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Programme

THURSDAY 19 APRIL 

12.30 – 2.00 Lunch available 
2.00 – 3.30
Welcome to EHPG: Gwyn Bevan [R.G.Bevan@lse.ac.uk] Department of Management, London School of Economics and Political Science, London, England.
Chair: Tom van der Grinten [T.vandergrinten@erasmusmc.nl] Department of Health Policy and Management, Erasmus University, Rotterdam, the Netherlands.

Paper 1: Values and Institutions: Equity and Fairness in Determination and Expansion of the Israeli National Health Care Basket of Services.  David Chinitz [chinitz@cc.huji.ac.il] Hebrew University, Jerusalem, Israel.
Discussants of paper 1: 
· Anna Dixon [a.dixon@kingsfund.org.uk], King's Fund, London, England.
· Reinhard Busse [mig@tu-berlin.de], Fachgebiet Management im Gesundheitswesen, Technische Universität Berlin, Germany.

3.30 – 4.00 Break 
4:00 – 5.00
Chair:  Karsten Vrangbæk [KV@ifs.ku.dk] Institute of Political Science, University of Copenhagen, Denmark. 

Paper 2:  Access policies and lobbying from patients’ associations.  Pedro Barros [ppbarros@fe.unl.pt ] Faculdade de Economia, Universidade Nova de Lisboa and Carlos Pinto [gpinto@iseg.utl.pt] Instituto Superior de Economia e Gestão, Technical University of Lisbon and Research Centre on the Portuguese Economy – CISEP, Portugal. 
Discussant of paper 2: 

· Petra Riemer-Hommel [riemer@htw-saarland.de] HTW des Saarlandes, Saarbrücken, Germany.

5.15– 6.30

Chair:  Anne Marciniak [Anne.Marciniak@brunel.ac.uk] HERG, Brunel University, Uxbridge

Middlesex, England.

Paper 3:  Patient choice versus patient guidance. Gate keeping and integrated care in Germany. Melanie Lisac [Melanie.Lisac@Bertelsmann.de], Lutz Reimers [LReimers@ui.urban.org], Klaus-Dirk Henke, and Sophia Schlette [Sophia.Schlette@bmg.bund.de] Bertelsmann Stiftung, Gütersloh, Germany. 
Discussants of paper 3: 
· Ulrika Winblad Spångberg [ulrika.winblad@pubcare.uu.se], Department of Public Health and Caring Sciences, Uppsala University, Sweden.
· Christine Miles [Christine.Miles@dsu.wales.nhs.uk], Delivery and Support Unit for Health in Wales, Bridgend.
7.30 Dinner 

Gugelhof, Kollwitzplatz/Ecke Knaackstraße 37, D-10435 Berlin (Prenzlauer Berg)

FRIDAY 10 APRIL

9.00 - 10.30
Chair:  David Wilsford [dwilsford@gmu.edu], Ras al Khaimah campus of George Mason University (Fairfax Virginia USA), Ras al Khaimah UAE.

Paper 4: Institutional Complementarity in Dutch Health Care Reforms. Going beyond the pre-occupation with choice. Jan-Kees Helderman [j.helderman@fm.ru.nl] Department of Public Administration and Political Science, Radboud University Nijmegen, The Netherlands.
Discussants of paper 4: 
· Deborah Roche [Deborah.Roche@dh.gsi.gov.uk], Strategy Unit, Department of Health, London, England.

· Stefania Moresi-Izzo [stefania.izzo@unifr.ch], Department of Social Policies, University of Fribourg, Basel, Switzerland.

10.30 -- 11.00 Break 
11.00 – 12.30 
Chair:  Paul Batchelor [paulb@public-health.ucl.ac.uk], University College London, England. 

Paper 5:  What are the rationales and alternatives for universal mandatory health insurance coverage? An economic perspective.  Francesco Paolucci [paolucci@bmg.eur.nl], Erik Schut [schut@bmg.eur.nl] and Wynand van de Ven [vandeven@bmg.eur.nl] iBMG, Erasmus University Rotterdam, The Netherlands.   

Discussants of paper 5: 
· Matteo Lippi Bruni [matteo.lippibruni2@unibo.it] Department of Economics, University of Bologna, Italy.

· David Chinitz [chinitz@cc.huji.ac.il] Hebrew University, Jerusalem, Israel.

12.30 – 1.00 

Business meeting. 
1.0 -- 2.00 Lunch available

2.0 – 2.15 Informal discussion  of culture and performance led by Christine Miles.

9.00 After dinner drinks with Sophia.Schlette at the "Schleusenhof", near Bahnhof Zoo.  (Unfortunately Sophia is at an informal EU meeting for Ministers of Health at Aachen over Thursday & Friday, but should be able to be back in Berlin by 9 o’clock).

Gwyn Bevan (Organiser EHPG)
Professor of Management Science, Department of Management, London School of Economics and Political Science, Houghton Street, London WC2A 2AE, England.
Tel: +44 (0)20 7955 6269
Email: R.G.Bevan@lse.ac.uk
April 2007
GUIDE FOR AUTHORS, DISCUSSANTS AND CHAIRS

These meetings are organised so that we can all learn about experience of other (primarily) European countries and from perspectives of other disciplines. Currently, many papers prepared for our meetings focus on one country only and from one discipline – one objective of the meetings is to foster opportunities for collaboration between authors from different countries and different disciplines.  Discussants have a crucial role at EHPG meetings and can offer their quite different perspectives (of country or discipline or both) on each paper, in addition to a general critique.  We look to Chairs to structure the discussion in such a way that we can learn about other countries and other disciplines.  Thus Chairs should aim to generate general discussions between participants and try to avoid a session becoming simply a series questions to authors.
Meeting are organised on the basis that participants will have read each paper and discussants, not authors, present papers. This means that authors need to email final drafts of all papers to discussants of their paper and to the organiser for distribution to those attending the meeting at least four weeks before the date of each meeting.  Papers ought not be to too long – the ideal length is about 5000 words. Authors may agree with discussants to let them see earlier drafts well before this absolute deadline.
Each session begins by the Chair introducing the author(s), discussant(s) and the title of the paper(s) to be presented and discussed. The Chair then invites discussant(s) to present the paper to highlight issues for discussion. Each discussant is allowed 20 minutes to do this. The Chair then gives authors an opportunity for a brief response to clarify issues raised by discussants, before inviting contributions from all participants.  The Chair should remind those who are making contributions for the first time to say their names and where they are from. The Chair is, of course, expected to make sure that the session keeps to time, and gives authors and discussants the opportunity for closing observations on the discussion of each paper.
ACCESS, CHOICE & EQUITY

We agreed at the EHPG meeting in Lisbon in April 2006 that we would organise a series of meetings to be part of a programme that will explore a unifying theme of Access, Choice & Equity.  Our aim is to publish a collection of papers in the special issue of a journal.  By exploring the theme of Access, Choice & Equity we would want to include consideration of political & economic constraints on policy formulation & implementation and evidence of the increasing significance of legal judgements (e.g., as in England over the prescribing of Herceptin for breast cancer & in Canada that waiting over 12 months for a hip replacement is unacceptable).  Although the objective of universal coverage is to offer equity of access (by need and not ability to pay), the Lisbon meeting included papers giving evidence of inequities in access by socio-economic groups.  And there is perceived political pressure to organise delivery to ensure the middle class are satisfied with publicly-financed health care as in England with the reductions in long waiting times and the introduction of ‘patient choice’.  The Lisbon meeting raised a series of questions about ‘patient choice’:

· What are the underlying objectives?

· Is it the opportunity of choice that matters regardless as to whether choice is actually exercised?

· If choice is seen as an instrument of improving quality of health care, what information is available & used in making choices could result in improvements in quality?

· If choice is seen as an instrument of improving efficiency how do different countries deal with the consequences of reductions in the local availability of services and destabilisation of providers? To what extent are Ministers seen as responsible for ensuring convenient access to ‘core’ services within different systems of plurality in finance and supply? 

· Who makes choices in practice when (as in Norway and England) this is exercised at the point of referral: is choice made by patients or GPs or shared between them?  Perhaps the sociological concept of relational distance may be relevant here & also in exploring equity of access.

· There is a naïve question: Why are Norway and England seeking to increase choice into their single-payer systems, whereas France and Germany are seeking to restrict choice in their multiple-payer systems?  This raises yet more questions over the degree and nature of choices available within different systems, how these have changed and new policies for further changes.  Choices could include: insurer, GP / specialist, therapy.

· The problem of legal challenges on hard cases that have wide system ramifications in terms of patients rights to choose (with a third party paying) drugs, private providers, and providers in other countries. It is thus conceivable that countries that seek to be cost-effective in delivering care could have their policies undermined by neighbouring countries that do not.

We would also like to explore political constraints on policy formulation & implementation.  In England (but not now the other countries of the UK) there is a single party of government, which often enjoys a dominant majority and is able to indulge in a blitzkrieg of formulation of radical policy & subsequent legislation; but this can be followed by serious problems of implementation (akin to being an army of occupation).  In contrast, in the Netherlands, corporatism (doctors, insurers, government, hospitals) in policy formulation & coalition government in legislation makes it difficult to formulate radical policies, but once policies are agreed, then implementation is much easier.

Paper 1: Values and Institutions: Equity and Fairness in Determination and Expansion of the Israeli National Health Care Basket of Services.

David Chinitz [chinitz@cc.huji.ac.il] Hebrew University, Jerusalem, Israel
A well known litany of health system problems led to the wave of reforms, based largely on notions of "new public management," during the last two decades. The reforms have led to malaise about reforms. Indications of this include the recent volume of the Journal of Health Politics, Policy and Law on path dependency in European health reforms. While it is not clear whether structural health reforms have improved health outcomes, the "policy learning" derived from the process has contributed to understanding of the linkage between the evolution of health policy institutions and key values such as equity.

Moving back and forth among command and control, privatization, regulated competition places decision makers squarely in the field of institutional economics, which Herbert Simon defined as "comparative institutional analysis." Aaron Wildavsky emphasized that policy making is always about choosing among alternatives that are bundles of ends and means, and never either of these separately. Nobel laureate Douglass North argued that policy making, especially major reform, requires supporting belief systems and mental pictures, namely, public understanding, in order to succeed and achieve stability. Trust in the institutions of governance must be nurtured. This is especially true in areas like health services, where bottom line outcomes are difficult to pin down. In other words, public understanding, in the sense of factual knowledge of policy changes, tolerance for sensitive, value laden decision outcomes and faith in decision making processes is an essential ingredient for the success of health policy reform.

This paper reports on ten years (1997-2007) of measurement of public values regarding equity, as well as public understanding, attitudes and trust in the system of updating the standard basket of services supplied under Israel's National Health Insurance Law (NHI). Using surveys and focus group methods, data on citizen, physician and decision maker attitudes and trust were produced. In addition, data derived from participant observation of the policy debate regarding including mental health in the standard basket of services will be brought to bear on the analysis. 

The findings of this research include:

· There is evidence of increasing public understanding of the need to make key tradeoffs in access to health care.

· There is evidence to suggest that the Israeli places trust in the institutions charged with making difficult, value-laden health policy decisions.

· Policy makers have not devoted self conscious attention to nurturing the public understanding and trust mentioned above, risking their diminution.

· The evolution of health policy institutions is exceptional in the overall Israeli public policy context and could provide useful lessons for improving policy making overall in Israel. 

Paper 2: Access policies and lobbying from patients’ associations

Pedro Barros [ppbarros@fe.unl.pt ] Faculdade de Economia, Universidade Nova de Lisboa and Carlos Pinto [gpinto@iseg.utl.pt] Instituto Superior de Economia e Gestão, Technical University of Lisbon, and Research Centre on the Portuguese Economy – CISEP. 
Introduction: Patients’ associations are organizations that aim at securing benefits to those suffering from specific illnesses. These benefits include easier access to care, namely lower co-payments. They try to achieve this by lobbying the Ministry of Health to obtain special conditions. Currently, the Ministry of Health estimates that 55% of the population is exempted from co-payments in public health care facilities, although most of them have to pay their co-payments in pharmaceutical expenditures. However, special groups have been able to achieve particular conditions for members of patients’ associations.

Objective: In this paper we analyze the efficacy of two of the largest associations in Portugal – cancer patients and diabetics – in getting lower co-payments of drugs and outpatient visits. We try to show not only that these associations do achieve this objective but, also, that the association of diabetics is more effective than the one of cancer patients.

Methods: Using the most recent Portuguese National Health Survey available we make a (tobit) regression to explain co-payments made by patients (to take into account the zeros) over the socio-demographic characteristics of the population; income; and morbidity conditions – namely if they are diabetics or suffer from cancer. We control for the presence of coronary disease and hypertension, as well as other patient’s characteristics. To assess robustness of our analysis, we consider several dependent variables. These include simulated cost of outpatient visits (out-of-pocket payments in consultations to the doctor in the last two weeks multiplied by the number of visits in the previous 90 days); families’ expenditures in visits in the last 15 days; and co-payment of pharmaceuticals in the 15 days preceding the survey.

Results: These are somewhat mixed. We show that both groups of patients spend less in visits than the general population and that diabetics pay less than cancer patients for this type of care. However, their out-of-pocket payments for drugs are higher than the rest. This may be due to a volume effect that is not detectable in the survey.

Conclusions: Apparently associations of diabetics and cancer patients have been successful in Portugal in securing lower out-of-pocket expenditures in outpatient visits and, on this particular issue, the diabetics association is the most effective. However, this is not true for direct payments on drugs. More work on the latter issue is needed to fully understand the equity and access implications since co-payment of drugs accounts for an important share of out-of-pocket expenditure on health care.

Key terms: patients’ associations, lobbying, access to care

Paper 3: Patient choice versus Patient guidance. Gate keeping and integrated care in Germany

Anja Georgi, Klaus-Dirk Henke [K.Henke@finance.ww.tu-berlin.de] and Lutz Reimers Technical University Berlin; Melanie Lisac [Melanie.Lisac@bertelsmann.de] and Sophia Schlette [sophia.schlette@bertelsmann.de] Bertelsmann Stiftung, Gütersloh. 
This paper discusses the influence of recent health care reform acts in Germany on choice and access to health care providers. Particular emphasis is put on regulation concerning integrated care – the German version of Managed Care. However, other aspects of the reforms are included as long as they have an influence on access to health care in Germany.

1) Definition of access

The World Health Organization defines access in health care as the proportion of the population that reaches appropriate health services. Other definitions interpret access as a basic minimum of benefits that ensures that no citizen falls beneath a particular level of subsistence, or see access guaranteed when the same level or quality of health care is equally accessible to all, regardless of social status, residence and income. 

2) Access in Germany - Status quo

Whereas internationally access is discussed in the order of availability (infrastructure, human resources), reachability (within easy reach), and affordability (financing, ability-to-pay, reimbursability of defined benefits), the debate in Germany focusses on the latter. In general, there are few infrastructual or geographic barriers to access health care in Germany. Health care users enjoy a very high degree of choice of both providers and health care insurance. Sickness fund members have even greater choice than those privately insured, as they are entitled to change their sickness funds once a year or with every increase in contribution rates. Instead, PHI bearers have to pass a health risk check and lose their accumulated old-age provisions when changing insurer, making such choice expensive and ultimately very unattractive (“einmal privat, immer privat”). 98 percent of the German population is covered by statutory (88%) or private health insurance (10%), but the number of uninsured individuals has been rising in recent years. Sickness funds offer a comprehensive benefit package even though non-prescription drugs, dental protheses, and glasses etc. were removed from the benefit basket during earlier reforms. Compared to other countries, organizational barriers to health care such as waiting lists seemingly play a minor role in the German system. Data on waiting times is not collected, but patients have to wait longer for appointments or referrals. 

Thus the two main “barriers” to free access and choice in the German health care system are cost-sharing arrangements and the introduction of gate keeping and integrated care schemes. Cost-sharing arrangements have been gradually introduced and extended during the last 20 years in order to ensure long-term financial sustainability of the system. 

In 2004, financial incentives were introduced in the SHI system to limit doctor hopping and multiple use of health care services. In particular, co-payments for e.g. dental services have been increased and a practice fee is charged for each physician visit, encouraging patients to see a GP first/prior to visiting a specialist. Lack of coordination between outpatient and inpatient care has caused problems in funding and purchasing of health care. Experts argue that reducing choice and guiding patients via integrated care (2000, 2004) and disease management programs (2002) could at least partially contribute to improving horizontal and vertical coordination and also increase competition among providers and sickness funds. 

3) New provisions under the current health care reform bill (“Statutory Health Insurance - Competition Strenthening Act” GKV-WSG) 

Guaranteed right to health insurance

The number of uninsured individuals in Germany has been climbing to 200,000 individuals, or 0.2 % of the total population in recent years. Since both public and private insurers are currently not obliged to sell insurance, they can reject individuals who have no coverage or who have lost their insurance due to unemployment, divorce, or low-income jobs. Under the new provision, from April 2007, insurers will have to offer at least a basic benefit package to all persons. Moreover, sickness funds with closed membership will be opened to all insurees in the SHI system.

Private health insurance

The GKV-WSG bill foresees a portability clause that allows individuals with private health insurance to change insurer without undergoing a new risk assessment and to carry along accrued reserves for old age. This has not been possible so far and was a major reason why individuals did not change private health insurers in the past. 
Incentives for better coordination of care

To promote integration and cooperation between health care providers, start-up financing for integrated care contracts will be extended until the end of 2007. Further, to encourage better cooperation not only between health care providers but also across health, social and long-term care services, the bill creates the possibility to bring together long-term care and non-medical health care professions (such as speech therapists, occupational therapists, etc.) under the roof of integrated care contracts.

Benefit basket

The benefit basket will be extended to include services such as geriatric rehabilitation, palliative medicine, certain vaccinations, and treatment of families with children at health resorts. However, stricter cost-benefit analyses will be introduced for cost-intensive pharmaceuticals and medical products which may lead to the exclusion of certain products from the benefit basket.

4) Conclusion and further research

· Conclusion

· The role of direct contracting between providers and health insurances through Integrated Care remains very small in comparison with collective contracting and is limited to a tight regulatory and financial framework. 

· Further research

· New health markets
· Healthy life style bonus
Paper 4:  Bringing the market back in? The feasibility of market-oriented reforms in health care

Jan-Kees Helderman [j.helderman@fm.ru.nl] Department of Public Administration and Political Science, Radboud University Nijmegen, The Netherlands

In our article about market-oriented reforms and policy learning in Dutch health care

(Helderman et al, 2005) we borrowed the concept of rivalling programs from Imra

Lakatos in reaction to Hall’s reference to the work of Thomas Kuhn. Hall describes

radical policy changes in terms of third order paradigmatic policy changes. The problem

we had with applying Hall’s framework on Dutch health care reforms was that we could

not find evidence of a paradigm shift in Dutch health care, while the reforms proposed

and incrementally implemented were definitely of a radical nature. Instead, what we

found was that the simultaneous presence of multiple policy programmes and

accompanying institutional orders. Moreover, we argued that given the fact that health

care policies are often characterised by the simultaneous presence of multiple values and

goals, it is unlikely that one particular policy paradigm will gain long-lasting and full

political support. Having learned from the debate about institutional complementarity as

it has been developed in comparative analysis of capitalist systems of production and the

French Regulation School, this paper argues that it is useful to think in terms of

institutional configurations in which different institutional orders can be conceived of as

complementary to each other. Understanding health care reforms in terms of institutional

complementarity also helps us to critically assess the concept of the quasi-market in

health care.

Paper 5: What are the rationales and alternatives for universal mandatory health insurance coverage? An economic perspective 


Francesco Paolucci and Wynand van de Ven, iBMG, Erasmus University, Rotterdam, The Netherlands.                         

Rationale: Many countries have introduced a universal mandatory coverage provision for a broad package of basic services over the past decades. Although there may be several purposes for governments to implement mandatory coverage, probably the main one is to make the financial access to health care services affordable for vulnerable groups such as high-risk and low/middle-income individuals.

Objectives: The objectives of this paper are:

1. to track down and analyze the key economic rationales to introduce a universal mandatory coverage provision for a uniform set of services;
2. to assess whether and to what extent this measure is necessary and proportionate to the guarantee of an affordable access to health care services.
Methodology: We make an explicit distinction between the arguments for governments to implement a system of mandatory cross-subsidies to achieve affordability in the financial access to basic services, and the arguments to mandate the coverage for predefined health care services. 

Results: The main economic arguments for governments to enforce a system of mandatory cross-subsidies that guarantees the financial access to (or the affordability of) basic services are the existence of externalities in health.
� We agreed at the EHPG meeting in Lisbon in April 2006 that the current stream of EHPG meetings will be organised to be part of a programme which will explore a unifying theme of Access, Choice & Equity.  The ideas to be explored in this programme are outlined on page 5.


� A for guide for authors, discussants and chairs is given on page 4.
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