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Programme

THURSDAY 21 SEPTEMBER 

12.30 – 2.00 Lunch available 
2.00 -- 3.30
Welcome to EHPG & LSE: Gwyn Bevan [R.G.Bevan@lse.ac.uk] Department of Management, London School of Economics and Political Science, London, England.
Chair:  Ray Robinson [r.robinson@lse.ac.uk], LSE Health and Social Care, London School of Economics and Political Science, London, England.
Paper 1: Patients’ reactions to free choice of hospital in Norway, Denmark and Sweden.

Karsten Vrangbæk [kv@ifs.ku.dk], University of Copenhagen; Katarina Østergren, Norwegian School of Economics and Business Administration; Ulrika Winblad Spångberg [ulrika.winblad@pubcare.uu.se], Uppsala University; Hans Okkels Birk, Roskilde County and University of Copenhagen.

Discussants of paper 1:  
· Richard Saltman [rsaltma@sph.emory.edu], Department of Health Policy & Management, Rollins School of Public Health, Emory University, Atlanta, Georgia USA.

· Ana.Rico [ana.rico@medisin.uio.no], Department of Health Management and Health Economics, Faculty of Medicine, University of Oslo, Oslo, Norway. 

3.30 - 4.00 Break 
4:00 - 5.30
Chair:  Tom van der Grinten [T.vandergrinten@erasmusmc.nl], Department of Health Policy and Management, Erasmus University, Rotterdam, The Netherlands.

Paper 2: Competition and market failures in health systems: the neglect of the link between insurance and provision.  Gianluca Fiorentini, Matteo Lippi Bruni [lippi00@economia.unibo.it], and Claudio Signorotti, Department of Economics, University of Bologna, Bologna, Italy.
Discussant of paper 2: 

· Diane Dawson [dad1000@hermes.cam.ac.uk]

Paper 3:  A historical perspective on the influence of corporatism on the introduction of competition in German health care. Petra Riemer-Hommel [riemer@htw-saarland.de], HTW des Saarlandes, Saarbrücken, Germany.
Discussant of paper 3:  

· Jan-Kees Helderman [Helderman@bmg.eur.nl], Department of Public Administration and Political Science, University of Nijmegen, The Netherlands.

5.45 – 6.45 

Discussion on developments of the healthcare system in England
Chair: Carolyn Tuohy [c.tuohy@utoronto.ca] University of Toronto, Toronto, Canada.

Presentation by Julian Le Grand [J.Legrand@lse.ac.uk] London School of Economics and Political Science, London, England (who has been policy adviser to the Prime Minister on health care): The Political Economy of Choice.   
7.30 Dinner 

FRIDAY 22 SEPTEMBER 

9.00-10.30
Chair:  Karsten Vrangbæk [kv@ifs.ku.dk], University of Copenhagen                              

Paper 4:  Equity of access to acute hospital care between public and private patients in Ireland. Jacqueline O’Reilly [jacqueline.oreilly@esri.i.e.], Miriam Wiley [miriam.wiley@esri.ie] and the HIPE Unit at the Economic and Social Research Institute, Dublin, Ireland  

Discussants of paper 4: 

· Ken Thorpe [kthorpe@sph.emory.edu] Department of Health Policy & Management, Rollins School of Public Health, Emory University, Atlanta, Georgia USA. 

· Anna Dixon [a.dixon@lse.ac.uk], King's Fund, London, England.

10.30 - 11.00 Break 
11.00 – 12.30 
Chair:  David Wilsford [dwilsford@gmu.edu], Ras al Khaimah campus of George Mason University (Fairfax Virginia USA), Ras al Khaimah UAE.

Paper 5:  Using qualitative methods to design a survey of patient/physician interactions for analyses of how these interactions generate inequalities of treatment – A report of a pilot study of patients who are overweight or obese. Anissa Afrite, Chantal Cases [CASES@irdes.fr], Paul Dourgnon [DOURGNON@irdes.fr] and Florence Jusot, Research and Information Institute for Health Economics (IRDES), Paris, France; Caroline Despres, DIES, Paris, France; Valentine Hélardot, Monique Membrado, Serge Clément, Christine Rolland, Thierry Lang, Valérie Lauwers and Cirus Cieu, Université Toulouse le Mirail, France; Pierre Lombrail and Jean Pascal, CHU Nantes, France.
Discussants of paper 5: 

· Nicholas Mays [Nicholas.Mays@lshtm.ac.uk] Department of Public Health & Policy, London School of Hygiene & Tropical Medicine, London, England

· Ulrika Winblad Spångberg [ulrika.winblad@pubcare.uu.se], Uppsala University, Sweden.
12.30 – 1.00 
Business meeting. 
1.00 -- 2.00 Lunch available
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
September 2006
GUIDE FOR AUTHORS, DISCUSSANTS AND CHAIRS

EHPG 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.

ABSTRACTS 

Patients’ reactions to free choice of hospital in Norway, Denmark and Sweden

Karsten Vrangbæk (University of Copenhagen), Katarina Østergren (Norwegian School of Economics and Business Administration), Ulrika Winblad Spångberg (Uppsala University), Hans Okkels Birk (Roskilde County and University of Copenhagen)

There is a trend in Northern European health systems of policies to encourage free choice of hospital.  This paper describes a comparative study that analyses the utilization of free choice of hospital in three countries: Norway, Denmark and Sweden. This raises important questions regarding the functionality of choice in public integrated systems and the consequences for other policy goals such as equity, democratic planning and expenditure control. The analysis addresses two questions: What does the available evidence tell us about changes in patients’ behaviour after the introduction of choice in Scandinavia? Can patients’ behavioural responses to choice be explained by the institutional design in the three countries?

The results of the study show clear similarities between the three countries and indicate, although there has been a slow increase over the years, few patients have actually chosen other facilities for care. The paper argues that, as there are few formal, legislative or economic barriers to choice by patients, the explanation of why few patients choose a hospital in other parts of the country is lack of knowledge about the reforms, lack of support from GPs, and limited information on quality. 

Competition and market failures in health systems: the neglect of the link between insurance and provision

Gianluca Fiorentini, Matteo Lippi Bruni, Claudio Signorotti (Department of Economics, University of Bologna, Bologna, Italy)

Our paper aims to compare how different types of public intervention in the financing and provision of healthcare services perform it terms of equity and efficiency. In particular we focus on the extent to which the protection of freedom of choice for patients and of entry for providers can be accommodated with stability of a health care service designed to ensure general risk coverage and equity of access to care.  We analyse the implications of substantial allocative inefficiencies – mostly due to problems of incomplete markets and asymmetric information – and the close vertical integration between financing and provision of healthcare. This integration means that there are trade-offs in regulatory policies: as introducing competition in one market, may increase allocative problems in related markets, and/or make it impossible to achieve other objectives. So the introduction of competition ought to take account of the interaction between financing and provision in designing the architecture of a regulatory system.

EU member States are, in effect being required to make trade-offs when they are asked to assess whether new or existing regulatory measures aimed at meeting equity or efficiency goals in the healthcare sector, can be regarded as necessary and proportional restrictions of the freedom of movement of patients and of establishment/provision of firms in view of the relevance of the non-economic objectives that they are pursuing. After the rulings of the European Court of Justice (ECJ) - initially in the Kohll and Decker cases, and more recently in the Smits-Peerbooms and Vanbraekel cases, breaking with a previous interpretation of art. 159 of the EC Treaty, health services have come to be addressed as economic services, with the implication that even some essential parts of the internal organisation of a publicly-funded national health service may enter in conflict with the EC Treaty. This change of perspective reflected, among other things, also an increasing institutional attention to the role of patient choice in enhancing the quality of services (traditional regulatory devices were more directly aimed at pursuing distributional purposes).  This trend is reinforced by data on the increasing international mobility of patients, the growing increasing role of private insurers and providers, and the diffusion of market-like arrangements. The ECJ jurisprudence has been consistent in upholding the main principle of art. 159 of the Treaty and more specifically that member States have exclusive competence in organizing their health care systems, thus pursuing different equity goals. But, at the same time, the Court stresses that the design and the implementation of public intervention in this area should not violate the Treaty. As a consequence, member States can be (and have been) challenged in Court to prove that the measures taken are necessary for achieving the stated general objectives and that there are no alternative measures that can be as effective that have a lesser impact on the working of the Internal Market.

We have examined the different regulatory systems that characterise Italy and the Netherlands where health care services are financed and commissioned in different ways: with a single payer in Italy and multiple insurers in the Netherlands.  These systems offer two prototypes of different mixes of priorities between allocative and distributive objectives and scope for evaluations of the relevance of the market failures and options for increasing choice and competition. Using the perspective of law and economics, we analyse how different interpretations of the concept of solidarity and of the role of choice for both patients and firms have contributed to shape the two systems. This comparison shows that, even if they represent two alternative approaches to public intervention in healthcare, the regulatory tools that cope with the most relevant market failures are similar.  But the nature of the different systems has profound implications for scope to enforce the principles of the Internal Market (freedom of movement, provision and establishment) and the EU competition law in the healthcare sector. 

We also conclude that, as long in a member State some public body is ultimately liable to bail out the purchasers or providers of health care services in case of default, it is problematic to argue in favour of a strong enforcement of competition law and of the Internal market rules. In this respect, even regulatory measures directly aimed at restricting entry – even of highly qualified insurers/providers – could pass the necessity and proportionality tests introduced by the ECJ in order to guarantee the financial sustainability in sparsely inhabited areas, to limit cream-skimming and/or inappropriate provision of particularly expensive services. This raises the tensions between maintaining adequate and timely access to care and keeping costs under control.

A historical perspective on the influence of corporatism on the introduction of competition in German health care

Petra Riemer-Hommel, HTW des Saarlandes

The German social health insurance system has been frequently characterised as a typical example of a corporatist system. The purpose of this paper to analyse how the present day decision-making structures and capabilities as well as the balance of power between the members of the self-governing bodies evolved. In the early days of the German health care system, the balance of power lay with the sickness funds; the period of institution building up to the early 1930s was dominated by the conflicts between physicians and sickness funds on the nature of contracts, the access of physicians to the system and the rules of reimbursement. This period culminated in a complete turnaround from individually negotiated to collectively negotiated contracts between providers and sickness funds, and a shift of power from sickness funds to provider associations. After World War 2, the system essentially continued from its state before the advent of the Hitler-government. The last 50 years have been characterized by an ever-decreasing half-life of reforms. The paper’s analysis shows the paradoxical of German attempts at reform is that despite the rhetoric of increasing competition and choice over time, any gains in flexibility for the sickness funds has been accompanied by strengthening the corporatist structures. Diverging interests and complex decision-making structures are obstacles to effective reform of the German systems of health care.    

 

Equity of access to acute hospital care between public and private patients in Ireland 
Jacqueline O’Reilly, Miriam Wiley and the HIPE Unit at the Economic and Social Research Institute, 4 Burlington Road, Dublin 4, IRELAND

It is universally acknowledged that access to health care should be based on need, rather than ability or willingness to pay.  Some would go so far as to say that access to health care is a human right.   As an indicator of the importance of equity in the performance of health care systems, the concept of ‘fairness’ was included as one of the criteria in the comparative analysis undertaken by the World Health Organisation.   Furthermore, most of the member countries of the Organization for Economic Cooperation and Development (OECD) have committed to achieving equitable access to health care.    However, recent empirical analysis of the pattern and frequency of visits to physicians in 21 OECD countries found that there was some inequity, generally favouring those with higher incomes, in accessing physicians.  Inequity was not observed in relation to GP visits, but was present for visits to specialists.  In the case of the latter, after controlling for need, patients with higher incomes were more likely to visit a specialist than those with lower incomes.

In Ireland, the co-existence of private and public health care has often been criticised for producing a ‘two-tier health system’ and consequent inequities between public and private patients.   In 1999 and 2000, for example, approximately one third of all discharges from acute public hospitals involved private patients, even though only 20% of acute hospital beds were designated solely for private patients.   This public/private mix is alleged to have resulted in difficulties in accessing the health care system for public patients.  The recent Euro Health Consumer Index, which ranked the Irish health care system 25th out of 26 countries, provides supportive evidence for critics.   In this comparative analysis, the Irish health care system scored poorly in accessibility, measured as waiting time for treatment and incorporating criteria such as direct access to specialist care and same day service with a family doctor.

Economic theory suggests that private health insurance may influence the incentives of both patients and providers, thereby impacting on use of health care services.  An Irish study of the factors that influence both the decision to visit a GP and the number of such visits found that there was high utilisation of GP services among those who were entitled to free medical care.   Furthermore, while insurance status influenced the decision to visit the GP, it was not statistically significant in explaining the frequency of these visits.  This may reflect the nature of insurance coverage, which only until recently focused predominantly on hospital care.   

We propose to develop this research strand further by examining the impact of public and private status on the utilisation of acute hospital services in Ireland.  In particular, the study attempts to determine whether public/private status helps to explain temporal and spatial variations in discharge rates among 27 counties in Ireland between 2000 and 2004, after controlling for confounding factors such as patient characteristics (age, sex, location of residence and severity of condition), supply-side conditions (including the number and type of local hospitals), and a change in entitlement to free medical care in 2001 (which provided medical cards to all those aged 70 years or older).  In addition to aggregate discharges, the model will also be estimated for day and in-patients, planned and emergency discharges, and with and without obstetric discharges.

The data used to examine this question were obtained from the Hospital In-patient Enquiry Scheme for 2000 to 2004, which records information on discharges from all acute public hospitals in Ireland.  In addition to univariate analysis, crude county-level discharge rates will be calculated and used in a multivariate panel regression model, which will take account of the possible endogeneity and multicollinearity of the public/private patient status variable with the other variables in the model.  

Using qualitative methods to design a survey of patient/physician interactions for analyses of how these interactions generate inequalities of treatment – A report of a pilot study of patients who are overweight or obese

Anissa Afrite, Chantal Cases, Paul Dourgnon, Florence Jusot, Research and Information Institute for Health Economics (IRDES), Paris, France; Caroline Despres, DIES, Paris, France; Valentine Hélardot, Monique Membrado, Serge Clément, Christine Rolland, Thierry Lang, Valérie Lauwers, Cirus Cieu, Université Toulouse le Mirail, France; Pierre Lombrail, Jean Pascal, CHU Nantes, France. From the INTERMEDE Study Working group

Inequality in access to secondary care, especially specialist care, has been widely documented in Europe. On the contrary, access to primary care appears much more egalitarian. As a consequence, the potential role of primary care in the tackling of social health inequalities has been emphasized by some experts. Yet, equality in access to primary care appears to be a necessary not sufficient condition for primary care to be effective in reducing health inequalities. Indeed there needs to be an investigation of the impacts of Primary care on health, and especially how it reduces, generates, or increases existing inequalities through differential diagnoses, health promotion, treatment or compliance. Although there have been many studies of primary care, few, and none in France, have investigated these impacts and this paper reports results of the first phase of a study that has done so by focusing on the patient – doctor interaction using qualitative and quantitative methods. This focused on two common conditions known to vary by social class, namely, overweight and obesity. The study was based in Nantes, Paris and Toulouse, used a questionnaire to record data on patients (age, height, weight, occupation, main diseases, reasons for the consultation and the duration of the patient-GP relationship); ethnographic observation and tape-recording of the visits; and interviews with GPs and patients.  

The qualitative analysis use a sociological approach to analyse the patient – doctor relationship, from a social interaction point of view to provide insights and propose hypothesis for the quantitative phase, and contribute to the design of survey to collect information on the general practitioner (GP), his patient, the visit itself, and the visit output in terms of prescription and compliance. The qualitative phase has highlighted factors contributing to understanding (or misunderstanding) and trust (or distrust) between patients and GP; their consequences for decisions on treatment and compliance; and better understanding of the dynamics of social health inequalities.  These results have suggested promising hypotheses for research, which will be investigated through quantitative analysis in a second phase using a larger survey.  This will enable: analysis of visits in terms of diagnoses, patient education, prevention, treatment, compliance, possibly health outputs; comparisons between GPs’ practice and clinical guidelines and measurement of the impact of practice quality (in terms of guidelines compliance) on Health inequalities.  

� 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.


� Inserm U558, Toulouse: Epidemiologists, Lang	Thierry, Delepierre Cyrille, Lauwers Valérie, Anthropologists: Martine Gayral-Taminh, Kadija Rafaï.


PIMESP, Faculté de Médecine de Nantes: Health Service Research, Lombrail Pierre, Pascal Jean.


Research and Information Institute for Health Economics (IRDES), Paris: Health Economics, 


Cases Chantal, Dourgnon Paul, Jusot Florence.


Cirus Cieu, Université Toulouse le Mirail: Sociologists, Membrado Monique, Drulhe Marcel, Mantovani Jean, Clément Serge, Helardot Valentine.


DIES, Paris: Anthropologist, Despres Caroline	
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