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now, however, insurance companies are generally seen as not having grasped this nettle. “So far, 
insurance companies in competition have been very afraid to say ‘no’ to a patient or a doctor.  It has 
been difficult to say you are not allowed to go to that hospital, whether it is good or not,” comments 
Mr Crul.  From within the industry, Mr van der Meeren’s assessment is not that different.  He says that 
when he became CEO of CZ Insurance two years ago, “I wondered what the contribution of my company 
to Dutch healthcare had been.  The coming of the market did not change the landscape of hospitals.”  
To push things along, the government is planning, from 2012, to publish indicators covering roughly 
70% of hospital procedures.  

If insurers have been slow to initiate change, the reasons are understandable.  Such shifts will 
require coming to terms with the demands of the market that might provoke a reaction. “The only way 
to get costs down in healthcare is that somebody has to be able to stand up and say ‘you won’t get that 
treatment’,” says Mr Bos. Mr van der Meeren’s experience is instructive.  He notes that the Netherlands 
has 100 hospitals, but that the country is so small that even if this were reduced to 20 all residents 
would still be within a half hour’s drive of one.  His company has recently announced that it would 
restrict its reimbursement for weight-loss surgery to operations performed at certain hospitals—in 
particular refusing to pay for treatments carried out at centres that did too few such operations to 
develop sufficient expertise.  Some time later, CZ announced the same restrictions for breast cancer 
and bladder operations.  The hope is to encourage the creation of centres of excellence which develop 
expertise and cost efficiency.

Mr van der Meeren recalls that these restrictions “caused enormous debate and aggression”, with 
many insisting that such action was not the role of an insurance company.  He contended, however, 
that getting the best care for his clients was his responsibility—and accusations of profit-seeking 
fell flat as CZ is not-for-profit.  He hopes, however, that increased acceptance of these actions more 
recently will lead to the kind of shifts in hospital provision that are necessary to improve efficiency.

This may seem like scant progress, but in considering the impact of the reforms, says Mr Bos, who 
was finance minister when they were enacted, it is important to remember that “it is still very early 
days.  The system only changed five years ago, which is a very short period of time for health systems.”  
Indeed, one of the lessons of the Dutch reform is that the introduction of market mechanisms is 
only one important part of bringing about broader cultural changes necessary for a shift towards a 
more efficient system.  The 19-year gap between the first serious proposal of changes resembling the 
2006 package and their passage into law—during which various stakeholders came to terms with the 
idea—shows how glacial such progress can be.  Mr Hurts comments: “We’re now in the midst of the 
adaptation process to these new sets of regulations, and this adaptation is about behaviour. [Insurers, 
health professionals, consumers, patients] all have to adapt to the new regulatory system and it 
would be nonsense to expect these adaptations will be finished in a few years.  This will again take 
some time.”

The market can bring about more efficient, cost-effective care pathways with higher quality, but the 
road is inevitably long.  At least as important as a change in mechanisms and economic incentives will 
be a change in attitudes.  That these are beginning suggests that the Dutch reforms may be able to lead 
in the right direction.
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Germany: Integrated care
According to OECD figures, the average German consults a doctor more often than any other nationality 
in Western Europe: 8.2 times a year.  This partly reflects culture. Professor Klusen explains: “We have 
been told for decades ‘have a doctor, check it out’, so people are very demanding in Germany in asking 
for medical visits.”  Another factor, however, is that, unlike in the UK, Denmark and the Netherlands, 
general practitioners typically do not act as gatekeepers to the system.  This allows easier access 
to specialists, but it makes integration between different healthcare providers difficult, a problem 
exacerbated by the very poor communication in Germany between them.  The lack of gatekeeper also 
tends to lead to what Professor Diener refers to as “doctor hopping”, especially for those with complex 
conditions unable to obtain the co-ordinated input from a range of specialists that they may need. 

One answer to this problem in Germany has been the growth of integrated care contracts.  Among 
the best examples is the West German Headache Centre, set up by Professor Diener. It was originally 
established with KKH Insurance but now most insurers cover its services.  Migraines are a particularly 
complicated condition because they arise from a multitude of causes and therefore may need any 
one of a range of very different therapies.  Even when the patient chooses to consult a primary care 
physician rather than select a specialist at random, general practitioners are often unsure about which 
treatment to offer.  In practice, they tend to fall back on pharmacological treatments.  For patients 
looking to select specialists on their own, the choices are even more daunting.  

To overcome these difficulties, the West German Headache Centre takes an integrated, patient-
centred approach rather than a treatment-centred one.  On the day of arrival, patients see a 
neurologist, a psychologist and a physiotherapist, who make a joint diagnosis.  Depending on the 
severity of the condition and its particular aspects, patients are either referred to one of the clinic’s 
network of specialist neurologists; or admitted to a more extensive programme within the centre 
of small group education on migraines and relaxation techniques, group counselling, exercise and 
physical therapy; or admitted to hospital.  The results have been impressive: a survey conducted soon 
after the project began found that before attending the clinic 58% of patients missed six days of work 
or more per month because of headaches, but after the programme the rate declined to 11%.  Patient 
numbers have climbed steadily.  Professor Diener reports that in the first year the clinic treated 500 
people, but now sees 5,500 annually.

Almost as impressive as the improved outcomes has been the greater economic efficiency.  Professor 
Diener explains that, as part of the arrangement with KKH, the insurer agreed not to restrict the 
treatment of any patient based on cost, thereby foregoing the normal practice in Germany.  Even 
without such a cap, however, care in the last year at the centre was 30% less expensive per patient 
than the national average for migraine sufferers.  The savings come from the elimination of the 
many unnecessary tests that less experienced doctors often perform.  More importantly, without 
integrated care, says Professor Diener, “migraine patients typically see about five different doctors.  
With integrated care that stops, as do visits to emergency rooms.  Effective therapy can be expensive in 
terms of drug costs, but that is nothing compared to emergency room visits.”

An integrated model is much more widely applicable.  The German government began encouraging 
such arrangements as early as 2000, but in 2004 tried to jump start their development by holding 
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back 1% of all payments to hospitals and physicians and using them to subsidise new integrated care 
contracts.  In the end, this led to an investment of nearly €800m.  Between 2005 and mid-2007, the 
number of integrated care arrangements in Germany grew from about 500 to over 4,000 and by the end 
of 2008 had reached around 6,000, with about 4 million patients being treated in some way.  Although 
complex arrangements exist, like those of the Headache Centre, most plans focus on relatively simple 
procedures like hip and knee surgery, an important area for improvement as Germany already has one 
of the oldest populations in Europe. 

Techniker Krankenkasse, one of Germany’s “sickness funds” that provide health coverage, has been 
very successful in implementing such contracts.  In 2010 it had over 300 contracts in areas ranging 
from back pain to mental illness.  These are not necessarily complex—in 90% of cases they link up just 
two healthcare providers—but the results have been very positive.  On the financial side, Professor 
Klusen notes that 85% have had a positive cost-benefit ratio.  This usually occurs by providing the 
patient with more effective care.  In Germany, health funds need to pay sick leave costs after six weeks.  
Techniker Krankenkasse found that patients treated with integrated care return to work on average 72 
days earlier than those treated with conventional care.

Professor Klusen believes, however, that the bigger advantage of such contracts is the opportunity 
they give to innovate in order to improve treatment quality and customer service.  For example, they 
allow the company to experiment with pay for performance models or to track outcomes for treatment 
in areas such as back pain.  The difficulty in improving quality levels in the broader healthcare system 
has even led the company to use such contracts specifically as a vehicle to experiment with possible 
new approaches.  

Professor Klusen adds that integrated care is still far from mainstream.  Of the company’s 8 
million insured, only 320,000 have taken advantage of such arrangements.  Professor Wasem agrees.  
Although “on a qualitative level it is significant because it is really something new, on a quantitative 
level it still represents less than 1% of all fees going to hospitals and doctors.”   

The case for further growth, however, is strong.  Professor Diener explains that, in his experience, 
“payers, including insurers, want happy patients and cost-effective care.  If you can convince a 
company that it can achieve both through integrated care, adopting it is a no-brainer.”

United Kingdom: Using outcomes data
Professor Maynard likes to cite the Lunacy Act of 1845 as a pioneering British example of requiring 
outcomes measures.  Under it, asylums annually had to report if patients were dead, non-relieved, 
relieved or recovered.  Since 1845, he says, the problem has been how little has happened in the 
ensuing century and a half.

The current paucity of useful outcomes data is widely recognised.  Dr Morrow notes that on a day-
to-day level in his doctor’s surgery, “we are lacking sufficiently sensitive data on outcomes to change 
how we function or make purchasing decisions.  Many of the measures are too crude, so we tend to 
use surrogate markers instead.”  He and many other interviewees would like such data, both in order 
to improve results and to gain efficiency.  As Ms Imison of The King’s Fund puts it: “We need to be very 
clear about what the impact of the resources we invest in is.”
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The UK is not alone in its lack of outcomes data, but has seen a trend towards their greater collection 
and use.  One important step was the creation of NICE in 1999 to provide data-based guidance on the 
cost-effective use of health technologies (including new medicines, one of its most visible roles) as 
well as cost-effective clinical and public health practice.  Its chief executive, Andrew Dillon, believes 
that the organisation has “certainly raised the profile and extended the impact of the use of evidence 
to inform policy and practice across the health system”. Pharmaceutical data are relatively easy to 
obtain because of the interest of companies and health systems in understanding how drugs are used, 
but when measuring the impact of NICE’s guidance on clinical practice, the organisation runs into 
many of the same data problems that others experience. “The NHS doesn’t have the capacity in any 
systematic way to make an assessment of their impact,” says Mr Dillon.

Islands of information, however, have been appearing in the sea of uncertainty.  In the 1990s, 
the insurer BUPA was the first in the UK to track outcomes for its hospital activities.  Within the 
NHS, an oft-cited example of good practice is among cardiac surgeons.  Surgeons in this field have 
long collected data on their operations, but in 2001 the Society for Cardiothoracic Surgery decided 
to publish the results.  One obvious issue was that not all heart operations are the same, and even 
identical procedures can carry different risks depending on the patient.  Surgeons now therefore 
collect about 150 pieces of information before each heart operation, which allows, among other 
things, a more nuanced understanding of the risks involved.

The impact of publishing this data has been striking.  Within five years, mortality rates fell by one-
half.  Moreover, the rates have become more similar around the country, with poorly performing areas 
coming up to the national average.  Contrary to fears that putting out such data might lead surgeons 
to avoid difficult cases, operations on higher-risk groups, such as the elderly and those with chronic 
diseases, have substantially increased.  Professor Sir Bruce Keogh, president of the society at the time 
it began publishing outcomes, draws several lessons.  One is that the data allow better assessment 
in the field of innovations introduced after what are inevitably restricted pilot studies.  However, he 
says, “the major benefit is a philosophy and mind-set change. If you ask people to collect data on their 
outcomes, they look very carefully at their own performance among themselves.”  It quickly becomes 
apparent who might be slow in adopting better procedures and the data both prods them to take 
actions and helps peers to exert pressure on them to improve.  

Now, however, the NHS, where Sir Bruce is the medical director, is engaged in something even more 
ambitious: the adoption of Patient Reported Outcome Measures (PROMs). Rather than focusing on the 
technical success of a medical intervention, these seek to evaluate its impact on the patient’s self-
reported health.  Patients are asked to fill in a three-part questionnaire before an operation and again 
three or six months afterwards.  One section is directly related to the procedure, but another asks 
about the patient’s general state of well-being and specific aspects of overall health, such as mobility, 
pain and mental attitude.  

PROMs have been used on a small scale in various settings in the past but “we are the first healthcare 
system to try to do this on an industrial scale,” says Sir Bruce.   The effort has initially covered four 
specific treatments (hip replacements, knee replacements, varicose vein operations, and groin hernia 
operations), which, although selected for their high volumes in the UK, are of particular relevance to 
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an ageing population. Since 2009 all NHS-funded providers of these procedures have been required to 
collect PROMs data.  The response has been huge.  The first year saw the submission of over 150,000 
pre-operative questionnaires and roughly the same number of post-operative ones. 

PROMs very neatly complement traditional measures.  They can be much easier to collect than a 
complex range of health data, but do allow for complicated adjustments to be made based on relative 
risk factors of a patient.  They can also account for expectations or optimism, since this is usually 
consistent for both questionnaires.  Moreover, PROMs provide some way to compare the relative 
benefits of two distinct procedures, such as a hip and a knee replacement, and therefore assess which 
provides more value for money.  Most important, however, they change the definition of what health 
is from a state measured by clinicians to what is being experienced by patients.  “What we are keen to 
do,” says Sir Bruce, “is shift the mindset of the NHS towards a more customer-based service which is 
more responsive to the patient’s needs.  One way is to measure and publish PROMs.” 

Although asking patients how they feel may seem unlikely to lead to concrete data, the possible 
implications for clinical practice are immense.  Sir Bruce cautions that it is still early, but he expects 
PROMs to raise “interesting questions”.  He notes, for example, that it is possible for some procedures 
that those operated on early tend to report little overall improvement, while those operated on later 
tend to report a high one.  Thereafter comes a stage when it is apparently too late, when there is again 
little reported improvement.  The data could help to define the most beneficial time to carry out the 
procedure.  Similarly, over 80% of those receiving varicose vein operations recorded improvements 
relative to the given condition, but only 40% saw an improvement in their overall feeling of general 
health, raising issues about the circumstances in which such a procedure is most valuable.  

Rather than providing the definitive answer to clinical best practice, raising such questions is 
the purpose of PROMs. “We want to see this information being debated in different parts of the 
organisation and people trying to understand, where there are variations in outcomes, what is driving 
them,” says David Nuttall, an economic adviser in the Department of Health who has helped to oversee 
their rollout. Sir Bruce adds that he would like the data to provoke discussion on what their utility 
might be.  This attitude reflects an understanding of the need to examine such data carefully as well 
as an appreciation of the best way to move the NHS, or any health service.  “Anybody who understands 
the nature of healthcare systems knows that it is extremely difficult to achieve a rapid and consistent 
response to recommendations for change in practice to improve the quality and effectiveness of care,” 
says Mr Dillon of NICE’s clinical guidance.

Such conversations have already improved heart surgery in England—it is now among the best 
in Europe.  After gaining further experience with PROMs, the intention is to expand their use, 
preferably with a simplified questionnaire that makes data even easier, and less expensive, to collect.  
Professor Maynard observes that, after over a century and a half, “we are groping our way toward the 
Lunacy Act”.

Denmark: Electronic patient records
Electronic patient records hold out the promise of numerous benefits.  At a very basic level, they can 
reduce paperwork, freeing doctors and nurses to spend more time with patients. They also allow 
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different healthcare professionals to get a rapid view of the patient’s entire medical history, and see 
how existing treatments might interact with ones they are considering.  This has obvious implications 
for health systems where different specialists seek to care for increasing numbers of patients with 
multiple chronic diseases in a coherent way.  Finally, these records can enable other technological 
developments—such as outcomes data gathering—to improve care further.  In short, they are essential 
for an efficient, integrated healthcare system. 

Efforts to create such records at the national level, however, more often lead to failure than to 
success.  In the UK, after spending £2.7bn over nine years, the government looks set to abandon its 
attempt to create a system of national health records; in France, the government abandoned its first 
endeavour to develop Dossiers Médicaux Personnels.  Although trying again, France is very much at 
the pilot stage, with only 16,000 records created; in 2010 Germany shelved an electronic card-based 
system—adopted because of security concerns over other storage options—which was three years 
behind schedule and had cost €1.7bn already; and in 2010 the Dutch also effectively gave up on their 
then plan for national health records, although regional ones do exist. 

Denmark is a notable exception.  The country is known as a global leader in health records.  This 
relies on two things, according to Professor J. Michael Hasenkam, chairman of the Danish Medical 
Society, an umbrella organisation for all 170 medical-scientific societies in the country.  One is its very 
strong records, held in a range of databases of different scopes, and the other is “the fact that every 
single individual can be traced by a centralised electronic ID and a national recording system which 
registers every contact with the healthcare system, down to every prescription”.  It is the latter, rather 
than an overarching, top-down piece of software, that lets the Danish system work.

Danish primary care physicians act as healthcare gatekeepers and co-ordinators for their patients.  
All of them use one of a number of interoperable electronic medical record (EMR) systems and 98% 
have ones with advanced functions.  The latter not only allow doctors to make their own notes, but also 
act as a central repository for information relayed from outside the physician’s office.  Such data come 
through a secure, electronic clinical messaging system that links primary care physicians, specialists, 
pharmacies, laboratories and hospitals, and carries the vast majority of clinical communication 
in Denmark. Information from these messages, received in standardised formats, is automatically 
entered into the EMR.  

Other databases co-exist with the primary care databases.  In particular, there are regional 
databases for patient hospital records and a national one for medication.  This information is available 
to both primary care physicians through their EMR software and to hospital-based ones, although 
the latter do not have access to the data in the primary care EMRs.  Patients can see select data from 
both EMRs and hospital records through the national health portal (sundhed.dk), and more recently 
through Denmark’s citizen’s portal (borger.dk).  On these sites they can also contact, or even change, 
doctors.

For primary care physicians, use of EMRs has greatly increased efficiency, saving them on average 
50 minutes per day through reduced paperwork and faster communication.  In work terms, this 
allows them to see 10% more patients.  The system also allows better care in several ways, such as 
generating automated preventative health reminders and warning prescribers about potential harmful 
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interactions with existing prescriptions.  More rapid receipt of important data (the average time for 
receipt of hospital discharge summaries has dropped from four weeks to less than two days) is another 
important advantage.  

Beyond such obvious applications, the power of the data in these systems is also being harnessed to 
improve clinical outcomes for certain chronic diseases.  In 2008 roughly 10% of GPs had data capture 
modules integrated into their EMR systems, and the number has since grown.  With these, certain 
events—such as specific prescriptions or the ordering of certain tests—trigger the gathering and 
transmission of treatment and outcomes details on the patient to the central Danish General Practice 
Database.  Currently, the diseases covered include diabetes, atrial fibrilation and chronic obstructive 
pulmonary disease.

This data’s major use is for quality assurance.  Every medical practice can see, both at the individual 
level and aggregated across the practice, how its own patients fare compared with regional and 
national norms.  This allows easy identification of those with suboptimal treatment, indicates areas 
needing improvement in those patients’ care, and can alert a practice to its own weak points.  For 
diabetes, for example, doctors can compare the outcomes of glycosylated haemoglobin, cholesterol, 
and blood pressure, control of which closely correlate with lower rates of long-term complications.  The 
database is also starting to be used for research purposes to examine best practice.

Speaking of the overall impact of EMRs, Professor Højgaard of Copenhagen University Hospital says 
that they have “transformed the patient work of GPs to a very high quality.  They make things easier for 
both patient and doctor, but are also a major step forward in terms of quality assurance.” 

One obvious question is why Denmark has succeeded where so many other countries have failed.  
One of the reasons is size: Denmark’s population is only 5.5 million, making it easier to implement 
the technology.  Another factor is the rapid clinical acceptance of EMRs, something that did not occur 
in a number of other countries.  Although EMRs were made mandatory in 2004, they were developed 
in close consultation with physicians to ensure their utility, rather than imposed from above.  The 
government also provided financial incentives—cost is another frequent barrier to acceptance—as well 
as paying for technical support, including sending data-consulting teams to medical practices.

Perhaps the most important reason that Denmark has nationwide EMRs is that it does not actually 
have a single national medical data system.  There are multiple providers of software from which to 
choose and, as noted above, several medical databases of importance.  The key has been creating 
systems that work together.  From early on in the process, Medcom, a government-financed co-
operative venture, has acted as a data integrator ensuring interoperability.  As software providers 
continue to develop new features, it creates standards for them.  Thus the market has provided 
solutions to many of the technical problems that have arisen but has not fragmented the ability of 
medical professionals to communicate.

This strength of the Danish system is also, however, its weakness.  Accessing patient data across a 
number of systems is still sometimes a challenge. “We must make sure that when the patient goes from 
the GP to the hospital, to the municipality, to the private specialist, to wherever, the information flow 
is with the patient,” explains Dr Smith of the National Board of Health. The current national strategy 
for digitisation of healthcare services 2008-12 is attempting to do just that by strengthening national 
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standards and leading to the convergence of local systems, so that all the information on every 
database can be accessed in one place by medical professionals wherever a patient appears for care.  
That is the ultimate goal of all electronic patient records, but the Danish seem likely to get there first.

France: New regional health agencies
Until recently, the poorly co-ordinated state of French healthcare provision was reflected in, 
and exacerbated by, a variety of regional bodies with conflicting, health-related powers and 
responsibilities at the local level.  One problem that these organisations had not been able to resolve 
was the excessive, and expensive, use of hospitals as universal care providers—France has the highest 
rate of hospital discharges in the OECD—when other types of care would be more appropriate.  Dr 
Claude Leicher cites government research showing that 15 million people used hospital emergency 
services when many could have gone to a GP, where the cost per patient would have been one-quarter 
of that in hospital. “Often our hospitals, beginning with their emergency services, are crowded with 
patients who need a long-term care establishment,” reports Dr Bapt.

A 2009 reform, the loi hôpital, patients, santé et territoires (HPST), is an attempt to address a host of 
health issues.  One of its major actions was to create regional health authorities (Agences Régionales 
de Santé, or ARS).  Although a poll carried out soon after they were launched, in April 2010, found 
that 76% of the French public had never heard of them, they represent, in the words of Ms Berra, “a 
fundamental reform”.  If successful, they will turn a disjointed, if in many ways successful, system into 
a highly integrated, coherent system.

The 26 ARSs subsumed the various existing regional health bodies into single entities and are 
charged with putting in place co-ordinated programmes to implement national health policy. One 
of their many tasks is to begin better integration of care within the formal healthcare system, by 
rationalisation of the provision of primary, ambulatory and hospital care and co-ordinating pathways 
between them.  This is no small step.  The HPST changed the public health code to mention the term 
“primary care” for the first time ever and to give it a role in helping to co-ordinate patient pathways.  

Better organisation of formal care, however, is only the beginning.  Equally important will be 
integration between traditional healthcare and other areas.  The ARSs now have responsibility over an 
enormous range of fields with a direct or indirect impact on health.  The main categories are prevention 
and public health, monitoring and safety, provision of care, medico-social—or long-term—care and 
control of healthcare costs.  A detailed look shows how expansively defined this list is in practice.  
Specific ARS responsibilities outside of medical care provision include: 

l The environment: Duties here range from oversight of water and air quality to the prevention of noise 
pollution. 

l Public health: In some cases, such as employment safety, the ARSs act in co-operation with other 
relevant agencies, but they have direct responsibility for enforcement of hygiene regulations, ongoing 
monitoring of local health conditions, raising alarms about emergencies, and co-operating with the 
authorities in addressing them. 

l Local health risk management and health insurance co-ordination: The ARSs absorbed the regional 
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bodies that were previously responsible for this task.

l Evaluating and promoting the quality of professional training.

l Prevention programmes: These include both primary prevention and education programmes for those 
with chronic and other medical conditions.

l Medical-social, or long-term care: The ARSs have an oversight role of certain care homes, in particular 
those that offer a range of medical services.

Such widely diverse areas might end up being treated within organisational silos, but the ARSs 
are required to deal with them holistically.  Each must create a comprehensive strategic regional 
health plan which includes specific sections on prevention, the organisation of medical care and the 
organisation of healthcare.  In practice, this joint planning should promote a co-ordinated approach 
not just to healthcare but also to policy in related areas.  The expectation, says the health minister, is 
that by gaining in coherence the system will gain in effectiveness.

Long-term care, for example, has seen significant political debate in France and attempts at reform 
over the last decade, especially since the death of nearly 15,000 elderly in the hot summer of 2003 
sparked national soul-searching.  Oversight of medico-social care was given to the ARSs precisely to 
prevent the sorts of scandalous ill-treatment at homes for the elderly, which have since, from time 
to time, continued to reach the press.  Integration with the healthcare system is an important part 
of making sure that these homes can provide what the elderly need. “Today, every policy, decision or 
action carried out by the ARSs that concerns health cannot be carried out without taking into account 
the medical-social dimension,” stresses Ms Berra.

The system is well in place.  A year after their creation, every ARS is up and running with a strategic 
plan in place.  For such a major reform, however, every commentator agrees that it is still too early to 
assess success or failure.  Not all will be clear sailing.  In France, power has a tendency to flow back to 
the centre even when regional structures are put in place.  Nor is everyone in the health system happy: 
in a recent poll, 48% of GPs said that the creation of ARSs was a bad or very bad thing, compared 
with only 26% who thought it was good or very good.  Nevertheless, the sheer scope of integration 
envisaged makes this experiment in governance very important for the rest of Europe to watch closely.
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These cases, rather than being unique, are activities at the forefront of trends.  All of the elements 
described above as efforts to reform healthcare—integrating treatment, gathering and publishing 

outcomes data, creating electronic patient records systems, and addressing the private, insurance and 
public elements of funding and provision—have been subjects of experiments and reforms in some of 
the countries featured in this study and in the developed world more widely.  Each has the potential to 
improve both quality and efficiency but, ultimately, each is only a partial solution.

Indeed, on the surface, the collection of remedies described in this study may seem as disjointed 
as the health services they are seeking to fix.  A closer look, however, reveals that they are mutually 
re-enforcing.  Dutch healthcare reform, for example, has reached a stage where its efforts to promote 
quality call for gathering precise outcomes data. The integration of care pathways beyond specific 
programmes and arrangements also requires the rapid transferability of data given by electronic 
patient records. Preparation of outcomes data to cover the entire health service will require an 
inexpensive means of gathering information, such as electronic patient records. Such records, 
however, rely for their effectiveness on a willingness of providers to see the benefits of acting within 
an integrated system.  In short, these are all different elements not just of healthcare provision but 
also of a health eco-system, including the whole range of attitudes, activities and organisations which 
surround and have an impact on healthcare as whole, which is struggling to emerge.

All these changes point towards a system where stakeholders have a better understanding of the 
competing requirements of any health system; where constant learning and updating of practice 
within a flexible, integrated whole allows for the most effective, and efficient, use of resources; where 
the patient is central both to the definition of health and the organisation of its provision; and where 
health outcomes are seen in their wider context, including lifestyle choices and care provision outside 
of the core healthcare system.  In such a system, other oft-discussed reforms too numerous for this 
study to detail (such as the reorganisation of tasks within healthcare to those best able to do them 
efficiently, the greater engagement of patients in their own care, and the use of remote medicine and 
IT) can be deployed to the greatest effect.  An informed, integrated, efficient and effective system 
will be better able to meet the specific needs of Europe’s future—financial and demographic—because 
it will be able to sense and adjust better to all challenges in an ever-changing environment.  In that 

Conclusion: Where do the roads converge?
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sense, it will be future-proof.
Surrounding such a system there will continue to be debates over efficiency and equity.  Moreover, 

there may well be times when decisions have to be made about limiting resource use.  Such discussions, 
however, will be better informed, and will be less painful owing to the greater level of resources freed 
up by the elimination of waste.  

Such an outcome is by no means guaranteed, and the shift towards such a system, if it occurs, will be 
halting and uneven at best, given the nature of healthcare and the emotions that surround it.  Grand, 
visionary designs are unlikely to make much progress in a world where consensus between so many 
stakeholders is a sine qua non of reform, and where so many moving parts need to mesh for success.  
Ms Imison says of outcomes measures that they should “be used as a tin opener to start conversations, 
rather than a dial [to determine best practice]”.  Rather than a blueprint, this study offers itself as 
such a can-opener.
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Life expectancy at birth  
(years)

Source: UN.
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Percentage aged 65+ years  
(%)

Source: UN.
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