a federal state; III, 47
Relaunching integrated networks of care; IV, 70
Evaluation in health care
Health-impact assessment of Ticino's public policy; IV, 24
The evaluation program of complementary medicine; VI, 21
Funding and reimbursement
Failed referendum proposal to remove per capita premium health insurance; I, 28
Individual passage of the reforms of the health insurance act; III, 63
A drop of solidarity in the ocean of inequality; V, 18
Health and aging
Long-term care insurance not (yet) in sight; II, 37
Hospital reform
Headed for a national hospital system; IX, 63
Information and communication technologies
Electronic health card and health networkÐthe model project in Ticino; VI, 56
National e-health strategy launched with e-card; XI, 85
Public health and prevention
Law on prevention to provide transparency and equality; VII/VIII, 205
United States, Switzerland, New Zealand, Canada: Who should pay for HPV
vaccination? X; 58

United Kingdom
Access
United Kingdom: Knights, knaves and gnashers; IV, 40
England and Wales: Progress toward reducing waiting times; VI, 93
Advancing healthcare organization
England: Role of the private sector; I, 30
10 years of LabourÐmore market, more choice in health care; VII/VIII, 38
Evaluation in health care
The 12th NICE work program; VII/VIII, 54
Funding and reimbursement
England: Alternative methods of healthcare financing; I, 29
New funding system for dental treatment; VII/VIII, 169
Health and aging
England: National Service Framework for older people; II, 30
United Kingdom: Recent reforms of policy on long-term care for elderly people; II, 43

123

Hospital reform
England: NHS foundation trusts; I, 34
Human resources for health
General practitioners and health trainers for disadvantaged areas; VI, 83
Integration of care/Coordination of care
England: The management of chronic diseases; III, 31
England and Wales: Reforms in social care; VI, 41
Mental Health
England and Wales: Pick and mix for the mentally ill; IX, 47
Patient orientation and participation
England: Choice and responsiveness in the English National Health Service; III, 20
Pharmaceutical policies
England and Wales: Health technology assessment and
the National Institute for Clinical Excellence; II, 54
Linking medicine prices to value; X, 105
Primary care
United Kingdom: The new general-practitioner contract; IV, 44
Practice-based commissioning for GPs; VII/VIII, 51
Public contributes to primary care decisions; VII/VIII, 120
Health and Social Care Act; XI, 21
Public health and prevention
England: Wanless ReportsÐHealth spending and public health; III, 39
England: National screening program for bowel cancer, V, 51
Quality management
England: NHS Foundation Trusts; IV, 59

United States
Access
California: Blue Shield proposal for universal health insurance; I, 62
Hawaii: New legislative move toward universal health insurance; I, 64
United States: Proposal for Medicaid Reform; I, 58
United States: Proposal for SCHIP Reform; I, 59
California: Democrats pass employer mandate for health insurance; II, 78
United States: Presidential candidates' proposals for health insurance; II, 80
United States: Health Insurance Portability and Accountability Act of 1996; II, 83
Oregon: Oregon Health Plan cuts; III, 60
California: Update on employer mandate for health insurance; III, 61
California: Emergency Medical Care Initiative rejected; IV, 34
Reduced prescription drug prices for Californians without health insurance
coverage; VII/VIII, 84
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MassachusettsÐHealth insurance for all; VII/VIII, 100
United States: CMS publishes prices for hospital procedures; VII/VIII, 91
United States: Filling in the gapsÐSolutions instead of ideology; IX, 19
Can the Oregon Health Plan be rescued?; IX, 101
Bioethics
California stem cell research program; VII/VIII, 223
Funding and reimbursement
United States: Tax credits for the uninsured to purchase health insurance; I, 61
United States: Individual mandate for health insurance; V, 16
United States: First experiences with health savings accounts; VII/VIII, 86
United States: Medicare premiums now means-tested; IX, 96
Health and aging
United States: Expansion of prescription drug coverage for the elderly; II, 45
Human resources for health
California: First-in-nation rules on nurse-to-patient ratios; II, 67
Information and communication technologies
Spain and the United States: Electronic prescriptions; VII/VIII, 187
Integration of care/Coordination of care
United States: Medicare pilot projects for the chronically ill; VI, 36
United States: The ªmedical homeº; X, 42
Pharmaceutical policies
California: Prescription drug reimportation legislation; III, 62
California: Prescription Drug Reimportation Bill; IV, 75
United States: Preferred drug lists; V, 74
California: Safe Cosmetics Act; VI, 87
Public health and prevention
United States: Ban on soft drinks in schools; III, 37
California: Obesity Prevention Initiative; V, 56
United States: Medicare Part D introduced; VII/VIII, 179
United States, Switzerland, New Zealand, Canada: Who should pay for HPV
vaccination? X; 58
Quality management
California: Pay for Performance; I, 44
United States: Medical malpractice reform; II, 87
United States: Patients' safety and Quality Improvement Act; V, 34
United States: Hospital Compare; V, 39
Evaluating pay for performance initiatives; XI, 97
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Reform tracker health policy topics

(Topic, Country, Title, HPD Issue, Page)

Access
Canada
Is the healthcare guarantee losing ground? IV, 37
Will the government abandon healthcare guarantees? VII/VIII, 226
Estonia
Dental tourism and EU taxes pushing up dental care prices; IX, 84
Finland
Better access to dental care for adults; VII/VIII, 75
France
High council on the future of sickness insurance; III, 67
Health-insurance vouchers plan; IV, 29
Health insurance credits for the needyÐonly modest success; VII/VIII, 105
A ªprotective shieldº against excessive co-payments; X, 75
Israel
Co-payments, access, equity; IV, 30
Netherlands
Rise in the number of independent treatment centers; XI, 87
Singapore
Reform of Medishield high risk insurance; VII/VIII, 80
Spain
Facilitating specialized services and medication for illegal immigrants; IV, 33
United Kingdom
United Kingdom: Knights, knaves and gnashers; IV, 40
England and Wales: Progress toward reducing waiting times; VI, 93
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United States
United States: Proposal for Medicaid Reform; I, 58
United States: Proposal for SCHIP Reform; I, 59
Hawaii: New legislative move toward universal health insurance; I, 64
California: Blue Shield proposal for universal health insurance; I, 62
California: Democrats pass employer mandate for health insurance; II, 78
United States: Presidential candidates' proposals for health insurance; II, 80
United States: Health Insurance Portability and Accountability Act of 1996; II, 83
Oregon: Oregon Health Plan cuts; III, 60
California: Update on employer mandate for health insurance; III, 61
California: Emergency Medical Care Initiative rejected; IV, 34
United States: Individual mandate for health insurance; V, 16
Reduced prescription drug prices for Californians without health insurance
coverage; VII/VIII, 84
United States: CMS publishes prices for hospital procedures; VII/VIII, 91
MassachusettsÐHealth insurance for all; VII/VIII, 100
United States: Filling in the gapsÐSolutions instead of ideology; IX, 19

Advancing healthcare organization
Austria
Health purchasing agencies; III, 46
Health Reform 2005; IV, 68
Structural Plan for Health Care strengthens federal states; VII/VIII, 32
More coordination and proximity through federal-state initiatives; IX, 26
Denmark
The search for the right mix of roles; I, 31
An open and transparent healthcare system; III, 22
Public-sector reform and hospital managementÐA political agreement; IV, 79
Finland
County-level management of welfare services; III, 44
Municipal federations to provide primary care; IX, 66
Israel
For-profit sickness fund; IV, 65
A fifth sickness fund to match changing needs; X, 81
Japan
Plan for merger of insurers; IV, 73
Netherlands
New health-insurance system; IV, 66
Social Support Act (WMO); IV, 80
Health Care Reform 2006ÐGood things come to those who wait, or intentional
salami tactics?; VII/VIII, 25
Health insurance reform 2006Ðresults so far; IX, 16
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New Zealand
Interim evaluation of district health boards; III, 50
Singapore
HealthConnectÐA community health care model; IV, 72
South Korea
Merger of health-insurance societies in 2000; II, 77
Spain
Evaluating regional healthcare financing; III, 49
Switzerland
Improving territorial equity in a federal state; III, 47
Relaunching integrated networks of care; IV, 70
United Kingdom
England: Role of the private sector; I, 30
10 years of LabourÐmore market, more choice in health care; VII/VIII, 38

Benefit basket: see Funding
Bioethics
France
Bioethics legislation; III, 55
Singapore
Amendments to the Human Organ Transplant Act; III, 57
United States
California stem cell research program; VII/VIII, 223

Evaluation in health care
Australia
Evaluation of HealthConnect; VI, 19
Health Technology Assessment at local level; XI, 55
Denmark
Evaluation of DRG system; VI, 29
Finland
More cooperation to assess new medical methods; XI, 59
Israel
Audit for hospital licensing; VI, 26
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New Zealand
Performance Evaluation Programme; VI, 27
Toward health impact assessment; IX, 34
Poland
Agency for Health Technology Assessment; VI, 24
Major challenge for Health Technology Assessment; XI, 52
Slovenia
First steps towards Health Technology Assessment; XI, 51
Switzerland
Health-impact assessment of Ticino's public policy; IV, 24
The evaluation program of complementary medicine; VI, 21
United Kingdom
The 12th NICE work program; VII/VIII, 54

Funding and reimbursement
Australia
Private health insurance incentive scheme; I, 22
More private health insurance products; VII/VIII, 82
Return to public financing for dental care; IX, 79
Austria
Adjustment of health insurance contribution rates; I, 20
Denmark
No-show fees for non-attending patients; IV, 39
Finland
Vouchers in social and health care; III, 24
Supplementary outpatient fees; IV, 36
Little call for health care vouchers; X, 129
France
Health-insurance reform; II, 76
Ambulatory-care system caught between physicians and private insurance; V, 30
Germany
Co-payments for ambulatory care; V; 22
Japan
Increase of co-payment rates; I, 21
Increased cost-sharing for the elderly; VII/VIII, 77
Netherlands
Rationing benefits; I, 24
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New Zealand
Prepaid general-practice fee; I, 22
Lower co-payments for visits to general practitioners; VII/VIII, 78
Singapore
Medisave and MediShield withdrawal limits; I, 27
Increase in Medisave withdrawal limits; II, 81
Portability of employment medical benefits; II, 82
New financing for outpatient disease management programs; VII/VIII, 109
Medisave gets some fine-tuning; IX, 93
Small state, big healthcare ambitions; X, 122
Slovenia
Risk structure compensation for supplementary insurance; VII/VIII, 107
South Korea
Extending the benefit basket; VI, 89
Switzerland
Failed referendum proposal to remove per capita premium
health insurance; I, 28
Individual passage of the reforms of the health insurance act; III, 63
A drop of solidarity in the ocean of inequality; V, 18
United Kingdom
England: Alternative methods of healthcare financing; I, 29
New funding system for dental treatment; VII/VIII, 169
United States
United States: Tax credits for the uninsured to purchase health insurance; I, 61
United States: First experiences with health savings accounts; VII/VIII, 86
United States: Medicare premiums now means-tested; IX, 96

Health and aging
Australia
National Strategy for an Ageing Australia; II, 24
Austria
Family hospice sabbatical; II, 32
Ten years of LTC coverage; II, 39
Legalizing illegal home care; X, 29
Denmark
Free choice of provider of personal and practical help; II, 31
France
Toward long-term care reform; II, 35
Elderly careÐa fifth pillar of social insurance; X, 17
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Germany
Proposals to achieve financial sustainability of LTCI; II, 40
Upgrading long-term care insurance; X, 23
Israel
End-of-life care policy; V, 82
Information brochure on long-term care comes with the newspaper; VII/VIII, 124
Keeping the elderly fit and healthy; VII/VIII, 141
Long-term care services tendered; X, 32
Japan
Rehabilitation of elderly care; X, 19
A new insurance scheme for the elderly; X, 78
Netherlands
Compulsory health insurance (AWBZ) and long-term care; II, 26
Integrated care for the elderly; II, 27
Decentralization of responsibility for health-related social benefits; VII/VIII, 132
New Zealand
Removal of assets test for older people in long-term residential care; II, 42
Aging in PlaceÐprojects and evaluation; VII/VIII, 137
Singapore
ElderShieldÐSupplementary long-term care insurance; I, 26
Integration of acute medical care, inpatient recovery and rehabilitation care;
VII/VIII, 135
Slovenia
Long-term care insurance on the horizon; IX, 98
Spain
Second plan for integrating health and social care in Castile and Leon; II, 28
Toledo Agreement and LTC insurance; II, 33
National insurance for long-term care; VII/VIII, 102
Switzerland
Long-term care insurance not (yet) in sight; II, 37
United Kingdom
England: National Service Framework for older people; II, 30
Recent reforms of policy on long-term care for elderly people; II, 43
United States
United States: Expansion of prescription drug coverage for the elderly; II, 45
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Hospital reform
Denmark
More competition for public hospitals; X, 125
Finland
Plans to reform the hospital billing system; I, 32
France
Hôpital 2007; V, 27
Hospital reform with side effects; IX, 68
Poland
200 hospitals to go; IX, 59
Switzerland
Headed for a national hospital system; IX, 63
United Kingdom
England: NHS foundation trusts; I, 34

Human resources for health
Australia
Policy responses to chronic and acute shortages in the nursing work force; II, 67
Reforms to reverse past mistakes; VII/VIII, 166
Canada
A coordinated and comprehensive approach to health human resource planning;
II, 73
Interprofessional education; VI, 78
Pan-Canadian planning to counter personnel shortages; VII/VIII, 161
France
Observation and monitoring of health professionals; VI, 76
Plan for demographic development of doctors; VII/VIII, 163
Nurses' role enhanced; X, 128
National recommendation for a professional skill mix; XI, 32
Germany
Improving healthcare structures with nurse practitioners; VII/VIII, 151
Israel
Community training for specialists; VI, 80
Demand-driven Palliative Care Training Program; IX, 107
Japan
First work permits for Philippine nursing personnel; VII/VIII, 159

133

Netherlands
Coping with prospective shortages in the medical work force; II, 70
New Zealand
Work-force development; II, 72
Further development of nursing care; VII/VIII, 154
Singapore
Upgrading family medicine; VI, 85
Slovenia
Independent specialists; VI, 81
Struggle with shortage of nurses; VII/VIII, 168
United Kingdom
General practitioners and health trainers for disadvantaged areas; VI, 83
United States
California: First-in-nation rules on nurse-to-patient ratios; II, 67

Information and communication technologies
Australia
HealthConnect; V, 41
Guideline database for cancer therapy; VI, 70
Austria
Health Telematics Act; VI, 65
Denmark
Electronic patient records in hospitals; III, 53
Sobering evaluation of electronic patient records in hospitals; VI, 60
Estonia
National health information system; VI, 62
National health information system launched; XI, 91
Finland
Patients stay in charge of their data; IX, 105
France
Electronic pharmaceutical records for patients; XI, 74
Israel
Institutions sharing electronic medical records; VI, 58
E-learning program in women's health; VII/VIII, 63
New Zealand
Electronic support for clinical decisions; VI, 68
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Singapore
Web transparency reduces hospital bills, V, 85
Outsourcing x-ray analysis to India; VII/VIII, 171
Spain
Electronic drug management; III, 54
Spain and the United States: Electronic prescriptions; VII/VIII, 187
South Korea
Database for Drug Utilization Review; XI, 72
Switzerland
Electronic health card and health networkÐthe model project in Ticino; VI, 56
National e-health strategy launched with e-card; XI, 85
United States
Spain and the United States: Electronic prescriptions; VII/VIII, 187

Integration of care/Coordination of care
Australia
Coordinated care trials; III, 29
Primary care collaboratives; III, 28
Chronic care collaboratives; VI, 39
Options for cancer treatment; VI, 42
Canada
Public insurance to cover post-acute home care; I, 47
Primary-care reform; III, 33
Local health integration networks in Ontario; VI, 44
France
Toward a nursing care plan for the disabled; I, 48
Germany
Disease management programs combine quality and financial incentives; III, 32
Integrated-care contracts; VI, 45
Israel
Care team replaces the lone practitioner; X, 39
Japan
Action plan for more integrated cancer care; X, 53
Singapore
Outpatient DMPs for the chronically ill; VII/VIII, 66
Successful DMP for the chronically ill; XI, 43
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Spain
A pilot project for integrated care in Catalonia; I, 50
The Denia Model; VI, 48
New models of care compared and evaluated; X, 45
United Kingdom
England: The management of chronic diseases; III, 31
England and Wales: Reforms in social care; VI, 41
United States
United States: Medicare pilot projects for the chronically ill; VI, 36
The ªmedical homeº a new reality; X, 42

Long-term care: see Health and Aging
Mental health
Australia
Beyond BlueÐNational depression initiative; IV, 21
Payments for psychotherapy services; IX, 50
Canada
National strategy for mental health; VII/VIII, 56
Israel
Treatment of mental illness in primary care; VII/VIII, 59
Tug-of-war over outpatient mental health clinics; IX, 43
New Zealand
A national mental-health plan; IV, 23
United Kingdom
England and Wales: Pick and mix for the mentally ill; IX, 47

Patient orientation and participation
Austria
Law to protect the will of the individual; VII/VIII, 126
Canada
Independent health-policy advice; III, 23
Ontario: Visions for the future of healthcare; IX, 32
Denmark
Strategy for the healthcare systemÐThe patient; III, 44

136

Estonia
Family doctor hotline 24/7; VII/VIII, 122
Netherlands
Client-linked personal budgets; III, 25
United Kingdom
England: Choice and responsiveness in the English National Health Service;
III, 20

Pharmaceutical policies
Australia
Drug evaluation and free-trade agreement with the United States; V, 71
Price reform creates two classes of medicines; X, 110
Austria
Criteria for reimbursable drugs and promotion of generics; II, 57
Code of reimbursement contains costs of pharmaceuticals; XI, 94
Denmark
Emphasis on economic evaluation of new pharmaceuticals; II, 56
Finland
Generic substitution of prescription drugs; II, 59
New Development Center for Drug Therapy; II, 60
Restricting generic substitution; IV, 77
Expensive drugs for rare diseases; V, 76
Reform package for pharmaceuticals; VI, 90
Drug reform produces mixed results; X, 113
France
Lower reimbursement rates and delisting of pharmaceuticals; II, 50
Liberalization of prices for innovative medicines; II, 52
New Zealand
Direct-to-consumer advertising of prescription medicines; II, 66
Continued unlimited advertisement of medicines?; VII/VIII, 191
Poland
More transparency in drug reimbursements; VII/VIII, 185
Drug policy in the media spotlight; X, 108
South Korea
Separation of drug prescribing and dispensing; II, 64
Spain
Reference pricing system for generic medicines: Update and extension; II, 62
Pharmaceutical reform in decentralized healthcare system; V, 78
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Draft legislation to rationalize use of pharmaceuticals; VII/VIII, 182
Reform under pressure from industry; X, 115
United Kingdom
England and Wales: Health technology assessment and
the National Institute for Clinical Excellence; II, 54
Linking medicine prices to value; X, 105
United States
California: Prescription drug reimportation legislation; III, 62
California: Prescription Drug Reimportation Bill; IV, 75
United States: Preferred drug lists; V, 74
California: Safe Cosmetics Act; VI, 87
United States: Medicare Part D introduced; VII/VIII, 179

Primary care
Australia
General practitioners' remuneration; IV, 48
Austria
Ambulatory care centers on hold; XI, 25
Denmark
Redefining the role of general practice; XI, 16
Importing the Chronic Care Model; XI, 40
Estonia
New centers assume responsibility for primary care; XI, 23
Finland
Research in primary-care centers; V, 86
Government successfully enforces shorter waiting times; VII/VIII, 42
Restructuring municipal health care; XI, 20
France
Improved coordination in health care; IV, 47
Germany
Family doctors as gatekeepers; IV, 52
Israel
Improvement of primary-care quality; IV, 51
Japan
The ªgeneral physicianº as new profession?; XI, 35
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New Zealand
Primary health organizations; I, 55
Care Plus for high-needs patients; IV, 45
Positive experience with primary care nursing; XI, 30
Slovenia
Public debate about the privatization of primary care; VII/VIII, 229
United Kingdom
United Kingdom: The new general-practitioner contract; IV, 44
Practice-based commissioning for GPs; VII/VIII, 51
Public contributes to primary care decisions; VII/VIII, 120
Health and Social Care Act; XI, 21

Public health and prevention
Australia
Optimizing cancer management: The New South Wales Cancer Institute; II, 86
Bowel cancer screening for persons over 55; VII/VIII, 198
States willingly pay for public health; IX, 101
More information to reduce number of cesareans; XI, 62
Austria
Pricing policies, smoking bans and telephone quitline to reduce tobacco
consumption; VII/VIII, 218
Canada
United States, Switzerland, New Zealand, Canada: Who should pay for HPV
vaccination?; X; 58
Denmark
More signs instead of less smoke; V, 66
Finland
Major reduction in alcohol tax; V, 59
Smoking bans in bars and restaurants; VII/VIII, 216
National Development Program for Welfare and Health Care; XI, 82
France
Draft five-year public-health plan; I, 53
Reform of the public-health law; III, 40
Ambitious public-health policy threatened; V, 45
Young people difficult to reach even with free care; IX, 81
Germany
HPV vaccination debate rumbles on; X, 66
Israel
Health plans assume responsibility for preventive care; V, 47
Sharon's illness raises interest in stroke prevention; VII/VIII, 207
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Japan
Striving for ªHealthy Japan 21º; III, 41
Ban on blood donations against variant Creutzfeldt-Jakob disease; V, 53
New Zealand
Cancer-control action plan; V, 49
100 percent smoke-free; V, 64
Let's Beat Diabetes; VII/VIII, 200
Suicide prevention strategy 2006±2016; VII/VIII, 202
United States, Switzerland, New Zealand, Canada:
Who should pay for HPV vaccination?; X; 58
South Korea
Tobacco tax increase proposal; III, 38
Tobacco tax and health promotion; V, 63
Health promotion with traditional medicine; VII/VIII, 197
Spain
Weak anti-tobacco law; V, 61
Switzerland
Law on prevention to provide transparency and equality; VII/VIII, 205
United States, Switzerland, New Zealand, Canada:
Who should pay for HPV vaccination?; X; 58
United Kingdom
England: Wanless ReportsÐHealth spending and public health; III, 39
England: National screening program for bowel cancer; V, 51
United States
United States: Ban on soft drinks in schools; III, 37
California: Obesity Prevention Initiative; V, 56
United States, Switzerland, New Zealand, Canada:
Who should pay for HPV vaccination?; X; 58

Quality management
Australia
Protection for whistleblowers; X, 97
Canada
Independent council for quality improvement; I, 37
Independent council for quality improvement in health care; II, 85
Barcelona and Montreal compare their healthcare services; IV, 61
Institute for patient safety; V; 37
Renewing health care quality; X, 91
Denmark
Cancer patients need wait no longer; X, 56
Further development of performance measurement; XI, 66
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Estonia
Hospitals pioneer WHO assessment tool; X, 89
Finland
The debate about the right level of specialized care; I, 40
Hospital evaluation for increased cost-effectiveness; VII/VIII, 118
France
Quality benchmarks to reduce hospital infections; VII/VIII, 115
Germany
Plans for a ªCenter for Quality in Medicineº; I, 38
Compulsory external quality assurance for hospitals; IV, 56
Netherlands
Compulsory quality improvement; I, 42
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