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New Zealand has intervened also on the demand side, as well as on the supply side (indeed the publicly
funded surgical discharges for elective services have increased at an annual growth rate of 7.4% between
financial year 1995/96 and 2000/01).

326. The preliminary evidence suggests that at present the policy has been effective at least in
reducing the number of long waiters (patients waiting longer than 6 months and 2 years). There has been a
56% reduction in the number of patients waiting more than six months for treatment between the third
quarter 1999/2000 and the third quarter 2000/01. The reduction was 69% for patients waiting more than
two yearsfor treatment.

327. However a better description of the changes generated by the recent reforms is depicted in figure
A3.9.7 which describes the status of the patients on the list in the last two years. The patients on the
waiting list are broken down in three main categories: the number of ‘patients that are either booked or
have certainty of treatment within six months', the number of ‘patientsin active review’, ‘residual waiting
list’. Thefirst two categories have been already been explained under the heading ‘ Give patients certainty’,
above. Residual waiting lists include patients that have waited for substantial periods of time, in many
cases years, and whose current health status is often unknown (Elective Services First Quarterly Report,
2001/02). Over time, many of the patients on the residual waiting lists have been referred by their genera
practitioner for an updated specialist assessment, while others have been placed in *active review’.

Figure A3.9.7. Satus of the patients on the list

328. In the third quarter of fiscal year 1999/2000, 30% of the patients were ‘booked or given
certainty’, and only 2% were in ‘active review’. The remaining 68% of the patients on the list were
assigned to a third category not explicitly envisaged by the government strategy, the so-called ‘residua
waiting ligt’. In the first quarter of fiscal year 2001/2002, the situation had changed significantly. 41% of
the patients were ‘ booked or given certainty’, and only 38% werein ‘active review’. The remaining 21% of
the patients were still classified as remaining on the ‘residual waiting list’.

329. The latest available figures suggest that the number of patients booked or given certainty has
remained quite stable (or dightly increased). It is worth noting that the number of patients ‘on residua
waiting list” and ‘in active review’ have been fairly stable on the last four quarters.

330. The persistence of residual waiting lists suggests that rationing patients on the basis of the
‘severity’ may not be a simple option to embrace, since surgeons may have severity thresholds that differ
from those implied by government resource constraints. To some extent, it still remains to be fully
evaluated how clinical guidelines can be made fully operational. It remains unclear to what extent the
guidelines can be used consistently by different providers, and to what extent different providers using the
same tools will take similar decisions regarding prioritisation of the patients. This is still an object of
current research in New Zealand. For example, Gauld and Derrett (2000) argue that any scoring system
may be open to abuse by clinicians and patients. Moreover, there is some evidence that certain
prioritisation tools may be problematic in the sense that can lead to different scoring by different surgeons
for similar patients (for example on cataract surgery see Halliwell, 1998; for cholecystectomy, see Dennett
et al., 1998). Other studies seem more optimistic about the reliability of prioritisation tools in assessing
severity, at least for general surgery, hip and knee replacement (Noseworthy, McGurran, 2001).

331 A final element of innovation in the reforms in New Zealand relates to the introduction of a
“booking system”. Compared to standard waiting list management, the main advantage of booking relates
to the reduction in uncertainty for the patient about the date on which s(he) will receive treatment. Under
standard waiting list management, it is generally the case that patients waiting are uncertain about the date
of their treatment until their ‘turn’ arrives. This may creste anxiety among patients because of their fear of
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loosing their turn if they are not available to be admitted when the hospital calls them (Hefford and
Holmes, 1999). The introduction of a booking system introduces certainty about timing and some peace of
mind. However at present only approximately 40% of the patients in al the categories depicted in Figure
A3.9.7 are booked or given certainty of treatment within six months. Moreover, from the available
statistics, is not possible to ascertain what share of the 40% is actually “booked” and what share is given
“certainty” of treatment.

References for New Zealand

Dennett et a., 1998, “Priority access criteria for elective cholecystectomy: a comparison of three scoring
methods”, New Zealand Medical Journal, 111, 291-3.

Gauld, R., S. Derrett, 2000, “Solving surgical waiting list problem? New Zealand's booking system”,
International Journal of health planning and management, 15, 259-272.

Hadorn and Holmes, 19973, “The New Zealand priority criteria project. Part 1: overview”, British Medical
Journal, 314: 131-4.

Hadorn and Holmes, 1997b, “The New Zeaand priority criteria project. Part 2: coronary artery bypass
graft surgery”, 314, 135-8.

Halliwell, T., 1998, “How fair is cataract prioritisation?’, New Zealand Medical Journal, 111, 405-7.

Hefford, B., Holmes, A., 1999, ‘Booking systems for elective services. the New Zealand experience’,
Australian Health Review, 22, 4, 61-73.

Ministry of Heath, 2000, “Reduced waiting times for public hospital elective services’, Government
strategy.

Ministry of Health, 2002, “Elective Services First Quarterly Report 2001/2002".

Noseworthy, T., J. McGurran, 2001, “From chaos to order: making sense of waiting lists in Canada. Final
report”, Western Canada Waiting list project.

OECD, 2002, “OECD Health Data 2002”, CD-ROM, Paris.

WHO, 2001, “Hedth care systems in transition. New Zealand”, European observatory on hedth care
systems.

78



DEL SA/ELSA/WD/HEA(2003)6/ANN1

10. NORWAY

Main characteristics of the Norwegian health system

332. The Norwegian health system is characterised by universal coverage and is financed mainly
through taxation and only to a small extent by out-of-pocket payments. In 1998, about 83% of total health
expenditure was public. Prior to 2002 the hedth system was organized in three main political and
administrative levels: national government (legislation and regulation), counties (secondary care) and
municipalities (primary care). The 19 counties were responsible for financing, planning and provide
specialised hospital care. They were also responsible for planning, building and managing hospitals. The
health care system has been subject to a major reform in 2002. Since January 2002 responsibility for and
ownership of hospital were removed from the counties to the state. Five regional enterprises have been
established, each with its own professional board. The regional enterprises have organised the hospitals
around 32 health enterprises. These are separate legal subjects and they are not an integral part of the
central government administration. The main health policy objectives are determined by the centra
government and form the basis for the management of the enterprises. The regional health enterprises have
statutory responsibility for ensuring the provision of health services to inhabitants in their geographical
area, not only via their own health enterprises, but also from private specialists and private hospitals. The
municipalities are still responsible for primary health care.

333. Hospitals. The takeover of responsibility for al hospitals by central government breaks a more
than 30-year-long tradition of hospitals being owned and run by the counties. The counties were assigned
responsibility for institutional health services since the Hospital Act was introduce on the 1% January 1970.
Norway has 85 hogspitals for its 4.5 million inhabitants. Five regiona health enterprises have been
established, which in turn have organised the hospitals and pharmacies around 32 hedth enterprises. In
addition to public hospitals, there are seven small private hospitals. In 2002, the private hospitals
accounted for around 100 beds compared with 13 000 beds in public hospitals. These private clinics
specialize in open heart surgery, hip surgery and minor surgical procedures such as arthroscopy and
sterilization, as well asinguinal hernia, cataracts and varicose vein operations in response to long waiting
lists for such care in public hospitals. The regiona health enterprises are encouraged to enter into
agreements with private providers of health care. There is agrowing number of private hospitals.

334. Hospital remuneration. At the beginning of this decade the hospitals received block grants.
However since 1997 a partial activity-based financing system based on DRG was introduced. By 1999 18
out of 19 counties had chosen to implement the activity-based system. Since 2002 all regiona enterprises
have implemented this form of financing. The DRG system has often been criticised within the Norwegian
debate for not encouraging research and education and for not taking into account adequately of the
variations in patient case-mix. A committee has been established with the task of reviewing by the end of
year 2002 the whole system of the financing of the hospitals and propose the necessary reforms. Outpatient
consultations have since 1980 been financed by the National Insurance Unit on a cost per case basis.

335. Specialist remuneration. As ageneral rule specialists working in public hospitals are remunerated

on a saary basis. However there has been some use of financial incentives in terms or remunerating
overtime work in relation to projects to reduce waiting times. The type of financia incentives may vary
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among the different projects. The hospital directors have the option of making individual agreements on
salary increases with selected specialists. It has been the case for some specific projects that the specialists
would receive a fixed share of the benefits of the project. There has not been a nationa regulation of the
extent to which specialists are allowed to work both in private and publicly funded hospitals, or to visit or
treat private patients within public hospitals. However some hospitals have imposed some regtrictions on
both these practices.

336. Co-payments. There are no co-payments for inpatients. Patients pay 114 NOK for a GP visit and
200 NOK for a specidlist visit. However if the patient have already spent 1 350 NOK within the same year
they are exempted from further payment.

337. Private health insurance. The role of private health insurance is moderate. Out of a population of
4.4 million people approximately 20000 people subscribe for private heath insurance. Of these
subscribers, 6000 people live in a municipality called Eidskog where all inhabitants are offered
membership. The main insurers are Storebrand and Nordisk Helseassistanse that cover approximately 80%
of the subscribers.

338. Primary care. Primary medical care is supplied by GPs who act as gatekeepers for speciaist
services. Most of them are self employed professionals under fee for service contracts with municipalities
but about 20% are the salaried employees of municipalities.

339. Waiting times. A national system for registering patients placed on waiting lists was set up in
1990 and counties were required to report waiting times from 1992. Considerable improvements were
made to waiting times data when a National Patient Register was set up in 1997.

Table A3.10.1. Waiting times ‘from specialist assessment to treatment’
by surgical procedures for publicly funded patients (days)

Year 2001 2001 2000 2000
NOMESCO codes| Mean Median Mean Median

for surgical waiting waiting waiting waiting
procedures time time time time

Cataract surgery CJE20 63 28 39 21

Percutaneous FNF, FNG 48 8 53 18

transluminal coronary

angioplasty (PTCA)

Coronary bypass FNA — FNE 45 27 46 25

Cholecystectomy JKA20, JKA21 75 53 103 63

Inguinal and femoral JAB 98 62 109 74

hernia

Prostatectomy KED, KCH42 72 42 75 47

Vaginal hysterectomy LCC10-20; LCD; 61 35 64 37

LCE

Knee arthroscopy NGA11 96 63 100 64

Total and partial hip NFB,NFC 124 92 133 99

replacement

Knee replacement NGB, NGC 148 121 160 132

Ligation and stripping of PHB10-16; PHD 141 108 142 110

varicose veins
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340. Management of the waiting lists. The hospital management is responsible for the figures on the
waiting times from the ingtitution. In most cases the referral from a General Practitioner is sent to the
section in the hospital where the patient expects to be examined or treated. Either nurses or doctors decide
whether to put the patients on the waiting list. However, most health enterprises have invested some
resources to acquire personnel responsible to control and advise the specialists and nurses on how to
register the patients on the waiting lists. The hospital management is aware that one of the most efficient
ways to reduce waiting times is to keep the waiting lists updated. This avoids that long waiters, that do not
require or desire the trestment anymore, are counted in the waiting time average.

341. Health expenditure. Total health expenditure has been varying in Norway in the last ten years.
Tota heath expenditure was 7.8% of GDP in 1990, increased to 8.2% in 1992, remained stable at 8% in
the period 1994-1997, increased to 8.5% in years 1998-9 and fell to 7.5% in year 2000. Private hedth
expenditure over the same period has remained fairly stable at the level of 1.4%. All the variation in tota
health expenditure has to be attributed to variations in public health expenditure. On the other hand total
real health expenditure per capita has constantly increased in the years 1991-2000 at an average annual
growth rate of 2.42%, with the exception of last year 2000 when real expenditure fell.

Figure A3.10.1. Expenditure on health, per capita, NCU 95 GDP price

342. Physicians. The number of practising physicians has increased from 2.6 (per 1000 population) in
year 1991 to 2.9 in year 2000 at an annual growth rate of 1.22%. Practising specialists have aso increased
from 2 to 2.2 over the same period. About 10% of physicians engaged in specidist hedlth care are in
private practice.

Figure A3.10.2. Number of practising physicians, per 1000 population

343. Ageing and life expectancy. The percentage of the population older than 65 has decreased from
16.3in year 1990 to 15.4 in year 2000. Life expectancy has increased from 76.6 to 78.7 years.

Main policy initiatives

344. Prioritisation in health care. Considerable thought has been given to prioritisation of health care
in Norway. In 1987 the Lonning Report, ‘Guidelines for Prioritisation in Norwegian Hedlth Care,
suggested that health services could be divided into five groups in terms of priority. First priority was
given to treatments that would save lives, second priority to treatments that were necessary to avoid serious
consequences on hedth, third priority to treatments whose undesired effects would occur if they were not
undertaken. Fourth priority was given to treatments with minor unfavourable consequences if they were
not undertaken, fifth priority to treatments which, athough they were demanded, had no documented
effects. The report suggested that the last group of treatments should not be provided.

345. Maximum Waiting Time Guarantee. A ‘Maximum waiting time guarantee’ was introduced
between year 1990-2000 by the Norwegian Parliament on behalf of the counties. One of the aims of the
policy was to equalise waiting times across the country. The guarantee referred initialy to a maximum
period of six months and included only the non-emergency patients for whom waiting times could generate
“damage to health”. It did not include less severe patients that could have been alowed to wait
substantially longer. Moreover, the counties were legally required to report hospital waiting times three
times a year (Van den Noord et al., 1998). According to this legislation, the county councils were fully
responsible for offering treatment to patients, who had been given a waiting-time guarantee, within six
months, making use, if needed, of available capacity in other counties. In the first years the initiative did
not show much evidence of being a success. Several problems were encountered. There was lack of
experience in managing hospital data. There were no national guidelines to indicate which patients should
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receive the guarantee. Counties did not feel responsible for failing to fulfil the guarantee and blamed the
government for not providing enough resources (Christensen, 2001). The failure seems also to be
supported by some empirica evidence. The number of patients on the waiting list increased from 227 000
to 301000 during the period 1993-1996, especially for specidties like orthopedics, urology and
otolaryngology (Van den Noord et a., 1998). In the same period the number of “violations’ of waiting-
time guarantees increased from 3 000 to 19 500 (Van den Noord et al., 1998). Moreover, severd studies
have shown that the proportion of patients granted a waiting-time guarantee varied both between and
within counties, pointing to differences in interpretations of the criteria for giving a guarantee (OECD
policy questionnaire, 2002).

346. Revision of the Maximum Waiting Time Guarantee. In 1997 some changes have been introduced
to the guarantee and new guidelines were developed to review dligibility criteria. A Maximum Waiting
Time guarantee of three months was introduced for patients who satisfied the following criteria. 1) Patients
are non-emergent. 2) The illness is severe to the point that postponing the treatment would have serious
consequences for the patient. 3) The offered treatment has documented effect. 4) The expected benefit is
proportional to the expected cost of the treatment. If the patients had been on a waiting list for longer than
three months, the county of residence was obliged to arrange treatment el sewhere (either in another county
or abroad). A Maximum Waiting Time guarantee of six months was maintained for patients of lower
priority. Moreover it was aso introduced the right to be evaluated for a specialist visit within 30 working
days after the referral from the general practitioner (outpatient waiting time).

347. It is difficult to evaluate the success or the failure of the revised maximum waiting time
guarantee. Since the summer 1997, the number of patients waiting has been fairly constant at about
280 000 patients. However the number of patients with unfulfilled guarantee has falen from 25 000
(December 1997) to 5 000 (April 1999). Despite the improvements compared to the antecedent guarantees,
the system of a maximum waiting time guarantee was abandoned at the end of year 2000. The main
reasons for abandoning the guarantee were that the guarantee did not protect adequately the patients with
highest need (who needed the treatment much earlier than the expiration of the guarantee). Secondly, the
guarantee was not binding in the sense that if patients would experience a violation of the guarantee itself,
there would be no consequences involved for the provider (a proposal to introduce a penalty on hospitals
that break the waiting time regulation was turned down by the parliament).

348. Right to necessary health care. The Maximum Waiting-time guarantee was replaced at beginning
of year 2001 by the introduction of ‘the right to necessary health care’. The patient still has the right to
receive the treatment in an ‘ appropriate’ time limit, but this needs to be assessed on an individua basis. No
general time limit is determined for all the patients. The patients that are entitled to receive the ‘right to
necessary health care’ within an individual time limit should satisfy the following two criteria. 1) They risk
aloss in life expectancy or quality of life if the health care is postponed. 2) The patients have expected
benefits from the treatment and the expected benefits from the treatment are proportiona to the costs of
treatment. This initiative has reinforced the position of the patient since she/he is entitled of some lega
rights. The patient has the chance to complain formally and can sue the hospital if the waiting time is too
long according to the clinical conditions. On the other hand, the position of the patient has been weakened
since no explicit time limit for waiting is defined anymore and it may prove difficult to verify the
appropriateness of the time waited compared to the condition of the patient. Finaly the hospitals may
become reluctant to guarantee the patient the ‘right to necessary treatment’ and may provide it only to the
patients for whom they know they will be able to satisfy it. There is lack of evidence on the number of
patients that had their ‘right to necessary health care’ violated and the waiting time limits that have been
assigned in different hospitalsto the different groups of patients with similar diagnosis.

349. Patients still have the right to be evaluated for a specialist visit within 30 working days after the
referral from the genera practitioner.
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350. Increase in resources. From 1994 to 1997, counties received extra resources to meet waiting time
guarantees. Resources were however not conditional on the proof that extra activity had been carried out.
Thereis no evidence on the effectiveness of this palicy.

351. Activity-based remuneration system. Before 1997 the government provided funding to the
counties for hospital care on the basis of a block grant system. The grants were provided according to a set
of criteria as the per-capitaincome in the county, the age composition of the population and the population
density. Since July 1997 the government has accompanied the block grants with the introduction of an
activity based remuneration system. The aim was to raise elective activity by increasing hospita
efficiency, with the explicit intention of helping to fulfil waiting times guarantees (Biorn et a., 2002). The
activity-related grant corresponded in 1997 to 30% of the average DRG-based costs per inpatient treated.
While the counties were partially financed on the basis of the activity, this was not necessarily the method
that the counties used to finance hospitals. In 1997, 13 out of 19 counties had introduced activity-related
financing for their hospitals. The remaining six counties continued to finance their hospitas through the
use of fixed block grants. In 1999, 18 out of the 19 counties had chosen to implement the activity-based
system. In the same year, the share of the reimbursement of the DRG costs has increased to 50% (since
1999 day care surgery has been financed based on DRGs). Since the beginning of 2002 the health care
sector has been subject to major reforms. The ownership of the hospitals has passed from the counties to
the State. Five regional enterprises have been formed. Under the new system the share of activity-related
grant has increased to 60% of the average DRG-based costs per inpatient treated. The regiona health
enterprises also use activity-based funding of the DRG type when they buy day-surgery treatment from
private specialists outside institutions. An econometric study in 48 Norwegian acute hospitals between
1992 and 2000 suggests that activity based funding led to a rise in the annual growth rate in hospita
activity from 2% between 1992 and 1996 to 3.2% between 1997 and 1999. This seems to have been
achieved by arise in technical efficiency. However, cost efficiency seems to have been reduced - probably
because tight labour supply led to higher compensation per worker in the form, for example, of overtime
payments (Biorn, E. et al., 2002).

352. In 1996 a project was launched to experiment if a remuneration method where the payment
follows the patient (fee-for-service) may have an impact on reducing waiting times for orthopaedic
treatment. The project included two orthopaedic treatment centres in Oslo and Ser-Tregndelag. The project
was successful in terms of reducing waiting times for orthopaedic treatments. The study also revealed that
the waiting lists obtained from the hospitals were not updated, and there were discrepancies between the
official figures for waiting times and the ones at the hospital. However the project revealed that the patients
were willing to travel to obtain elective treatment. At the end of the project, the initiative was not
renovated.

353. Reducing waiting times for people on sick leave. Since 1988 The Ministry of Health and Social
Affairs has encouraged the projects aiming at reducing the waiting times for patients on sick leave in order
to reduce the cost of sickness benefits. The Parliament has considered making this initiative a permanent
one but some criticisms have been raised, in terms of giving priority to people that are employed as
opposed to unemployed or retired.

354. Buying health services abroad. For several years, Norway has tried to increase capacity by
buying health services abroad, especially from Sweden and more recently from Germany. The most recent
initiative was launched at the end of year 2000. A grant of 1 billion NOK has been made available to treat
abroad approximately 10 000 patients during a three years period. The initiative has been managed by the
National Insurance Unit®. When patients are put on a waiting list, they receive an offer to receive the

3 The National Insurance Scheme is a state-run institution, which offers insurance against individual medical
expenses (fee-for-service) for ambulatory care provided by hospitals and private practitioners.
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trestment abroad. The National Insurance Unit takes care of negotiating contracts abroad and arranging for
the patient the journey, the place and the time. At present most of the treatments are within the orthopaedic
speciality and to a lower extent in plastic surgery. The cost of treating patients abroad has been evaluated
approximately to be the same as at home. Within the same initiative, Norwegian physicians may also
accompany the patients with the purpose to learn more about the methods that are applied abroad to
increase hospital capacity. The initiative has often raised some questions and some criticisms. For example
it has been claimed that the grant may be used more effectively to finance national initiatives. Moreover
once patients return to Norway, they may still need some further assistance and treatment from the local
hospitals. The initiative will continue also in 2003 with a budget of 85 million NOK. The main purpose is
to transmit competence to Norwegian specialistsin areas like: anorexia, cochlea, heart complaint, prostate-
cancer, complicated neck and back-related diseases and Parkinson.

355. Increase the choice of the patients. Since the beginning of 2001 the free choice of the hospital has
entered the Act for the Patients Rights. The main idea is to induce hospitals to compete to attract the
patients, by providing a better service, higher supply and lower waiting times. To help patients to search
for the hospitals with lower waiting times, a free phone line has been set up and expected waiting times for
35 main surgical procedures are provided on an Internet web page. Data are provided by surgical procedure
and by hospital (not specialist). The service expects to be improved by middle of 2003 by providing
waiting times for up to 200 procedures. At the time of referral the patient can freely choose the provider
according to the shortest waiting times. However the patient is supposed to be referred only to one hospital
and the referral is valid for a year after it has been issued. One further constraint is that the patients are
prohibited to choose a type of hospital with a higher degree of specialisation compared to the one it was
referred for. The three hospital types are (in order of degree of specialisation) local hospitals, county
hospitals and regional hospitals. The costs for the patients are limited to a maximum of 440 NOK for the
journey.

Discussion

356. Norway seems to have a moderately severe waiting times problem judging by the average
waiting (estimated 53 days, WHO, 2000) in 1998. Waiting times for patients admitted in year 2000 and
2001 (seetable A3.10.1) result to be a so significantly lower compared to other countries.

357. The policy that has been maintained for the longest period is the “Maximum waiting time
guarantee”. Since its introduction in year 1990, this guarantee differed from the guarantees implemented in
other countries, for its lack of universality. The guarantee was ‘conditional’ and it included only the
patients for whom waiting time could generate damage to health (the more severe). Despite the main idea
to provide the guarantee to the more severe patients is conceptually desirable, it remains very difficult to
operationalise. Thisis due to the lack of homogeneity in applying the criteria for evaluating the severity of
the patients.

358. The policy revealed overall quite unsuccessful and the guarantee has been abandoned in year
2000 and substituted by the ‘right to necessary care’ in 2001, for which the maximum time has been
eliminated. However even this reform suffers, maybe to a higher extent, from the same limitations. The
patients still have the right to receive treatment in an appropriate time limit, which needs to be evaluated on
an individual basis. The main problem lies in the high discretion for the providers both on the choice of the
patients who are provided with the guarantee and in the choice of the appropriate time limit. On the other
hand the introduction of the ‘right to necessary car€’ is an attempt to respond to the main criticism of
standard maximum waiting times guarantee, which is that it may induce inappropriate clinical
prioritisation.
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359. More recent reforms have approached the problem more directly on the supply side introducing
DRG-based payments, buying treatments abroad increasing the choice of the patients.
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11. SPAIN

Main characteristics of the Spanish health system

360. The Spanish health system is characterised by universal coverage and is financed mainly through
general taxation. Responsibility for provision of health services was until 2002 partly centralised under
INSALUD (the Nationa Ingtitute of Health) and partly decentralised to 7 Autonomous Regions. From
January 2002 it has been wholly decentralised to all 17 Autonomous Regions. Total health expenditure
accounted in year 1999 for 7.7% of the GDP. 70% of total health expenditure was public (OECD, 2002
Health data).

361. Hospitals. Most of the hospitals are publicly owned. In year 1995, 68.8% of al hospital beds
were public, 18.4% were private for-profit and 12.4% were private no-profit. Regions provide publicly
funded health services mainly through publicly owned hospitals but also through private (profit or non-
profit) hospitals that are contracted out. The percentage of public health expenditure that had been used to
contract out services to private providers has been falling from 25% in 1979 to 15% in 1995 (WHO, 2000).
Private hospitals provide discharge patients both for publicly funded and privately funded patients. In year
1996 47% of the discharged of privately owned hospitals was publicly funded. Of the remaining 53%, 43%
was financed by private health insurance while the remaining 10% through out-of -pocket payments.

362. The following information refers specifically to Insalud. Insalud was, until January 2002, the
organisation of the Central Government responsible for providing health services to more than 14 million
people (about 35% of the population). It included 10 of the 17 Autonomous Communities and the cities of
Ceuta and Mdlilla. Insalud owned 82 hospitals (three of them without surgical activity) with 40,416 beds,
890 operating theatres, 166 delivery rooms and 95 outpatient clinics.

363. Hospital remuneration. Among the publicly funded hospitals, publicly owned hospitals are in
general remunerated with a fixed budget. The main criteria for the determination of the budget at hospital
level are the past expenditure and the case-mix of the hospital. Among the publicly funded hospitals,
private hospitals (private non-profit hospitals and private for-profit hospitals) are remunerated with a fee-
for-service mechanism on the basis of the volume of activity performed. A fixed price for each type of
procedure is utilised that includes amortisation costs. This is not the case of public hospitals, for which
investments are financed in an independent way to activity remuneration.

364. Soecialist remuneration. Specialists working within publicly funded hospitals are not alowed to
visit private outpatients or to operate on patients within the same hospital. However specialists working
within publicly funded hospitals are allowed to work in privately funded hospitals. Finally specialists
working in publicly funded hospitals, who do not work in privately funded hospitals, have a greater
remuneration compared to specialists that aso work in privately funded hospitals.

365. Co-payments. There are no co-payments for receiving publicly funded surgery.
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366. Primary care. Genera practitioners are the first contact for the patients and act as gate-keepers.
They provide diagnosis and, when appropriate, treatments. Patients receiving specialist care return to
general practitioners for follow-up treatment.

367. Waiting times. There are signs of some degree of dissatisfaction of the population with waiting
for publicly funded non-emergency surgery. A sanitary barometer has been recently undertaken to measure
within a scale between 1 and 7, to what extent the population was dissatisfied with waiting time for non-
emergency surgery in public hospitals. The mean value resulted to be equal to 3.17 (Ministerio de Sanidad
y Consumo. BarOmetro Sanitario, 2000).

368. Insalud has recorded administrative data since 1996. More precisely, the waiting list information
system was standardised and an obligatory minimum database was refined and implemented. To ensure
correct monitoring, the waiting list registration from all surgical departments was centralised in the
hospital’s admitting department and a compulsory minimum database was established. Information of the
minimum database had to be sent in electronic format to Insalud’s central offices on a monthly basis. The
database included individual information on the waiting time of each patient waiting for an intervention in
an operating theatre and the number of entries and exits from the waiting list (including individua
information on each patient removed from the waiting list). The information system was broken down by
hospital, speciaity or procedures and it included indicators such as cross-sectional and retrospective
waiting times, entry-exit ratio, percentage of al planned interventions that came from the waiting list. This
information was used by Insalud Central Authorities with comparative and management purposes
(Hospita surgical waiting list goals monitoring). The data were analysed monthly to suggest actions to be
taken by hospital managers. At the hospital level, the managers would then transmit this information to the
speciaists.

3609. Targets. During the period 1996-2000, various targets have been defined in terms of reduction of
mean waiting times and setting of maximum waiting time. The targets varied over this period of time and
are summarised in Figure A3.11.1. At mid year 1996 only one target was introduced in terms of a
maximum waiting time stating that ‘ no patient should be waiting for more than one year on the last day of
1996’ . For year 1997 two targets were introduced both in terms of maximum (9 months) and mean waiting
(100 days). After 3 years (in year 2000) the maximum waiting time was brought down to 6 months and the
mean waiting time to 55 days.

Figure A3.11.1. Targets: mean and maximum waiting time of the patients on the list

370. Waiting times. The waiting times (of the patients on the list) have markedly reduced in
INSALUD (which covers 40% of the Spanish population) over the period 1996-2000. The aggregate mean
waiting time has decreased from 210 days in June 1996 to 136 days in December 1996. Another sharp fall
was achieved in the following year, bringing the waiting time to 98 days in December 1997. In the last two
years the waiting times has further decreased but at a lower rate of decline reaching the level of 66 daysin
December 1998 and 62 days in December 1999. A slight increase has resulted in the last year bringing the
waiting time to 67 daysin 2000.

371 We have also been provided with waiting times data by surgical procedure for INSALUD during
the period 1992-2001. Waiting times have generaly experienced a sharp decline in the first year 1992-
1993, after which they have further reduced for most of the surgical procedures (growth rates between
1994-2000 varied between —2% and —10.3%) and increased for few (between 0.4% and 18.5%). More
detailed information is provided in the following figures A3.11.3.

372. On the other hand, waiting times by main specidlity in the Vasque country (which is aso part of
National Health System of Spain and covers 5% of the Spanish population) suggests how waiting times
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have generally decreased for inpatient (figure A3.11.4) and increased for outpatient (figure A3.11.5). For
inpatient waiting time, there has been a sharp decline in the first year 1992-1993. Between 1994 and 2001
waiting times have been either stable or declining, according to the speciality, with annual growth rates
varying in the range —5.3% and 2.1%. On the other hand, outpatient waiting times have generally increased
between the period 1996-2001. Excluding ‘thoracic surgery’ and ‘gynaecology and obstretics’, which
present large fluctuations, annual growth rates have been varying in the range —18.4% and 11.4% (most of
the specialities had positive growth rates).

Figure A3.11.2. Mean waiting time of the patients on the list. Insalud.
Figure A3.11.3. Mean waiting time of the patients on the list by surgical procedure. Insalud.

Figure A3.11.4. Mean waiting time of the patients on the list by main speciality (inpatient and day
surgery). Vasgue country.

Figure A3.11.5. Mean waiting time of the patients on the list by main speciality (outpatient). Vasgue
country.

373. A similar decreasing pattern of aggregate waiting times can be identified by analysing the
number of patients on the waiting list who have been waiting for longer than 6 months (Figure A3.11.6).
The number of patients waiting more than six months was 54 348 in year 1996. This figure was more than
halved by the end of 1997 falling to 24 993 patients. The number was drastically reduced at the end of
years 1998 and 1999 (bringing the number to 530 and 513 respectively). Consistently with the dight risein
the mean waiting time, the number of patients waiting more than six months has started to increase once
more. 2 826 patients were waiting more than six months at the end of year 2000.

Figure A3.11.6. Patients on the list waiting longer than 6 months
Figure A3.11.7. Patients on the waiting list

374. Surgical Activity. The reduction of waiting times has been accompanied by arisein tota activity
over the years 1996-2000. Total activity increased on average at a 7.9% rate per annum for three years
during the period 1996-1999 from 350 000 in year 1996 to 440 000 in year 1999. It increased by alower
rate of 2% in year 2000 (reaching the level of 450 000). Public surgical activity during normal hours
increased from 341 000 in year 1997 to 402 000 in year 2000. Public extra activity (during extra hours)
increased from 13 000 in year 1997 to 18 000 in year 1999, to low down to 16 thousand in year 2000. The
contracted out private activity increased from 22 thousand in 1997 to 23 thousand in year 1999, to 32
thousand in year 2000. The cost of the programs has increased over time passing from 18.6 million Euro in
year 1996 to 30 in 1997, 48in 1998 and 45 in 1999.

Figure A3.11.8. Surgical treatments
Figure A3.11.9. Cost of the initiatives

375. The above figures refer to Insalud, which included 35% of the population (and ten regions)
between 1994 and 2001. We finally describe some relevant variables for Spain as a whole, as available
from the OECD health data.

376. Health Expenditure. Total health expenditure has steadily increased in Spain from 6.6% of GDP

to 7.7% in year 2000. However the increase can be mainly attributed to the increase in private heath
expenditure (private refers to funding: private heath insurance or out of pocket payment). Public health
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expenditure has increased from 5.2% to 5.4% of GDP, while private health expenditure has increased from
1.4% to 2.3%. Note that public health expenditure for inpatient care also remained fairly constant in Spain
between years 1991-1999 varying between 2.9% and 3.3% of the GDP. Total rea health expenditure per
capita has also increased at an annual rate of 3.92% (2.69% for public and 7.6% for private).

Figure A3.11.10. Expenditure on health, per capita, NCU 95 GDP price
Figure A3.11.11. Number of practising physicians, per 1000 population

377. Physicians. The number of practising physicians increased from 2.3 (per 1000 population) in year
1990 to 3.3 in year 2000. Hospital health employment also increased from 11.0 in year 1990 to 16.4 in year
2000.

378. Population. The percentage of the population older than 65 has increased from 13.8 in year 1990
to 17.0in year 2000. Life expectancy hasincreased from 76.9 to 78.7 years.

Main policy initiatives

379. Target population. The new concept of ‘target’ population was introduced, which includes the
whole population of patients who were on the waiting list a a point in time. For example, when this
concept was first introduced in 1996, it included al the ‘patients who had entered the waiting list before
the 1% January 1996. The main idea of the government was to estimate what share of the target population
could have been treated within the available capacity of public hospitals during ‘normal hours'.
Supplementary funding was then provided for the treatment of patients in the residual target population
who could not be treated in ‘normal hours'. Three possible types of hospitals could provide the extra-
activity. Priority to provide extra treatments was given to the public hospitals providing activity in extra
working hours in the afternoon (and increasing the allocation of afternoon theatre time). If the extra-
activity provided by the hospita was not large enough to treat all the residual target population then
funding could be alocated to neighbouring hospitals or to private contracted hospitals. The financial
arrangements between the government and the providers are described in the following paragraph.

380. Allocation of the funds. Over the period 1997-2001 the funds have been allocated to hospitals on
the basis of the achievement of different targets either in terms of the activity performed and achievement
of maximum waiting time and mean waiting time. More precisely in 1996, the funding for extra-activity
was based on the number and type of surgical procedures to be treated under the Waiting List Initiative (a
fixed price was paid for each planned extra-procedure provided at the beginning of the year). However the
funding was allocated only to hospitals that were proving to operate efficiently with a morning operating
theatre usage of more than 75% (in 1996 the average was estimated to be 65%). The volume of activity to
be performed and the corresponding funding was communicated to the hospitas at the beginning of the
period (to be done in the afternoon session from the target popul ation).

381. In year 1997 a very similar system of allocating funds was introduced. The only difference was
that the funds were not allocated at the beginning of the year, but were deferred and distributed on a
monthly basis according to the volume of patients treated (from the target population). The funding
alocation system changed after 1998. The funding was allocated to the hospitals not only on the basis of
the volume of activity but also on the achievement of monthly targets in terms of maximum waiting times
(number of patients waiting more that six months) and mean waiting times. The hospitals failing to reach
the target were penalised with a reduction of the funding proportional to the deviation from the objectives.
In year 1998, these reductions in funding could be regained by the end of the year if the targets were
satisfied by that time. In 1999, 60% of the funding allocated to hospitals was related to the satisfaction of
the maximum waiting time target (6 months) and 40% to the satisfaction of the mean waiting time target.
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In contrast to the previous year, the hospitals deviating from the maximum waiting time targets on a
monthly basis could not regain the lost funding if they were able to satisfy the target by the end of the year.
Thiswas still partialy possible for the funding related to the mean waiting time target.

382. Financial incentives for hospitals and doctors. In addition to the funding alocated to the
hospitals on the basis of activity or (mean and maximum) waiting times targets, additional financia
incentives were put in place also for the personnel working within the hospitals. Hospital managers could
receive financial incentives conditionally on satisfaction of the targets. The incentives varied between
4 357 Euros and 7 513 Euros according to the hospital type. All categories of hospital personnel could
receive some bonuses, which were proportional to their salaries (varying according to professional
category). Since 1997, specialists were entitled to an increase in salary up to a maximum of 3%, nurses up
to 2% and other staff up to 1%.

383. Prioritisation of the patients on the list. Insalud, in collaboration with groups of medical experts,
national speciality associations and scientific societies, developed explicit guidelines on clinical
prescription or surgical indication criteria for the most frequent waiting list pathologies. On the basis of
these criteria and guidelines, the patients on the waiting list are supposed to be ranked in the two main
categories of ‘high-priority patients' and ‘routine or low-priority patients . The priority should be based on
clinical factors, such as the underlying disorder, the natural progress of disease, and the degree of disability
caused by the disease and the presence of concomitant pathologies. For a given level of clinical condition
of the patients, priority should be given to the patients that have been waiting for the longest time.

Discussion

384. Overal the policy implemented within Insalud has been successful in reducing waiting times.
One of the key factors in the reduction of waiting times, was the design of an appropriate incentive
structure for the hospital (the deliverers of the surgical treatment). The policy was mainly based on the
introduction of dedicated funding for increase in activity level either from public or private providers. This
policy was similar on the surface to policies implemented in other countries but it contained severa
innovative ideas. First, money was allocated to hospitals only after they had provided the activity (this was
not necessarily the case in other countries with similar policies). Second, money was allocated from the
central authority directly to the hospital, without passing through the health authority. Third, the policy
made use of all the available existing capacity of both public and private hospitals. Fourth, objectives were
defined not only in terms of activity but also in terms of maximum and average waiting times. Fifth, after
1998, part of the extra funding was made conditional on reducing waiting times, which presumably
introduced incentives on controlling the rate of entries on the list. As a result the overall surgical activity
has increased by 7.6% per annum and waiting times have gone down from more than 200 days to
approximately 60 days.

385. However, anaysing the change in waiting times at surgical procedure level, the reductions in
waiting times look less striking (see figure A3.11.3). The evidence at surgical procedure level show that
waiting times (of the patients on the list) had already started to decline before the new policies were
introduced in 1996. Nevertheless, by comparing the average annual growth rates between 1994-2000 and
1996-2000, we can see how overall waiting times have reduced more since 1996. For example the annua
growth rate for inguina and femora hernia was 0.4% between 1994-2000, while it was —5% between
1996-2000. This evidence still suggests that the Spanish initiatives were successful in reducing waiting
times of the patients on theli<t.
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386. On the other hand, the initiative of Insalud had a cost in terms of amount of annua funding
provided, which was around 45 million Euro in the last two years. We don’t have available information on
public health expenditure for Insalud. However public health expenditure for Spain in terms of GDP has
remained fairly stable at 5.5% of GDP in years 1995 and 1996 and 5.4% in the following four years. Public
real health expenditure per capita hasincreased at an annual growth of 3.2% between year 1996 and 2001.

387. It is finally worth stressing how in Insalud, the large increase in surgical activity was made
possible by the existing capacity both in the public and private sector. In other words, extra capacity did
not need to be built (new hospitals) to provide extra activity. It seems also that public hospitals were not
exploited at full capacity, since large part of the increase in activity has been performed within the normal
hours. Moreover a large share of total hospita beds are private (18.4% in 1996) whaose activity was only
approximately half for publicly funded patients (47%), leaving wide margins for increasing further activity
for publicly funded patients. The increase in activity was possibly favoured by the increase of physicians
which increased from 2.6 (per 1000 population) in year 1994 to 3.3 in year 2000. The main task for the
government from now on is going to be to maintain the waiting time at the low level which has been
achieved.
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12. SWEDEN

Main characteristics of the Swedish health system

388. The Swedish health system is characterised by universal coverage and is financed mainly through
general taxation (78%) and earmarked state grants (14%). Total health expenditure accounted in 1998 for
7.9% of the GDP. In the same year 83.5% of total health expenditure was public (OECD, Health data,
2002). The health system is organised in three main political and administrative levels, national
government (legislation and control), county councils (primary and secondary care) and loca
municipalities (elderly care and nursing homes). The 21 county councils are responsible for financing
health care mainly through regional income tax; for purchasing all health care for their inhabitants through
district regional health authorities; providing health care mainly via salaried or contracted GPs and county
council owned hospitals. Each county council is free to choose how to organise its health care provision.
Within each county council, there are usually severd hedth care districts, each with the overall
responsibility of providing health services to the population in its area. A district usually consists of one
hospital and severa primary health care units.

389. Hospitals. The 21 county councils own and manage hospitals and speciaist care. The 79
hospitals are divided into regional hospitals (9), central county hospitals (23) or district county hospitals
(47), depending on their size and degree of speciaization. A typica county runs two to four district county
hospitals and a central county hospital. District hospitals are small hospitals with a minimum of four
specidlities (internal medicine, surgery, radiology, and anesthesiology). Central county hospitals are large
hospitals with 15-20 specialties which treat patients who suffer from almost all diseases. Patients with
more complex conditions, who require more specialized care, are treated in regiona hospitals. Numbers of
hospital beds were reduced during the 1990’s from 58 000 to 32 000 and numbers of bed-days from 12.5
million to 8.9 million. This development was possible due to more intensive use of the bed resources and a
shift to day case surgery. There are dlso 7 private hospitals and a growing number of private nursing homes
and private local health centres. In 1999, private hospitals accounted for 333 beds.

390. Hospital remuneration. Since county councils are free to choose how to deliver health care,
hospital remuneration arrangements differ among counties. It is therefore a question for each individual
county council or region to decide how to remunerate its hospitals. Some county councils have introduced
a purchaser/provider split where district health authorities act as purchasers and hospitals as providers.
About haf of the county councils and regions have implemented a DRG-based system for funding
hospitals. A number of county councils still use more traditional global budget systems. The utilisation of
DRG-based remuneration systems has often been accompanied by the introduction of price or volume
ceilings. Retrospective fee for service reimbursements are used for patients who receive their treatment in a
regional hospita, outside the county of residence. In the past, and to some degree, providers with longer
waiting lists have, as a genera rule, been able to attract more resources. On the other hand, more recently,
some county councils have been discussing the introduction of a bonus system for hospitals with low
waiting times.

391. Secialist remuneration. All hospital staff, including the speciaigts, is employed by county
councils and is remunerated by salary. Specialists working in publicly funded hospitals are not alowed to
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treat private patients within the hospital. On the other hand there is no law that prohibits specialists
working in a publicly funded hospital from treating patients in a private hospital. However, in most county
councilsthere must be aformal agreement with the employer about this ‘extra employment.

392. Co-payments. Each individual county council decides the level of cost sharing by patients. The
patients usually pay a symbolic daily fee for each day spent in the hospital. Moreover patients pay between
10 to 15 Euro for a visit to a GP and 20 Euro for a specialist visit. However if the patients have already
spent 90 Euro within the same fiscal year they are exempted from further payments.

393. Private health insurance. Private health care insurance is very limited and accounts for less than
1% of total health care revenues. It typically provides coverage supplementary to the public health system -
mainly coverage for elective surgery. There was growing interest in such insurance in the 1980s, to avoid
the queues in the public system. For about 90% of the insured, the premiums are paid by employers, in
order to avoid employees long-term sick leave® (WHO, 2001). The insured are guaranteed immediate
access to a private hospital, but not to a public hospital that is not allowed to receive money from insurance
companies. The insurance company covers the costs of consultations, of the procedure required, of
convalescence and of transport. Private health insurance premiums have not been tax deductible since 1988
(WHO, 2001). Traditionally, the (employer-purchased) private health insurance contracts used to cover
top-level management. Now, the coverage has become more varied, covering other ‘key staff members
regardless of their formal position in the company. There has also been a recent trend towards group-based
private health insurance for employees.

394. Primary care. Sweden has one of the lowest ratios of genera practitioners (0.6 per 1000
population) among OECD countries. Much of the access to hospital services follows referral from a GP,
but thisis not obligatory. Indeed, many patients access hospitals directly (WHO, 1998).

395. Development of a National Database on Waiting times and Waiting lists. Since 1996 the
Federation of Country councils together with some county councils had been working on the devel opment
of a national system for measuring waiting lists and waiting times. In 1999 the ‘Dagmar-agreement’
established that a database should be collected at a nationa level. In April 2000, the Federation of County
Councils finally launched a national database on the Internet for waiting lists and waiting times
(www.If.sefvantetider). The data covers waiting times for inpatient elective care. Both the waiting times for
a first specialist visit and the waiting times for inpatient treatment are included. All hospitals in Sweden
will report to the database via the Internet. The database is administered by the Federation of County
Councils and is ill under development since there are till hospitals that, due to lack of relevant
information systems, are not able to report al the requested information. However there is an obligation for
the county councilsto report in full by 2004, as part of the agreement on “increased accessibility to elective
care” (see below).

396. The database includes outpatient and inpatient waiting times and waiting lists for 25 different
specidlties, for 6 diagnostic procedures and for 27 inpatient treatments. For each of the above variables,
the information includes a) the prospective waiting time (in weeks) for a new patient who would be placed
on the waiting list for elective surgery. The aim is to inform new elective patients of their prospective
waiting time. The prospective waiting time is reported by each clinic and is a forecast based on the actual
knowledge about the situation at the clinic. b) The date when the forecast of the prospective waiting time
was made. The aim is to guarantee updated and accurate information. No prospective waiting time figures
should be older than one month). ¢) The number of patients on the waiting lists. All booked and unbooked

4 The Swedish insurance company, Skandia, began to offer private health insurance in 1985, and currently
the company is the largest in the business, with about 30 000 persons insured. In addition to Skandia, most
insurance companies offer private health insurance, and approximately 120 000 persons are insured.
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patients are included in this statistic independently of the priority group assigned to the patient. d) The
number of patients on the waiting list who have waited longer than 12 months. €) The percentage of
patients treated during the last four months who had an actual waiting time less than 3 months. f) The
median waiting time among the patients treated during the last four months. g) The waiting time for the 90"
percentile. h) The volume of activity performed and number of patients added to the list. The numbers
waiting will be reported three times a year.

397. Available evidence. Available evidence on waiting times figures cover the period 1991-1996 and
the 12 surgical procedures covered by the guarantee. The total median waiting time was about 12 weeks in
1991, declined to 8 weeks in 1992 and remained stable until 1994. However, in 1995 the waiting times
started to increase once more, returning in 1996 to the 1991 level of 12 weeks. Table A3.12.1 presents data
on the percentage of patients treated within 3 months, while table A3.12.2 shows the percentage of the
patients that have been waiting on thelist for at least 12 monthsin April 2002.

Figure A3.12.1. Median waiting time

Figure A3.12.2. Percentage of the patients waiting longer than 3, 6 and 9 months

Table A3.12.1. Percentage of patients treated within 3 months,
January-April 2002 (all priority groups)

Procedure % with a waiting | Response rate*
time less than 3
months
PTCA 96 44
CABG 91 67
CPAP-treatment (sleeping disorders) 86 29
Hysterectomy, benign indication 77 55
Knee arthroscopy 72 43
Prostatectomy (benign indication) 68 49
Surgery of the spine 68 55
Tonsillectomy 60 46
Cholesystectomy 59 a7
Inguinal hernia 54 42
Sterilisation 50 50
Plastic operation of the septum' 49 41
Varicose veins (non-cosmetic) 46 35
Prolapse of the uterus 45 56
Cataract surgery 42 38
Urine incontinence (women) 41 55
Primary hip-replacement 38 49
Hearing aid fitting 29 26
Reduction of the breast (non-cosmetic) 27 24
Primary knee replacement 26 48
Reconstruction of the breast (non cosmetic) 22 51
Total 53 28
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A3.12.2. Percent of the patients waiting on the list for more than 12 months
(at the 31st April, 2002)

Procedure % over 12 months | Response
rate (%)
Varicose veins (non-cosmetic) 38 48
Inguinal hernia 25 46
Cholesystectomy 29 51
Primary hip-replacement 11 58
Primary knee replacement 17 58
Surgery of the spine 23 60
Knee arthroscopy 9 51
CABG 0 78
PTCA 0 53
Sterilisation 23 60
Urine incontinence (women) 8 60
Prolapse of the uterus 11 56
Hysterectomy, benign indication 2 57
Tonsillectomy 18 54
CPAP-treatment (sleeping disorders) 36 43
Plastic operation of the septum’ 31 51
Hearing aid fitting 27 38
Cataract surgery 6 55
Reduction of the breast (non-cosmetic) 62 52
Reconstruction of the breast (non cosmetic) 43 46
Prostatectomy (benign indication) 24 52
Total 18 52

398. Surgical activity. Over the same period, total surgica activity (for the 12 surgical procedures
covered by the guarantee) increased from approximately 160 000 in 1991 to 180 000 in 1992. The rate
remained stable until 1994 and fell to about 175 000 in 1995.

Figure A3.12.3. Number of surgical procedures performed

399. Health expenditure. Tota health expenditure has decreased dowly in Sweden from 8.6% of GDP
in 1992 to 7.9% in year 1998. The real health expenditure per capita remained fairly stable in the years
1991-1998 around 16000 (National Currency Unit at 1995 price). The reduction in expenditure as a
percentage of GDP hasto be attributed to alarge decrease in public health expenditure (from 6.6% of GDP
in year 1990 to 6.6% in year 1998) since private health expenditure has increased from 0.8% to 1.3% in the
same period. Real health expenditure per capita has a negative annual growth rate of -0.04% (-0.90 for
public and 6.00 for private).

Figure A3.12.4. Expenditure on health, per capita, NCU 95 GDP price

400. Physicians. The number of practising physicians has increased from 2.7 (per 1000 population) in
year 1992 to 2.9 in year 1999. Practising specialists have also increased from 2 to 2.2 over the same period.

Figure A3.12.5. Number of practising physicians, per 1000 population

401. Ageing and life expectancy. The percentage of the population older than 65 has decreased from
17.8inyear 1990 to 17.4 in year 2000. Life expectancy has increased from 77.6 to 79.7 years.
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Main policy initiatives

402. Early initiatives. Dedicated funding. Several national initiatives have been undertaken since 1987
in Sweden to reduce waiting times and waiting lists (Hanning, 2001). Between 1987 and 1989 the
government and the Federation of County Councils agreed to finance extra activity in hospitals which
provided specific procedures like coronary artery bypass surgery, hip replacement and cataract surgery.
Theinitiative had only a marginal effect on waiting time (Hanning, 2001).

403. In 1989 a new initiative was launched to improve the efficiency of hospital services, through the
elimination of bottlenecks and increased activity. The initiative was carried out for all hospitals by the
comparison of resources and activities in six speciaities (cardiology, ophthalmology, gynaecology,
orthopaedics, urology and general surgery). The impact on overall waiting time was unclear, although the
initiative highlighted marked differencesin waiting time across hospitals (Hanning, 2001).

404. Maximum inpatient waiting time guarantee. In 1991 the Government and the Federation of
County Councils agreed upon the introduction of a three months maximum waiting time guarantee. Even
though county council participation was optional, all the counties accepted the agreement. The guarantee
lasted between 1992 and 1996 and it included twelve different surgical procedures for which high waiting
lists had been observed (coronary angiography, CABG, PTCA, hip replacement, knee replacement,
cataract surgery, inguinal hernia operation, cholecystectomy, operation on benign prostatic hyperplasia,
operation on prolapse of uterus, operation for incontinence, hearing-aid fitting; see Hanning, 1996). On the
basis of the guarantee, patients should have been offered a treatment within three months from the day that
the decision was made to operate/treat, and the patient was placed on a waiting list. Patients not treated
within 3 months were to be offered care at another hospital in the health services district, in another county
council, or at private providers. The objectives of the guarantee were to stimulate an increase in the
availability of the above treatments, to reduce waiting times and to bring about a fairer distribution of
access to elective care throughout the country.

405. The guarantee was accompanied by the opportunity for patients to seek care from other providers
if their local hospital was not able to provide the treatment within three months. The exercise of such
choice would have resulted in an economic loss for the local hospital. However, very few patients used this
opportunity, possibly because they were not aware of the option. The county councils managed the
economic transfers for the patients who chose another provider (Hanning and Spangberg, 2000). In some
cases it was the hospital department that was financially affected when it was not able to respect the
guarantee. In other cases it was the hospital and in others the cost was met at central level. However,
physician salaries were unaffected by the exercise of patient choice.

406. In the first year (1992) the introduction of the guarantee was accompanied by an increase in
resources of 50 million Euros, provided by the central government. However hospitals could receive extra
resources at local level, as well. According to Hanning and Spangberg, (2000), 30% of the departments
received extra resources from the government grant. However overall 50% of the hospitals received extra
resources, either from central or local government. No additional resources were made available in the
following years, 1993-1998.

407. The maximum waiting times guarantee seemed to be successful in the first year, reducing median
waiting times from 12 weeks to approximately 8 weeks in the period 1992-1993. Waiting times then
started to increase again, bringing the level of waiting times up to 10 and 12 weeks in years 1994-96. A
very similar pattern can be observed by looking at the percentage of the patients waiting more than 3, 6 and
9 months (Figure A3.12.2 and A3.12.3).
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408. To some extent, the waiting times pattern is negatively correlated with the number of procedures
performed over the same period, which was lower in year 1991 (160 000), increased to 180 000 in 1992-4,
then finally decreased in 1995.

400. Reform of long term care for the elderly. At the same time as the implementation of the
maximum waiting time guarantee, there were reforms to long-term care for the elderly. As part of these
reforms, patients who received medical or surgical treatment within a hospital and required no further
medical treatment became the responsibility of the municipalities. In particular, the municipalities became
financially responsible for patients staying more than three days after they were considered medically
ready for discharge. The assumption was that the number of beds was acting as a bottleneck. There was a
lack of residual capacity for treating additional patients, leading to inefficient use of hospital personnel.
This reform resulted in more “bed-days’ becoming available for elective care (Hanning, 1996). There is
evidence that the number of patients blocking beds actually decreased (from Hanning and Spangberg,
2000).

410. The above maximum waiting time guarantee was abandoned in 1997. Since then a political
debate has followed concerning the opportunity for a new guarantee of three months that includes all
inpatient elective care. In June 1998 the National Board of Health and Welfare investigated the possibility
of having a compulsory waiting time guarantee of three months all over Sweden. In the concluding report
the Board recommended against the introduction of the guarantee on the basis of the following arguments.
1) The waiting time guarantee should be seen as part of a wider “accessibility guarantee’ which also
includes related issues regarding the information of the patient, patient’s rights to choose treatment, with
thefinal goa of strengthening the position of the patient. 2) The guarantee implications are often stated too
vaguely and in practice the guarantee is just a guarantee to choose another hospital and not to get the
treatment within three months. 3) It is unclear how the guarantee should be integrated with the guidelines
for priority setting decided by Parliament (see related section on prioritisation of patients on the list). The
overall opinion was that the priority guidelines were to be regarded as more important. 4) The waiting time
guarantee for inpatient elective care is considered to be a guarantee for low priority patients.

411. Maximum waiting time for primary care and specialist outpatient visits. In 1997 the inpatient
waiting time guarantee was abandoned. It was replaced by a new guarantee for primary care and specialist
outpatient visits, which stated that the patients should get in contact with primary care (either by telephone
or by a visit) on the same day they felt the need for care. The patient should be visited by the genera
practitioner within eight days. If the general practitioner refers the patient to a speciaist, the waiting time
should not be more than 30 days. If there is a clear diagnosis, the waiting time should not be more than 90
days. Six of the 21 county councils have made their own decisions to have waiting time guarantees. They
vary in scope but they al stipulate that the patients' should have the right to go to another provider if the
waiting time exceeds the time limit that has been decided.

412, Free choice (recommendation by the Federation of County Councils). At the end of 2000, the
Federation of County councils gave a recommendation to the county councils which suggested extending
the possibility for patients to get elective treatment outside the home county council area (patients can
always get emergency care al over the country). In 2002, al county councils decided to accept this
recommendation. The recommendation states that patients should have free choice of provider within and
in other counties for primary care (GP visit) and outpatient specialist care. The free choice to other
counties includes also elective inpatient care (but not to highly specialised regional care) but only once the
need for care has been confirmed in the home county council area (i.e. when the patient has been registered
on a waiting list). Moreover, if the cost of the care is high, there must be an explicit approval from the
home county council before the care is given. It is hoped that by giving more choice to the patients, their
position will be reinforced and that the increased competition among the hospitas will force them to
shorten the waiting lists.
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413. Agreement for increased accessibility to elective care (increased funding). In spring 2001 the
Government made available a grant of 3.75 billion Euro (1.25 billion per year over the period 2002—2004)
to reduce waiting times by increasing hospital planned activity. The extra-funding will be distributed to the
county councils on a population bas's, as agreed between the Government and the Federation of County
Councils. In order to receive the funding, each county council has to report an action plan for dealing with
the waiting lists and complete a follow up report by the end of each year. The database on waiting times
and waiting lists will be used to follow the development of the initiatives and county councils will be
required to report the prospective waiting times in full by the end of year 2002. In the action plans
provided by the county councils, different initiatives have been proposed to shorten waiting lists. These
include the introduction of guidelines for management and administration of waiting lists, the improvement
of the available information to the patients about the right to choose provider (cal-service centres and
information on the Internet), maximum waiting time guarantees and local targets for waiting times,
financial incentive schemes for providers with shorter waiting times, guidelines for adding patients to the
waiting list and the introduction of priority assessment.

414. Prioritisation of the patients on the waiting list. In 1999 the Swedish Parliament decided that
prioritiesin Swedish health care should be guided by an ethical platform based on the three basic principles
of human dignity, of need and solidarity, and of cost-effectiveness. The Parliament aso identified the
following five priority groups for political and administrative prioritisation. A) Patients affected by life
threatening diseases and severe chronic diseases. B) Preventive care with documented benefit. C)
Treatment of less severe and chronic diseases. D) Borderline cases. E) Care for reasons other than disease
or injury. Those general guidelines should be applied to all health care services. When it comes more
specifically to the prioritisation of patients on surgical waiting lists, the most common way of prioritising
patients is a three level system with ‘very urgent’, ‘urgent’ and ‘non-urgent’. The waiting times intervals
for this classification may differ among different providers. However, it has become increasingly common
to prioritise the patients by setting a‘medical urgency dat€’ or atime limit over which the patient should be
treated (for example within a week or within three weeks). No national rules or guidelines for the priority
setting on waiting lists have been introduced (except for a recommendation from the National waiting list
project to introduce a medical urgency date).

415. In year 2001 the National Waiting List Project conducted a study, which focused on the
prioritisation of referras and how it affected waiting times at hospital-based orthopaedic clinics. A
guestionnaire including 15 simulated orthopaedic referrals was distributed to physicians who handled
referrals at orthopaedic hospitals in Sweden. The physicians were asked to evaluate each referral as if it
were an actua case and then select one of eight possible prioritisation options. In most of the cases, the
respondents assigned different priorities to the referrals. There was good agreement concerning cases of an
acute nature, but less agreement for cases having a lower priority. The results suggest a need to discuss
national guidelines on the prioritisation and management of the most common diagnostic groups in
orthopaedics and a need to improve the referra as an instrument of communication. One of the aternatives
in the orthopaedic study was to send the referred patient back to the referring physician.

Discussion

416. Several initiatives have been introduced in Sweden with the aim of reducing waiting times since
the late 1980s. It seems that very early initiatives at the end of the 1980s, based on dedicated funding and
benchmarking activity, did not prove to have any significant impact on waiting times.

417. There has been more national scrutiny of the effects of the introduction of the three months
maximum waiting times guarantee, which was maintained between 1992 and 1996. This initiative has been
extensively analysed. The initiative seemed to be successful initialy, reducing median waiting times from
12 to approximately 8 weeks in the period 1992-1993. However, waiting times then increased again,
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bringing average waiting time to 10 and then 12 weeks in the years 1994-96. The number of procedures
performed rose in 1992 and remained fairly constant in the following three years. The explanation for the
initial success may lie in the additional resources (500 million SEK) that were made available in the first
year of implementation of the reform and the coincident increase in surgical activity. Another explanation
may lie in the contemporaneous reform of long-term care of the elderly in which municipalities became
financially responsible for inpatient stays longer than three days, after which the patient was considered
medically ready for discharge. This reform had the effect of freeing up available capacity within the
hospital sector, facilitating an increase in supply. Y et another explanation may lie in the possibility that the
guarantee introduced an incentive to ‘clean’ the waiting list of patients who should not have been there -
who had, for example, already received the treatment or no longer required it. Finally, the reforms may
have induced a one-off burst of extra activity because of the spotlight they threw on the problem of waiting
times.

418. Explanations for the long run failure of the maximum waiting time guarantee may be found in the
lack of clear financial or non-financial incentives for providers that failed to respect the guarantee. The
financial arrangements for patients choosing another provider (when the guarantee was not respected)
varied substantially across counties. Few patients exercised choice and in none of these cases did the
switch of provider exert financial pressures on the surgeons themselves. It has been questioned whether
patients were fully aware of their right to seek treatment from an alternative provider. Moreover, it islikely
that information of waiting times for specific procedures across hospitals was missing. More recently,
information on waiting times has become more accurate, thanks to the development since 1996, with
improvements in 1999, of a national waiting times database, that is easily accessible through the Internet
and that covers both outpatient and inpatient waiting times.

419. In 1996 the guarantee was abandoned and completely redesigned. Instead of referring to inpatient
waiting time, the guarantee refers to the first contact with the GP and the specialist outpatient visit. No
evaluation of this new form of guarantee has been conducted. It seems that no explicit incentives have been
put in place to reward providers that respect the guarantee.

420. More recently new initiatives have been pushed forward in 2001-2, which include more choice
for the patients and extra funding for the counties under the *Agreement for increased accessibility to
elective care’. However it seems that increased choice will apply only to patients who cross county
borders. That will involve only a limited number of patients. Moreover, it seems that the financia
arrangements for patients moving within or across counties have not yet been clearly defined.

421. It is too early to evaluate the ‘ Agreement for increased accessihility to elective care’ introduced
in 2001, which will cost 1.25 billion Euro per year for three years.

422. Waiting times are still a persistent phenomenon in Sweden. Most of the initiatives have failed to
resolve the issue. The stagnation of real health expenditure, which has remained fairly constant, and the
reduction of total health expenditure as a percentage of GDP has not facilitated the reduction of waiting
times. Also, there seem to have been few if any attempts to offer surgeons stronger financia incentives for
increasing the rate of their activity or for reducing their propensity to form queues. For example, little or no
use has been made of fee for service incentives and little or no use has been made of the private sector.
Although competitive incentives have been introduced between public hospitals in some counties (Or,
2002) it has been with mixed effects.
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