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Which
way for
policy?

spend more?
spend less?
spend wisely?




Lower spending by
government

means higher spending
by patients:

user charges, private health insurance or
medical savings accounts (MSAS)



Source: WHO 2007
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Coverage breadth

de-linking coverage and employment
extending cover to excluded groups
move to universal coverage



Coverage scope

technological innovation: THE cost driver
Increasing use of HTA

tends to focus on new drugs

systematic disinvestment beginning
politics get in the way!



What is the role of HTA/CER?

Regulatory bodies Decisions Review

NICE (Eng) Coverage Cost effectiveness
CEPS (Fra) Pricing Comparative effectiveness
LFN (Swe) Both Cost effectiveness
DKMA (Den) Coverage Comparative effectiveness
Advisory bodies Decisions Review

IQWIG (Ger) Both Cost effectiveness
CHF (Neths) Both Cost effectiveness




Challenges?



Change In health expenditure by
different factors, France 1992-2000
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Source: Dormont et al 2006



Coverage depth

expansion / reduction of user charges
effort to protect households
value-based cost sharing



Value-based Rx cost sharing: France

Outpatient Rx Co-insurance: Co-insurance:
by clinical benefit severe disease non-severe disease
Severe chronic diseases 0% n/a

(eg cancer, HIV Aids)

Major benefl_t (e_g antibiotics, - 3504 65%
blockers, painkillers)

Moderate benefit 65% 65%
Weak benefit 65% 65%
Pendlr_lg de-I_lstlng n/a 8504

(eg veinotonics)

Insufficient benefit Not listed Not listed

Defined by the National Union of Social Health Insurance Funds (Source: PPRI 2008)



Reducing coverage creates a role
for private health insurance (PHI)

Market role Market driver PHI covers Examples
Substitutive Coverage breadth Groups gxcluded Germapy,
or opting out Estonia

Complementary Canada,

Coverage scope Excluded services

(services) Netherlands
Complementary Coverage depth Statutory user Francg,
(user charges) charges Slovenia

Consumer Faster access,
Supplementary : : ) Ireland, UK
satisfaction consumer choice

Source: Foubister et al 2006, Mossialos and Thomson 2004



Substitutive PHI vs public
coverage: Germany

Prevalence of: Public Private
People aged 65+ 22% 11%
Chronic disease* 23% 11%
Self-reported poor health* 21% 9%
GP contact* 81% 55%
Specialist contact (outpatient) 47% 45%
Difficulty paying for outpatient Rx* 26% 7%
Waiting time for gastroscopy 36 days 12 days

*Statistically significant after controlling for differences in age, gender and income (sources: Mielck
and Helmert 2006, Schneider 2003, Lungen et al 2008)



Complementary PHI
(services)

systematic priority setting is desirable
but how do we decide what to cut?
adverse selection problems?
requires high up-take



Complementary PHI (user charges):

Slovenia

Services Cover 1993 1995 1996
‘Normal’ care 100% 100% 100% 100%
Transplants, dialysis At least 95% 99% 96% 95%
Fertility, orthopaedics At least 85% 95% 88% 85%
Drugs on positive list, At least 75% 80% 75% 75%
non-work injuries

Non-emergency Max 60% 60% 60% 40%
ambulance transport

Lenses, adult Max 50% 45% 38% 25%

orthodontics

Source: Milenkovic Kramer 2006



Supplementary PHI (Ireland):
public subsidies, two-tier access

covers 47% of population

6% of total health expenditure

tax relief pays for 20% of PHI premiums
provides faster access, ‘private’ care
50% of PHI care Is in public hospitals
public subsidy of PHI care = > 60%



Difference in waiting times by
coverage status: Ireland

% waiting < 1 month W % waiting > 1 year
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Source: Tussing and Wren 2006



Distribution of US health expenditure, 1997
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Will reducing coverage relieve
pressure on public budgets?

Indiscriminate cuts ignore underlying
Inefficiencies, may create new ones

financial protection and equity concerns
careful policy design

clear boundaries between public and
private health care

regulation and governance



PHI as a % of total health
spending in the European Union
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Enhancing value In financing health
care

Collection and pooling

broadening the revenue base
central collection

national contribution rate
national pooling



Size of the informal economy as a proportion of GNP
In the European Union, 1991/1992 and 1999/2000
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Sources of SHI revenue In France

Source 1990 (%) 2000 (%)

Employers’ 63.1 51.1
contribution




Variation in SHI contributions

AUS FRA NL
SFs Gowvt Gowvt
*1.1-7.5 13.8 7.2
*50/50 94 /6 100/0
X
X tax tax

7.5%




Enhancing value In financing health
care

Purchasing

evidence-based (HTA)

needs-based (resource allocation)
tools/incentives for better purchasing
paying for results (link to outcomes)



Key messages

Reforms in many countries:

moving away from singular focus on cost
containment

moving away from indiscriminate cuts

moving towards spending better (trying,
anyway)



