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INTRODUCTION 
T h e Off ice of Heal th Economics first d rew at tent ion to the 
fact that every country in E u r o p e had some fo rm of pre-
paid national health care scheme in a publication in 1963. 
A t that t ime it was commonly believed that Bri tain 's 
National Hea l th Service was un ique in removing the bu rden 
of payment f rom the pat ient at the t ime of t r ea tmen t . It 
came as news to many people in the early 1960s that the 
N H S was only one of many di f ferent ways of accepting both 
the cost of heal th care and its provision as a communi ty 
responsibili ty. It became clear f rom the O H E booklet that 
heal th care could be provided as a collective responsibility 
in a very large number of d i f ferent ways. 

Later , dur ing the 1970s, it became fashionable in Britain 
to examine more closely the various heal th schemes in 
E u r o p e , in o rde r to see whe the r Bri tain 's Hea l th Service 
could learn f rom exper ience ab road . This interest in 
E u r o p e a n - and Amer ican - systems of providing health 
care has cont inued info the 1980's, and there is the re fo re a 
role for a short up- to-date review of the E u r o p e a n scene. 
T h e present OHE Briefing aims to provide such a review. 
It makes no a t t empt to evaluate the success or failure of the 
very dif ferent national approaches : it only describes them 
in brief out l ine . 

It deals with each of the major countr ies in tu rn , 
describing the extent of coverage, the me thods of f inance , 
the organisat ion of facilities, and the way in which 
payments are made to the providers . It also shows the 
percentage of G D P spent on heal th care in 1984, which is 
discussed in Box one . A copy of the list of quest ions which 
cor responden t s in each country were asked to answer is set 
out in Box two. Inevitably the answers came in a varied 
fo rm, because the si tuation in d i f ferent countr ies is o f ten 
extremely complex, and cannot be explained within a few 
pages. However , the objective has been to give a brief 
overview of the principles which each country employs in 
providing medical care for its popula t ion. It is clear f rom 
these descript ions that there is very considerable variation 
in the me thods of both f inance and provision of care. The 
risks of sickness can be covered in a very large variety of 
ways. Some implications not only for Britain but for E u r o p e 
as a whole are discussed in the final section of the Briefing. 
This emphasises the flexibility of some of the E u r o p e a n 
schemes. 

Table 1 Public and Private Health Expenditure as a 
percentage of gross domestic product 1984 

Total Private Public 

Sweden 9.4 0.8 8.6 
France 9.1 2.6 6.5 
Netherlands 8.6 1.8 6.8 
West Germany 8.1 1.7 6.4 
Ireland 8.0 1.1 6.9 
Switzerland 7.8 - -

Italy 7.2 1.1 6.1 
Denmark 6.3 1.0 5.3 
Belgium 6.2 0.5 5.7 
Great Britain 5.9 0.6 5.3 
Spain 5.8 1.5 4.3 

Source'. OECD (1987) Financing and Delivering Health Care; Paris 

Inevitably, in a short publication such as this, no a t t empt 
has been made to relate the d i f ferent E u r o p e a n schemes to 
the pa t te rns of morbidi ty or the demograph ic 
characteristics of each country . Al though the national 
cor respondents were each asked to ment ion their p rob lems 
and the public at t i tudes to their health services, their 
answers give only a glimpse of the t rue position in each 
country . However , as is discussed more fully later, it seems 
to be clear that no country has perfect ly solved the difficult 
problem of providing op t imum medical services at an 
acceptable cost. 



BOX TWO 
QUESTIONS PUT TO EACH COUNTRY 

1. What percentage of the popula t ion is covered? 

2. What me thod is used to raise the f inance? 

3. How is the heal th scheme organised? 
W h o is responsible? 

4. W h o owns and runs the hospitals? 
What propor t ion of hospital beds in each par t , if 
d i f fe ren t? 

5. Is chronic long-term sickness covered? 

6. W h o employs the doctors or are they private 
pract i t ioners? 

a) in hospital? 
b) out-pat ient speciality? 
c) family doctors/general pract i t ioners? 

7. D o pat ients initially pay the hospital /doctor/ 
pharmacis t or does the sick fund pay the supplier 
direct? 

8. D o pat ients still have to pay some of the total 
cost with their own money? 
If so, how much for : 

a) hospital? 
b) doctor consul ta t ions? 
c) medicines? 

9. Is denta l t r ea tment covered? 
If so, how much? 

10. Is ophtha lmic t r ea tment (spectacles) covered? 
If so, how much? 

11. What p roblems are there with the total system? 

12. Is it popular with the public? 

13. Is pr ivate medicine (outside the state health 
scheme) increasing or decreasing? 

14. What o the r comment s have you? 

BOX ONE 
HEALTH EXPENDITURE 
Table O n e shows bo th the public expendi ture on 
health and total expendi ture on health as a percen-
tage of each country ' s gross domest ic product 
( G D P ) . T h e figures are largely what would be 
expected f rom the descript ion of the var ious coun-
tries ' heal th schemes. France , for example , shows the 
substantial margin be tween public f inance and total 
expendi ture which is largely covered by private ' top-
up ' insurance. Sweden , on the o the r hand , which is 
ano ther high spender , covers almost all its costs f rom 
public funds . The amoun t covered by private expen-
di ture in Sweden represents 0 .8 per cent of G D P , as 
against 2.6 per cent in France . Britain, also, covers 
almost all of its heal th expendi tures f rom public 
funds : pr ivate expendi ture accounts for only 0.6 per 
cent of G D P . By contras t , again, the Nether lands 
leaves 1.8 per cent of G D P to be covered by private 
expendi tu re , reflecting the large propor t ion of the 
popula t ion covered by private insurance. In West 
G e r m a n y private expendi ture amount s to 1.7 per 
cent , suggesting a relatively high expendi ture for the 
9 per cent of popula t ion privately insured. In general , 
the cont inental schemes allow greater f r e e d o m for 
the public to spend directly on heal th care in addition 
to public expendi ture . 

Overal l , Spain and Grea t Britain are the lowest 
spenders , and France and Sweden the highest . As has 
o f ten been pointed out in the pas t , there is a general 
tendency for richer nat ions to spend a higher propor-
tion of G D P on heal th . 

BELGIUM 
Public spend: 5.7%; private: 0.5%; total: 6.2% of GDP. 
The health insurance scheme in Belgium covers virtually 
the whole popula t ion . T h e f inance is raised nationally by 
contr ibut ions levied on employers and employees , and then 
divided to about 1,745 separa te "sick funds ' . These are 
organised into six major groupings. 

T h e hospitals are owned by the local communes , by the 
state and universities, by the sick funds themselves, and by 
groups of doctors and o thers . Thus there is a huge 
multiplicity of providers of care. 

All forms of sickness are covered by the health insurance 
schemes. Doctors in hospital are paid by who ever owns the 
hospital , but outs ide hospital doctors are private 
pract i t ioners paid by the pat ients . 

In hospital pat ients must contr ibute a fixed daily fee to 
cover nursing and 'hotel ' costs. Pat ients also pay for their 
medical t r ea tment and their medicines, but these costs are 
largely re imbursed by the sick funds . 

Pat ients pay directly for medical t r ea tment outside 
hospital , and are re imbursed at least 75 per cent of the cost 
f rom the sick fund . The poo r , pens ioners , widows and 
o rphans receive about 80 per cent r e imbursement . 

Medicines are re imbursed at a variable rate according to 
their impor tance . Life saving medicines are paid for in full 
by the sick fund . For o thers , the pat ient must pay 25 per 
cent (up to a limit of 300 Belgian Francs) , 50 p e r c e n t (up to 
a limit of 500 Belgian Francs) or 60 per cent , according to 
their therapeut ic classification. 

Again , pens ioners and o thers pay a reduced propor t ion 
of the cost. Some 'social ' medicines such as oral 
contracept ives are paid for in full by the pat ient . In each 
case, the balance of the price of the medicine is paid directly 
by the sick fund to the pharmacis t . 

Denta l and ophtha lmic t r ea tments are covered in the 
same way as medical t r ea tmen t . 

The main problem with the Belgian scheme is its financial 
p roblems; however , it is very popular with the public. 
The re is no tendency for pr ivate medicine to increase. 

DENMARK 
Public spend: 5.3%; private: 1.0%; total: 6.3% of GDP. 

National health insurance covers the whole populat ion in 
D e n m a r k . 95 per cent be long to a basic scheme, while the 
o ther 5 per cent be long to a more liberal scheme which 
allows greater choice of t r ea tment . T h e basic scheme is 
almost completely funded out of general taxat ion, while 
the smaller scheme obtains a propor t ion of its costs f rom 
direct pat ient payments . 

In practice, the Danish heal th scheme is the 
responsibility of the 14 count ies , and the local government 
of C o p e n h a g e n . T h e hospitals are run by the counties . The 
scheme covers all forms of sickness. 

Hospital doctors are employed by the counties , while 
general pract i t ioners are private contractors control led by 
the heal th scheme. Hospital and medical t r ea tment is 
generally f ree , but pat ients pay directly to the pharmacy for 
their medicines. They are re imbursed for a p ropor t ion of 
the cost; 75 per cent , 50 per cent or nothing at all according 
to the type of medicine. In total , pat ients pay over 40 per 
cent of the cost of all prescribed medicines. 

Denta l and ophtha lmic t rea tment is largely covered , 
al though complicated formulae exist to def ine exactly 
which types of t rea tment are available and the 
circumstances of the pat ients to be covered . 

The problems with the system are its rising cost, and the 
extent of in terference with the doctors ' f r eedom. A 
part icular problem arises with the charges paid by the 
patient for prescriptions, because even if the pat ients are 
financially hard up they may be unable to get help f rom the 
social security system for the cost of their medicines. 

Private health insurance has almost doubled its 
membersh ip during the past ten years and new private 
hospitals are being built. This is because of delays in the 
availability of t rea tment under the state scheme. 
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GREAT BRITA IN 
Public spend: 5.3%; private: 0.6%; total: 5.9% of GDP. 
The British National Heal th Service covers the ent ire 
popula t ion for all types of sickness. Eight-five per cent of 
its cost is funded out of general taxat ion, 12 per cent by 
social security contr ibut ions and 3 per cent f rom patient 
contr ibut ions. 

The Health Service is control led by central government 
through 14 Regional Heal th Author i t ies in England , and 
equivalent organisat ions in Scotland and Wales. All of its 
hospitals are owned by the state, and doctors working in 
them are directly employed by the Regions. Family 
doctors , pharmacis ts and dentists contract independent ly 
with the Heal th Service to provide their services. 

The Health Service pays the hospitals and the 
independent contractors directly, a l though a propor t ion of 
prescriptions (about 20 per cent) are covered by a 
prescription charge of £2.60 per i tem, paid directly by the 
pat ient to the pharmacis t . All o ther prescript ions are 
exempt , ei ther because of the age of the pat ient , their 
'pover ty ' or because of the type of disease f rom which they 
are suffering. Doctors are limited in the medicines which 
they can prescribe for certain ai lments , and medicines 
advertised to the public cannot be prescribed under the 
NHS. There are no o ther charges to the pat ient for medical 
t r ea tment . 

Both dental and ophtha lmic t r ea tment are covered by 
the National Hea l th Service, but charges are now imposed 
on all those who can a f ford to pay them. 

T h e principal p roblems with the National Heal th Service 
appea r to be its bureaucra t ic organisat ion and its 
centralised and relatively low funding compared to health 
expendi tures in o ther E u r o p e a n countries. It is still very 
popular with the public, especially amongst those who have 
benef i t t ed f rom its care. This popular i ty has. however , 
declined slightly in recent years. Partly in consequence of 
this, private medical care has been expanding fas ter than 
the National Heal th Service, and now accounts , for 

example , for about 15 per cent of all non-urgent surgery. 
Residential care of the elderly has also increasingly become 
the responsibility of the private sector, a l though much of it 
is still publicly f inanced through social security payments . 
FRANCE 
Public spend: 6.5%; private: 2.6%; total: 9.1% of GDP. 
In France , ninety five p e r c e n t of the popula t ion is covered 
by a national heal th insurance scheme. Those excluded 
consist mainly of those people whose official papers are out 
of o rde r , or those who do not unders tand how to assert their 
rights. 

The scheme is f inanced as part of nat ional Social Security 
insurance, with contr ibut ions f rom employers and 
employees propor t ional to their earnings. The ra tes vary 
for dif ferent classes of employees and for the self employed . 

The scheme is nationally organised, but some hospitals, 
for example , are owned by the state - about two thirds -
and some privately. Public hospitals have an annual budget , 
whilst private hospitals are re imbursed for "hotel costs ' on a 
per-diem basis. In theory only thirty one long-term and 
costly diseases are fully covered by the insurance payments , 
but there is some flexibility in practice. Less serious 
complaints are only partly covered by state insurance. 

Doctors are e i ther paid by the state hospitals, o r , more 
general ly, receive a fee for item of service f rom the pat ient , 
which is partly re imbursed by the insurance f u n d . 
Pharmaceut icals are re imbursed at di f ferent levels 
according to the severity of the condit ion which they are 
used to treat . A few 'essential ' medicines are re imbursed 
100 per cent , o thers at 70 per cent or 40 per cent , and 
'trivial ' remedies have to be paid for in full by the pat ient . 

Many French people take out supplementary private 
insurance in o rde r to cover the part of their costs not paid 
for by the Social Security scheme. For example , pat ients 
may have to pay 25 Francs per day in hospital for 'hotel 
charges ' , and 30 per cent of doctors fees for less serious 
illnesses. These charges are of ten covered by 
supplementary private insurance. 

Denta l and ophthalmic t r ea tment is partially re imbursed 
in the same way as medical t r ea tment . 

As in all countr ies , the French Social Security scheme 
has cont inuing financial p roblems because the scope for 
medical t rea tment cont inues steadily to extend. The 
scheme is popular with the French public, but there are 
worries about its fu tu re , as costs cont inue to rise. 

Private medical t r ea tmen t , outside the Social Security 
system, has tended to decline over the years, but there is 
some indication that it is increasing again in the late 1980s. 

IRELAND 
Public spend: 6.9%; private: 1.1%; total: 8.0% of GDP. 
In Ireland there is a complex s t ructure of health care. The re 
are three categories of pat ients . 38 per cent of the 
popula t ion , who are unable to pay for their own care, 
receive a full range of heal th services without charge. 47 per 
cent , with an income below a certain level (£15,000 in 
1987), receive private t r ea tment in hospitals for a fixed 
charge , f ree medicines for certain illnesses and assistance in 
the payment of o thers , and general pract i t ioner materni ty 
and infant care services somet imes at fixed charge . The 
remaining 15 p e r c e n t , with a higher income, do not receive 
the general practice materni ty and infant care services, but 
otherwise have similar benef i ts to those in category two. 

The health care benef i ts for those entit led to them are 
f inanced largely out of public funds. The schemes are 
adminis tered by the government , mainly through eight 
heal th boards . 

The hospitals are owned partly by the Heal th Boards 
(f inanced through State funds) , partly on a voluntary basis, 
(still largely f inanced by the state) and partly private. These 
private hospitals are funded f rom pat ient ' s fees. In 1985 
there were 91 Heal th Board hospitals, 40 voluntary 
hospitals, and 18 private hospitals. 

Table 2 Direct payments by 'sickfund' patients 
Medicines Doctors 'fees Hospitals 

Belgium some approx 25% Yes, but fully 
reimbursed 

Denmark 25%; 50% or 
full cost 

none none 

Great Britain £2.60, but 
80% exempt 

none none 

France some 30%; 
60% or full 
cost 

approx 30% approx 25% 

Ireland for some sometimes sometimes, 
patients, costs affixed prices 
up to £28 per in private 
month wards 

Italy most, £1 or 
more 

none none 

Netherlands £1 fixed charge only for 
chronic sick 

Spain usually 
40% with 
exemptions 
for pensioners 

none none 

Sweden approx £6, approx £5 approx £5 
with the first perday 
exemptions 15 visits 

Switzerland 10% of cost £20 in hospital Yes, in 
or 50% if and 10% of private 
medicine is ambulatory hospitals 
not on care 
recommended 
list 

West approx 60p none approx £2 
Germany per 

prescription 
per day 
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Certa in long-term illnesses, such as mental handicap, 
d iabetes , haemophi l ia and multiple sclerosis are fully 
covered regardless of the pat ient ' s income. 

The general pract i t ioners are independent professionals , 
who claim re imbursement of fees for the services they 
provide . Some hospital doctors , and especially junior 
hospital doctors , receive a salary. 

Category O n e pat ients receive all their t r ea tment f ree 
without paymen t , and the professionals are re imbursed by 
the Heal th Boards directly for all their care. Category T w o 
and Three pat ients pay the agreed set charges for most 
services themselves al though they are enti t led to f ree 
t rea tment in public wards , and f ree medicines above a 
limit of £28 per mon th . Only Category O n e pat ients receive 
f ree denta l and ophtha lmic care. 

As in o the r countr ies , the main problem is the lack of 
resources for the heal th schemes. 

ITALY 
Public spend: 6.1%; private: 1.1%; total: 7.2% of GDP. 
The heal th insurance scheme covers the ent ire popula t ion . 
It is f unded through social security contr ibut ions , at a level 
de te rmined by State law each year . Current ly this totals 9 
per cent of salary, but is supp lemented out of general 
taxat ion. The control of the scheme is in the hands of 
central government , with the part icipat ion of the Regions. 

Local heal th units own and control the hospitals, and 
provide all preventa t ive and curative services in their area . 
They also supervise re imbursement of pharmaceut ica l 
expendi tures by pat ients . Doctors are employed bv the 
local heal th units. 

Hospital and medical expenses are completely f ree , but 
pat ients have to pay a "ticket' for prescribed medicines. Life 
saving medicines, such as ant icancer prepara t ions and hear t 
medicines are f ree . For "generic" medicines there is a fixed 
charge of 2,000 lire, and for b randed medicines there is in 
addit ion a sliding scale depending on the cost of the pack. 
For the most expensive packs of medicine the addi t ional 
' t icket ' costs 3,000 lire. 

Most dental t rea tment is covered by the scheme, but not 
the cost of spectacles. 

There are cont inued criticisms of the scheme, which is 
regarded as excessively complex. 

With greater aff luence in Italy, there has been an 
expansion of private heal th care , even though this is not 
generally regarded as super ior to care under the State 
scheme. 

NETHERLANDS 
Public spend: 6.8%; private: 1.8%; total: 8.6% of GDP. 
The Nether lands is the exception in E u r o p e , in that only 
about 60 per cent of the popula t ion is covered by the official 
heal th insurance scheme. All those who earn more than 
49,150 Gui lders a year are f ree to subscribe instead to 
private heal th insurance schemes. 

Nevertheless , the whole popula t ion is compulsorily 
covered by a separa te insurance scheme to cover chronic 
disability and similar disastrous health problems. The 
ordinary sick fund is f inanced by the employees and self 
employed whom it covers. There are payments of 5 per cent 
of salary f rom the employees and an equivalent 
contr ibut ion f rom their employers . The special cover for 
chronic sickness is f inanced by employers only with 
contr ibut ions of 4.54 per cent of annual salaries. 

The heal th insurers (sick funds) are organised on a 
regional basis, and originate f rom private organisat ions 
such as religious or chari table bodies. There is a central 
Sickfund Council controll ing their f inances, under the 
guidance of the central government . 

Abou t 85 per cent of the hospitals are owned and run by 
the government through a local Board . The major i ty of 
hospital specialists are self employed . The family doctors 
are generally in private practice, with a small number 
organised into groups or at health centres . 

For those covered by the State sick funds , the insurers 
usually pay all costs directly to the hospitals, doctors and 
pharmacis ts . Privately insured individuals pay their own 
costs and then claim re imbursement . Pat ients covered by 
the chronic sick insurance scheme must m a k e a 
contr ibut ion to hospital costs, and sick fund pat ients pay a 
flat ra te consultat ion fee for specialist t rea tment and for 
prescribed medicines (2.50 Gui lders per i tem). There is an 
annual maximum payment of 125 Gui lders per family. 

The cost of dental and ophthalmic t rea tment is partially 
covered for sickfund pat ients . These t rea tments are not 
usually covered for privately insured pat ients . 

The present system of health care in the Nether lands is 
not considered satisfactory, because it is too expensive, too 
bureaucra t ic and with insufficient co-ordinat ion be tween 
the public and private sectors. 

The re are plans to int roduce more comprehens ive state 
heal th insurance in the early 1990s. 

S P A I N 
Public spend: 4.3%; private: 1.5%; total: 5.8% of GDP. 
In Spain 95 per cent of the popula t ion is covered by the 
national health insurance scheme. 

Twenty two per cent of the cost comes f rom general 
taxat ion, and the remainder f rom Social Security 
contr ibut ions . These in total represent 31 per cent of 
earnings, with the employer paying 26 per cent and the 
employee 5 per cent. 

The heal th scheme is run by a central administrat ive 
body, decentral ised into 17 regions. The overall control lies 
with the Ministry of Heal th and Consumpt ion . 

A b o u t 70 per cent of hospital beds are publicly owned , 
divided equally be tween the central governments , the 
central heal th authori ty and local government . The 30 per 
cent of beds owned privately are divided between ' for 
prof i t ' organisat ions (18.5 per cent) and 'not for prof i t ' 
organisat ions (13.3 per cent) . All sickness, including long-
term chronic illness, is covered by the scheme. Doctors are 
generally employed by the Heal th Author i ty . 

All heal th care costs are paid directly by the Heal th 
Author i ty , except that pat ients generally pay 40 per cent of 
the cost of prescr ibed medicines. Old age pensioners are 
exempt f rom this paymen t , and it is reduced to 10 per cent 
for certain chronic illnesses such as diabetes . 

Den ta l , ophtha lmic and psychiatric t r ea tments are 
generally not covered by the scheme. 

The problems with the heal th scheme are seen as an 
unequal distribution of hospital beds and too little t ime for 
domiciliary consultat ions. Hospital t r ea tment is generally 
satisfactory, but ambula tory care is considered inadequa te . 

Private health care is at a steady level of about 25 per cent 
of total heal th care expendi ture . 

SWEDEN 
Public spend: 8.6%; private: 0.8%; total: 9.4% of GDP. 
The ent ire Swedish populat ion is covered by the national 
health insurance scheme. Ninety per cent of the cost is 
covered out of various fo rms of taxat ion, and 10 per cent 
represents pat ients ' out of pocket payments . 

The scheme is run by the 26 County Councils, which have 
the right to raise local taxes to help fund their schemes. The 
majori ty of hospitals are owned by the councils. There is a 
very small p ropor t ion of private hospitals (about 1 per cent 
of bed-days) . Chronic long-term sickness is covered by the 
scheme. 

All doctors are directly employed by the County 
Councils, except for a very small propor t ion (5 per cent) of 
private practi t ioners. 

Costs are paid directly by the County Councils , with the 
exception of the following direct payments by pat ients . 
Hospital pat ients pay 55 Swedish Crowns per day . which is 
deduc ted f rom their cash sickness benef i t . For their first 15 
visits to the doctor each year pat ients pay 50 Swedish 
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Table 3 Payment for pharmaceuticals by insurance 
and State funding 

percent 

United Kingdom 76 
Spain 67 
France 65 
Netherlands 64 
Italy 64 
Sweden 62 
West Germany 56 
Denmark 53 
Belgium 52 
Switzerland 52 
Ireland 48 

Source: EFPIA in Figures: Brussels: 1988 

Crowns to the County Council . For prescribed medicines, 
pat ients pay 60 Swedish Crowns per prescr ipt ion. T h e 
chronic sick are exempt f rom this payment , there is also a 
maximum payment per year , beyond which medicines 
become f ree . 

Denta l t r ea tment is covered, al though again there are 
substantial charges to the pa t ien t , varying f rom 40 per cent 
for cheaper t rea tments to 25 per cent for more expensive 
procedures . Spectacles are only provided for children up to 
the age of 18. 

As in all o ther countr ies ' there are indications that the 
system is inefficient; how inefficient , nobody knows ' . The 
public are , however , generally satisfied with the system. 

Private medicine is provided by about 5 per cent of 
doctors , and some private nursing homes exist. T h e r e is a 
gradual increase in private medical care . 

SWITZERLAND 
Total spend: 7.8% of GDP (approximately 2.5% private). 

Ninety eight per cent of the popula t ion is covered by one of 
some 450 'sick funds ' . Funding of health expendi ture is in 
equal parts by general taxation (paid as subsidies to the 
hospitals) by individual insurance p remiums , and by direct 
payments , including supplementary private insurance. 

The insurance schemes are run by the federally regulated 
'sick funds ' , and the supply side (hospitals) is in theory 
organised privately. However , many hospitals are publicly 
owned: o thers are owned by charit ies and private 
organisat ions. As indicated above , even private hospitals 
receive a state subsidy, and are there fore partly control led 
by government . 

Long- term sickness is not covered by the 'sick funds ' but 
by ano ther manda to ry social insurance scheme only in case 
of disability. Remaining pat ients must the re fore pay 
privately or depend on public financial suppor t for chronic 
care. 

Hospital doctors are generally directly employed by 
public hospitals , and may also be employees in the private 
sector. O the r s are private pract i t ioners , with GPs having 
no access to a hospital , as a rule. 

Most pat ients pay their doctors , and claim a r e fund . 
However , the 'sick funds ' pay hospitals and pharmacists 
directly. 

T rea tmen t in public wards is entirely f r ee , but in private 
hospitals costs are covered only to the extent of the pat ient ' s 
insurance. The re is a payment by the pat ient of 50 Swiss 
Francs per quar te r o r illness episode and of 10 per cent of 
the cost for all ambula tory consultat ions and for prescribed 
medicines. 

There is an upper limit to these payments of 500 Swiss 
Francs per year , unless the insured has op t ed for a higher 
annual deduct ible . 

Dental t r ea tment is not normally covered , and al though 
ophtha lmic t rea tment comes unde r the insurance scheme 
patients receive only a fixed sum for their spectacles. 

The principal p rob lem with the current scheme is a lack 
of incentive to provide the most cost-effective t rea tments . 
More intensive t r ea tment results in higher incomes for the 
providers . The public a re , however , generally satisfied with 
the scheme. 

As the private/public mix already exists fully within the 
existing scheme there is no tendency for private medicine 
to expand . 

WEST G E R M A N Y 
Public spend: 6.4%; private: 1.7%; total: 8 .1% of GDP. 
In West G e r m a n y 88 per cent of the popula t ion is covered 
by about 1,200 public insurance schemes, and about 9 per 
cent have private heal th insurance f rom about 40 
companies . Abou t 2 per cent have cover unde r various 
welfare schemes, and less than one per cent of the 
populat ion has no heal th insurance cover at all. 

The public insurance schemes are f unded by insurance 
contr ibut ions , which vary f rom over 15 per cent of income 
for local sickness funds to about 11 per cent for f u n d s 
organised through employing firms. T h e private insurance 
funds charge fees according to the risk g roup (ie normally 
by age) of the insured person. 

There is a complex mix of public and private organisat ion 
in the funding of heal th insurance, which goes back in 
G e r m a n y to the days of Bismarck in 1883. Membersh ip of 
the public insurance funds is compulsory for lower paid 
workers , and cont inues to cover them in re t i rement . 

The hospitals are owned partly by the government (about 
51 per cent of beds) , partly by non-prof i t private 
organisat ions (35 per cent) and partly by for-prof i t private 
companies (14 per cent) . 

Doctors in the communi ty including specialists, are 
private pract i t ioners . T h e hospital doctors , who do not 
generally provide outpa t ien t services, are employed by the 
hospitals. T h e outpa t ien t doctors are e i ther paid directly by 
privately insured pat ients (who claim re imbursement ) or 
else are paid fees for i tems of service directly by the public 
insurance organisat ions. Doc tors bargain directly with the 
insurance funds over their total r emunera t ion . 

A similar a r rangement exists in hospital , where the 
hospital is paid directly by the public insurance funds , on a 
daily rate basis, whereas privately insured pat ients pay the 
hospital agreed fees and claim re imbursement . Pat ients 
covered by the public insurance schemes pay a fixed 
prescription charge of 2 DM for each i tem, regardless of its 
cost. Medicines for minor ai lments are paid in full by the 
pat ient . Privately insured pat ients pay in full for all their 
medicines, but may be able to claim re imbursement . 
Pat ients in hospital pay 5 D M per day. 

Denta l and ophtha lmic t r ea tment is covered by the public 
insurance schemes, al though they pay only 60 per cent of 
the cost of den tures , and will pay for their spectacles only 
once in th ree years, unless the pat ient ' s eyesight has 
de te r iora ted mean t ime . 

The problems of the schemes can be summarised as their 
inefficiency and the threat of continually rising costs. In 
part icular , the payment of fees for item of service 
encourages excessive supply of t r ea tment . Also, the strict 
separat ion be tween ambula tory and hospital t r ea tment 
presents problems. As in every country , the high cost of 
care for the elderly is a part icular p rob lem, as its cost has to 
be subsidised by the working popula t ion . 

There are currently drastic proposals to reduce heal th 
care costs, but these are suppor ted by only 30 per cent of 
the popula t ion . 



DISCUSSION 

It is clear from these brief descriptions of the national 
health schemes in different European countries that there 
is a considerable variation in their approaches to the 
problem. Methods of funding vary: the ownership and 
organisation of the facilities varies; the way doctors and 
others are employed and paid differs; and the extent to 
which individuals must pay part of the costs themselves also 
varies, as shown in Table Two. There is, however, one 
common similarity. No country believes that it has an 
entirely satisfactory solution to the question of how best to 
cover the health needs of its population at an acceptable 
price. A look at Continental Europe provides no ready 
made answer to the present uncertainty about how Britain's 
Health Service might be modified, for example. 

More fundamentally, in 1992 the European market is 
intended to be unified, and it might be expected that some 
degree of uniformity in the provision of health care should 
follow. From the descriptions in this Briefing it is clear that 
it will be extremely difficult to introduce any integrated 
system of health insurance or European health service for 
the European Community as a whole. Even within 
individual countries there are variations, without any clear 
indication of which variant is superior. The priority must be 
for cautious experiment, and rigorous evaluation, rather 
than radical change. 

Above all, what is lacking in such an evaluation is any 
measure of the outcomes of different systems of health 
care. The unique contribution of the European 
Commission after 1992 could be to organise and sponser 
the evaluative studies which have so far largely been absent. 
Any more drastic form of European Community 
interference, in the present state of ignorance, would be 
unwise. Health economists have in recent years been 
developing the tools with which to make the necessary 
evaluations. So far they have been used only on a limited 
scale. However, there is no reason why, with appropriate 
resources, larger international studies should not now be 
undertaken. 

One concept under discussion at present is to limit the 
free provision of health care to the relatively less affluent 
and to those suffering from some form of medical 
catastrophe - whether it is a costly acute medical crisis or a 
long term chronic disease. The nearest approach to this 
policy in Europe so far appears to be the Dutch model. A 
study some years ago suggested that the health status of the 
Netherlands was comparable to that in Britain and 
France . ( 1 ) These latter countries had widely differing types 
of cover, but both provided comprehensive health care for 
the whole population through their national schemes. But 

according to the information received from the Netherlands 
during the preparation of this Briefing, the Dutch do not 
consider their present position satisfactory. They are 
considering more extensive cover. Clearly, therefore, other 
countries - and Europe as a whole - need to be cautious in 
pursuing the concept of limited cover only for the less 
affluent and for the catastrophically sick. 

On the other hand, there is almost universal concern at 
the rising cost of comprehensive free health care. Perhaps 
some balance needs to be struck. But once again the 
keynote must be evaluation. The brief reports from the 
various countries collected for this study still suggest 
general public satisfaction with their health care, even 
though the providers and the organisers realise its 
shortcomings. 

One particular aspect of the variations between 
European schemes seems to demand special attention. This 
is the variation in the amount and methods of calculation of 
the 'co-payments' by patients, shown in Table Two, not 
only for prescriptions but also for medical consultations and 
hospital care. Table Three shows specifically the variation 
in the proportion of the cost of medicine paid for by third 
parties (insurance or the state). It varies from 76 per cent in 
the UK to 48 per cent in Ireland. In countries apart from 
Britain private payments for a part of health care costs do 
not seem to have attracted the attention which they have 
received from British politicians and they do not seem to 
have detracted from the general popularity of the national 
health schemes. There is economic logic in expecting a 
modest contribution to costs at the time of treatment. This 
is perhaps an aspect of the European experience which 
Britain might consider. However, much more study of the 
exact European experience is needed, which is beyond the 
scope of the concise overview in this Briefing. 

If changes are to be made, and in particular if a greater 
degree of uniformity across Europe is to be achieved, the 
changes must increase an already relatively high level of 
public satisfaction rather than reducing it. This, above all, 
must be the message for the Eurocrats as 1992 approaches, 
and for Britain as it continues to review its own National 
Health Service in 1988. 
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