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UEHP Foreword

By Paul Garassus, UEHP President

expert, to reflect on the place of private hospitals in an evolving Europe

The UEHP has given carte blanche to Hans Martens, European health
of 28.

Our challenge is to carry out the modernisation of the provision of healthcare
services, including innovation and necessary investment while respecting the
strict budgetary constraints of the health systems in each member state. The
2007 economic crisis profoundly affected economic regulation in health, with
sustainability being questioned in some countries.

Our action is focused on the quality of relevant and timely healthcare services
for all European citizens. The private sector claims its place in an environment
of increased competition by bringing professionalization of management, stra-
tegies adapted to an innovative healthcare provision, which are key to the
success of quality health services of tomorrow.

It is often difficult to identify the place of the private sector and its results in
international data. The place of private hospitals deserved a specific study, co-
vering all the points of view of all relevant actors. The members of the UEHP
all share the great and admirable ambition to provide accessible and timely
quality care to informed patients, while respecting their social responsibility
for efficiency.

The subject is indeed hospital performance. Thanks to Hans Martens for
agreeing to share his reflections based on the published international data and
to shed light on our sector. Let this document provide documentation and re-
flection useful for all.

Supporting Sustainable Health Systems 3







Executive Summary

By Hans Martens, European health expert

Ithough Europe’s health systems have common
Afeatures such as an aspiration to universal cove-

rage and equal access, they are organised in very
different ways. They also share a common problem of
sustainability, such as the pressure from adverse demogra-
phics; they are subject to low economic growth and high
growth in expenditure. Unfortunately, the different tradi-
tions in different European countries have so far made it
difficult to compare system performance across borders
and learn from best practices. Only recently has such a
process begun, and it is developing very slowly.

Best practices may differ depending on national tradition,
but as the sustainability of the health systems is at stake
this should not stand in the way of reform. As inadequate
supply — resulting in long waiting times even for serious
illnesses — and lack of public finance for sufficient invest-
ment in health systems are often a key problem, public
and private partnership in health — notably in hospitals — is
a way to increase sustainability.

There are many different ways in which such public-
private partnerships can develop, and there are different
sources of private capital that can be employed. But priva-
tely owned hospitals are viewed with suspicion from many
sides —not for suspicion of low quality or low productivi-
ty — but more as providing poorer employment conditions
and creating inequality in access. However, this study has
found no evidence that there should be a systematically
poorer employment record, but there is clear evidence that
private hospitals in Europe do not create inequality, as the
payer is generally using the same public health system
that provides access to the public hospitals. Therefore,
inequality is not created by the ownership of hospitals,

but by the financing system — who pays. As private hos-
pitals — living and competing alongside public hospitals —
creates more choice for patients and shorter waiting times
for illnesses, including for example cancer, and in many
cases provide same or better quality of results than public
hospitals for less money, there are good reasons to give
space for private hospitals in systems where they don’t
exist so far and to develop the private hospitals in systems
where they already provide their services. But to create a
successful partnership with all its benefits, it is also essen-
tial that the system treat the private and the public hospi-
tals on an equal basis, which is not always the case today.

The recent debate about health systems around the world,
including in Europe, has focused on the value of outcomes
of the health systems in relation to cost — the so-called
Value Based Health Care (VBHC). To develop VBHC to
reap its full potential also means focusing more on the pa-
tient’s satisfaction, accepting higher degrees of speciali-
sation to create higher value, and to transform reimburse-
ment systems away from volume to quality, and although
the whole health system — and indeed the patients — can
benefit from this shift, there is no doubt that the private
hospital model can be of high value in this shift which in
the end will mean even higher patient focus as compo-
nents in the health systems starts focusing on the value
they can create for patients rather than on the traditional
quantities measures — or, in the best case, higher.

ooy Somisten
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he number of hospital beds is decreasing across Europe, and that has been the trend for some time, but at the same
time the relative share of private for profit hospitals is increasing in most European countries.!

Country 1995 2000 2005 2010 2013
S Total hospital beds | 67.853 63.674 63.248 64.008 56.347
Austria —
% for profit 6,9 7.1 9.0 11,1 15,1
Total hospital beds 87.784 79.985 77.309 73.746 67.888
Czech Rep -
% for profit 13,7 17,7
— Total hospital beds 22.927 20.902 19.405 17.241
Denmark ﬁ“
% for profit 0,1 1,4 2,1 2,1

Total hospital beds 41.483 39.026 37.000 31.395 26.429

Finland *

% for profit 3,3 3.3 3,7 4,4 4,2
Total hospital beds 484.279 | 455.175 | 416.710 | 413.206
France ‘ 1
% for profit 19.8 20,4 23,4 23,7
Total hospital beds 698.303 | 674.473 | 667.560
Germany -
% for profit 26,2 29,7 29.8
Total hospital beds 234.375 | 215.980 | 203.723
Italy ‘ I
% for profit 28,1 28,0 27,6
Total hospital beds 248.860 | 251.456 | 252.281
Poland _
% for profit 17,0 24,3 26,8

= Total hospital beds | 154.644 | 148.081 | 145.863 | 145.199 | 138.153
|

Spain
% for profit 19,4 17,9 19,6 17,7 18,8

1 OECD health data, January 8th 2016, from Patrick Jeurissen, Antonio Duran, and Richard B. Saltman :
Uncomfortable realities: the challenge of creating real change in Europe'’s consolidating hospital sector.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4896237/
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This means that in a period where dominance of hospitals
in the whole health systems is being reduced — because of
pressure for higher efficiency, because of re-organisation
of the health systems and because of rapidly developing
technologies — the private for profit hospitals are gaining
in importance. These hospitals are also becoming an in-
creasingly important source of employment, and beco-
ming an important economic contributor to the national
economies and to the public finances.

In 2015, the private for profit hospitals employed more
than 116.000 doctors, 177.000 nurses and 285.000 other
staff in France, Germany, Italy, Poland and Spain alone. 2

Why is the importance of private hospitals increasing in
a time where the role of hospitals in general is being re-
duced?

Is it because the private for profit hospitals deliver bet-
ter quality for patients and are more efficient? This would
be a natural assumption to make, but there is no scienti-
fic evidence in the literature that can confirm it. On the
contrary, he quality and performance seems to vary consi-
derably — even within countries or regions - and to depend
more about many other characteristics than the distinction
between public and private.

An important factor could be that in systems where private
hospitals exist, they tend to increase the supply of hospital
services and therefore keep curtail the waiting times that
have become a plague for many public hospital systems —
combined with a growing understanding that the source of
inequality in health is not the ownership of hospitals, but
the structure of the payment and reimbursement systems
that determines who pays for health and how much the
patient must finance out of pocket. *

But the most important explanation lies in the mobiliza-
tion of private capital for the purpose of building, acqui-
ring, modernising and running hospitals. The economic
climate of low growth, demographic changes and public
sector imbalances has made it nearly impossible for the
public sectors to meet the demand for investments and

running health services, and with plenty of private capi-
tal around, waiting to be employed, it is natural that also
the health sector is increasingly relying on private capital
— not only to create new hospitals but also to take over
poorly-performing public hospitals. breathing new life
into them and improving sustainability. If this is seen as
a desirable development, then one should keep in mind
that it may not continue forever because growth of the
for-profit hospital sector depends on a long-term positive
return on capital. Absent this growth, the sector will be
unable to access equity capital, so return on investment is
a crucial precondition for the development of for-profit-
hospital care. *

In order to give the private hospitals “space” to deliver the
services that through the mix of public and private service
supply contributes to sustainability and access to hospital
services without unreasonable waiting times, the two sides
of the mix must also be treated equally. There will always
be some differences — private for profit hospitals must ge-
nerate a profit to attract capital, the public hospitals do not
need to do that. On the other hand, private hospitals are
major tax payers (company tax when they are profitable,
but also VAT, property tax, taxes on some public services,
etc.), whereas public hospitals are not. Discrimination is
generally subtle as opposed to obvious. It would be natu-
ral to expect that if private hospitals accept the same obli-
gations as public ones, they should be entitled to the same
rights. This should be ensured by regulation of health
care that does not discriminate between sectors, and in-
dependent comparisons between hospitals based on effi-
ciency, quality - and increasingly also by patient-reported
outcome measurements - and reimbursements should be
determined by these quality factors rather than the present
input and quantity based systems. The equal competition
between providers on coast, quality and patient satisfac-
tion should determine the reimbursement criteria and this
in the end could stimulate the process towards reducing
the waste that, as will be demonstrated later, has become a
heavy burden on Europe’s health systems.

Q2 Figures from the national associations for private hospitals. See Annex.

3 See also the discussion in Patrick Jeurissen: For-profit hospitals, Doctoral thesis, Erasmus University Rotterdam,

2010. pp 1-3
4 Ibidp.14

Supporting Sustainable Health Systems 9



1 | The struggle for sustainability

10 | UEHP 2017



Supporting Sustainable Health Systems | 11




hile reflections over Europe’s health systems
‘ " / have been and to a large degree will conti-
nue to be focused on the operational costs of
health systems, additional elements are increasingly being
brought into the discussion because of a need to get a better
understanding of what the most important aspects of ensu-
ring sustainability of the health systems are. Sustainability
in the sense of being able to maintain health systems with
the general European characteristics: Healthcare available
to all and with equal access. These overall principles that
unite the otherwise quite diverse European systems are
under tremendous pressure from demographic, financial
and technological factors that will be outlined below, and
the threats are greater than the political and public debate
reflect.

Policy focus in many European countries has for some
time been on a constant strive for cost containment and
increased efficiency. In some cases, this has been success-
ful, in others not. These attempts to increase efficiency
have focused mainly on inputs (various forms of cost)
and have in many cases introduced time consuming pro-
cedures to monitor and register cost and use of resources.

Only lately has the other side of the equation — the out-
comes, or what the health systems produce - become part
of the analysis and discussion about health policy, and
when outcomes are linked to inputs it becomes possible
to get a better idea of the value of health — i.e. evaluating
the output/outcomes of the health sector in relation to the

B Total life expectancy at birth in European countries

85

cost. At the same time the evaluation of the cost is also
becoming more sophisticated in particular as regards the
distinction between “cost” seen as waste and inefficien-
cies and spending seen as an investment in the future.

Moving away from the traditional cost-centric view,
where policy and management of health normally is re-
duced to a question of “cutting costs” or “spending more”
— is primarily happening because of worries about the abi-
lity to maintain European healthcare systems as they have
been developed over the last 50 years or more. The fact is
that the European health systems have been developed in
a period of extremely favourable conditions. Not only has
Europe since the Second World War experienced steady
economic growth — with some bumps along the way —
but the baby boomer generation in Europe after 1945 has
meant that a huge, well-educated and well-employed co-
hort of Europeans has been capable of paying more taxes
into the public coffers than ever before — allowing for a
steady growth in public expenditures, not least in health.

This is changing. The baby boomers are getting older and
older as life expectancy grows. They will live longer and
longer as retirees, and they have left a much smaller group
of new tax payers behind, because of the low fertility since
the mid-1960s. At the same time series of new and inno-
vative — and also costly — medical practices, pharmaceuti-
cals and medical devices are being introduced, constantly
putting additional pressure on a health sector that is used
to enjoying ever-increasing funds.

83

81

79
77

75

73

71
69

67

65

1980

Belgium
Sweden

Spain
Portugal

2014

— Germany
Hungary

Source: http://ec.europa.eu/eurostat/statistics-explained/index.php/File:Life_expectancy at birth, 1980%E2%80%932014_

(vears) YBI16.png

12 | uEHP 2017




B Population after age group in the EU - Forecasts
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If Europe wants to avoid having to dismantle the univer-
sal healthcare systems and the principles of equality in
access, it will be necessary to move away from the pure
focus on inputs (cost) and start focusing more on the value
aspects of health to guide investments and spending in a

VALUE = OUTCOMES/COST*

If value is defined as outcomes divided by cost it means
we are not neglecting the cost side, but also focusing on
efficiency. Efficiency is a concept that is easily dismissed
when talking about health — by some it is seen as almost
unethical. But it is also a concept that is needed of the
simple reason that if cost-efficiency is forgotten and is no
longer in focus; the systems will drift into uncontrollable

sustainable way. So while the focus so far has been on the
cost side — which is easy to measure and easy to unders-
tand — focus must also in the future include what we get
for the money — in other words the qualitative outcomes.

spending patterns with a negative effect on sustainability.
That will in turn create problems that are ethically even
more difficult to defend, because they eventually will
mean excluding parts of our populations from health ser-
vices — and obviously the weakest in our societies will
always be hit first and hardest.

5 See for example Michael E. Porter and Thomas H. Lee: The Strategy That Will Fix Health Care in Harvard
Business Review, October 2013. https://hbr.org/2013/10/the-strategy-that-will-fix-health-car.
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While the cost dimension of the equation above is nor-
mally rather simple to measure, the outcomes side does
not have any clear metrics — yet. For health — like for other
public services — the focus has been — and still is to a large
degree — on the cost side, and less on what the sector pro-
duces and what value it creates. This is where the concept
of outcomes changes the focus dramatically, but there is
still no precise definition on how outcomes should be mea-
sured. There seems to be a growing consensus though that
the outcomes that should be examined are the outcomes
that matter to the patients (in addition to outcomes in the
strictly clinical sense). This patient-centered approach and
its links with the development of value-based health care
are dealt with later in this publication.

Europe does not have a health system — it has many.
Health systems have developed over a long period wit-
hin national borders — and sometimes even at sub-national
levels. Although they obviously all have the overall goal
of treating and curing the citizens, they pursue this goal in
many different ways. Some systems are financed through
taxes — others are based on insurance systems. Some have
no copayments — others do. Some rely almost entirely on
public sector hospitals — others make widespread use of
privately owned hospitals. Also, various components wit-
hin health systems are organised differently and work to-
gether according to various schemes — from prevention via
primary care to hospitals, community care and home care.

Because of the long-established traditions of the develop-
ment of national health systems, health care is regulated
by Member States and not by the EU, and because health
not only builds on national traditions but also has such a
high political priority, reforming the systems has proven
very difficult. Even worse, it has proven extremely dif-
ficult to establish a way of sharing best practices across
Europe — and thereby to learn from the best performers.
The drive for such comparisons between systems — often

The position and role of private hospitals in
European countries

The share of GDP spent on health varies across Europe,
but it is not linked significantly to wealth (GDP per capi-
ta) — and the share of health spending in GDP — although
interesting — does not tell us anything about the quality
of the outputs of the health sector. There is no direct link

called HSPA (Health Systems Performance Assessment) —
originally came from health researchers and international
organisations, and is now increasingly being backed by
nations and governments as well — mostly the countries
that have been doing health systems assessments on a
national basis. Even so, a number of countries in Europe
still are strongly opposed to cross-border comparisons.
However, with the increased pressure on health systems
everywhere in Europe, identifying and adopting best prac-
tices is a constructive way forward — perhaps even the best
way, considering the need to improve performance in co-
ming years.

In many countries where almost all hospitals are publi-
cly owned and operated, an introduction of private hospi-
tals is not even being considered — even if neighbouring
countries rely almost entirely on private hospitals and are
doing fine or even better. In countries where there is no
copayment from patients, copayments are barely even
being discussed — even if neighbouring countries apply
that principle with good results.

The long traditions have created a strong dogmatism and
a feeling of “we know best” that discourages people from
looking at different ways of doing things even if the sys-
tem is struggling. Yes, the systems will be changed and
modernised, but usually within the systems framework
rather than changing the system itself. There is, or at least
has been, little interest in learning how other systems in
Europe work — surprisingly little especially in view of the
strong interest in benchmarking within countries. That
dogmatism needs to be overcome and replaced by a new
curiosity about how things can be done most efficiently
and with the best results for the patients - now and in the
longer term when financial pressures on health systems
will increase. But now the time has come to search for bet-
ter solutions regarding the organisation and performance
of health care systems in Europe.

between the input and the output side, so pouring more
money into the health system does not necessarily mean
higher quality health services and vice versa, although
the public debate often seems to assume such a direct and
easily understood relationship.
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Bl Health spending (excluding investment)

Country Health spending GDP per Capita - 2015 Life ex.peciancy at
as share of GDP - 2015 | Index. EU aver. = 100 birth 2014
Belgium ] il 10.4 119 81.4
Bulgaria TN 8.3 47 74.5
Czech Rep. | W 7.5 87 78.9
Denmark E: 10.6 127 80.7
Germany = 11.1 124 81.2
Estonia - 6.3 75 77 4
Ireland il 9.4 177 81.4
Greece "'_‘E"-_ 8.2 68 81.5
Spain |~ 9.0 90 83.3
France il 11.0 106 82.8
Croatia o 6.6 58 77.9
ltaly il 9.1 96 83.2
Cyprus < 6.8 82 82.1
Latvia — 5.6 64 74.5
Lithuania | W 6.5 75 74.7
Luxembourg  'mem 7.2 264 81.9
Hungary - 7.0 68 76.0
Malta 3 | 9.6 88 81.5
Netherlands  'mems 10.8 128 81.8
Austria = 10.4 128 81.7
Poland _— 6.3 69 77.8
Portugal B 8.9 77 81.3
Romania pd 50 57 75.0
Slovenia N 8.4 83 81.2
Slovakia | C1 7.0 77 77.0
Finland -+ 9.6 109 81.3
Sweden = 11.1 124 82.3
Serbia L 10.3 36 75.4
UK = 9.8 108 81.4

Sources: Health spending: OECD Health at a Glance: Europe 2016, GDP Pr Capita: Eurostat: http://ec.europa.eu/
eurostat/tgm/table.do?tab=table&init=1&language=en&pcode=tec00114&plugin=1. Life expectancy: OECD Health

at a Glance: Europe 2016
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So who pays for health care in Europe? As for most other issues concerning health care the answer varies much across
Europe.

[l Healthcare expenditure by financing agent — 2014

Government Compulsory Voluntary
Country schemes . health Out of pocket | health insu- Other
insurance rance
Belgivm | I 1 66 18 4 ]
Bulgaria gl 9 44 46 1 0
Czech Rep.Jps 12 72 13 0 3
Denmark Sm 84 0 14 2 0
Germany B 7 78 13 1 1
Estonia W 10 66 23 0 1
Ireland | 1 69 15 13 0 3
Greece E"—‘% 28 31 35 4 2
Spain |~ 65 5 25 5 0
France |1 4 75 7 14 0
Croafia 3 73 17 8 0
Italy il 76 0 22 1 1
Cyprus < 44 1 50 4 1
Latvia — 60 0 39 1 0
Lithvania g 10 57 31 1 1
Luxembourg 8 74 11 5 2
Hungary ‘o 9 58 28 3 2
Malta | 67 2 29 2 0
Netherlands o 5 76 12 6 1
Austia T 31 45 18 5 1
Poland g 9 62 22 4 3
Portugal BB 65 1 28 5 1
Romania § B 15 64 20 0 1
Slovenia gl 3 68 13 15 1
Slovakia el 4 76 18 0 2
Finland == 62 13 19 3
Ssweden 5@ 83 0 16 1 0
Serbia W 4 58 37 1 0
UK = 79 0 15 4 2

Source: OECD

T

ealth at a Glance: Europe 2016
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Although Europe's national health systems can be grou-
ped into broadly tax-financed (“Beveridge systems”) and
broadly insurance-financed (Bismarck systems”) regimes,
there is significant variation. Denmark and Sweden for
example are at the same level as far as public financing is
concerned, but Denmark has a higher share of financing
from private insurance while the Swedish households pay
more out of their own pockets. Defenders of the publicly
financed system would perhaps claim that this system en-
sures more equal and affordable access, but in the Nether-
lands (predominantly insurance-financed) the households
pay less out of pocket or via private insurance than the
Danes and the Swedes with their tax-financed systems.

Supporting Sustainable Health Systems

This indicates, as mentioned, a huge variation in the role
of the public and private sectors across Europe, and in ad-
dition the comparisons get somewhat blurred because the
definitions of public and private are not consistent.

However, when it comes to hospitals it is possible to dis-
tinguish between two types:

. Public status hospitals — that are owned by the State,
by regional or local authorities or by a social insu-
rance organisation

. Private hospitals that can be either not-for-profit,
belonging to legal persons such as associations or
foundations, or they can be for-profit and be owned
by legal as well as natural persons.

Polyclinic S$t Roch - Montpellier, France
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The distribution in European countries is very different indeed. The table below presents the distribution of hospital beds
in European countries in 2014.

Country ToiaLZzzpifal % public % not-for-profit % for-profit
Belgium il - - - -
Bulgaria W 51,505 80.0 0.0 20.0
Czech Rep. s 67,937 84.7 0.4 14.9
Denmark Sg= 15,174 93.8 4.0 2.2
Germany B 666,337 40.7 29.3 30.0
Estonia = 6,584 92.8 2.5 4.7
Ireland i \ - - - -
Greece = 46,160 65.3 1.9 32.8
Spain |~ 137,938 68.6 12,5 18,9
France Pl 410,921 62.4 13.9 23,7
Croatia -= 25,036 98.4 0.6 1.0
Italy il 223,015 68,3 3,5 28.2
Cyprus < 2,912 50,8 0,0 49,2
Latvia —_ 11,279 90.2 0,0 9.8
Lithuania g 21,176 99,4 0,0 0.6
Luxembourg : - - - -
Hungary 71,669 96,9 2,9 0.3
Malta a | 1,934 97.7 0,0 5.3
Netherlands 77,270 0.0 100.0 0.0
Austria — 64,815 69.2 17.3 13.5
Poland — 252,375 80.9 0.0 19.1
Portugal 34,522 70.1 19.7 10.2
Romania J B 133,619 95.3 0.3 4.4
Slovenia - 9.356 98.9 0.0 1.1
Slovakia | O] - - - -
Finland - 24,741 96.2 0.0 3.8
Sweden = - - - -
UK = 176,324 100.0 0.0 0.0

¢ Eurostat: Hospital beds by type of ownership 2014.

6 /http://ec.europa.eu/eurostat/statistics-explained/index.php/File:Hospital _beds by type of
ownership 2008 and 2014.png
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Hospitals are one of the most important elements in Euro-
pean health systems, and for the purpose of this paper it
will be practical to use a clear definition of hospitals and
their place in the whole health system.

Hospitals are defined by WHO as health care institutions
that have organized medical and other professional staff,
and inpatient facilities, and deliver medical, nursing and
related services 24 hours per day, 7 days per week.’

So whatever services hospitals may offer, the focus is here
on the traditional role of the hospitals, which includes
beds for overnight stay. This also means that private cli-
nics that are performing minor services, including cosme-
tic ones, are considered clinics and not hospitals in this
context. This is important in particular because to many
the term ”private hospitals” means hospitals for the weal-
thy, but the majority of private hospitals (for-profit or not-
for-profit) in Europe are institutions that are open for the
same type of patients as the public hospitals, in most cases
with the same type of payers, and often without patients
knowing the organisational status of the hospital because
it does not affect them either financially or in terms of
access.

So inequality in health does not come from the
ownership of the hospitals (private or public) but
rather from who pays and how — via universal tax or
social insurance schemes or by own payments or pri-
vate insurance.

However, developments in recent years have blurred the
distinction on ownership of hospitals.

Publicly owned hospitals have adopted some of the features
of the private sector, moving towards ‘“new public manage-
ment” with the aim of improving performance, while the
financing remains within (the restrictions of) public bud-
gets. At the same time the growing private hospital sector
is increasingly becoming a “servant” of the public health
system in the sense that patients are getting more choice

7 http://’www.who.int/topics/hospitals/en/

between public and private hospitals, private hospitals are
covering a wider and wider range of operations, most of the
payments come from the same sources — including taxes
— as the public hospitals, and standards, including quality
standards, are being set by the public health authorities.

Some examples demonstrate the blurring of the diffe-
rences. In Spain for example the concession system al-
lows a private company to manage a public hospital on a
contractual basis. Similar arrangements can be found in
other countries, in particular in Portugal.

The government can sign a contract with a private esta-
blishment so that the latter carries out all or part of its acti-
vities to fulfil a public service mission. In Spain, an auto-
nomous community can draw up a contract with a private
health establishment to provide a public health service.
In this case, the private hospital receives a budget. This
agreement, known as a “concierto”, helps shorten waiting
lists by allowing the private sector to handle cases for the
public health service. Such agreements are for example
common in Catalonia.

In other cases, hospitals operate with a mix of public and
private capital. In this set-up, hospitals are jointly owned
by both public authorities and private businesses. This
status was developed particularly in Germany (although
in recent years the majority of privatisation deals have
been straightforward acquisitions) and in some of the Eas-
tern and Central European countries to address the diffi-
culties of funding investments in the health sector. This
model is becoming more popular in Latvia, for instance.
Nevertheless, they remain under the supervision of regio-
nal health insurance funds, with which they are under
contract. A separate model used for example in Germany
is the management-contract model in which the local au-
thority hires a private company to provide the manage-
ment but remains itself the carrier of the hospital and thus
bears the full economical responsibility (SANA-Modell).

19
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Relations between the public and private sectors are thus
in constant flux, changing the usual divides. The two sec-
tors are increasingly called upon to cooperate in producing
services. Public hospitals can entrust private companies
with some of their prerogatives, as is the case of the Spa-
nish concession model that allows a private company to
manage a public hospital on a contractual basis. A public
hospital can also outsource certain non-medical services,
such as laundry, or even medical services, as some Aus-
trian hospitals do.?

But at least one thing still distinguishes public and private
(for-profit) hospitals, namely the source of capital in par-
ticular for investment. This can mean investment in exis-
ting structures, or it can mean investment in new hospitals.
The need for investment in health will be there for sure,
but will the capital be there? If the capital is supposed to
come from the public sector, we know that because of low
growth and demographic developments the extra money
for substantial new investment will be hard to find. Private
investment in hospitals can take some of the pressure off
national governments in times of scarce resources, but pri-
vate capital comes at a price and is never free. A compe-
titive return on investment must be secured, which again
(probably) will lead to increased focus on efficiency.

But will it also lead to lower quality standards? Probably
not, because although lowering quality can lead to profita-
bility in the short term, the effect would not last for long.
The only way a privately-owned hospital can survive and
be financially successful is by delivering treatment at least
at the level of the publicly set quality standards, assuming

it does not in fact have to exceed them in order to be more
attractive for patients — and indeed to maintain having the
public health system as a client and payer. In Germany,
for example, the private hospitals have to comply with the
exact same regulations on quality as the public hospitals,
are being monitored in the exact same way and suffer the
exact same consequences in case of bad quality.

The sources of the private capital can be many, but one
source in particular could become more important in the
future, namely pension funds. The baby-boomer genera-
tion in Europe has created bigger pension funds than ever
seen before. Having the rapidly growing pension funds
invest in addressing the increasing burden on health sys-
tem created at least partly by the demographic shift is a
very nice and very logical thing to do! There are examples
of pension funds participating in or even managing the
construction of hospitals and thereby securing a return on
the investment when the hospital starts working. Another
example is AMEOS, a large Swiss hospital group that is
partly financed by a Swiss pension fund.

Hospitals are very important parts of the health systems,
but not the only one, and although this publication pri-
marily deals with the hospitals it should always be kept
in mind that an efficient health system may only be esta-
blished if the whole health system operates smoothly and
efficiently. The allocation of resources between the dif-
ferent parts of the health systems tends to vary over time
depending on shifting priorities, but in addition there has
been a debate in recent years about how a smooth and
coherent health system best can be constructed, and one

8 According to the Spanish association of private hospitals (Alianza de la Sanidad Privadp Espanola), Spain has
a long tradition of using some of public-private partnership formulas, among which three can be highlighted.:

- Agreements between regional governments and private hospitals:

. Agreements in different areas (diagnostic imaging, haemodialysis, etc.) when public hospitals can t care for

them.

. Single agreement: A population is assigned to a private hospital for care. The private hospital is linked to
public healthcare system and integrated in it like Fundacion Jiménez Diaz in Madrid.

. They contribute to achieving equity and accessibility of the healthcare system and reducing waiting lists
and response times. 11.6% of public healthcare spending is for agreements, reflecting the importance and
impact of them. Catalonia is the region that spends the most money to agreements: 2.4 billion euros, repre-

senting 25.6% of its healthcare spending.

- Administrative concessions that allow a private company to manage a public hospital, i.e. contracts that
pertain to the construction of hospitals and the management of health and non-health services. It is a public
hospital but managed by a private company. There are currently 9 such hospitals in Spain (5 in the Valencian

Community and 4 in Madrid).

- Administrative mutualism model: The state guarantees access to healthcare but citizens can decide if they
want to be cared for by the National Healthcare Service or by an insurance company with the same level of
service. In 2015, some 1.9 million people were covered by this system and about 85% of them chose private

health care.
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of the idea being discussed are integrated health systems
in which one public body as opposed to several is res-
ponsible for providing health care. Digitalisation can also
play a positive role in the integration between the compo-
nents, including making patient data available throughout
the system, and finally elements of the introduction of

Why private involvement ?

Value Based Health Care with related payment and reim-
bursement systems tends to pull in the same direction — at
least in areas where integrated systems create more value.

Whatever the reasons may be, it is important that private
hospitals do not operate as “islands” but are as well integra-
ted into the overall health system as any other component.

Although there is a slight decrease in the number of hospitals beds in Europe over recent years, there is also a trend

towards more involvement of private hospitals:
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Private involvement in health services can take different
forms. Eurofound® has in relation to its work on private
sector involvement in health services given two main
drivers behind an increasing role for the private sector,
namely an expectation of quality and efficiency gains,
and (public) budgetary constraints. And Eurofound notes:
When public decisions are taken to increase private sec-
tor involvement, the aim of more private hospital engage-
ment is never based on a profit motive, but always to make
a positive contribution to health system sustainability.

The role of the private sector in the context of this book
is to invest in and manage hospitals with the public sec-
tor as the main “client” or payer, but as mentioned before
there are other forms of private involvement, including
the role of investor, but not manager, of hospitals and
PPPs (Public-Private-Partnerships) where some functions
are contracted out to private operators (catering, cleaning,
maintenance, etc.).

The search for higher value — or efficiency - in the health
systems is obviously necessary considering the economic

pressure on health systems, and because health systems
today are not as efficient as they could be. A paper from
the European Commission’s Directorate-General for Eco-
nomic and Financial Affairs concludes, that by increasing
efficiency (including eliminating waste and corruption) by
just 0.5 percent annually Europe’s health systems could
more or less offset the pressure emanating from demogra-
phic developments in the years to come.'’ The waste — in-
cluding more or less blatant corruption — is a very serious
problem, and health systems that can address this waste
should obviously be promoted.

The OECD too has a focus on waste and inefficiencies
in health systems. In a publication from early 2017,
“Tackling Wasteful Spending on Health”", the OECD
concludes that despite the tight budgets and the many at-
tempts to make health systems more efficient, almost one
fifth of health expenditures had none or minimal effect on
health outcomes. In other words: Almost 20% of all health
expenditures across the OECD are wasted!

Graph 10 — Projected increase in public health expenditure in the EU until 2060 (Ageing Report, 2012)

taking into account potential efficiency gains
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Notes: "No efficiency gains" — Projected increase in health expenditure according to Ageing Report (2012). "Improving efficiency by 0.5%"
— Assumed projected increase in health expenditure according to Ageing Report, minus annual savings of 0.5% of 2010 expenditure levels
due to efficiency gains. The 2012 Ageing Report uses only public health expenditure for expenditure projections. Therefore, in this
calculation example we assume that annual savings of 0.5% apply to public health expenditure only.

9 European Foundation for the Improvement of Living and Working Conditions — an EU Agency based in Du-

blin, Ireland.

10 Efficiency estimates of health care systems in the EU, European Commission, Economic Papers 549 | June 2015

11 OECD: Tackling Wasteful Spending on Health, January 2017.
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There is no silver bullet solving problems with inefficien-
cies and waste. Inefficiency has many causes, including
butnot limited to corruption, poor performed procurement,
overuse of interventions and equipment, and bad manage-
ment, but obviously a change away from the input- and
quantity-oriented reimbursement systems to output- and
value-based reimbursement will give strong incentives to
increase efficiency. If for example bundled payments are
used, there are very strong incentives to go examine hos-
pital organization and process management, evaluating

Supporting Sustainable Health Systems

the necessity and importance of services and procedures,
and given the quality controls and increasingly the intro-
duction of patient reported outcomes, the focus will not be
just on cost-cutting but on waste-cutting. In this context, it
appears a bit strange that reimbursements are different for
public and private hospitals (nearly always in favour of
public hospitals) for the same procedures, which distorts
competition but also takes away some of the incentives
for attacking waste where it is most needed, namely in the
least efficient public hospitals!

Hospital Nisa Sevilla Aljarafe - Sevilla, Spain
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ealth matters to all. Being in good health and
Hhaving access to swift and effective treatment of

illnesses is of crucial importance for all citizens,
and this is one of the reasons that health policies have such
a prominent position in the political debate. Being in good
health is not only very important for the individual citizen,
but also for the whole economy. Firstly, as we have defi-
ned European health systems as (in principle) universal
and financed on a collective basis (tax and or insurance),
health is a collective matter — not an individual matter as it
would appear to be in systems where individual financing
is more important than collective financing.

Secondly, being in good health means that a citizen can be
economically and socially active (and pay taxes) without
requiring formal or informal care. This is the main reason
for the often-made statement, Health is Wealth!'?

What matters most to the patient is probably not who
owns the health service they deal with, but questions such
as who pays, waiting times, quality of treatment (inclu-
ding preventing disease progression, avoiding re-hospita-
lization and infections), and being in a health system that
operates smoothly, from primary care via the hospitals to
community and home care.

Public health policies enacted in recent years have pro-
bably not helped the patients, as they have been focusing

Patients are different

It is obvious that citizens in good health are cheaper for
society than citizens who are ill and become patients. Not
only because of the costs of the health care system, but
also because they are productive and do not require for-
mal or informal care. Some illnesses — including many of
the increasingly common chronic diseases — can be pre-
vented. Others cannot.

In any case, it is better for citizens to have easy (and
equal) access to early diagnosis followed by early inter-
vention by the health system, and in the end this will also
be better from a socio-economic point of view. From a
value perspective, it is also important to note that early

on fiscal management rather than “real world” results.. We
have seen a movement towards finance ministries beco-
ming more influential than health ministries, when health
policies are being formulated — a process that accelerated
during the recent financial and economic crises. It has also
angered many health professionals who claim that they
are spending an increasing amount of their time documen-
ting the input they provide instead of speeding time on
delivering quality outcomes for their patients!

As pointed out above, the way European health systems
are organised, citizens have an interest in other people’s
health as we are collectively financing the health systems
— either through taxes or through insurance premiums or
through some combination thereof. So it could be argued
that recent years policies have focused on the citizens as
taxpayers/insurance customers and not as patients.

Interventions in financial healthcare logic over recent
years have had cumulative effects on “real” healthcare in
terms of, for example, longer waiting times and increase
of copayments'3, which again have the potential of ma-
king health care more expensive in the medium to long
term by scaring citizens away from seeking early diagno-
sis and treatment and by postponing active interventions
so treatment will end up being more comprehensive and
expensive for the health system.

diagnosis and interventions are performed as efficiently
as possible, for example in centres with very high exper-
tise, with modern diagnostic equipment and with a non-
bureaucratic organisation.

The effects of the financial reforms of health systems dis-
cussed above have often been the results of cost cutting
that often leads to prolonged waiting times and therefore
may prevent or delay early diagnosis and treatment. In
addition, there are socio-economic differences amongst
citizens with regards to their willingness to engage with
the health system (at an early stage) but also with regards
to equality of access. Even if systems are publicly funded

12 Hans Martens et al: Economic Value as a Guide for Investing in Health and Care, 2016. http://www.medte-
cheurope.org/sites/default/files/resource_items/files/ECONOMIC%20VALUE%20A45%204%20GUIDE%20
FOR%20INVESTING%20IN%20HEALTH%20AND%20CARE%20Policy%20Framework_3.pdf

13 Heath and Hospitals in Italy. Annual Report 2015 by the Italian Association of Private Hospitals, page 20
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and provide equal access as a matter of principle, there
is no guarantee of equal access in practice. “In several
OECD countries, individuals with higher socioeconomic
status (as measured by income or educational attainment)
tend to wait less for publicly funded hospital care than

those with lower socioeconomic status”.'*

Figures from Eurostat underline the same issue, as the
percentage of people with unmet need for medical exami-
nations was 4.8% for people with the highest educational
level, 6.0% for those with a medium level of education
and 7.5% for those with the lowest educational level — all
figures are averages for the EU-27."5

The problem has many causes, but personal wealth is
generally not one of them in European systems, so diffe-
rences in intellectual resources, social connectedness, and
possibly motivation may be better explanations.

An additional factor, which is related to money, is the fact

Dealing with waiting times

Many policies have been tried to combat waiting time as
long waits are problematic both from the patient perspec-
tive and from the socio-economic point of view, but the
conclusion from solid work done by the OECD is that
waiting time guarantees only work if enforced and one ef-
ficient way of doing so is to combine the guarantee with a
choice for patients to choose alternative health providers,
including the private sector, if they have to wait longer
than the waiting time guarantee stipulates.!® This again
means that the supply side needs to be developed enough
to facilitate the choice and that again in most cases means
that private hospitals exist alongside the public hospitals.

It is also likely that if a country has a mix of private and
public hospitals the waiting time issue may not exist or

that the pressures on the “normal” health system have
tempted many into paying for additional private health
insurance, meaning that they can step out of the normal
health system and pay their way to faster treatment.

The real cause for inequality in access to health is, as men-
tioned above, not who owns or runs hospitals, but rather
who pays. Private out-of-pocket payments play a big role
here, and so does — to a certain degree — private insurance.
The table on page 16 above (Healthcare expenditure by
financing agent — 2014) shows that in a way the free and
equal access to health services in Europe is a bit of an
illusion. In only one country (France) the share of out-
of-pocket payments is under 10%, but it should also be
noted that there are differences in how these out-of-pocket
payments occur, and how they may be covered — totally
or partly — by social contributions for those that are in a
particular need. But free access to all health services does
not exist anywhere in Europe.

be less pressing, because they provide more supply and
choice. The following quote give an indication of why pri-
vate hospitals may help to reduce waiting time through a
more patient-oriented approach:

Hospitals compete for patients, who are free to choose to
be treated in any of the hospitals that operate in the public
health system. This system leads to a much more patient
oriented provision of health care and prevents the emer-
gence of rationing, prioritization of treatments or waiting
lists. Thus the length of waiting times for medical pro-
cedures is much lower than in Canada. Long wait times in
emergency rooms, extremely common in Canadian hospi-
tals, are also unknown in Germany."’

14 Waiting time policies in the health sector: What works?, OECD 2013, page 29.

15 OECD: Health at a Glance, OECD 2012

16 Waiting Time Policies in the Health Sector: What Works?, OECD 201 3.

17 Montreal Economic Institute: The Private Sector within a Public Health Care System. The German Example by
Frederik Cyrus Roeder. http.//www.iedm.org/files/note0212 _en.pdf
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Patient mobility and choice

Patients in most European countries now have a choice
between various national suppliers of health services,
which also means that competition has been introduced at
the market for health — at least to some degree. How well
this is communicated and whether the patients feel suffi-
ciently informed and empowered to make these choices
is another matter. But the possibility of choice has intro-
duced some levels of competition, and can be used as a
way to promote quality and reduce waiting times.

European citizens also have the choice under certain
conditions to go to another EU country and receive treat-
ment there. These rights are probably even less known than
the choices on the national level, and of course moving
to another country with a different language to undergo
treatment involves more barriers than just the formal ones.
On the other hand, informed patients can — and possibly
will — claim their rights to choose a health care provider in
a different part of Europe.

Patient-centered health care

Generally speaking, there is a move in health provision
from being provider-oriented to being patient-oriented.
At least in theory. Health professionals are still to a very
large degree deciding what is possible and what is not,
and the public health systems are ironically enough beco-
ming more and more “mechanical” in their operations due
to the introduction of new systems that are designed to
increase efficiency, but often ends up creating burdens for
reporting of use of resources of various kinds — generally
related to inputs rather than outputs/outcomes. While of-
ten doing so, they take away the focus on the patient while
leaving time to spend with the patients.

Discussions about health and health policies these days
are very much about patient empowerment and patient-
centered approaches. This links into the discussions about
Value Based Health Care as the patient-reported outcomes
are an important part of the measurements of value. At
the same time, there is a tendency towards more compe-
tition between health providers, which is also becoming
increasingly transparent as quality rankings are being
published. If the patient-related approach turns out to be
successful, and if it is measured (at least partly) by pa-

There is a national contact point which provides infor-
mation about cross-border health care in each European
country, but citizens apparently know little or nothing
about these information centres. On average only 10% of
European citizens know about the centres, according to a
Eurobarometer survey from 2015.1

The book “Health and Hospitals in Italy — the Annual
Report form 2015 of the Italian organisation for private
hospitals Aiop” discusses the issue of patient mobility at
European level in quite some detail, but is also concludes
that “governments in Europe tend to take ‘conservative’
responses for fear of creating additional burdens for their
national health services, which are already under financial
stress and are facing increasing demand for more services
by an aging population and thus placing even more de-
mands on health care.”"”

tient-reported outcomes, this will indeed give hospitals
a clear parameter on which to compete for better market
positions.

The patient-centered approach has introduced patient-
reported outcomes. As we are moving from evaluating
health on the basis of the more traditional clinical mea-
surements as a proxy for outcomes, PROMs (Patient Re-
ported Outcome Measures) and PREMs (Patient Repor-
ted Experience Measures) automatically focus on patient
experiences and feedback. The value of these measures
can of course be debated, but in any case they are moving
the focus to the patients and their perception of their expe-
riences with the health system, and when communicated
they will also become a factor influencing future patients’
choices of health provider.

How much choice patients actually have depends, of
course, on whether the system allows them choice of
health providers in theory, something that is not available
to the same degree everywhere, but also on the informa-
tion provided about the quality of treatment and the value
creation in the various parts of the health systems.

18 Health and Hospitals in Italy. Annual Report 2105. Aiop 2016. page 73.

19 Health and Hospitals in Italy. Aiop Annual Report 2015, page 71.
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Here, it is important to note that what may seem like trans-
parent and clear communication to health professionals
may be insufficient from the point of view of the patients.
It should also be noted that there are large differences in
the level of health literacy amongst the citizens, which
again means that there has to be a stringent focus on the
communication process if increased inequality in access
to health and health information should be avoided.

Systematic use of PROM’s and PREM’s will automati-
cally keep the focus on the patients’ view and thus help
defining optimal pathways for specific conditions, and it
will also help keeping a strong focus on the value creation
in the health systems. In many cases it will probably lead
to reorganisation, as reorganising health care around di-
seases or conditions tends to lead to the best results from a

value perspective (and remember that the concept of value
incorporates costs as well as quality of the outcomes).

Reorganising health care in this direction can be a “cultu-
ral revolution” for health professionals, but that is no dif-
ferent from what organisations in more or less all other
aspects of economic life have gone through. Experience
from around the world has demonstrated that health
centres that focuses on specific diseases or conditions ga-
thers the necessary expertise and economies of scale that
can increase quality and thereby value to very high levels.

A classic example is the Martini Clinic in Germany where
outcomes measurements on prostate cancer care started in
1994. The Martini Clinic is an example of a centralisation
of expertise and volume, and the outcomes certainly reflect
the advantages as these figures reported by patents show:*

Sympiom Martini Clinic Outcomes German National Average
Any incontinence 6.5% 43.3%
Severe urinary incontinence 0.4% 4.5%
Severe erectile dysfunction 34.7% 75.5%

This is just one example and as such cannot be used to jus-
tify broad conclusions, but many similar initiatives have
been developed over recent years, and it is quite clear that
focusing on particular illnesses or conditions (from hea-
daches to hip and knee interventions to heart problems)
increases quality, lowers cost and therefore increases va-
lue. It also makes life easier for patients who can contact
one central organisation that can focus on their condition
rather than being sent around to various parts of health
systems that are often poorly integrated.

In addition, payment and reimbursement systems are now
increasingly being linked to the same principle, namely pay-
ments for dealing with the conditions rather than paying for
services delivered. This creates an incentive to get the patient
cured in the most effective way as opposed to making them
undergo a myriad of (often unnecessary) interventions.

This change, however, also gives raise to criticism often
levied against private hospitals, namely that they are
“cream skimming” and specialising too much, and that
this specialisation alone is why they can claim to be more
efficient. But the increased specialisation that we often
see in private operators (albeit not exclusively) is actually
the way health systems are developing in line with the
principles of Value Based Health Care which again is seen

as on important way of increasing the sustainability of the
European health systems. This of course leaves a responsi-
bility for those designing the health services to maintain
institutions that can deal with other diseases, including
rare diseases, and also take care of educational needs that
might not be met by the s organisations. There is no rea-
son why this should be done exclusively by public hospi-
tals. In a balanced system of hospital providers, even the
treatment of rare diseases, intensive-care treatments and
training are being provided by private hospitals.

Will private hospitals be able to create a better and more
efficient health system for patients? Probably, but the
question may be more correctly put as: Will the European
health systems be able to deliver in the future unless more
private health care is made available? Will the public purse
be able to continue to spend and invest at a speed that can
cope with the demographic and financial pressures? If the
answer is no, which is more than likely, a bias against
moving towards more private involvement will result
in longer waiting times and more unequal health sys-
tems with an increase in out-of-pocket payments by
the patients! This development will undoubtedly have
a negative social impact and hit the less wealthy parts
of the population first and hardest.

20 M. Porter, J. Deerberg-Wittram, C. Marks. “Martini Klinik: Prostate Cancer Care”, Harvard Business School
Case (2014); M. Porter, J. Deerberg, and R. Kaplan, ‘Outcomes Measurement’.
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Issentially, privately owned hospitals are distin-
E guished from municipal and non-profit facilities

by the fact that private equity capital is employed
in the company. This results in advantages and disadvan-
tages compared with other hospitals. On the one had, use
of such private funds is not free. This is a well-known fea-
ture of debt capital, for which interest is charged. The use
of private equity capital also comes at a cost in the form of
dividends paid out each year to those that provide capital.
This on the one had deprives the hospital of the capacity
to invest, but on the other has the advantage of allowing
the hospital to tap the capital markets for funds. That in
turn increases investment capacity considerably because
it is only by paying out part of their profits that hospitals
become attractive for external providers of capital. ..... it
is an advantage for private capital to be invested in the
healthcare system. Non-profit-oriented hospitals do not
have this option. They can only resort to scarce govern-
ment grants and debt capital. Without sufficient invest-
ment, it is difficult for a hospital to optimise its clinical
processes.

This statement from the report on privately owned hospitals
in Germany in 2015?' describes the situation of the private
hospitals very well. They are working within the general
health system, they are mostly financed by working for the
public system under strict control from public authorities
— including with respect to quality. But they attract private
capital, and thus have to be profitable in order to reward the
investors and keep on attracting them. However, as public
finances are becoming scarcer they do not burden the pu-
blic finances for their investment, and they can invest multi-
annually, which will become more and more necessary in
order to keep up with rapid technological advance.” The
private equity capital is increasingly coming from pension
funds, which are holding more capital than ever in Europe’s
history because the baby boomer generation has built up
large-scale pension schemes.

If these funds can be invested in the health system and
thereby relieve the public purse of having to make them,
and at the same time provide a stable and reasonable in-
come for the growing cohort of retired people, this would
appear to create a virtuous economic circle.

In a comparison between the Canadian health system —
which is predominately relying on public hospitals — and
Germany with its mix of public and private hospitals, the
author brings forward a number of advantages of the pri-
vate health providers:?

The management’s mission to realize profits seems to be
one of the main advantages of private for-profit hospitals
in Germany. Since the investors of private for-profit hos-
pitals anticipate a market-yield for their investment, the
pressure on hospital management to perform well is much
higher. Therefore, necessary reorganizations of processes
within the hospital are executed faster and restructuring
plans are carried out more quickly.

The access to additional capital puts private for-profit
hospitals at an advantage when it comes to the realization
of necessary investments, especially those which decrease
operating costs such as investments aimed at increasing
energy efficiency. Private for-profit hospitals have the
highest investment per case (about 64% higher than public
hospitals), which leads to more state-of-the-art treatment
and newer medical equipment. This is in sharp contrast
to public hospitals in Canada, which are not allowed to
borrow independently on financial markets.

Private for-profit hospitals are more focused on their core
business: curing patients. As a result, a lot of secondary
processes such as catering, procurement or facility mana-
gement are usually provided by external service providers
(i.e., the services have been outsourced).

Public hospitals tend to keep many services that are not
part of their primary task, which leads to additional costs.
German hospitals are subject to very strict transparency
and quality assurance mechanisms. Any citizen can re-
view any Hospital’s annual quality reports (which have
to include malpractice cases and infection rates) online.
The local media tends to serve as an additional watchdog,
scrutinizing the level of quality at a given hospital. Pri-
vate for-profit hospitals therefore have an incentive not to
reduce the quality of their medical provision or care in an
effort to maximize short-term profits.

21 Boris Augurzky, Adam Pilny, Ansgar Wiibker: Privately Owned Hospitals — 2015, Essen 2015, p. 12

272 Corporatization (the change of legal status of public hospitals to become companies under private law) has for
example been used in Poland. See Delivering hospital services: A greater role for the private sector?, Eurofound,
https://www.eurofound.europa.eu/publications/report/201 7/delivering-hospital-services-a-greater-role-for-the-pri-

vate-sector

23 Montreal Economic Institute: The Private Sector within a Public Health Care System. The German Example

by Frederik Cyrus Roeder. Op cit.
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Such a step would heavily affect the hospital s reputation,
sufficiently damaging its popularity and, thus, its competi-
tiveness in terms of attracting patients. According to qua-
lity audits, per 100 hospitals the number of quality issues
concerning public hospitals was 9% higher than for pri-
vate for-profit hospitals.

The issue of profit-orientedness aside, other issues often
lead to criticism of private hospitals too, in particular — as
mentioned above — allegations of “cream-skimming”, of
avoiding performing essential services, and of providing
bad employment conditions.

There are many types of hospitals — from small clinics
with a restricted number of services to large university-
affiliated research hospitals that are able to treat nearly
all illnesses and provide training for the next generation
of health professionals. The same distinctions are valid
for both publicly owned and privately owned hospitals.
Cream-skimming occurs when hospitals are avoiding
some of the burdens that other hospitals have, for example
to take in even the difficult cases, have a broad variety
of specialisations, and provide training. However, these
are not things that public hospitals do necessarily either,
and if private hospitals choose, for example, to concen-
trate on a few specialities and specialise in them, they will
most likely become very effective in doing exactly that.
But this does not create harm. It actually offers a very

Management

Private hospitals will normally be managed by a board
like there will be one or the other form of supervisory
board for public hospitals. The board in private hospitals
will normally be composed of professionals that will pur-
sue the objective of efficient provision of services. That
is to maximize profits and cut corners, some will say, but
the reality in which hospitals function means that this can-
not be the professional objective of a private hospital. Bad
service and low quality will become known quickly and
will keep away not only patients but also support from
public health systems.

A professional board will most likely not be interfering
much with day-to-day management, but will rather be

24 Partrick Jeurissen, For-profit hospitals, op.cit. p.3

cost-efficient (and thereby highly value-creating) place
to perform the particular interventions, frees resources in
other hospitals to do other things, and is — as described in
the previous chapter — one of the ways health systems are
developing now with the increased emphasis on quality,
value creation and patient-centeredness.

When it comes to the quality issue, private hospitals that
work for and are paid by the national health systems are
working under strict supervision regarding quality by the
public authorities and at the same time are reimbursed like
the public hospitals — often by DRGs — Diagnose Related
Groups — which is the dominant reimbursement system
in Europe now. It links the payment to the particular dia-
gnose or illness rather than just paying for the services in
an attempt to motivate health providers to become more
efficient in curing the illnesses rather than thinking in
terms of number of bed days — or even in terms of incre-
mental changes of the payments they normally receive.
Although for-profit hospitals in principle has the right to
care more “for sharcholders than for stakeholders”, as it
is sometimes said, the reality is that this ownership focus
does not exist in reality, because of the strict control from
authorities, and because neglecting quality standards will
reduce or stop reimbursements, or indeed the flow of pa-
tients. As a result, a for-profit hospital may act very much
like a non-profit clinic in some case, or non-profit hospi-
tals may resemble for-profits in disguise.?*

concerned with the long-term strategy. The strategy will
have a surplus to reinvest and distribute to investors
among its targets, which again means achieving the tar-
gets efficiently but also with a high level of quality and
patient satisfaction. At the same time, a supervisory board
for a public hospital often will have representatives from
different political interests that not necessarily will be fo-
cused on the pure health issues.

A recent report on “the uncomfortable realities” in Euro-
pean health? points to the necessity of consolidation and
privatisations in the European health sector in order to
keep it sustainable, and states about private hospitals and
their management:

28 Patrick Jeurissen, Antonio Duran and Richard B. Saltman: Uncomfortable realities: the challenge of creating
real change in Europe’s consolidating hospital sector, Op.cit.
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Hospital management in much of Europe typically de-
cides on internal professional structures, on hiring and
firing, on performance-related incentives, on day-to-day
activity monitoring, on carrying out data collection for
national/regional governments and other payers and
stakeholders, on criteria to evaluate whether objectives
have been achieved and on performance indicators (ir-
respective of whether or not they are later published).
However, especially in public hospitals, politicians (di-
rectly by sitting on the boards or through appointed board
members) continue to play a major strategic role: they
set objectives, establish operational boundaries through

Efficiency

A hospital owned by investors rather than public authori-
ties means that in the longer run a surplus must be created
to satisfy the investors, and that again points towards
efficiency in terms of cost control, productivity, possibly
try to create economies of scale and optimize the clinical

planning and staffing-level requirements, negotiate and
regulate staffing contracts and payment levels, and make
final decisions about financial dependence. Hospitals are
major local employers and thus politicians often have a
firm electoral interest in the continuation of current acti-
vity and employment levels at these institutions. Not sur-
prisingly, they tend to be hesitant to initiate major orga-
nizational change, usually preferring to add new layers of
health care institutions crystallized under very different
forms and functions in times of budgetary expansion. On
the other hand, indebted public hospitals form large liabi-
lities on public balance sheets.

processes. There are many direct incentives for private
hospitals and of course to a certain degree for other hos-
pitals, but who does this best? There are no pan-European
figures, but looking at the cost per case mix in Germany
gives the following picture:*

p:r"cf::gs:r-enii:r:oin i Private Non-profit Municipal
2005 2.961 3.081 3.238
2009 2.948 3.259 3.388
2012 2.874 3.428 3.554

The private hospitals have not only lower costs, but their
costs are actuallly decreasing over the period covered in
the table. The main reason, according to the authors, is
that in order to generate a return on the capital invested,
hospitals must minimise costs, and one method to do so
is to “reap economies of scale through high occupancy,
achieve specialisation of services volumes as well as opti-
mise clinical processes in addition to cost-sensitive mana-
gement”.?’

This is most likely a good explanation, but another one
could lie in the fact that private hospitals are freeing them-
selves from some rather burdensome tasks, as the expla-
nation of the case-mix points are: The figures shows euro

per case-mix-point adjusted for ambulatory care, research
and teaching and including expenditures for training fund.

However, we do not have enough and sufficiently details
statistics to settle the question whether public or private
hospitals are more or less efficient or deliver better value
for money. In many European countries, public, not-for-
profit, and for-profit hospitals exist in a mix, and while
economic theory will always claim that the corporate
model will be most efficient and be able to attract invest-
ments — exactly because they are efficient and thereby
operate business models that can give owners/investors a
return on investment.

26 Augurzsky, Pilny abd Wiibker, Privately Owned Hospitals — 2015. RWI. ISBN 978-3-86788-681-9, page 23

277 Privately owned hospitals — 2015 op.cit. page 22-23
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According to a 2016 study about changes in the European
health sector, private hospitals will be more responsive
to developments requiring changes, and also be efficient
and have a different personnel cost structure from public
hospitals in the sense that management and doctors are
paid well, while nurses and other employees are paid less
that in the public sector. It should be noted that a signifi-
cant fraction of these “other” employees is absent from
private hospitals as these tend to outsource non-medical
functions.

A consistent picture exists among the available evidence,
both in the US as well as Europe. On top of a comparable

Private hospitals as an employer?

There are no data that show exactly how many people are
working in private hospitals across Europe, but clearly
private hospitals are a big employer. According to statis-
tics provided by the national associations in some of the
European countries where private hospitals have a signifi-

cost-base, for-profits do calculate a higher margin, which
rewards ‘shareholders’ but typically these funds come
from savings in expenses paid to other ‘stakeholders’
such as tax-payers and insurers. For-profits do appear to
have a different cost-structure with higher compensation
for both management and medical staff, but lower wages
for nurses and other employee categories..... However,
for-profits are more responsive to incentives and other
changes and over time may well contribute towards stra-
tegies that seek to dismantle the traditional hospital with
business models that support value-adding process activi-
ties and facilitated networks.?

cant role in the total health system, private for-profit hos-
pitals had a staff of around 715.000 people in 2015.3° This
figure, which is clearly underestimating the total number
of staff than overestimating, had the following composi-
tion on staff groups:

Doctors

Nurses

Other

117.641

235.582

360.525

According to one analysis of the German private hospitals
sector’!, personnel cost, which amounts to around 57% of
total costs, is lower in private hospitals than in public hos-
pitals. This could mean lower wages for individuals, as
“hospitals under private ownership prefer in-house wage

agreements and are not bound by rigid industry-wide col-
lective bargaining rules. This allows for higher degree of
performance-linked remuneration. Secondly, it may re-
flect a higher efficiency in service provision and the pos-
sibly greater level of outsourcing by private hospitals”.

28 Patrick Jeurissen, Antonio Duran and Richard B. Saltman: Uncomfortable realities: the challenge of creating
real change in Europe’s consolidating hospital sector, May 2016. Op. cit.

29 Please also see the discussion in the following chapter on the private hospitals and the societal economy

3() Please see statistics in the annex to this book and the discussion in the following chapter.

31 Privately Owned Hospitals — 2015 op. cit. page 24
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ealth is a collective responsibility in Europe. It
Hmatters to all — patients, potential patients and the

general taxpayer, because in the end the bill has
to be footed by all citizens, be it in their capacity as tax
payers or as insurance holders. In societies where health
is more of a private thing when it comes to paying for
health, the collective dimension means much less and
citizens can care less about other people’s health. This is
undoubtedly a factor in the US debate about reform of the
health care systems — the discussion about collectivization
versus individualization.

But in Europe we are (still) collectively responsible, and
therefore political responsibility will and should always
be a part of the equation. This does not really concern
whether services are provided by the public or the private
sector, but it means that the overall responsibility for how
the money is spent is a common and therefore political
responsibility. Even if there is a market for health services
in Europe, it is not a free market. Private health institu-
tions work under the tight control and scrutiny of public
institutions. This means that control mechanisms are built
into the systems to prevent the tax payer from overpaying,
but it should also mean that spending on health is done on
the most economically advantageous way — and that may
mean that the private sector provides solutions that are
cost-effective.

Looking again at health in a holistic way — looking at all
the different components of the health system from the
primary sector via hospitals to community and home care
— means keeping the focus on where in the system there
should be additional investment rather than discussing the
individual part of the system, i.e. discussing general prac-
titioners per se, or hospitals per se.

There have been changes on the role of the different com-
ponents over time, and more change will come in the future:

Clinically, hospitals still form a cornerstone of health
care delivery systems, but important parts of (future)
growth are now reserved for community care, outpatient
surgery, and other outpatient services. Moreover, while
prior technological innovations were once a main factor
in pushing doctors into hospitals, current developments
now enable physicians to perform an increasing share of
their workload outside the bricks and mortar of communi-

ty hospitals. This movement of care outside hospital walls
is being further reinforced by rising numbers of chronic
diseases such as obesity and diabetes, which increase the
relevance of behavioral not medical strategies. All these
extra-hospital forces can be expected to intensify as a
result of austerity measures adopted across Europe since
the onset of the 2008 financial crisis.

Other than their very substantial size and bargaining
power, hospitals hold few strong cards; increasing shares
of their activities are performed on an outpatient basis,
whether inside or outside the institution. The value of the
activities undertaken in hospitals will depend ultimately
on (i) the quality of the care provided and the lean imple-
mentation of such procedures, and (ii) on the impact of
such care on patients’ health in comparative terms with
primary care and ambulatory or hybrid modalities. The
potential reach of such structural changes might be large;
the traditional network advantages of hospital systems
seem to decline. Preserving (hospital) organisations is not
seen as a sustainable strategy to deliver value.’

Economic and financial crises have made their mark on
the discussion about health systems and the way in which
they are financed. The initial response was cost-cutting
as influence gradually moved from health ministries to
finance ministries, but developments have shown that
short-sighted cost-cutting can ultimately lead to serious
increases in cost, for example because of poorer diagno-
sis and early interventions that leaves society with more
complicated diseases to deal with at the longer term. This
is more obvious when considering periods longer than the
usual annual budget cycles.

Since the beginning of the economic crises, we have
seen annual interventions on public spending which, in
a “financial” healthcare logic, have managed to limit the
dynamics, with cumulative effects that are, however, pro-
Jected onto “real” healthcare in terms of lengthy waits
for services, increased co-payment charges, progressive
participation in expenses, and the tax burdens borne by
household. Between these two extremes, the “financial”
one based on traditional line spending cuts and the “real”
one which should take into account the impact of the mea-
sures in patients, there has been no effective restructuring
or organisational restructuring of the public hospital sys-
tems undertaken.*’

32 Patrick Jeurissen, Antonio Duran and Richard B. Saltman: Uncomfortable realities: the challenge of creating
real change in Europe's consolidating hospital sector, May 2016. Op.cit.

33 Health and Hospitals in Italy. Annual Report 2015 by the Italian Association of Private Hospitals, op.cit. page 20
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Another factor that is underlined above is that focus should
be on the holistic picture of health and include dealing with
behavioral changes to prevent chronic diseases as well as
curing the illnesses, and also that whether interventions can
be done in an efficient and high quality way and indeed if
the system can deliver a “lean implementation”.

An additional factor is that technology is advancing and
new technologies are reaching the market at higher and
higher speeds, and the question is whether public hospi-
tals with their limited investment potential can keep up,
whether public hospitals can deliver the lean execution
and whether they are flexible enough to deal with the
changed requirements, including extra-hospital initiatives.

In any case the need for more lean execution and the
creation of more value in healthcare becomes even more
evident in the light of the continued low growth scenario

Private hospitals as a contributor
to the wider economy

Health is one of the big spending areas in the European
public sector, and it normally attracts attention because of
the cost associated with it, but the health sector is also a
major contributor to employment, tax income, innovation
and the economic growth in Europe.

for Europe, the bad public finances that still prevail and
the real threat to the European welfare system: the demo-
graphic development. This does not (necessarily) mean
pushing personnel harder. It should rather mean doing
things in a smarter way by reducing waste and increase
efficiency through innovation — in clinical processes, in
management and in applying the latest and most effective
technologies. This requires flexibility, a capacity to invest,
and indeed an incentive to become more productive. And
like it or not, having the objectives of delivering a positive
net result as a precondition for making the institution sus-
tainable is indeed a strong motivation factor.

But the most serious issue from a societal view is that be-
cause of the pressures on the welfare state, including very
importantly health, the European systems with its ideals
of open and equal access for all is simply not sustainable.

On the employment side, private hospitals in Europe are
major employers, as can be seen from these figures from
some of the countries that have traditionally large private
health sectors:**

Country eﬂ:ﬂ‘;‘: d Nurses employed 2:;';’3:: Total employed
Germany B 22,602 49,831 54,552 126,985
France il 41,287 51,940 104,766 197,993
ltaly il 13,440 20,956 40,766 75,162
Spain |~ 25,463 36,720 64,234 126,417
Potugal [l 'gj‘gguggrrpfirﬁ'eus 3,042 5,514 10,100
Poland - 13,300 18,000 20,000 51,300

34 Information obtained from national association of private hospitals (see Annex). Figures are for 2015.
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This means that the private hospital sector employs around
600,000 people just in these countries, and this does not
even include contractors and suppliers of services such as
cleaning and catering — plus of course the effect of pur-
chasing pharmaceuticals and medical technology.

Are private hospitals good employers? As regards job sta-
bility, there is probably not much difference between the
private and the public sector. In any case legislation and col-
lective agreements sets out the ground rules, but there are
obviously differences for example in wages levels, that may
reflect demand for certain qualifications, the incentives from
the employer to keep certain staff and regional differences —
often between capital areas and other parts of countries.

The tripartite European Foundation for the Improvement
of Living and Working Conditions (EUROFOUND) has
been studying the “Employment and industrial relations
in the health care sector”™ which gives an overview of
employment and the relations between unions and em-
ployers (and the public sector) in the health sector. One
of the findings is that in a majority of European countries,
the unions representing health workers are the same for
both the private and the public sector, while a minority
of countries have separate unions for the two parts of the
health system. However, the report does not give a clear
picture of whether the public or the private part of the
health sector stands out as the better employer — probably
because the answer does not depend on the distinction
between private and public but rather a myriad of other
possible explanations.

Private hospitals are businesses and as such they pay taxes
like other enterprises, but different of course from publi-
cly owned hospitals.

In Germany, the private for-profit hospitals paid roughly
137 million EUR in corporate income tax in 2013 despite
claiming fewer government grants.*®

The investment climate — and the general economic cli-
mate around health policies — in Europe in coming years
will be characterized by scarcity of public capital, the need
to improve efficiency and a focus on providing higher va-
lue see from a patient perspective.

In the case of investing in new hospitals alternatives to
making the investment out of public budgets will probably
dominate. The case for putting additional pressure on pu-

blic budgets by new large investments is probably not there.
In some countries, it is out of the question, and in others
— even in those that are used to a system where the public
sector takes care of all in relation to health — the case is very
difficult to make, in particular as there is plenty of private
capital around — also for investments in hospitals.

But hospitals do not become private just because private
capital pays for the construction of the hospital. The public
sector may take over the newly constructed and equipped
hospital and run it as a public hospital. The main diffe-
rence is the “rent” that will have to be paid to the investors
who has stepped in instead of the general tax payer.

However, given the general pressure on public finances,
we will not see many new hospital projects initiated by
the public sector in coming years. In general, we can also
expect the trend towards fewer hospital beds to continue
— not, unfortunately, because there will be fewer people
who are ill, but because hospital stays will be shortened,
and because patients will be treated differently and out-
side traditional hospitals.

While spending on health in Europe is around some 8-10%
of GDP investments are much lower. In 2013, the “gross
fixed capital formation” in the healthcare sector was less
than 1% - actually the average closer to 0.5% - and the
figures does not indicate strong developments in the level
— at least over the last between 2005 and 2013.7

If — as can be expected — the trend towards more value
based health care continues, we should expect that many
parts of the health system will be reorganized in the sense
of creating highly efficient disease related centres will be
established — by the medical device industry, by the phar-
maceutical industry, by third parties or by public or pri-
vate hospitals. As payments and reimbursements move in
the direction of rewarding value creation, this could also
become the dominant business model for the stakeholders
in the health sector.

Will the traditional public health sector be flexible enough
to actually make the turn-around? Perhaps, but not li-
kely. The examples innovative organisational solutions
so far has come either from industry or from the private
health care sector, and this is also to be expected because
the drive for return on investments keeps the focus on
constantly reviewing the most relevant (and profitable)
business models.

35 ec.europa.eu/social/BlobServlet?docld=9423&langld=en

36 Privately Owened Hopistals, 2015, op.cit. p 35

37 OECD: Health at a Glance 2015, page 175. http://www.oecd-ilibrary.org/docserver/download/811507 1 e.pdf?
expires=1479661829&id=id&accname=guest&checksum=3DE4505F7BA019DD28B2771E47A9844E
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So in some cases the public sector will ask the private
sector to supply centres of expertise or other solutions that
are deemed necessary or the private sector will do so on
their own initiative because they see a business potential —
and a business potential that can attract capital.

As mentioned before, investment in the hospital sector
from private investors will only keep coming if the return
on investment is satisfactory. This can be achieved by high
income (in most cases transfers from public health insu-
rances) or low costs — or a combination of both. However,
the demand for reimbursements from the public sector is
not a free market — far from it. Quality standards must be
met, of course, but there are all kinds of limits to what can
be claimed in terms of reimbursements — limits that are
mostly set by various reimbursement schemes, including
DRGs.

On the cost side, it could be tempting to just go for the
lowest cost solution. Although the private capital gives
many incentives for lowering costs by being effective and
by using suppliers and supplies that provide high value
(high outcomes in relation to costs), approaches such as

underpaying staff and lowering quality will quickly be
punished, and will therefore not be advocated by investors
as it will reduce the ability to pay a return on investment
even in the medium term.

In these years of low economic growth and extremely low
interest rates (and also low real interest rates) the return
for investment is in general not very high*®, but that can
change over time. The sources of investment are many,
and are increasingly attracted by consolidate groups of
private hospitals, but a new source of capital in particu-
lar for investment in construction of new hospitals is the
pension funds, which are bigger and have higher liquidity
than ever. In the case of pension funds, investing in health
in some ways turns the burden of ageing into an advan-
tage for societies and provides chances to create virtuous
circles in the sense of transferring funds between gene-
rations, but it does not of course lower the demands for
return on investments.

The point about investment capacity is demonstrated by
the situation in Germany, where the investment capacity is
much bigger in private than in public hospitals.*

B 1nvestment capacity of general hospitals. 2013. Share in %

Private Non-profit Municipal
Full mvestrnent 91 45 37
capacity
Weak |nve§tment 5 15 6
capacity
No mvestfnen’r v 40 62
capacity

It is rather obvious that the investment capacity of the pri-
vate hospitals fits best with the needs for more efficient
and value-creating health services in the future combined
with the pressure that will exist on public budgets.

A study of 1,522 hospitals (private and public) in Europe

in 2013 — by Accenture — gave a rather grim view of the
hospitals in Europe seen from the side of investors: “Fa-
cing rapidly rising costs, a third of European hospitals are
reporting operating losses, generating negative earnings
after tax” is one of the conclusions of the report.*

38 In 2013 the return on total capital for private hospitals in Germany was 5.2%. Privately Owned Hospitals,

op.cit. 2015, p 37
39 Ibid, page 33

4() Accenture, News release, April 03, 2014. https://newsroom.accenture.com/industries/health-public-service
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But the report also shows that there are rather large differences between the countries surveyed:

B % of hospitals (public and private) with low, increased or high probability of default

Country Low risk Increased risk High risk
Portugal | 27 14 59
Austria - 37 38 25
France l 3 46 29 25
Norway e 49 10 41
Italy Pl 52 32 16
Average 54 24 22
Belgium il 61 32 7
Switzerland & 77 23 0
Germany = 81 6 3

The good news about these figures is that a little over half
of the hospitals are at low risk of defaulting. The bad news
is that nearly half of the hospitals actually are at serious
risk of default.

It should be stressed again that this survey does not dis-
tinguish between public and private hospitals, but it does
show that there are risks that hospitals in some European
countries will default and thus either stop operating, or —
if it is a public hospital — being taken over by the private
sector, if the private sector believes that it would be pos-
sible to return to profitability.
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The Accenture report notes that some hospitals with a
higher-earnings margin (EBITDA) are able to fund in-
vestments through their operating cash flow, but this will
of course only last as long as the earnings continues at
the high level. Thus, the report concludes that “We still
have time to prevent a troubling situation form becoming
crises, but hospitals must establish business models that
will secure a firm financial footing for the future”.
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uropean health systems and the public policy sur-

rounding the sector have a strong element of resis-

tance to change. Not necessarily in clinical beha-
viour or methodologies, but rather in the way systems are
constructed and operated. As discussed in the introduc-
tion, many European systems and national policy makers
have a strong animosity against HSPA — Health Systems
Performance Assessments. There are many contributing
factors, but strong traditions, a feeling of “we know best”
and fear of criticism on the basis of benchmarking of sys-
tems are probably prominent reasons in many instances.

This is dangerous for the health systems’ sustainability.
An openness for change and for learning from the expe-
riences of others are probably the best approach to profit
from the close collaboration in Europe, and there is no
shame in identifying and emulating best practices from
other systems if doing so can lead to more efficient health
systems that can deliver value and indeed help make sys-
tems more sustainable in the longer term.

The ultimate task for policy makers is therefore to main-
tain an open mind about change as a possibility, whether
this means sacrificing elements of a Beveridge system or a
Bismarck system or accepting a mix of private and public
operators even if the system previously has been domina-
ted by pure public provision of health.

But there are signs that progress is being made:

Some political actors view hospital privatisation (with
its correlates of for-profit-making full autonomy, market
segmentation and product specialization) as an attractive
option to handle this list of problems. Such discussions
however come with strong non-technical and political
rationales and cannot be seen as entirely separate from
broader developments to retrench and redirect the Euro-
pean welfare state. Recent trends in some tax-based Euro-
pean countries suggest that some senior political figures
are willing to experiment with various forms of changed
ownership in an effort to produce better clinical and fi-
nancial results. The existing evidence about the growth of
private hospitals in some social insurance based countries
has attracted considerable attention. The private sector

now operates more than one in every four hospital beds in
Germany and one in every four in France.”

So why consider using private hospital provision?

A number of reasons are usually explicitly or implicitly
stated as those, which serve as the political framework for
privatization. There are internal and external reasons for
privatization and they largely belong to these categories:

Internal reasons

. dissatisfaction with poorly managed public services
. privatization as a part of the general social processes
. re-introduction of private practice

External reasons

. patient rights — to choice, to diversity, to quality health care
. privatization as an option for competition and ‘market-
oriented’ health care
. quality, competition, ‘better overall performance’ of
providers*

There may be other reasons, but the enormous financial
pressure on welfare systems, and in particular health sys-
tems, is becoming a strong motivation to seek new solu-
tions, but obviously policy makers in countries where pri-
vate hospitals have not existed in the past should of course
be careful when deciding on policies towards new steps,
in particular:

1. securing equity to all patients with health needs in a sys-

tem driven by social values and social responsibility;

2. ensuring quality of care, which should be, in principle,
independent from the ability to pay, and

3. providing enough performance data and information
to patients enabling them to make informed choices.
Without proper regulation, there are several possible
deviations and abuses of the system. The first one is
the skewed preferences to services. In a system dri-
ven by private values and preferences, sooner or later,
those services, which have the most users and which
pay best, are selected. This adverse selection may have
deleterious effects, such as selecting off serious chronic
patients, or patients with mental problems.*

41 Patrick Jeurissen, Antonio Duran and Richard B. Saltman: Uncomfortable realities: the challenge of creating
real change in Europe s consolidating hospital sector, May 2016, op.cit.

4?2 Tit Albrecht: Privatization processes in health care in Europe—a move in the right direction, a ‘trendy’option,
or a step back? The European Journal of Public Health

http://eurpub.oxfordjournals.org/content/19/5/448

43 Tit Albrecht: Privatization processes in health care in Europe—a move in the right direction, a ‘trendy’option,

or a step back? Op.cit.
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The warning is relevant (although the last paragraph will
not enjoy universal endorsement), and it will be up to the
policy makers to make decisions that will bring out the
best in using private hospitals and to avoid the pitfalls,

The European dimension of health care

Although the right to access to high quality health is
guaranteed in the Charter of Fundamental Rights of the
European Union, but it is the member states of the EU
who decide how this goal should be achieved and how it
should be financed.

There are European dimensions of health already in the
sense of for example Single Market legislation that allows
EU-wide approval of pharmaceutical and medical devices,
and links the free movement with rights for patients to
seek medical aid in another European countries under spe-
cific rules. But apart from that — and despite the fact that
the European Commission has a Commission member for
health and that the European parliament has a permanent
committee that deals (among other things) with health, the
EU is not directly involved with the running of health sys-
tems, nor is it competent to define the legal framework.
But in areas where it makes sense to work together, for
example in fighting global pandemics or in learning from
each other in order to get more sustainable health systems,
European cooperation does exist.

When it comes to learning from each other, in recent
years there have been a number of attempts to refine per-
formance comparisons of health systems — the process
often referred to as HSPA (Health System Performance
Assessment). Some countries have been eager to pro-
mote this process, not least those that have developed
national systems for health performance assessment, for

and at the same time it is a guide for private hospital ope-
rators on how to combine high efficiency and profitability
and bringing value to societies and patients with good cor-
porate citizenship.

example Sweden, while others have been very restrictive
in allowing such performance assessments to take place
at the European level. As it has become clearer that such
exercises are not primarily done to be able to “name and
shame” but rather to establish best practices and optimal
ways of doing things, the atmosphere has become more
relaxed, and slowly HSPA is moving ahead at the Euro-
pean level as well as in the OECD and WHO level. In
the OECD it was decided in January 2017 to move ahead
with a more formalised HSPA project involving coopera-
tion with the EU and building partly on patient-reported
outcomes delivered by ICHOM.*

Another dimension of health care management has been
the financial aspect, where the European Commission’s
directorate for economic and financial affairs has issued
recommendations under the European Semester, where of
course balancing public budgets has played a more im-
portant role than the health policy considerations per se.
From the outset — during the recent financial and econo-
mic crises — the recommendations were fairly “primitive”
in the sense that they focussed on cost control, but they
have developed since, and now pay a lot of attention to
sustainability and cost-efficiency. It should also be noted
that the Commission now distinguishes between cost and
investment, so that money spent on health which can be
documented as investment (with a positive return) can be
kept outside of the public deficit calculations.

44 On the Patient-Reported Indicators Survey (PaRIS) project, see https.//www.oecd.org/health/paris.htm
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The country-specific recommendations for 2016 on health were:*

@ Bulgaria

‘Improve the efficiency of the health system by improving access and funding, and health outcomes’.

Cyprus

‘Adopt legislation for a hospital reform and advance with the planned implementation of universal health-

care coverage’.
s Czech Republic

‘Take measures to ensure the long-term sustainability of public finances in light of future risks in the area

of healthcare’.

-‘—- Finland

‘Ensure timely adoption and implementation of the administrative reform with a view to better cost-effec-

tiveness of social and healthcare services’.
i \ Ireland

‘Enhance the quality of expenditure, particularly by increasing cost-effectiveness of healthcare’.

§ U raly

‘Take further action to increase competition in regulated professions, the transport, health and retail sectors

and the system of concessions’.
_— Latvia

‘Improve the accessibility, quality and cost-effectiveness of the healthcare system’.

Lithuania

‘Improve the performance of the healthcare system by strengthening outpatient care, disease prevention

and health promotion’.
| Portugal

‘Ensure the long-term sustainability of the health sector without compromising access to primary healthcare’.

PO Slovakia

‘Improve the cost-effectiveness of the healthcare system’.

Slovenia

‘Complete and implement the reform of the long-term care and healthcare systems, making them more cost
efficient to ensure long-term sustainability of accessible and quality care’.

Although European cooperation has led to more patient
mobility across borders, to more efficient dealing with
pandemics, and to better market access for new drugs and
devices, Europe’s health systems have not really conver-
ged, and approaches and administrative models are still
widely different Although some sort of standardisation
and indeed converging towards best practices would pro-
bably benefit European citizens and patients, this would
require policy makers and health professionals to demons-
trate flexibility with regard to changing their health sys-

tems, and that is — to put it mildly — difficult. In the present
climate of less EU rather than more EU in many member
states, we should not expect to see much more European
action over the coming years, but rather a slow and gra-
dual adoption of some of the best practises demonstrated
in Europe. Due to lack of public capital for investment
and due to the hope for more efficient health solutions, a
relative growth in the market share of private hospitals is
probably inevitable.

45 European Commission Country-specific Recommendations 2016 from Eurofound: Delivering hospital ser-
vices: A bigger role for the private sector? Page 8
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Integration of health systems

There is no way to “measure” what the optimum balance
of public and private hospitals should be. Some will say:
No private hospitals. Others will say: As many as possible.
The perfect balance does probably not exist, and will in
any case depend on history and local tradition as well as
a host of other aspects. But it is also clear that, as finan-
cial pressure on the public budgets increases, the tendency
will be towards finding more private solutions, which also
will fit with modern health policy thinking about creating
as much value as possible in health systems.

Competition between public and private hospitals as well
as between regions and countries is good in the sense that
it can (or should) encourage a constant search for the best
solutions — the ones that create most value, or in other
words the best possible outcomes for the lowest possible
cost. It will be necessary to “change to maintain™, so
absent change and a continuous drive for improvement
the European model of health systems will simply not sur-
vive.

Competition should not replace cooperation. The various
players in the health system should accept each other and
work together as smoothly as possible — also to increase

value. This is not (just) about public and private hospitals,
this is as much, and perhaps more, about the integration of
health policy efforts ranging from the first steps, preven-
tion and family doctors, via specialists to hospitals and
into community care and home care. Competition between
components of the health system that for example leads to
needlessly long stays at hospitals, or in community care
instead of home care, are examples, it will be crucial for
the sustainability of health systems in the future that they
integrate well and thereby create a better experience for
the patients who will be offered the best possible pathways
—and with a look at the needs of the patients and not only
at the health systems and its professionals.

This will probably require some administrative flexibi-
lity and indeed new management methodologies that will
probably have to deal with a number of “holy cows”, of
which there are quite a few in Europe’s health systems!
But it will also require a focus on digitalisation, because
one way of making the system more efficient is to tie it
together digitally, and that involves components that are at
the periphery of the health system such as pharmacies and
various forms of health administration, including health
insurance providers.

46 Heakth and Hospitals, op.cit. page 23
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It is important to do the utmost possible to maintain

the healthcare system we have, fully understanding

that it will not “give everyone everything they want”
(the needs are growing due to the aging population and
patients’ expectations, while public resources are not
expanding accordingly. We need to change to maintain.*’
These words from the Italian association of Private Hos-
pitals in their 2015 book on Health and Hospitals in Italy
underlines that efforts must be made to maintain the ove-
rall characteristics of the European health systems, that
resources will be limited so not everybody can get eve-
rything they want (choices must be made) and finally that
there will have to be ongoing changes — or more precisely
ongoing reform — to ensure sustainability.

Change can mean many things, and some kinds of change
are easier adopted that others, and clearly modernisation
is taking place — and is improving results for patients. But
change is slow where it pertains to system reform, and in
many European countries the issue of public versus pri-
vate ownership of hospitals has been very controversial.
In other countries, it is a part of daily life, and it deli-
vers services, reduces waiting lists and contributes to the
general well-being and economy in various ways. Does it
create more inequality? In most cases no, as the inequality
in access stems from the way the payments are made — not
from who owns the hospitals.

Looking at the literature on health systems in Europe pu-
blished in recent years, it is amazing how little has been
done to analyze the effects of public or private ownership
of hospitals. Most studies do not deal with the distinction,
and therefore it is very difficult to find evidence regarding
differences the ownership makes or does not make — in
terms of quality and efficiency for example. The truth is
probably that it is not the public or private ownership that
matters, but rather other circumstances related to indivi-
dual hospitals.

The new models of managing the health sector according
to the principles of Value Based Health care has shifted
focus in many ways, and it remains to be seen who will
perform best in adopting the principles leading to a more
efficient way of creating high patient-centered value, but
opinions on the concept of specialisation will probably
change in the direction of more acceptance as speciali-

sation can create higher value, and this will silence the
accusations of “cream-skimming” that are often made
against private hospitals. In this context, it is also very
important to evaluate which parts of the hospital system
will work best to eliminate or reduce the waste that appa-
rently exist in the health systems. Payment for quality and
value instead of payment for quantity will inevitably lead
to reduced waste, but it is also likely that those hospitals
that are required to report on their finances in detail and
that have to prove efficiency to attract and keep capital
investment will have the strongest incentive to become
first-movers on reducing waste, namely the privately-ow-
ned hospitals.

The efficient hospitals can also serve to demonstrate “best
practices” for others and thereby contribute to improve-
ments across the whole health system — nationally but
hopefully also increasingly on a pan-European basis.
Clearly this establishes a kind of competition between
health suppliers, but this is competition in the sense of
trying to improve to become the best performer rather
than a negative competition to outmaneuver the competi-
tion, and this is probably the best way to look at the future
of health systems: a co-existence between public, private
non-profit and private for profit hospitals. But in order to
reap the full benefits from this co-existence of different
types of providers they need to be given then same condi-
tions for operating. The healthy competition should take
place on a level playing field, not in a regulatory environ-
ment that deliberately discriminates against certain types
of suppliers.

There is absolutely no doubt that economic and financial
pressure will continue to be high in Europe. Europe is in
a period of low growth, and demographic pressures affect
the public finances negatively and exert pressure on the
European welfare state. It will also limit the investment
capacity of the public sector, and this could affect the in-
vestment in health negatively — unless sources other than
public money can be tapped for health. And these other
sources are precisely the private capital, which can help
achieving the investment levels that will be necessary to
ensure health for all without unreasonable waiting times
and thereby help keeping the European health systems
sustainable for all.

4’] Health and Hospitals in Italy. Aiop, Annual Report 2015, page 22-23.
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ccording to OECD Health Data, estimates for the

future suggest that low or negative growth in health

pending will continue, because governments will
insist in short terms measures, trying to contain or reduce
health care spending. This trend of healthcare expenses im-
posed by the Governments is not in line with people’s needs
and the improvements of innovation in healthcare.

As a consequence it is crucial to implement a long-term stra-
tegy for health care issues since this sector requires stable
resources and long-term prospects. In order to optimize the
health systems, it is of the main importance to assess the im-
provement in value for money and in health outcomes in the

The main challenge facing the economic crisis

First of all, it is essential to consider that increasing health
equates to increasing wealth. On the contrary, if costs
constraint is the major or the only concern, health care sec-
tor is considered an unproductive investment and not an
important employer, consumers of goods and leader in the
field of innovation, research and development, as it is in fact.
Although it is necessary to improve the cost efficiency, no
EU country can afford to consider its health system only as a
burden and an expenditure to cut.

In fact, the misguided perspective in which health expendi-
ture is conceived only as a cost and not as an investment has
conditioned national governments to balance public budgets,
through distorted competition. As a result, the rationalization
of health expenditure has often resulted in the rationing of
health services.

At present the main concern is to analyze in depth the achie-
vable solutions for fulfilling health priorities, assuring patient

Private hospitals’ role within healthcare
systems

On the side of services production, the connection between
cost - quality - benefits must be examined in depth, as the
hospital sector still account for more than 40% of health
spending on the average. Sustained enhanced productivity
allows the same results to be obtained with lower costs, and
consequently it is the appropriate answer to cost pressure,
because it can have a positive impact on expanding resources
and finding answers to new needs, within health care systems
which create an environment favorable to new and adaptable
schemes of funding.

Private initiative helps healthcare systems especially if sup-
ported in order to build long-term medical infrastructure and

interest of an all-inclusive society.

In such a framework, the concrete opportunity to freely
choose the doctor and the hospital is a driving force for qua-
lity, stimulating providers to improve their performances in
order to be chosen by patients, in a relationship of competi-
tive collaboration, striving for a constant progress in health
care, within available resources. Moreover, freedom of
choice - through the offer of an alternative set up by a plura-
lity of public and private providers — is to be considered as a
fundamental EU citizens’ right, as the access to services must
depend only on the real need of the treatment, on the speed of
obtaining it and on the quality guaranteed.

safety, reducing waiting times consistently with the financial
boundaries. In this perspective, the decisive challenge is to
guarantee equity of access, quality standards and financial
sustainability even if money is tight. This aim can be attained
through a better allocation of resources and a productive use
of the existing assets of facilities, professionals, workforce,
technological equipment both in public and private sector.

The European Union of private hospitals (UEHP), is serious-
ly concerned about a possible regression, highlighting the
importance to identify opportunities for increasing patients’
involvement and productivity, through improvement of ma-
nagement. Only a rational and effective allocation of all the
resources — without ideological prejudice - will make health
system of the industrialized countries able to guarantee a real
improvement of the macroeconomic situation, avoiding the
risk that long periods of budget restraint make it more diffi-
cult to create conditions for making progress.

not submitted to a short term strategic planning.

On this point, it is crucial to guarantee the parity of rights
and duties among all the providers, publics and privates, in
regard to authorization and accreditation rules, remuneration
methods, as DRGs, quality control on the responsibility of an
independent organization.

Furthermore the separation between purchaser and provider
functions is essential in order to improve health services deli-
very, avoiding wastes dues to poor management and unfair
competition, which implies for example that no action has
been taken in favor of those hospitals with a deficit position.
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Improved efficiency and rational allocation of resources
are among the most effective tools to achieve better value
for money, while questionable cost cuttings and particularly
budgets caps have negative effects on equity of access and
quality of care. This kind of top-down initiatives is not only
unfair with regard to providers but it is also dangerous for
patient safety, risking to lower quality standards.

Considering public expenditure for health, the contribution
of private resources is necessary as capital and human re-
sources provided by private entrepreneurs play a key role in
the provision of care services. Private hospital sector adds

UEHP position

The UEHP is in favor of a mix and integrated system, as exis-
ting in many Member States, where the State role should be
to set the rules of a fair and collaborative competition for
facilitating:
. equity in access conditions for citizens and in accredita-
tion conditions for providers,
. information for citizens about services supply
. quality assurance through equal controls for all providers
on the responsibility of independent organizations
. financing, determined by correct and homogenous remu-
neration criteria both for private and public hospitals
. transparency for the financing agency about quality and
costs of providers.
. an appropriate ratio between investments versus overall
running expenditure with particular regard to innovation
and research.

If these conditions are fully respected, competition among a
plurality of providers can increase the amount of available
resource and stimulate productivity, in order to improve ge-
neral performances in a viable system.

However, if private hospitals accept the same obligations
as public ones, they are entitled to the same rights. In order
to improve efficiency, public authorities should play a deci-
sive role in ensuring that no actor in the sector bypasses the
current regulations in order to benefit from various forms of
granted privilege, for example in favor of public hospitals
with a deficit position. This could be ensured by independent
healthcare regulation. Private hospitals are ready to be com-
pared with other hospitals in terms of efficiency and quality,
and the independent regulators should be the gatekeeper of
cost and outcomes effectiveness.

In the framework of a rigorous analysis of cost, quality and
remuneration criteria, fair competition among providers - on
the supply side - and consumer choice - on the demand side

Supporting Sustainable Health Systems

complementary means allowing the State to save capital in-
vestment and to impose a tax on earnings; besides it plays the
role of moderator in health costs, through efficient manage-
ment. Therefore, the role of private hospitals is fundamental
in order to balance public expenditure, as they takes part in
the supply of services for the social insurance or for the natio-
nal healthcare service, increasing the opportunities of access
and allowing a better protection of health. Finally, efficient
management and modern entrepreneurial criteria, both in pu-
blic and private institutions, provide the concrete possibility
to guarantee at the same time equity of access and financial
sustainability of the system.

- can contribute to maintain a good quality level, squeezing
out wastes caused by inefficiency.

The UEHP advocates a model of healthcare service, respon-
ding to the obligations of a general economic interest service
(SIEG), based on a public-private mix, sustainable, fairly
managed and able to guarantee:

. citizens’ right to freedom of choice and adequate answer
to the demand

. quality improvement and investments in innovation

. effective use of all the resources thanks to the abolition of
monopolistic regimes

. plurality and equality of providers, public or private, offe-
ring citizens concrete alternatives

. fair competition based on quality, because in periods of
budget constraints, institutions offering the best at compa-
tible costs must be supported with stimulating incentives.

Acceptance of the obligations of a general economic interest
service does not mean acceptance of imposing profitability
caps private hospitals.

To sum up, it is necessary to find out and concretely imple-
ment the conditions for an impartial management of the
public-private mix at the basis of many European health
care systems. Within EU Member States it is fundamental to
assess healthcare’s impact on economic growth, promoting
the effective allocation of resources, based on a rational use
of both public and private assets and on the exchange of best
practices. Only in this way the competitive incentives will be
able to improve the overall performance of the health care
services. A fair competition can contribute to ensure not a
formal, but a real protection of welfare principles, progres-
sing from a theoretical declaration of rights to an adequate
answer to citizens’ concrete needs, through the best possible
use of the available resources, in the perspective of a sustai-
nable growth.
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MW Life expectancy at birth, all 2014

|

Spain - 83.3 Finland - 81.3
ltaly il 83.2 Germany = 81.2
France Pl 82.8 Slovenia T 81.2
Sweden = 82.3 Denmark A 80.7
Cyprus & 82.1 Czech Rep. | 78.9
Luxembourg S 81.9 Croatia - 77.9
Netherlands = 81.8 Poland _— 77.8
o s .
Austria o 81.7 Estonia [~ 77 .4
Malta | 81.6 Slovakia P 77.0
Greece = 81.5 Hungary e 76.0
Belgium il 81.4 Romania Bl 75.0
Ireland il 81.4 Lithuania - 74.7
UK B 81.4 Bulgaria e 74.5
Portugal B 81.3 Latvia — 74.5
Serbia Lo 75.4
OECD: Health at a Glance, 2016
Bl Health expenditure per capita 2015 (Eur PPP)
Luxembourg S 6,023 Slovenia m 1,983
Germany = 4,003 Portugal | 1,967
Netherlands T 3,983 Czech Republic | 1,850
Sweden = 3,937 Greece = 1,662
Ireland il 3,922 Cyprus < 1,576
Austria — 3,789 Slovakia i 1,539
Denmark A 3,773 Hungary e 1,371
Belgium il 3,481 Lithuania - 1,364
France Bl 3,342 Estonia - 1.348
UK = 3,084 Poland — 1,259
Finland - 2,988 Croatia - 1,109
ltaly il 2,476 Bulgaria = 1,108
Malta | 2,449 Latvia —_ 1,030
Spain | .l 2,366 Romania Pl 816
Serbia Lo 1.049

OECD: Health at a Glance, 2016
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B Health Expenditure as a share of GDP 2015 (%)

Germany = 11.1 Slovenia o 8,4
Sweden | 11,1 Bulgaria - 8.3
France il 11,0 Greece = 8,2
Netherlands S 10,8 Czech Republic s 7.5
Denmark 253 10,6 Luxembourg =. 7.2
Belgium il 10,4 Hungary o 7.0
Austria — 10,4 Slovakia o 7.0
UK = 9.8 Cyprus < 6.8
Finland . 9.6 Croatia - 6.6
Malta | 9,6 Lithuania - 6,5
Ireland Bl 9,4 Poland — 6,3
Iltaly il 9,1 Estonia == 6,2
Spain |~ 9.0 Latvia —_ 56
Portugal | ) 8,9 Romania Bl 5,0

Serbia i 10.3

OECD: Health at a Glance, 2016
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B Health Expenditure as a share of GDP 2015 (%)

Country Impatient care Ovutpatient Long-term Medical Collef:ﬁve
care care goods services
Greece = 41 22 1 31 5
Romania | B 39 17 2 37 5
Bulgaria gl 36 17 43 4
Poland g 35 31 6 23 5
Austia ‘T 34 28 15 17 6
france B U 33 26 12 20 8
taly R U 33 32 9 20 6
Cyprus 32 44 3 10 2
Ireland W 30 26 22 14 7
Slovenia s 30 30 15 19 7
Belgium | Il 29 24 25 16 6
Lithuania g 29 27 9 31 4
Hungary 29 29 4 33 5
Germany B 29 29 14 20 8
LuxembourgTm. 29 3] 23 1 7
Netherlandsims 28 24 27 12 9
UK = 28 30 18 15 9
Slovakia 28 31 35 5
Estonia e 28 40 5 21 5
Latvia S 28 33 6 30 4
Finland <= 27 36 18 10 5
Denmark g 27 34 21 10 5
Portugal R 26 48 9 22 5
Spain T 26 38 9 22 5
Croatia T2 23 36 3 32 7
Sweden ¥ 23 34 26 12 5
Czech Rep. s 19 39 12 20 9

OECD: Health at a Glance, 2016
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Bl Health expenditure by type of financing, 2014 (%)

Compulsory Voluntary
Country Government . health Out-of-pocket ' health Other
insurance insurance
Germany B 7 78 13 1 0
Denmark g 84 0 14 2 0
Czech Rep. s 12 72 13 0 3
Sweden 5@ 83 0 16 1 0
Luxembourg":. 8 74 11 5 2
Netherlands=—. 5 76 12 6 1
Slovakia gus 4 76 18 2 0
UK BNE 79 0 15 3 3
Romania | J 15 64 20 0 1
France | [ 4 75 7 14 0
Belgivm | I 1 66 18 5 1
Austia ' 31 45 18 5 1
ltaia R B 76 0 22 1 0
Estonia e 10 66 18 4 0
Finland = 62 13 19 3 3
Croatia ‘e 22 73 17 8 0
Poland 9 62 22 4 3
Slovenia gl 3 68 13 15 1
Spain T 65 5 24 5 0
Ireland | 69 0 15 13 3
Malta B 67 2 29 2 0
Lithuania sl 10 57 31 2 0
Hungary S 9 58 28 3 2
Portugal 65 1 28 5 1
latvia S 60 0 39 1 0
Greece = 28 31 35 3 3
Bulgaria gl 9 44 46 1 0
Cyprus < 44 1 50 4 1
Serbia 4 58 37 1 0

OECD: Health at a Glance, 2016
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N Hospital beds by type of ownership 2014

Country Public Not-for-profit For-profit
Belgium il - - -
Bulgaria el 41,232 0 10,273
Czech Rep. | - 57,566 282 10,089
Denmark A 14,232 612 330
Germany = 271,079 195,052 200,206
Estonia = 6,107 167 310
Ireland ! \ - - -
Greece = 30,157 884 15,119
Spain | .l 94,607 17,218 26,113
France il 256,229 57,176 97,516
Croatia e 24,628 140 268
Italy il 152,392 7.705 62,918
Cyprus = 1,527 0 1,385
Latvia — 10,170 0 1,109
Lithuania = 21,045 0 131
Luxembourg o - - -
Hungary s 69,427 2,005 187
Malta | 1,889 0 105
Netherlands : - 77,270 -
Austria — 44,823 11,263 8,729
Poland — 204,226 0 48,149
Portugal B 24,206 0 3,508
Romania i 127,281 405 5,933
Slovenia o 9,254 0 102
Slovakia O - - -
Finland - 23,813 0 928
Sweden = - - -
UK > 176,324 - -

Eurostat, Statistics explained. http.//ec.europa.eu/eurostat/statistics-explained/index.php/Healthcare _resource_statistics - beds
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N Hospital beds per 1000 population, 2014

Germany = 8.2 Luxembourg =. 4,9
Austria — 7.6 Malta | | 4,7
Lithuania | N 7,2 Slovenia o 4,5
Bulgaria B 7,5 Finland - 4,5
Hungary = 7.0 Greece ‘:E 4,2
Romania I I 6.7 Cyprus 2 3,4
Poland _— 6.6 Portugal E 3.2
Czech Rep - 6,5 ltaly il 3,2
Belgium B 6.2 Spain | -] 3.0
France il 6,2 UK SV 2,7
Croatia o 20 5.9 Denmark A— 2,7
Slovakia e 5,8 Ireland il 2,6
Latvia —_— 57 Sweden = 2,5
Estonia [~ 5,0 Serbia 5] 5.5
OECD: Health at a Glance, 2016
N Average length of stay in hospitals, 2014 (days)
Finland - 10.6 Estonia [~ 7.6
France il 10.1 Romania Bl 7.5
Hungary =_. 9.5 Spain : 7.4
Czech Rep. | - 9.4 Slovakia on) 7.3
Germany = 9.4 UK = 7.1
Portugal | ) 8.9 Poland — 6.9
Croatia E 8.8 Slovenia - 6.9
Luxembourg =| 8.8 Greece E 6.8
Latvia = 8.3 Cyprus “ 6.4
Austria e 8.2 Netherlands = 6.4
Lithuania . 8.0 Ireland il 6.0
ltaly il 8.0 Sweden = 5.7
Malta g | 7.8 Bulgaria ] 5.4
Belgium R 7.6 Denmark — 43
Serbia i 10.0

OECD: Health at a Glance, 2016
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B Public and private hospitals, 2015

Country NL.meer <?f . Numb.er of bgds ' Number of Numbe.r of private
public hospitals | in public hospitals | private hospitals hospital beds

Austia T 154 46.989 43 -
Belgium R I 49 22,607 142 47,311
Bulgaria g 338 49,522 113 7,382
France §J 1 931 297,919 1,050 114,120
Germany B 596 240,632 694 89,953
Italy Pl 785 212,165 631 57,435
Poland - 740 213,000 228

Portugal [l 226 35,478 105 8,155
Spain = 763 142,632 464 51,567
Figures are supplied by European Union of Private Hospitals.

B Personnel in private hospitals, 2015

Country Doctors Nurses Other

Austria w—— - - -
Bulgaria el - 55,087 70,683
France i | 41,287 51,940 104,766
Germany = 22,607 49,831 54,552
Italy Pl 13,440 20,956 40,766
Poland — 13,300 18,000 20,000
Portugal ﬂ 1,544 3,042 5,514
Spain | .l 25,463 36,726 64,234

Figures are supplied by European Union of Private Hospitals.
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| Composite indicator on eHealth Deployment in hospitals 2012

Austria — 0.560 ltaly il 0.455
Belgium il 0.545 Latvia —_ 0.316
Bulgaria - 0.323 Lithuania - 0.298
Croatia E 0.379 Luxembourg : 0.567
Cyprus < 0.435 Malta ‘B 0.719
Czech Rep. | 0.367 Netherlands 0.573
Denmark ﬂﬁ! 0.659 Poland - 0.253
Estonia = 0.628 Portugal | 0.396
Finland -+ 0.622 Romania i 0.344
France il 0.407 Slovakia gl 0.306
Germany = 0.398 Slovenia - 0.277
Greece = 0.273 Spain | .l 0.513
Hungary o 0.334 Sweden - 0.622
Ireland il 0.467 UK = 0.576

European Hospital Survey: Benchmarking Deployment of e-Health Services (2012-2013)

Composite Indicators on eHealth Deployment and on Availability and Use of eHealth Functionalities.
http://publications.jrc.ec.europa.eu/repository/bitstream/JRCES845/jrc85845. pdf
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Poster exhibition during UEHP Congress 2015 in San Raffaele Hospital, Milan.

Modernization of healthcare systems: which kind of investments for sustainable and efficient systems
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Austria

Verband der Privatkrankenanstalten Osterreichs

President: Prim. Dr. Josef Macher

Domgasse 4/9

A-1010 Wien, Osterreich

Tel.: +43 1 89 04 898+43 1 89 04 898

Fax: +43 189 04 898 - 1

E-mail: verwaltung@privatkrankenanstalten.at
Website: http://www.privatkrankenanstalten.at/

E Germany

Bundesverband Deutscher Privatkliniken e.V.

Contact: Thomas Bublitz, Jens Wernick

Friedrichstrasse 60

10117 Berlin

Tel.: +49 30 240 0899 0+49 30 240 0899 0
Fax: +49 30 240 0899 30

E-mail: post@bdpk.de

Website: http://www.bdpk.de/

Hungary

Hungarian Association of Private Hospitals

President: Dr Lazlo Argay, Mark Feder

Csabai kapu 9-11

A A - Med Kft. 3529 — Miskolc, Hungary
Tel.: +36 46 56 00 00+36 46 56 00 00
Fax: +36 46 56 00 02

E-mail: aamed@chello.hu
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UEHP represents 12 federations in Europe (full members),
17 countries, 5.000 private clinics.

‘ Bulgaria

National Private Hospital Association

President: Dr. Stayko Spiridonov

1431 — Sofia, Bulgaria

15 «Akad. Ivan Geshov» bul.
Floor 2, office 31

Tel./fax: +359 2 952 1831
E-mail: npha.bg@abv.bg

i 1 France

Fédération de I’Hospitalisation Privée (FHP)

President: Lamine Gharbi

106 rue d’ Amsterdam

F -75009 Paris, France
Tel.: +33 1 53 83 56 56
Fax: +33 1 53 83 56 50
E-mail: com.thp@thp.fr
Website: http://www.fthp.fr/

4= .
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Panhellenic Union of Private Hospitals

President: Grigoris Sarafianos

28, IOUSTINIANOU STR.
54631 THESSALONIKI, Greece
Tel.: +30 2310 267026

Fax: +30 2310 267021

Mobile: +30 6932 907959
E-mail : sarafianos@peik.gr

Hellenic Private Hospitals Association (SEK)
Contact: Mr. Kostas Stergiopoulos | Ms. Eleni

4 Erithrou Stavrou str.
GR 151 23 Athens




i D Italia _ Principality of Monaco

AIOP - Associazione Italiana Ospedalita Privata Syndicat Patronal Monégasque des

President: Gabriele Pellissero

Via Lucrezio Caro 67

1-00193 ROMA, Ttaly

Tel.: +39 063 21 56 53+39 063 21 56 53
Fax: +39 063 21 57 03

Website: http://www.aiop.it/

j Poland

OSSP - Polish Association of Private Hospitals
President: Dr Andrzej Sokolowski

Centrum Rehabilitacji i Odnowy Biologicznej
al. Zwyciestwa 255

PL-81-525 GDYNIA

Tel.: +48 58 661 50 55

Fax: +48 58 661 50 44

Website: http://www.szpitale.org/

Switzerland

Swiss Private Clinics

President: Adrian Dennler

Privatkliniken Schweiz (PKS)
Zieglerstrasse 29

Postfach 530

CH-3000 Bern 14

Tel +41 31 387 37 20

Fax +41 31 387 37 99

E-mail: info@privatehospitals.ch
Website: http://www.privatehospitals.ch

Etablissements du Secteur Sanitaire et Social

President: Guy Nervo

11 bis avenue d’Ostende - BP 223
MC 98004 MONACO Cedex
Tel.: +377 92 16 80 00

Fax: +377 92 16 82 99

E-mail : gnervo@ccm.mc

Portugal

Associacao Portuguesa de Hospitalizacao
Privada (APHP)

President: Oscar Gaspar

Avenida Luis Bivar, 36 — 1° Esq.
1050-145 Lisboa, Portugal

Tel.: +351 213 538 415+351 213 538 415
Fax: +351 213 579 014

E-mail: geral@aphp-pt.org

Website: http://www.aphp-pt.org/

s

Spain

Alianza de la Sanidad Privada Espanola

President: Cristina Contel

C/ Alcantara, 20

E-28006 MADRID

Tel.: +34 91 458 57 65

E-mail: info@aspesanidadprivada.es
Website: http://aspesanidadprivada.es
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European Union of Private Hospitals
Union Européenne de I'Hospitalisation Privée

Avenue de la Joyeuse Entrée, 1 boite 11
B - 1040 Bruxelles Belgium

Tel. +32 2 2861237 | Fax +32 2 2302720
www.uehp.eu | Stay tuned to @ : @UEHP_Brux



