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Single, multiple and
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In European health systems
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Goal of reform debate

1.Who is the prudent buyer of care on behalf on
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1. History &
change process

2. Reform results
& evaluation

3. Challenges &
opportunities
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e 16 million inhabitants

e 100 hospitals

e 16000 medical specialists

e 8000 general practitioners

e 21 insurance companies

e € 60 billion spent on health
care = 10% GDP

Belgium
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Characteristics of the Dutch Health Care system

« Tradition of private initiative
> Hospitals, nursery homes are privately owned
> Medical specialists and general practitioners are mostly private
entrepreneurs

 Former health insurance system
> 60% social insurance (below average income level)
> 30% private insurance (no government interference)
> 10% civil servants, elderly etc.

« Growing government interference (from = 1980 onwards)
> Main objective: cost containment
> Detailed price regulation, budgeting
> National & regional planning & licensing



Pros & cons of the former system

e Pros
> Cost containment on macro (national) level
> Policy implementation through intervening in the system
> Quality (of health care delivery)

e Cons
> Macro efficiency, micro inefficiency
> Lack of spirit of enterprise & innovative climate
> Rationing — waiting lists

« Growing pressure on the system
> Demographics (ageing & labor market)
> Technology developments
> Law suits



Lack of cost
consciousness

Lack of
transparency

\

- Lack of efficiency
- Lack of innovation
- Waiting lists

[ P

Unexpected
financial effects
around income

threshold

Fragmented
insurance market

Different rules
of market
game

Increasing pressure on the system by: growing wealth, advancing
medical technology and aging population.




Means and ends

More room to move Decentralized
(choice, invest, responsibilities (duty of
contract) care, duty to insure)

Innovation
Entrepreneurship

I\ Purchasing

health care

Health care meets demands
Price meets performance




Not by insurance alone..

e Room to move
> Freedom of contracting (insurer < health care provider)
> Freedom of price negotiations (2009: 34% of hospital care)
> Freedom of capital investments (capital costs in DRG’S)

* |Incentives & responsibilities
> From budgeting to output pricing / p4p
> Insurers & providers have to compete for clients
> Quality indicators for hospital and outpatient care
> Increase amount of risk of insurers and providers
> Duty of care for health insurers



Not by insurance alone (2)

Government safeguards:
> Accessiblility (of health care delivery & insurance)
> Affordability (of health care delivery & insurance)
> Quality (of health care delivery)

> Health Care Inspectorate (quality of care)

> Health Care Authority (market development, price
regulation)

> Health Insurance Board (package of entitlements, risk
equalization)
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Compulsory insurance (consumers)
Open enrolment (insurer)

Equity Legally defined coverage (insurer)
No premium differentiation (insurer)
Submission to risk adjustment (insurer)
Health Income related contribution (consumer)

Insurance
Compulsory deductible (consumers)

Act
Free to set nominal premium (insurer)
Efficiency Free to offer different policies (insurer)
Free to offer suppl. deductible (insurer)
Free to engage group contracts (insurer)
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Compartments of the social insurance system

Long Term
Care Act

“Care’

LT care elderly
Chronically ill
Disabled

LT Mentally ill

appr. € 23 billion

Health
Insurance
Act

“Cure”

General
Practitioners
Hospitals

Drugs

Equip / Transp.

appr. € 33 billion

Supple-

mental

Health-
Insurance

Paramedics
Dental care
Alternative
medicine

appr. € 5 billion

Social
support act

Home care
Transportation
Support in partici-
pation in society

appr 3 € billion
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Risk equalization system
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Ministy of Health, Welfare and Sports
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The risk equalization
system

Women, 40, disability allowance, Man, 38 , employed, high SES,
In €'s /yr low SES, urban area, PCG: prosperous region, PCG: none,
Diab. type I, DCG: none DCG: none

Age / gender € 1231 € 980
Type income € 1003 -[-€ 54
SES € 83 --€ 98
Region € 46 --€ 79
Pharm Cost Group € 3327 -[- € 347
Diagn Cost Group --€ 113 -/-€ 113
Total pred. costs € 5577 € 289
Base premium /- € 947 -[- € 947
Comp deductible -/-€ 155 --€ 71

Contr.from RAF € 4485 -[- € 729



The flow of
funds

Mini Health, Welfare and Sports
Australian Health Insurance Association

(= 50% of healtcare consumption)
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Competition on insurance market

¢ 2006: nearly 20% switched
® 2010: app. 4.5% (“just enough”)
® Fierce competition, particularly on premium

¢ Cumulated losses 2006-2007 500 min €,
small earnings now.

® People satisfied with their insurer (between 7 & 8 out of
10)

® Product differentiation below desired level
(modest initiatives on preferred providers)

® Four insurance companies have almost 90% of the
market (“just enough”)
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Mergers sickness funds /insurance companies
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Mergers of insurance companies

“4 Is few, 6 IS many”

Niche-player / candidate for” In the Big three
take-over? middle
A — N
4 o Achmea- Agls
CZ-Delta Lloyd UVIT
MenZ|s
(((‘Frlesland ‘ .‘

0,0x 0,2x 0,4x 5 0,6x 0,8x 1,0x

_ > Relative market share
= 1.5 mIn insured (market leader = 1)
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Development estimate and actual premium

2006 | 2007 2008 | 2009 | 2010
(2) (2)
Estimated premium according | 1106 | 1166 1105 | 1124 | 1123
to National Budget (1)
Average nominal premium 1061 | 1146 1094 | 1104 | 1147
paid by citizens (1)
Highest 1140 | 1224 1161 | 1205| 1211
Lowest 964 | 1056 975 | 963 996
Bandwith 176 168 186 | 242 215

(1) Estimate and nominal premium

without collectivity deduction

(2) 2006 & 2007 incl. no-claim
premium (91 euro)
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Performance of the new system % '
Take off: with caution “

There is more space available than used until now

Explanation:
Shortcomings in incentive structure

Government oriented — self oriented —
each other oriented — future oriented

Period of incubation, trust building, management of expectations

In order to become trusted 3rd party, insurance companies have
to invest in personnel, knowledge systems, contracting skKills

Not very much between claustrophobia and agoraphobia..


http://www.google.nl/imgres?imgurl=http://www.twanetwerk.nl/upl_images/Bionikfig2.jpg&imgrefurl=http://www.twanetwerk.nl/default.ashx?DocumentId%3D4817&usg=__TYflpz3ynM1xO4esw_siZsUnj4w=&h=480&w=600&sz=16&hl=nl&start=2&zoom=1&um=1&itbs=1&tbnid=57xppc76vND9MM:&tbnh=108&tbnw=135&prev=/images?q%3Dvliegtuig%2Bopstijgend%26um%3D1%26hl%3Dnl%26sa%3DG%26rlz%3D1R2GZAZ_nl%26tbs%3Disch:1
http://www.google.nl/imgres?imgurl=http://www.twanetwerk.nl/upl_images/Bionikfig2.jpg&imgrefurl=http://www.twanetwerk.nl/default.ashx?DocumentId%3D4817&usg=__TYflpz3ynM1xO4esw_siZsUnj4w=&h=480&w=600&sz=16&hl=nl&start=2&zoom=1&um=1&itbs=1&tbnid=57xppc76vND9MM:&tbnh=108&tbnw=135&prev=/images?q%3Dvliegtuig%2Bopstijgend%26um%3D1%26hl%3Dnl%26sa%3DG%26rlz%3D1R2GZAZ_nl%26tbs%3Disch:1

So far, so good (..?)

Initiatives managed care, DRG contracting
More focus on prevention

Substantial steps in increasing risk providers and
Insurers

Collective schemes for chronic conditions

Impressive results on preference policy
pharmaceuticals (generics)

More relaxed attitude on preferred providers
Quality awareness moving upwards
Patient channeling with refund of compulsory excess
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License to operate, spring 2010

Spring 2010

Financial crisis

Taskforce on Health Care to save 20%
Conclusion: the system is “stuck in the middle”
Old an new mechanisms counteracting

Move either ahead or backwards, or you will
have the “worst of both worlds”

License to operate for insurance companies is expiring:
What value is added? Anyone could pay the bills.
Get out of the comfort zone!









http://nl.wikipedia.org/wiki/Bestand:Maxime-verhagen-portret.jpg
http://nl.wikipedia.org/wiki/Bestand:Mark_Rutte-6.jpg

Coalition agreement (30/09/10)

* Move ahead!
- Increase free pricing
- Increase amount of risk bearing
- allow for private capital

« Health care is only sector with significant growth
» Integrated care delivery nearby

» Coverage shrinking (lower disease burden)

* More copayments

« Long term care to be carried out by health insurers
(presently by regional offices)

» Establish Health Care Quality Institute



CZ Initiative breast cancer

* 4 hospitals will no longer contracted.:
do not live up to “CZ"standards

e 45 °soso
o 44 ok or better

 “Unnecessary”
e “lnaccurate”
e “Teamwork over volume”

e Court ruling: CZ may proceed

* Oncologist society: 33-50% of hospitals should stop cancer
treatments



Still along way to go: challenges

< Improve quality transparency & measurement
= Increase risk insurers: less ex-post corrections RES
< Limit free rider behaviour: defaulters and uninsured
< Encourage insurance companies
- to play their role as health care contractors
- to feel responsibility for quality, price and volume
- Keep the coverage of the health insurance “lean and
mean”: the necessary health care, but not more
than that
< Intensify relationship between social security (i.e.
employers, reintegration of employees & health care
/ health insurance



... even longer

Stimulate Disease Management Programs, Stepped
Care, selfmanagement, e-health

Promote shifting from secondary to primary care and
from primary care to self-management and
prevention (DMP’s, Stepped Care)

It’s the EMD stupid!

Discourage the “everybody does everything” in
hospitals, concentrate specialized low volume health
care

Strengthen role and rights of patients as driving force
In the system



Dangerous rocks...

® Narrow political margins: government with minimal
majority in parliament, limits change capacity

¢ Affordability under pressure: accumulating effects of
more co-payments, higher premiums and shrinking of
legal coverage

® Risk of conservation of the status quo. Everyone
wants change, but all in a different direction. The
status quo Is everybody’s second choice.

® Waterbed: when you press down in one spot, it
moves up somewhere else: supply induced demand.



.. but quite a strong undercurrent!

® In a grown up system of managed competition government
has only two instruments for macro cost containment:
- shrinking of the benefit package (insurance coverage)
- increasing level of co-payments

® If you want to avoid those, put you energy in an system that
discourages over- en undertreatment (only “appropriate
care”): there is a lot of unnecessary and costly variation out
there !

® Therefore you will need:
- (clinical) guidelines: what is the prevailing standard
- (financial) incentives that stimulate guideline compliance
- (market) Interests in enforcing efficient behaviour
- (up to date) performance measurement (feed back)



You always get what you pay for

1990 2000 2010

First: : Availability e

Then: : Waiting lists —0

Now : Production B

Later : Health outcomes g
now



—— Tonsillectomy rates per
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Tonsillectomy rates
per ZIP code
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How to approach

Clear clinical guidelines, indication criteria
= > watchfull waiting

No compliance
=> no reimbursement

Informed consent
=> shared decision making

Outcome measurement

=> public assignment?
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... You don’t want to get stuck in the middle...

Thank you






Defaulters & uninsured
Both: 1.5% (240.000 each)

Defaulters

 Large portion didn’t pay as from 2006 (= 4000 €)

* Due to yearly open enroliment: merry-go-round along insurers
< 2007: ban on canceling policies

« 2009: withholding 130% nominal premium on income source

Uninsured
« Comparable approach from 2011

You need public enforcement to sustain a private system....



Lack of personnel in healthcare;

Han Middelplaats
Head of Unit Labour Market Policy
Ministry of Health, Welfare and Sport


Presenter
Presentation Notes
Good Morning ladies and gentleman. The healthcare sector in the Netherlands is on the eve of one of its greatest challenges; to provide sufficient an qualified care personnel. But for I start my speech let me introduce myself. I am Han Middelplaats Head of the Unit Labour Market Policy.
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2. Contents

Analysis of Developments in Demand for Care and in the Labour Market
Role of the government

Possible Solutions

Innovation Policy


Presenter
Presentation Notes
What will I tell you? First I will inform and give you an analysis of developments in demands for care an in demands for healthcare workers. Secondly I will talk about the role of government. Thirdly I will give you an overview of possible solutions and talk about the role of innovation. 
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3. Developments

Aging and other
demographics h

Public finance under
Healthcare _— pressure
Medical- becomes more ~__
technological costly Solidarity under pressure
Developments > _
Increasing
| demand \ Increasing need for
Social-cultural healthcare workers

Developments Y,
Productivity Gap


Presenter
Presentation Notes
Oke what are the characteristics which influence the care sector. I think they are not secific for the Netherlands. You can see them all over Europe: an aging population. The number of chronic patients is increasing. Also there are more patients with complex diseases. More patients as a result of an aging population. Increasing need to self supporting. All these developments resulting in an increasing need for healthcare workers.


Growth of

in the Netherlands

labour supply

op%ul;iﬁoes\i{\t:,}et]ectt)ro f
employment

200000 400000 600000



Presenter
Presentation Notes
Right now, 13 percent of the working population in the Netherlands is employed in the healthcare sector.�In order to cope with the consequences of an aging population, this number must double within the next two decades. This means that one out of six high school students must choose to work in healthcare. Due to aging and dejuvenation we’ll need 480.000 more healthcare workers in 2020 than we do now. 
Up until 2020, the total number of available workers will grow to 200.000. Even if all these people work in healthcare, we’ll still be 280.000 people short.
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5. Short-term Bottlenecks for nursing personnel

14%
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e o
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2007 2008 2009 2010 2011
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Presenter
Presentation Notes
The problem wil be the same everywhere within the nursing and care sector.
The most shortages will be seen in nursing homes and homes for the disabled and in mental health facilities. Employees working in level 3 and 4 positions will be  effected most. Say nurses with a 3 to 4 years training.
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Presenter
Presentation Notes
It is evident that we do not have to worry about the demand for care. But, can we meet it?
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7. Differing Roles within the Labour Market

Primary responsibility lies with employers who are in a dialogue with ‘social
partners’ such as trade unions.

The government is responsible for the system as a whole guarantying
accessible, good gquality and affordable healthcare.


Presenter
Presentation Notes
The responsibility for employment policy and sufficient personel lies primarily with care facilities themselves. The ‘social partners’ support the facilities by striving for sectoral employment policies.
However, analysis shows that the problem is so large that individual care facilities can not hope to solve it alone. And, that’s where the government comes in.
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8 The role of the Government

Active: Sufficient training and traineeship opportunities
Taking responsibilities within the field itself into account by:
» Stimulating;

 Putting the subject on the national agenda,;

» And encouraging and showcasing best practices regarding employment
policy in health care.


Presenter
Presentation Notes
We concentrate on areas over which the government has clear responsibility. These areas include training and creating the facilities for internships en innovative practices. 
Although the afforementioned measures are important, the role of the government is mainly to stimulate discussion and to collect and widely distribute examples of best practices. 
The next sheet will go into some possible solutions to the labour market problem. These possibilities were outlined in a letter which was sent to the Lower House of Parliament last year.
It is obvious that a communal effort is needed to solve this problem.
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9. Classic Solutions

Investing in current personnel
. Horizontal and vertical mobility of personnel within the sector
. Supplementation of part-time contracts
. Life faze conscious employment policy
s Professionalisation
Increasing the inflow of new personnel
s Creation of an traineeship fund

. Increased cooperation between care facilities, educational
institutions and municipalities
s Investing in those with less education and in women who come from

somewhere other than the Netherlands
s Information and selection before beginning training


Presenter
Presentation Notes
There are many possible solutions to deficiencies in the labour market.
We outlined three main options in the letter to Parliament. These were: keeping current personnel and finding new personnel, say the more classic approach And organizing care processes more efficiently and stimulating innovations in healthcare. 
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10. Training and traineeship

An traineeship fund is being created to improve: (Training yield; Professional
gains; Sector yield)
More financial room fo traineeship in healthcare facilities

Stimulating regional cooperation between care facilities and educational
institutions


Presenter
Presentation Notes
In the labour market letter, the government announced its intention to create an Fund. The goal of this fund is to improve educational, professional and sectoral success by increasing the quality as well as the quantity of available traineeship within the healthcare field.
This aim will be achieved by means of financial support to employers who provide traineeship to students pursuing training in certain healthcare disciplines.
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11. Mathematics exercise

Part-timers who work 2 hours longer = 75.000
Older employees retire one year later = 25.000
Share in labour market 14>16% = 175.000
Increasing productivity by .5% per year = 115.000
Self-supporting care = 90.000

Total = 480.000


Presenter
Presentation Notes
Action on all fronts will be necessary to prevent bottlenecks in the labour market in the healthcare sector. I didn’t want you to leave thinking that this problem was unsolvable. That’s why I showed you this little exercise which I figured on the back of a cigarette pack.

If part‑timers start working two hours longer per week on average, this will translate into approximately 75,000 jobs. If older care sector workers were to retire on average one year later (than assumed in the basic projection), it will translate into approximately 25,000 jobs. Increasing the care sector’s labour market capacity utilisation from 13% to 15% will translate into approximately 175,000 jobs. Raising productivity by an average of 0.5% per year through improved organisation of care will translate into approximately 115,000 jobs. As regards limiting the growth of demand for care, it is difficult to indicate what the gains will be in personnel terms. If clients were to reduce their recourse to care under the Exceptional Medical Expenses Act by 10% by increasing their independence, it could translate into approximately 90,000 jobs less being required. Therefore, the total ‘yield’ of this model calculation comes to 480,000 jobs and thus equals the required 480,000 jobs 

This sum shows that there isn’t an easy solution. We have to take all the aspects into consideration in order to solve it.
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12. innovation policy

In order to solve the problem it is not only necessary to invest in current
employees and attract new ones. We also have to think about:

Innovative care processes

An Innovationplatform

Experimentation policy

Labour-saving devices

Increasing work productivity

Increasing self-sufficiency of care seekers


Presenter
Presentation Notes
Why are we suggesting an?
It is clear that this problem demands an unorthodox approach in order to solve it. It also demands creativity and vernieuwing.

Innovation platform in Healthcare
Assignment:
Facilitate discussion
Make innovations visible
Labour-saving devices
Validating innovations for the healthcare field
The Platform is made up of representatives from:
the healthcare field
business
Researchers and Government
The Platform serves as a bridge between
Ministry of Economics
Health insurance companies
Care providers
Patient organisations
The Platform was initiated on April 23rd.

Hopefully, we all share the sense of urgency which this problem demands.
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13 Experiment Policy

The core aim of the policy is to remove perceived obstacles in legislation which
Impede innovation.

Support the invention and implementation of innovations in healthcare
Scrap rules and regulations where necessary


Presenter
Presentation Notes
Why are we concentrating on an innovation policy?
Creativity and unorthodox approaches are necessary to solve this problem. Encouraging innovative practices within the healthcare field is just one of these approaches.
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14. Conclusions

Innovation

Training

The Ministry of Health will also facilitate discussion between all parties who
have a stake in solving this problem.


Presenter
Presentation Notes
The problems in the labour market are not unsolvable. But, if we don’t revise our labour market policy the problem will become worse.
-In order to help solve the problem, The Ministry of Health must take the following responsibilities:
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