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Abstract

At a time when Europe is facing the challenges of reforming their
health systems, a need to establish ground rules emerged throughout
the region. Issues like management of change and reforming health
systems are widely debated.

The WHO Conference on European Health Care Reforms that was held
in Ljubljana, Slovenia, in June 1996, provided a forum for Member
States of the European Region to share their experiences and their
worries  and exchange information on health care reforms
methodologies.

The Ljubljana Charter on Reforming Health Care, that was endorsed at
the Conference, provided guidelines and recommendations on health
care policies and principles.
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WHO Conference on European

Health Care Reforms
Ljubljana, Slovenia, 17-20 June 1996

The WHO Conference on European Health Care Reforms was held on 17-20 June 1996 in
Ljubljana, Slovenia. The Conference was opened and the delegates were welcomed by Dr J.
Dmovsek, the Prime Minister of Slovenia, by Dr B. Voljc, the Minister of Health of Siovenia, by
Dr K Janovsky, WHO headquarters, and Dr J. E. Asvall, WHO Regional Director for Europe.
The 212 participants comprised representatives of the Member States of the WHO European
Region, invited speakers, temporary advisers, and WHO staff. A list of participants is given in
Annex 1. The agenda and programme for the Conference comprised a mix of plenary and parallel
sessions. The plenary sessions had two purposes: to set the scene for the Conference and to
discuss and adopt the Ljubljana Charter. The parallel sessions, which built upon the issues raised
in the plenary sessions, were also divided into two sections: one exploring the challenges of health
care refortn (analysis of trends and issues) and the other exploring the support mechanisms for
change. The agenda and programime are given in Annex 2.

Scope and Purpose

Since the late 1980s, an extensive and powerful movement for health care reform had emerged in
Europe and elsewhere, as part of a broader process of change. Renewed tensions in defining and
deciding about common interests and the exercise of individual initiatives, rights and
responsibilities were at the core of Europe’s current political, economic and social environment.
Characterstics of the environment included:

* aglobal economy that was retracting and expanding unevenly;

» evolving political cultures, values and attitudes towards the welfare society;

» stronger demands for social accountability across traditional sectors;

*  important demographic and social challenges such as migration, the aging of populations
and inner-city exclusion and violence; and

¢ the development and extensive use of medical, information and communication
technologies.

The fundamental political, social and economic transition taking place in countries of central and
eastemn Europe and the newly independent states was an important dimension of this process of
change. WHO had an important and unique role to play in this context, namely to advocate health
care reformns for better health as part of human and social development, democratization and
citizens” empowerment. Well established WHO policies, such as that embodied in the Declaration
of Alma-Ata,' continued to be an inspiring reference for health care development.

The aim of the Conference was to bring a coherent picture of health care reforms in Europe to
those who were instrumental in contributing to change in individual countries, to encourage
meaningful innovation in the health services, to revisit WHQ's approaches to health care, and to
ensure that international cooperation on health care reforms was able to foster health development
and support genuine individual and community initiatives.

Contextual Qverview

The WHO Regional Director for Europe, in his opening address 10 the delegates, stated that the

' Abma-Ata 1978: primary health care. Report aof the International Conference pn Primary Health Care, Alma-Ate, USSR, 6-12
September 1978. Geneva, World Health Organization, 1978 (“Healih for AL" Series, No.1}
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major goal of the Conference was to establish a new commitment and consensus on the values
necessary for shaping health care reform. Dr Asvall commented on the work that the Regional
Office had undertaken to date in support of Member States’ efforts to reform their health services.
He stressed that the Conference presented a unigue opportunity, since this was the first time that
all countries in the Evropean Region had been brought together to discuss health care reforms.

Those on the road to health care reform faced many challenges, such as uncertainty about the
future, availability of reliable data for change, willingness to change, and a desire to rush through
change before carefully assessing the likely implications. There were also several crucial issues
that Member States needed to address if the reforms were to be suceessful:

*  health promotion and disease prevention strategies must be accorded a high priority;

= the reorientation of the health care system in favour of primary health care needed to be
pursued with greater vigour,;
the hospital sector was facing significant change through the introduction of new
technologies and the drive for greater efficiency, which was altering its nature and scope:
the wide variations in the practice of delivering health care must be addressed through
quality assessment procedures;
account must be taken of the growth in information technologies and in the demands for
reliable and easily accessible data;
the allocation of resources would always remain a compromise between conflicting
priorities, and choices should be made on the basis of the best available information; and
the overarching importance of equity must be recognized, to ensure that citizens were not
unduly disadvantaged as a result of health care reforms.

Europe had been very successful in providing health care services to its population; this had to
remain the goal and indeed further developed through the reform process. The yardstick for the
measuremnent of the success of reforms would be the extent to which the changes introduced
resulted in a more equitable and sustainable health care system,

The Plenary Sessions

Plenary one: setting the scene

The first plenary session served to provide the background to the Conference and to set the scene
for the work to follow,

Professor M. Pfaff reminded the participants of the factors that were driving the search for
reform: changes in fiscal policies, which demanded greater value for money; rising
unemployment and changes in the labour market; changes in demographic and social trends; and
rapid advances in technological developments. Three parallel responses to these factors could be
seen: reforms to the health care systern, debate about the future of the welfare state, and the
impact of such change on future social trends.

The process of change required that a new balance be struck between the growing clamour for
individual rights and the more traditional community-based approach to policy. Solidarity was the
comerstone: of European health and social services, and care would have to be taken to guard
against introducing reforms that might undermine both solidarity and equity. Thus, it would be
incumbent on policy-makers to prove that the changes being introduced were more cost-effective
and would lead to better health for the population.

Dr C. Sakellarides, in considering the process for and approach to change, suggested that perhaps
too much emnphasis had been placed on searching for external solutions to problems, rather than
internal factors, and that this was confounding the ability to reform. An example of this was the

Page 4




WHO Conference on European Health Care Reforms
Report

limited attention given to the public health perspective when considering health care reforms.
Perhaps the way forward was to find a place or circumstances where conflicting interests could
converge around a set of common goals.

Professor Y. Komarov concluded this part of the programme with a reminder that health care
reforms affected populations, providers and the state. While espousing improvements in service
delivery, quality and long-term benefits in health, reforms could also have negative effects. It was
these negative effects that proponents of change had to guard against. He iterated a number of
important principles that should guide the reform process:

« moral and social values are as valid as economic onas

= patients’ rights should be both maintained and defended
« politically sensitive reforms that promote public health
+ balancing individual rights with public solidarity.

There existed a number of unifying ideas and parameters that should help guide governments to
introduce beneficial health care reforms. The Ljubljana Charter would provide an important
mnilestone for governments in that regard.

Plenary two: reform challenges

Dr J. Figueras began by outlining a conceptual “road-map” for understanding the health reform
processes taking place across Europe. He suggested that four themes could be discerned from the
European scene: the changing role of the state and the rise of market forces in health care;
decentralization as a key component of any reorganization of the health care systern; the demands
of citizens for greater choice and say in health care; and the evolving role for public health as
reforms progressed.

Four sometimes different and sometimes related policy strategies seemed to be emerging, The
first sought to confront the issue of resource scarcity. This was tackled through such measures as
looking for more effective ways of containing costs, exploring avenues for cost sharing, and
embarking upon discussions about priority-setting and rationing of services. The second strategy
was concerned with the equitable funding of the system. Many countries saw the implementation
of social insurance programmes as an effective means of achieving that goal; others sought to
balance the need for solidarity with the desire for competition in health care. The third approach
was about allocating resources more effectively. Measures being tried included using contracting
as a means of buying better health care, performance-related payment methods, cost-effective
ways of providing prescription drugs, and different methods of allocating capital for investing in
health. The fourth strategy concerned finding more efficient means of delivering services. A
variety of measures were being undertaken in that area, including the restructuring of hospitals
and other facilities, the demand for improvements in service quality and outcomes, the
decentralization of management and organizational structures, and the substitution of services and
providers.

While all Member States were pursuing health care reforms in a variety of ways, their successful
impletnentation was determined by a number of factors. These could briefly be attnibuted to
tiring, financial sustainability, political will and leadership, strategic alliances and public support,
and a clear procedure for managing the process.

Professor R. Saltman added to the detail of the conceptual road-map described by Dr Figueras by
exploring the political landscape of the map. He focused on three relevant observations atising
from the detailed analysis of the health care reform process in Europe.

The first of these was the focus of the teforms. The most effective ware those that addressed the
supply side of the health care equation. Most economically and socially acceptable reforms had

Page 5




WHO Conference on European Health Care Reforms
Report

involved the organization or reorganization of relationships and behaviour among health care
institutions and professionals, resource allocation models, and the introduction of market-oriented
and regulatory mechanisms. Conversely, reforms that sought to address demand factors through
the introduction of competition had not been all that effective; they had generally been
economically and socially counterproductive.

The second observation related to the process of designing and implementing the reforms. The
reform pendulum had swung between the “big bang” approach and the more deliberate
incremental approach, It was perhaps less a question of choosing between the one or the other but
of looking at ways of stabilizing the pendulumn. It appeared, however, that the latter might be more
effective. It could be more appropriate, therefore, to consider a series of small leaps forward,
especially if the effects of those small leaps were evaluated for their overall impact.

The third issue concemed the role of the state — a key actor in the reform process. It was a fallacy
that the introduction of market mechanisms in health care absolved the state of continuing
responsibility. Market mechanisms did not lead to a lesser role but to a different, more regulatory
role concerned with setting standards, monitoring and evaluating. In other words, the role becarne
one that was more about steering rather than rowing the health care boat,

Professor R. Evans concluded the plenary sessions with an exploration of the relevance of
markets in health care. He began by commenting that perfect markets were not possible in health
care, as they were affected by a variety of internal and external factors and therefore did not
function as economic theory dictated. No organization interested in health care wholly favoured
the free entry of competition. Pharmaceutical companies, for example, preferred to be monopoly
or monopsony suppliers, and private health insurance, especially in the United States, benefited
from hidden subsidies such as tax credits.

There was an important debate about the relevance of market mechanisms, and it was by no
means clear that private providers were enthusiastic supporters of the move to entirely non-public
funding of health care. Private providers might be more ambiguous on this issue, favouring some
role at least for public funding along with private funding. The United States illustrated this
clearly: half of the total expenditure on health care in that country came from the public sector.
For example, the 1% of the population (elderly and chronically ill) who were the highest users of
services consumed about 30% of all expenditure. While some of that came from private
insurance, the majority was paid for from public funds: Medicare and Medicaid. In contrast, the
30% of the population who were the lowest users consumed only 3% of all expenditure. These
were the low-risk patients beloved of health insurance programmes.

One could question why so much attention was paid to the market-place in health care. Health
was essentially a collective social good and not a commodity, and therefore did not behave in the
way expected of mere goods. The pressure on cost control was the main reason for driving the
interest in the market. Constraining costs, while important, was not value-free, in if costs were
contained so were incomes, especially for those working in the public health sector. Cost control
could also lead to less or restricted access to services: in short, rationing. If effective care were to
be restricted or even denied in the public sector, then the private insurance system would ensure
that those with a higher income were the least effected by such change. Thus, in the move to
miarket forces in health care, there remained the crucial matter of distributional equity.

Introducing private-sector market mechanisms into public-sector health care systems had not been
all that successful in achieving greater efficiencies; they had, however, been successful in
increasing funding and costs, income and spending. That did not mean that the health service
could not leam from the private sectot. One of the areas in which the health services could follow
the lead of the private sector was in the way they responded to the needs of users or patients. A
mixed economy of health care delivered through a pluralistic set of providers was possible, and
for some might be feasible, but if the long-term goal of the health care system was to improve the
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health of the populétion, then the public s;ectc.)rﬂrﬁﬁst be the commlli:ig mechanism,
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Plenary three: managing change

Professor M. Shani outlined the experience of Isracl in managing the process of change in the
reorganization of the health care system. Reform consisted of four objectives: creating a national
health insurance system, fostering the empowerment of citizens, introducing competition into the
system, and estabhishing councils that included medical professionals,

‘The reform of the health care systern was overseen by a consortium of health policy researchers,
who were supported by central funds. The collective experience of these researchers was that the
reforms had been partly successful but not as effective as had been hoped. The process of change
was so multifaceted that one could not address everything. Thus, it had not been possible to
control spending by the sick funds that comprised the national health insurance systern.
Consequently, the reforms had not been very successful at cost-containment, there being as yet no
agreement on the ceiling for funding the basket of health care services. There was still a high level
(some 27%) of out-of-pocket expenditure and some services, such as those for mental health, had
yet to be fully integrated into the system.

'The lessons stemrming from the Israeli experience would seem to be that there was a need for an
overall vision of the system; that slow, incremental changes might be more productive than
radical measures; that the process of change must be given time to take effect; and that involving
the medical profession enhanced the likelihood of new approaches being accepted.

Dr R. Feacham described the factors that had been most pronounced in the transitional
cconomies, and that had made the progress towards health care reform particularly difficult. A
major contributing factor was the detertorating econormic circumstances, whereby national output
had declined and with it the tax base. The fiscal burden of most transitional economics was
compounded by failing state enterprises, which had given rise to an increase in demand for
compensatory social expenditure. These exploding soctal needs were creating grave social and
£CONOmic pressures in many countries in central and eastern Europe (CCEE) and the newly
independent states (NIS).

The health consequences of the political changes and the resulting economic decline had been
significant and in many cases severe. The health impacts had all shown the same trend: a decline
in health status. For some countries the decline had been followed by slow, steady improvement,
for some it had been considerable but not dramatic, and for others it had indeed been dramatic,
All of this had occurred in a situation where funding for health care had fallen while at the same
time both the population and the professional health care providers had demanded more and better
services,

The vulnerability of low-income countries to the worst effects of change had to be recognized,
since those changes were putting their essential services at considerable risk. Agencies such as the
World Bank and others shonld work with such countries to help thern protect their basic health
infrastructure.

The process or approach to health care reform taken by countries was essentially a political
decision, but three trends were discernible: the slow and steady or incremental way, the collapse
and rebuild approach (usually not a deliberate choice), and the “big bang” or radical restructuring
method. Each had its merits, though the bold approach might be the best way of effecting change,
especially if followed by periods of adjustment to curb unforeseen excesses and/or flows in the
grand scheme, Whatever approach was followed, the work of the World Bank showed that
success followed one that brought together all stakeholders, established research and evaluation
protocols, drew on the experience of others and kept in touch with public opinion.
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The Ljubljana Charter

The WHO Conference on European Health Care Reforms, as well as exploring and discussing the
key issues emerging from the collective experiences of the WHO Member States, was presented
with a draft Charter that sought to delineate a set of principles to guide countries in implementing
health care reforms. The Charter had been discussed previously by representatives of the Member
States. The draft Charter placed before the delegates at the Conference embraced a set of
fundamental principles intended to underpin the health care systems of Europe. Those principles
stated that health care systems should be value-driven, targeted on health, people-centred, quality-
based, financially sound and oriented towards primary health care. The Charter further outlined a
set of principles for managing change effectively: health care reform should take place as part of a
coherent policy base; attention should be paid to the voice of the people; health care delivery
methods should be re-examined; human resources for health care should be built up; management
capacity should be strengthened; and countries should learn from the experience of others.

At the request of the delegates, a small working party was established comprising representatives
of six Member States and six staff members of WHO to amend the Charter in the light of the
comments received from Members States at the plenary sessions. The modifications made were
relatively minor, pertaining mainly to clarification of some of the terms and words used. These
changes were incorporated into the Charter and the final version was presented for endorsement
to the representatives of the Member States on 18 June. The revised Charter was accepted by all
the Members States represented at the Conference. In endorsing the Charter, the Member States
committed themselves when implementing reforms to their health care systems to be guided by
the set of principles articulated in the Charter.

Parallel Presentations and Workshops

Interspersed between the plenary sessions were workshops organized around two main themes:
analysis of current trends and issues and support for change. The individual topics and key
presenters for the two themes are given in Annex 3. There follows here a synthesis of the key
issues and concerns arising from the various presentations and the discussions that ensued.

While a shift was needed in the focus of reform, from political dogma towards critical scrutiny,
the final outcome of the different strategies had to be the health of the population. The yardstick
for assessing the effectiveness of health care reforms had to be the extent to which the changes
contributed to a more equitable, sustainable and outcome-driven health care system.

The development of a conceptual road-map for understanding health care reform issues was a
necessary tool for organizing a debate aimed at generating understanding, even if that
understanding still comprised opposite points of view. It was clear that without such a road-map
there would be little opportunity for sharing views and opinions and no possibility for reaching
agreement on the way forward,

Analysis of the reports of the plenary and parallel sessions identified a number of emerging
factors that helped to define the yardstick. Those important components (highlighted below) were
definitely interrelated, which was what the conceptual framework helped to preserve; in looking
at them individually one risked losing the substance and validity. Indeed, most of those who spoke
in the respective workshops were very much aware of that danger.

New role for the state

It was clear from the discussion that the role of the state following health care reform was likely to
be very different from that before reform. The general view was that this different role would be
more concermned with regolatory issues, setting standards, and monitoring and evaluating

Page 9




WHOQ Conterence on Eurgpean Health Care Reforms
Report

ounicomes and outpuis. More than one speaker used the analogy of a boat in which the state should
begin to do more steering and less rowing. In other words, the state should be guiding others in
the ways of reform but not undertaking the actual work itself. This would require that
governments demanded of their personnel more intellectual and managerial competence.,

It was also important not to overestirate the steening ability of governments in health care reform.
There could arise situations where it was necessary to look at reform in the context of overall
political and social objectives and not just those of the health sector, such as balancing collective
needs (equity and solidarity) with emerging individual rights and choices.

Whatever the role chosen by the state, a sound policy framework was indispensable, especially
one that set greater store in stating values and placing health care reform within wider social
strategies.

Focus of reforms

Health care reforms appeared to have been more successful, both economically and socially,
when efforts were concentrated on making changes directly on the supply side of the health care
system; in the organization of relationships and the behaviour of health care institations and
professionals, inclnding resource allocation; and in introducing mechanisms that were either
regulatory or market-oriented. Conversely, reforms that sought to restructure the demand side, the
funding of care, had not worked well. Co-payments, deductibles and basic packages had all been
tried in attempts to limit demands and all had had only marginal effects. Nevertheless, they might
be measures worth considering, though a watchful eye had to be kept on them.

There was a danger that contracting could become a new religion or ideology; it was a tool that
could be used for producing different effects, promoting different values and behaviour. It was not
value free; one of the predictable effects was an increase in transaction costs. This had to be a
recognized consequence of introducing contracting mechanisms as part of a reform package.

One of the emerging areas of consensus with regard to health care reform was the need 1o be clear
about the objectives, as these could be very diverse. Not everyone might want such clarity, as
there could be political advantages in having ambiguous objectives and goals. Nevertheless, the
more that people understood what the reforms were expected to achieve, the more likelihood that
there would be general support for change.

Priority-setting

Priority-setting occurred at several levels. It might be appropriate to create conditions through
which the various levels could determine relative priorities, as this might ensure greater support
for the decisions taken. Whatever mechanisms were used for determining priorities, such
processes must be fully transparent and based on the evidence available,

In some circumstances, it might be that the process itself became more important than the actual
result, especially if those party to the process better understood and appreciated the reasons
behind the necessity for setting priorities.

Decentralization

Decentralization appeared to be a crucial aspect of health care reform, but there was little or no
consensus on what was actually meant by decentralization. Thus, in that context, it was important
to define precisely what decentralization meant, what was to be transferred, from whom to whom,
and so on, Whatever form decentralization took, it was necessary for it to be placed in the general
context of the state organization.
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In establishing a decentralized structure, it would pay not to underestimate the potential tensions
created between the periphery and the centre. Those tensions might reflect open conflict over
power or 4 more subtle struggle over information sharing, The information needs at different
levels might not be the same, and information required for the central level conld inhibit
developments locally if it were not put in a local context.

Consumer involvement

The rhetoric about citizens’ participation often espoused by health care organizations needed to
be replaced by more effective mechanisms that permitted their voices to be heard and heeded.
That meant providing them with usable information arising from the same knowledge base
available to health care institutions.

Consumers were becoming more and more informed via various media, including the Internet, on
specific health care issues and new forms of treatment. There were, however, some valid
reservations about the quality of the information available.

Role of public health

The role of public health was not well understood within the health care community, and even
less so in society in general. Public health in its broadest sense served to provide the knowledge,
methodologies, tools and values that underpinned health and health care. Knowledge was derived
from epidemiology, health economics, sociology and anthropology, health service/system
research and evaluative research, research and development, and basic research. The value side
was strongly associated with the population-centred approach, Despite that broad role, public
health was not perceived by lay people as being an integral part of health care.

“Networking the networks” was a concept used to stress the importance of developing networks
in support of public health, and to emphasize that such networks would be most effective if they
networked with each other. An informed public debate was necessary if acceptance of the “new
health” were to be successful, but it was essential to avoid information overload even if situations
were complex. The use of simple, robust, easily understood indicators was a sensible policy when
explaining health issues to the public.

Public health views on the health care system were often opposed to the shared conventional
beliefs of doctors and patients. It was therefore important to review incentives and disincentives at
each stage In the development of reforms to ensure that long-term objectives were not
circumvented by any changes.

Health care delivery

Substitution might be a key instrument of health care reform, which could change the balance
between acute care and primary health care. Within that process, however, there was a danger of
primary health care being dominated by specialized care models — general practitioners and
medical specialists had different views on what should be retained. Most practical training
programmes for health professionals occurred in tnedical facilities and were oriented towards a
hospital-based system of service delivery. As the system changed, the predominant model of
training professionals would also have to be revised to reflect the new paradigm. Both
professionals and the public needed to be taught the relevant merits and benefits of primary health
care, which was also a social and political process, Changing the location of care might be better
than stituting a fundamental change in the philosophy of primary health care.

The importance of patients’ rights and education, underpinned by transparency of information,
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could not be overemphasized as informed patients tended to have better health outcomes. There
was a triangular relationship between patients, providers and managers; an understanding of the
respective value systems of each was a necessary prerequisite for the successful implementation
of change.

Quality of care and technologies

Health care systems continuously needed to measure their performance. One effective way to do
this was to link the development and assessment of policy to concepts of continuous quality
evaluation, with a specific emphasis on outcomes. Health gain depended on improved knowledes
of the process and structure of health care, and how these affected outcome and its systematic use
in decision-making. In this regard, outcome evaluation was the responsibility of all health
professionals and managers.

One of the most promising ways was to focus on those institutions and providers willing to
engage in quality care development, and to use them as examples for promoting a quality
management culture. Linking quality management with financial incentives might be an
appropriate strategy to effect the desired changes, as already initiated in sorne settings.

Evidence-based reforms

Monitoring, assessment and evaluation were unanimously regarded as crucial tasks of
governments and health managers, but the competencies needed to undertake such responsibilities
were still rare in most countries. In addition, impact assessment and a commitment to long-term
evaluation should be a mandatory component of health care reforms. Various mechanisms could
be established to undertake such activities. For example, Israel had set up a Consortium of Hezlth
Policy Research, funded by a percentage of the health budget, to work with policy-makers and
civil servants in exploring the potential long-term implications of policy decisions. Some
countries were doing similar things through the use of research and development funds. Others
were employing independent agencies to assist in the evaluation of reform strategies. Whatever
mechanism was employed, the personnel involved should have a variety of expertise in such areas
as public health, health economics and health policy and planning.

It was noted that the establishment of a clearing-house on current developments in health care
reforms, which documented national policies through to local delivery innovations, would be a
very valuable asset. Such a clearing-house would enable policy-makers and others to benefit from
the approaches of others in dealing with common problems. One of the key issues for a clearing-
house would be its credibility, linked to its perceived independence from any one country and its
impartiality in terms of how reform should be achieved, Without a clearing-house that was truly
independent, there was a danger that the available evidence would be ignored and that the
consequences and lessons would not be taken into account by managers, professionals and
politicians. That reinforced the above-mentioned concem that policy tnitiatives should be based
on sound research. All those involved in health care reform should be required to prove that the
changes would result in a more cost-effective, outcome-oriented and beneficial system than that
which existed previously.

Human resource management and training

A crucial component of the reform process was the need to develop competence in and capacity-
building for managing change. Educational changes in the training of the health professions
(doctors, nurses and public health specialists) to develop management and quality assessment
skills were essential for the effective implementation of the reforms. Given the increased
emphasis on primary health care, there was a need for extensive retraining of general practitioners
on a broader approach to health, including disease prevention and health promotion and teamwork
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in a primary health care perspective. That underlined the importahcc:'i:'if the proper planning of
human resources to match the changing needs of the health care systern.

Implementation: managing change

Implementation required more than just the production of a policy and the passing of legislation.
Successful change required a combination of viston and attention to detail, as well as political will
and leadership in which timing was as important as the rationale and information base for reform.
In short, the way reforms were implemented was as important as their content.

In reforming its health care system, each country had to go its own way; a country should not
tmport mechanisms or solutions from elsewhere without first testing to see if they were
appropriate. Nevertheless, the experience of other countries could be valuable, if properly
analysed, as an indicator or signpost for policy change. Where international assistance was
available, it was the responsibility of the receiving country to coordinate such activities and to
ensure that such assistance was consistent with the identified reform objectives and strategies.

There was considerable discussion on whether the incremental or the “big bang” approach was
the better for effecting change. An analysis of the global political context indicated that in the
absence of consensus, the “big bang™ might be the only option. The general view, however, was
that there was no need to choose between the two but to make the best use of both, The question
then became which approach should be used at first. Indeed, whatever the approach chosen, there
would be a need for periods of consolidation to assimilate the changes and to assess progress.
Policy developments might incorporate many small-scale changes, but they needed to be part of a
global strategy and not a series of piecemeal responses to perceived problems.

A key aspect of successful policy implementation was analysing the position and interests of the
major stakeholders (health authorities and health care providers, health industries and citizens)
and ensuring their involvement in the process as early as possible. Another important component
was the need to market policies and create public debate about them. It was best to plan for such a
public debate, because even if it were not considered important initially it would eventually
happen and the consequences could be difficult to resolve. In any policy process, it might be
necessary to make calculated trade-offs in order to ensure that the process did not fail. In this
regard, it was essential to work with associations of doctors and other health professionals; those
bodies had the power to hinder change, whereas their participation and cooperation could make a
valuable contribution. It was imperative also to understand and, as appropriate, take account of the
expectations and preferences of citizens, paying attention to the tolerance level of social
acceptability and momentum for change in society.

Some key lessons ernerged from the discussion on managing the process of change in Europe's
health care systern:

* an understanding should be gained of how the system was working, and the elements
that worked well should be retained;

* too much time should not be spent debating the relative merits of incrementalism versus
“big bang” — the approach used should depend on the circumstances;

» a policy framework should be defined, with managerial autonomy but with clear
accountability for outputs and outcomes;

* 4 unit, body or agency should be established to manage and implement the reform
process, ensuring long-term continuity in technical support; and

* account must be taken of the fact that reform time-frames and politicians’ time-frames
were very different — the real results of the reforms might take years to effect (some
participants mentioned up to 15 years), whereas politicians would expect tangible results
in less than a normal term of office (2-5 years).
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There was a need to be clear about the objectives of reform in order to reduce confusion in
Judging the success of any changes. For example, possible objectives were to improve the quality
of care, increase the financing of services, produce more diversity, reduce overcapacity, increase
equity and/or contain costs, For each of these, judgement of success would be very different.

The debate about the mix of public and private investment in the health sector needed to be clear
about the different of finance and provision. It is also important to be clear about the ways in
which they are or are not connected. For example, it was necessary to be clear if private sector
involvement in financing required private providers, or whether it could be combined with public
service provision.

There was a tendency not to specify models adequately. This meant that conclusions drawn could
be stronger than justified, and that the applicability of the results for other countries could also be
exaggerated. In talking about medical savings schemes, for example, there was a need to be
specific about the context, and any other financial arrangements that accompanied the scheme.
Such schemes might appear at first to conflict with solidarity objectives, but with a complete
mode] that might not be the case. It was also important to be sure that the complexity of objectives
was understood, to allow for suitably complex solutions.

Powerful lessons could be learned from the experience of reforms in certain countries. The loss of
control over costs in some couniries had resulted from too great a concentration on other
objectives. The experience in others showed how special interests could influence outcomes, such
as tertiary dominating primary care, and the needs of professionals and industry being put abead
of those of patients.

Conclusions

The Ljubljana Conference should be seen as an important landmark along the path to achieving
the long-term health care and health priority objectives set out in the WHO European strategy for
health for all, which were consistent with the principles laid down in the Ljubljana Charter. A
charter could act as a beacon, showing the navigator a safer path through difficult and stormy
waters. Nevertheless, it could not replace the need for an experienced crew, or the importance of a
sturdy boat, no matter how simple it might be. One without the other would not lead to the
common goal.

During the Conference, both in the plenaries and in many of the parallel sessions, the need was
expressed for better collaboration. There was plenty of work to be done by all. The Ljubljana
Charter could act as a unifying factor between different countries, organizations and donor
agencies, The Charter by itself, however, would change nothing; progress depended upon the
commitment of Member States, individually and collectively. As the Charter was intended for all
Europeans, the wider its acceptance the better it would be for the common poal.

The Conference provided WHO with four cornerstones for firture action on health care reform in
Europe:

managing a knowledge base and clearing-house on health care systems in Europe;
analysing well selected priority issues;

building networks on health care reforms; and

carrying out in-depth country work.

iRl S N

Finally, as the Conference highlighted, it was important to review developments at regular
intervals. The WHO European Member States should therefore come together again, after
perhaps five years, to evaluate the progress made and the impact of the health care reforms carried
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out in countries, using the fundamental principles set out in the Ljubljana Charter to measure
development.
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Dr Maksim Cikuli
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Deputy Minister of Health
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Director, Economics Department, Ministry of Health and the Environment

Dr Bashkim Xhafa
Foreign Relations Department, Ministry of Health and the Environment

Dr Vladimir Gusmari
WHO Liaison Officer

Armenia

Dr Ara Babloyan
Minister of Health

Dr Samvel Hovhannessian
Director, National Institute of Health

Austria

Dr Christa Krammer
Ministry of Health and Consumer Protection

Dr Elfriede Fritz
Director, Ministry of Health and Consumer Protection

Dr Hannelore Prachar
Office of the Minister of Health, Ministry of Health and Consumer Protection

Azerbaijan

Dr Nazim Agazade
Adviser on Health Reforms, Ministry of Health

Belarus

Dr Genry G. Karnitcki
Deputy Head, Department for Organization and Administration of Health Care, Ministry of
Health

Page 16




A TRV i . " y i il T T T = = ST TP T s TS o emain ek AP
T T ML L PN e T T oYY s TN M T A T TP 90T 7

WHO Cenference on European Health Care Reforms

Report
Belgium
Mr Jean Luc Noel
Secrétaire d’ Administration, Direction générale de la santé, Ministére de la Communauté
Frangaise
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Dr Ibrahim Ramic
Deputy Minister of Health

Dr Boris Hrabac
Adviser to the Minister of Health

Professor Arif Sonajkié
Institute of Public Health
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Dr Ivan Boukarev
Deputy Minister of Health Economics and Financing of Health Care Systems
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Professor A. Hebrang
Minister of Health

Dr B. Skupnjak
WHO Liaison Officer

Czech Republic

Dr Kamil Kalina
Deputy Minister of Health

Dr Albrecht Viadimir
Adviser, Ministry of Health

Dr Jana Pekarkova
Senior Officer, Ministry of Health

Denmark

Ms Elise Quaade
Head of Section, Ministry of Health

Ms Maja-Lisa Axen
International Coordinator, Ministry of Health
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Estonia

Mr Toomas Vilosius
Minister of Social Affairs

Mr Ahti Kallikorm
Head, Foreign Relations Department, Ministry of Social Affairs

Finland

Mr Simo Kokko
Head of Development in Primary Health Care, National Research and Development Centre for
Welfare and Health

Dr Markku Lehto
Permanent Secretary, Ministry of Social Affairs and Health

Dr Arto Niemi
Deputy Director, Ministry of Social Affairs and Health

France

Professeur J.-F. Girard
Directeur général de 1a santé, Ministére du travail et des affaires sociales

Dr Jean-Georges Moreau
Ministére du travail et des affaires sociales

Mr Marc Duriez
Ministére du travail et des affaires sociales

Georgia

Dr Amiran Gamkrelidze
Deputy Minister of Health; Director of the National Health Management Centre

Dr Ramaz Urushadze
Deputy Minister; Head of the Department of Public Health

Dr Georg Shakarishvili
Director, Georgian Health Project (World Bank) Coordination Unit

Dr Archil Kobaladze
Adviser to the Minister, Atlanta — Thilisi Partnership Coordinator

Dr Lira Topuridze
Member of Parliamentary Health Compmittes

Germany

Mr Helmut Voigtlinder
Director and Head of Delegation, Ministry of Health
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Mr Riidiger Hensgen
Head of section, Statutory Health Insurance Policy, Mimstry of Health

Dr H. Sendler
Head of Department, Federal Ministry of Labour, Health and Social Welfare of Land Nordhein-
Westfalen

Greece

Professor Franglinos Papadellis
Deputy Mimster of Health, Mintstry of Health and Welfare

Mr Nicholas Polyzos
Adviser to the Deputy Minister, Ministry of Health and Welfare

Ms Anastasia Christoforidou
Special Adviser to the Minister of Health of Greece

Professor Aris Sissouras
Adviser 1o the Deputy Minister of Health; Director of the National Institute of Social Research

Mr Andreas Konstantinides
Computer Analyst, Children’s Hospital “Saint Sofia” Goudi

Dr Bodosakis Mercouris
President, General Practitioners and Family Medicine Association

Mr Spyros Kontomitsos
General Secretary, Panhellenic Federation of Public Hospital Workers

Hungary

Dr Peter Lepes
Deputy Secretary of State, Ministry of Social Welfare

Dr Piroska Varga
Deputy Director, Department of Health Policy, Ministry of Social Welfare

Dr Marianna Szatmari

Senior Ministerial Councillor, Department for International Relations, Ministry of Social
Welfare

Iceland

Ms Ingibjiorg Palmadottir
Minister of Health and Social Security

Mr David Gunnarson
Secretary-General, Ministry of Health and Social Security
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ireland

Mr Paul O*Sullivan
Assistant Principal Officer, Department of Health

Israel

Dr Oren Meir
Director-General, Ministry of Health

ltaly

Ms Monica Bettoni Brandani
Under-secretary of State for Health, International Relations Office, Ministry of Health

Dr Marta di Gennaro
Director, International Relations Office, Ministry of Health

Dr Laura Arcangeli
Health Planning Department, International Relations Office, Ministry of Health

Dr George France
Regional Studies Centre, National Research Council

Pr Nerina Dirindin
Department of Economics and Finaneial Sciences, University of Turin

Kazakstan

Dr Vassili N. Devjatko
Minister of Health

Professor Aikan Akanov
Head, Department of Education, Science and Health Manpower, Ministry of Health

Kyrgyzstan

Dr Naken Kasiev
Minister of Health

Professor T.C. Meimanaliev
Director, Health Care Reform Department, Ministry of Health

Latvia

Dr Juris Vinkelis
Minister of Health

My Peteris Elferts
Parliamentary Secretary, Ministry of Welfare, Labour and Health of the Republic of Latvia
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Lithuania

Dr Danguole Jankauskicne
Deputy Director, Health Reform Management Bureau, Ministry of Health

Drx Robertas Petkevicius
Head, External Relations Dhivision, Ministry of Health

Luxembourg

Mr Roger Jerry Consbruck
Conseiller, Ministere de la santé

Malta

br R.G. Xerri
Director, Policy and Planning, Department of Health

Netherlands

Dr Geert M. van Etten
Head, International Affairs, Ministry of Public Health, Welfare and Sport

My Bart Wijnberg
Head, Medical Erhics Division, Ministry of Public Health, Welfare and Sport

Mr J. Bultman
Sick Fund Council, Ministry of Public Health, Welfare and Sport

Norway

Mr Gudmund Hernes
Minister of Health

Dr Anne Alvik,
Director General of Health, National Board of Health

Mrs Britt Venner
DPeputy Director-General, Ministry of Health and Social Affairs

Poland

Dr Krzysztof Kuszewski
Depury Minister of Health

Dr Wiktor Maslowski
Director, Health Systemn Reforms Office, Ministry of Health

Dr Janusz Opolski
Director, Cabinet of the Minister of Health
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Portugal

Ms Maria de Belem Roseira
Minister of Health

Mr Luis Magio

Director-General, Office of Studies and Planning for Health, Department of International
Relations, Ministry of Health

Professor Vasco Pinto dos Reis

Adviser, Office of Studies and Planning for Health, Department of International Relations,
Ministry of Health

Dr Pauta da Pinto Fonseca
Press Attaché to the Ministry of Health

Republic of Moldova

Dr Nicolae Dolzhii
Deputy Minister of Health

Dr Victor Volovel
Head, Principal Department of Health Services, Ministry of Health

Romania

Dr Daniela Bartos
Deputy Minister of Health

Dr Christian A. Havriliuc
WHO Liaison QOfficer

Ms Luminita Popescu
Ministry of Health

Russian Federation

Dr A.M. Moskvitchev
Ministry of Health and Medical Industry

Ms Tatiana Voinova
Leading Officer, International Relations Board, Ministry of Health and Medical Industry

Professor Yuri Komarov
Director General, Public Health Research Institute

Ms Klara Shevchenko
Adviser on Health Care Development, Republic of Karelia
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San Marino

Dr Paolo Mancini
Department Coordinator, Ministry of Health, Directorate of Health and Social Security

D Daniela Rotondaro
International Relations, Ministry of Health, Directorate of Health and Social Secunty

Slovakia

Dr Lubomir Javorsky
Minister of Health

Dr Jan Gajdos
Director, Health Care Section, Ministry of Health

Dr Anna Némethyova
Director, Minister’s Office, Ministry of Health

Dr Dagmar Skackova
Director, Foreign Relations Section, Ministry of Health

Slovenia

Dr Bozidar Voljc
Minister of Health

Dr Dunja Piskur-Kosmac
State Secretary, Ministry of Health

Dr Nina Mazi
Ministry of Health

Dr Marko Bitenc
Medical Chamber of Slovenia

Dr Janez Zajec
State Secretary, Minstry of Health

Mr Franc Kosir
General Director, Health Insurance Institute of Slovenia

Spain

Mr Arturo Pérez Martinez
Deputy Director-General of International Relations, Ministry of Health and Consumer Affairs

Mr José Maria Martin Moreno
Head, National School of Health
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Sweden

Ms Ingrid Petersson
Assistant Under-secretary, Ministry of Health and Social Affairs

Mr Bengt Linder
Director , Federation of Swedish County Councils

Dr Anders Anell
Director, Swedish Institute for Health Econormnics

Switzerland

Ms Marianne Amiet
Deputy Central Secretary of the Swiss Conference of Public Health Directors

Ms Maria-Verena Brombacher
Deputy Director of the Federal Department for Social Insurance, Division of International Affairs

The Former Yugoslav Republic of Macedonia

Professor Ilija Filipce
Minister of Health

Dr Nir Ljuma
Deputy Minister of Health

Mr Blagoja Dislievski
Ministry of Health

Dr Marija Kisman
WHO Liaison Officer

Turkey

Dr Aytun Ciray
Under-secretary of State, Ministry of Health of Turkey

Dr S. Haluk (zsari
Project General Coordinator, Ministry of Health

Dr Serap Sener
Deputy Coordinator in charge of the Development of Primary Health Care Servicas,
Ministry of Health

Dr Gijksenin Aktulay
Deputy Coordinator in charge of the Development of Infrastructure, Ministry of Health

Mr Ahmet E. Miidderrisogin
Senior Adviser for Health Reforms and Institutional Development, Ministry of Health
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Dr Yalcin Kaya
Head, Hospital Reform Department, Ministry of Health

Dr Zafer Oztek
Deputy Dean of the Faculty of Medicine, Hacettepe University

Turkmenistan

Mr Chary Taganovich Kuliev
Minister of Health

Mr Mukhametajix Charyev
Deputy Minister of Health

United Kingdom of Great Britain and Northern Ireland

Mr R.A. Kingham
Department of Health

Dr Jeremy Metters
Deputy Chief Medical Officer

Ms Gillian Holmes
Health Sector Adviser, Know How Fund

Uzbekistan

Dr Malika Abdullaevna Lijaeva
Head, Health Department of Tashkent; Vice-minister of Health

Dr Rosa Galievna Mukhamediarova
Chief of Unit, Ministry of Health

Dr Erdon Norbayevitch Norbayev
Head, Health Department of Navoi Region, Ministry of Health

Representatives of the United Nations and its
specialized agencies

United Nations Children’s Fund

Dr Bruno Martin |
Regional Health Adviser, Regional Office for CEE-CIS and Baltic States
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Representatives of other intergovernmental
organizations

Council of Europe

Dr Mierzewski
Health and Social Policy Division

Inter-American Development Bank

Ms Ziga Vodusek
Senior Econornist

World Bank

Mr Howard Barnuimn
Senior Economist

Dr Richard Feachem
Senior Adviser, Human Development Department

Ms Teresa Ho
Senior Economist

Ms Laura Rose
Health Economist

Mr Alexander Preker
Senior Health Economist

Mr Ralph W, Harbison
Division Chief of the Human Resources Sector, Operarion Division for Central and Southern
Europe Departments

Ms Neelam K. Sekhri
Chief Executive Officer, Healthcare Redesign Group

Representatives of nhongovernmental
organizations in official relations with WHO

Danish Organization of General Practitioners

Mr Ole Svendsen
President

European Society of General Practice/Family Medicine

Dr Michael Boland
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Hellenic National Graduate Nurses’ Association

Ms Vassiliki Lanara
President

International Council of Nurses

Dr Tesfamicael Ghebrehiwet
MNurse Consultant

International Epidemiology Association

Professor Jorn Olsen
Head, Danish Epidemiology Science Centre

World Medical Association

Dr Ian T. Field
Secretary-General

Representatives of Other Nongovernmental
Organizations

Association of Schools of Public Health in

European Region

Professor Franco Cavallo
Acting President

Consumers International

Ms Lucy Harris
Programme for Developed Economies
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European Association of Organizations for Home Care

and Help at Home

Mr Roland Seutin
Director-General

European Forum of Medical Associations

Dr Anders Milton
President
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Health Service Trade Union

Ms Karen Jennings
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Hospital Committee of the European Community
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Secretary General
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Professor Dr M. Kunze
Departrment of Social Medicine

Slovene Consumers’ Association

Ms Breda Kutin
President

Ms Maja Dovjak
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Professor of Public Health, University of Alicante, Spain

Dr David Banta
Senior Researcher, Netherlands Organization for Applied Scientific Research, Leiden, The
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Professor M. Berger
Director, Department of Metabolic Diseases and Nutrition, WHO Collaborating Centre for
Diabetes, Diisseldorf, Germany

Dr Philip C. Berman
Director, Buropean Health Care Managerent Association, Dublin, Ireland

Mr Gabi Bin-Nun
Deputy Director-General, Health Econornics, Ministry of Health, Jerusalem, Israel

Professor Ferenc Bojan
Head, Department of Social Medicine, University Medical School, Debrecen, Hungary

Dr Jacques Bury
Executive Director, Association of Schools of Public Health in the European Region (ASPHER),
Saint Maurice, France
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Staffordshire, United Kingdom

Dr Michael Calnan
Professor and Director, University of Kent, Canterbury, United Kingdom

Dr Antonio Duran Moreno
Director, Tecnicas de Saluda, SA, Seville, Spain
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Canada
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Deputy Minister of Health, Yerevan, Armenia

Professor Spencer Hagard
Public Health Consultant, London School of Hygiene and Tropical Medicine, London, United
Kingdom

Professor Chris Ham
Director, University of Birmingham, United Kingdom

Dr Odd Arild Haugen
Department of Health Research and Policy, Standford University, School of Medicine, Palo Alte,
CA, USA

Professor David J. Hunter
Director, Nuffield Centre for Health Service Studies, Leeds, United Kingdom

Professor Luka Kovacic
Andrija Stampar School of Public Health, University of Zagreb, Zagreb, Croatia

Dr Igor Krampac
Head, National Coordinator of the Slovenian Healthy Cities Network, Institute of Public Health,
Martbor, Slovenia

Dr Esteban de Manuel Keenoy
Academic Director, Andalucian School of Public Health, Granada, Spain

Professor Marju Lauristin
Ministry of Social Welfare of Estonia, Tallinn, Estonia

Professor Richard Madeley
Director, Nottingham School of Public Health, University of Nottingham Medical School,
Nottingham, United Kingdom

Professor Béatrice Majnoni d’Intignano
Professor of Econormnics, University of Paris XII, Paris, France
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Consultant, London, United Kingdom
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Dr Elias Mossialos
Senior Research Pellow, Executive Director, LSE Health, London School of Economics and
Politica] Science, London, United Kingdom

Dr Charles Normand
Department of Public Health and Policy, London School of Hygiene and Tropical Medicine,
London, United Kingdom

Dr Christopher Packham
Nottingham School of Public Health, University of Nottingham Medical School, Nottingharn,
United Kingdom

Dr Martin Pfaff
Member of the German Parliament, Stadt Bergen, Germany

Mr Anastas E, Philalithis
Associate Professor of Social Medicine, University of Crete, Crete, Greece

Ms Anna Ponti
International Relations, Movimento Federativo Democratico, Rome, Italy

Dr Jean-Pierre Poullier .
Head, Health Policy Studies Unit, Directorate for Education, Employment, Labour and Social
Affairs, Organization for Economic Cooperation and Development, Paris, France

Dr Tom Rathwell
Director, Dalhousie University, Halifax, Nova Scotia, Canada

Ms Soshana Reba
Chief Nursing Officer, Jerusalem, Israel

Professor Francis H. Roger France
President, Schoot of Public Health and Director, Centre for Medical Informatics, Brussels,
Belgium

Ms Jolanta Sabbat
Consultant, London, United Kingdom

Professor Mordechai Shani
Chaim Sheba Medical Centre, Tel-Hashomer, Israel

Dr Igor Sheiman
Country Health Economist, ABT Associates, Moscow, Russian Federation

Ms Majda Slajmer-Japelj
International Manager, WHO Collaborating Centre for Primary Health Care, Nursing
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Chief Economic Adviser to the Department of Health, Department of Health, London, United
Kingdom
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Annex 2: Agenda and Programme

Agenda
Opening session

Multivision presentation

Welcome and introduction of speakers
Inaugural speeches

Election of officers

Adoption of the agenda and programme of work
Conference addresses

Setting the scene

7. Keynote presentation: political, social and economic trends in Europe
8. Health care reforms in Europe: an overview
9. WHO approaches: principles and action priorities

Reform challenges

10. Cnitical challenges for decision-makers in health care reforms
11. Reform objectives and health: the role of governments and the market

Managing change
12. Managing the process of health sector change

Analysis of current trends

13. Health care reforms to enhance public health

14. Reorganizing the system: decentralization, recentralization and privatization
15. Health care financing: solidarity and competition

16. Continuous quality development

17, Setting priorities: outcome, evaluation and rationing

18. Buying beter health: resource allocation, purchasing and contracting

19. Shifting borders: hospitals, primary health care and community care

20. Citizens’ choice and patients’ rights: masters or subordinates?

Support for change

21. Supporting health policy development and public health infrastructures
22. Reinforcing health promotion
23. Swengthening health care delivery
24. Fostering quality of care
25. Working with health professionals
26. Supporting the management of change:
= prospects in established market economies
* prospects in middle-income countries in transition to a market economy
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» prospects in lower-middle-income countries

The Ljubljana Charter on Reforming Health Care

27. Introduction and discussion of the draft Charter
28. Adoption of the Charter

The way forward
29, Keynote presentation: common European values

30. Panel of ministers: economic policies and health care reform
31. Conclusions

Closing session

Programme

Monday 17 June 1996

09.00 - 12,30 Registration

14.00 - 15.15 Plenary — Opening session
s  Multivision presentation
»  Prime Minister of the Republic of Slovenia
= Minister of Health of the Republic of Slovenia
» WHO Regional Director for Europe
= Election of officers
»  Adoption of the agenda and programme of work
¢ Address of the European Commission
®  Address of the World Bank

1545 -17.30 Plenary — Setting the scene

=  Keynote presentation: political, social and economic trends in Europe

*  Health care reforms in Europe: an overview
WHO approaches: principles and action priorities
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Tuesday 18 June 1996

09.00 - 10.15 Plenary — Reform challenges

»  Critical challenges for deciston-makers in health care reforms
¢ Reform objectives and health: the role of government and the market

10.45 - 12.30 Parallel sessions - analysis of current trends

M.l Health care reforms to enhance public healih

M.2  Reorganizing the system: decentralization, recentralization and
privatization

M.3  Health care financing: solidarity and competition

M4  Continuous quality development

14.00 - 16.30 Parallel sessions - Support for change

Al Supporting  health policy development and public health
infrastructures

A2 Reinforcing health promotion

A3 Strengthening health care delivery

A4 Fostering quality of care

16.45-17.30 Introduction and discussion of the draft of the
Ljubljana Charter on Reforming Health Care

Wednesday 19 Juné 1996

09.00 - 10.30 Plenary - Managing change

* Managing the process of health sector change
* Address by the President of the Republic of Slovenia

10.45 -12.30 Parallel sessions — analysis of current trends (continued)

Setting priorities: cutcome, evaluation and rationing

Buying better heaith: resource allocation, purchasing and
contracting

Shifting borders: hospitals, primary health care, and community
care

Citizens’ choice and patients’ rights: masters or subordinates?
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14.00 - 16.30 Parallel sessions - support for change (continued)

A5 Working with health professtonals

Ab Supporting the management of change: prospects in established
market ceonomies

A Supporting the management of change: prospects in middle-
income countries in transition (o market economy

Al Supporting the management of change: prospects in lower-

middle income countries
16.45-17.30 Adoption of the Ljubljana Charter on Reforming
Health Care
Thursday 20 June 1996
9.00 - 11.00 Plenary — the way forward

s Keynote presentation: common European values
» Panel of Ministers: economic policies and health care reform

+ Conclusions

11.30 - 12.30 Closing Session
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Reform Challenges
J. E. Asvall, WHO Regional Director for Europe

1 have been looking forward to this day for a long time - more than ten years! When, in 1984, all
the countries of the European Region, for the first time, joined hands and together created a future
vision of health for their people, they drew up a broad strategy to create a more healthy
environment, promote mors healthy lifestyles and create a more effective and quality-conscious
health care system. Since then, the WHO Regional Office for Europe in Copenhagen has
taunched an intensive effort to develop basic policies, strategies and methods on how to promote
more healthy lifestyles, culminating in the Ottawa, Adelaide and Sundsvall Conferences on
Health Promotion, the Madrid Conference on Tobacco or Health, the Budapest Conference on
Healthy Nuteition, and the 1995 Paris Conference on Health, Society and Alcohol. Qut of these
have grown our huge networks of Healthy Cities, Health Promoting Schools, Health Promoting
Hospitals and many other initiatives, leading to a fundamental change in the way that European
countres look at 15sues of lifestyle and health.

Similarly, the 1989 Frankfurt Conference and its European Charter on Environment and Health,
followed by the Helsinki Conference in 1994, led to the adoption of a Buropean — and now also
national — action plans to improve environment and health throughout the Region. These major
initiatives have brought together the health and environment sectors in countries to work actively
on a broad range of problems, in order to create a more healthy environment in our Member
States.

Today, we are launching what we hope will be the start of a similar process in the area of health
care, a process that we hope will not only bring a new commitment in countries, but one that will
strengthen the underlying values and the basic strategies that countries will use in shaping their
health services.

This does not mean, however, that WHO has not worked on these issues until now! On the
contrary, a large part of the programme of the Regional Office for Europe has, during the last ten
years, dealt with health care reform issues. A wide range of general recommendations and country
projects has been undertaken in fields related to primary health care, hospitals, health care
management and financing, health manpower development and quality of care. Today, however,
is our first attempt to bring together all the countries of the Region to look at their highly
diversified experiences related to health care development and reform.

Preparatory actions

A large amount of preparatory work has taken place to give all of you the best possible basis for
the important discussions you will have in the coming days. Expents from many parts of the
world, and WHO staff, have been working intensely to analyse a large amount of information,
drawing up the working papers and the extensive background material that is available to all of
you. Particular thanks go to the team that has produced the very extensive “Analysis of current
strategies” of European Health Care Reforms and the “Citizens” choice and patients’ rights”
document, all of which will, no doubt, stimulate thinking and action both at the Conference and
later. I know also that many Member States have undertaken very serious preparations for the
Conference, and I would like to extend sincere gratitude, on behalf of WHO, to all those who
have contributed. As you will see from the programme, a lot of thinking has also gone into the
design of the Conference itself, providing you with a considerable number of working groups in
which you will have the possibility of debating intensely a wide range of key technical questions
that face European health care systems today. We hope that these discussions will not only
contribute to the report of the Conference and thus to the body of technical advice that will be
available for all the Member States, but also that your participation in the Conference will give to
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cach and every one, a personal inspiration to take up new ideas when you return to your own
countries.

The host country

In organizing the Conference, we have been concerned that we should — in every sense of the
word — put this at the centre of today’s European development. This has also guided our choice of
host country. I am delighted that the Government of Slovenia has taken such a strong interest in
the Conference and not only proposed that it should take place here, but also contributed very
substantial financial and human resources. Without these contributions, this Conference could not
have taken place!

Slovenia is not only geographically and politically at the very centre of our Region. lts experience
as a country in transition, from a communist past to the current firmly-rooted democratic
traditions, makes it highly representative of the situations that many of the European Member
States are in today. More than that, however, Slovenia, through its thoughtful and progressive
developments in health over the last two years, can be an example to many countries on how to g0
about health care reform. We in WHO are, of course, delighted that the country has so firmly
embraced the health for all ideas and developed such an extensive cooperation with the Regional
Office in recent years. The Minister of Health, Dr Voljc, more than anyone, is responsible for this
development, and I would like to pay tribute to his optimism, dynarmism and perseverance in
bringing his country’s health development in to the Furopean mainstream.

The value basis of reforms

What are the challenges that are in front of our Conference today? The fact that we are united
here today, representatives from 49 countries and many organizations, to discuss health care
reform, is in itself a clear indication of the formidable challenges and considerable uncertainty
that faces European health care systems today. Gone are the placid days of the Cold War when
European countries, with almost religious conviction, were convinced of the infallibility of their
three different health care systems — the welfare state of northern Europe, the state-run system of
eastern Europe and the “pluralistic” one of many western European countries. Today, political
dogmas have collapsed all over Europe and a mood of critical scrutiny, a relentless pursuit of hard
facts, harsh economic realities and a willingness to experiment and change towards new models
ncreasingly the norm. While this certainly has many positive sides, it also carries with it a great
danger of “change for the sake of change”. If not carefully thought out and carried through, it
could in one sweep undo some of the most important social achievements that European peoples
have so painstakingly acquired during the past 50 years of social Progress.

Thus, the biggest challenge ahead of us in this Conference is not to lose ourselves in a mass of
technical details; rather, we must analyse the final outcome of alternative reform strategies and
see whether or not they are compatible with the basic values of equity, solidarity, justice and
sustainability. That must be the only yardstick by which we evaluate! At the end of the day, the
only question that matters is: will our proposals really improve the health and welfare of the
Buropean people?

The European Region’s health problems of the future

No discussion on health care reform can start without an understanding of the health and health
care problems that we are likely to face in the years to come. WHO's large and unique health for
all database, consisting of more than 200 indicators covering information collected since 1970 by
all the countries in our Region, now constitutes a formidable body of knowledge that indicates not
only where we have come from but also the likely trends for the future.
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What strikes anyone taking a glance at that database are the shocking differences in health - and
in financial resources for health care - that currently exist among the countries of the more
eastern as opposed to the more western part of our Region. No less shocking, however, is the
similar difference found among social groups within even the most advanced welfare states.
Clcarly, these two dimensions of inequity in health must be a prime focus for reform - as indeed
has been stated in target | of the European health for all policy.?

We know that the major health problems in the next century will continue to be
noncomntinicable diseases. Furthermore, we also know that only through community-based,
broad-scale programmes to promote healthy lifestyles and a more healthy environment, involving
many sectors, ¢an we have a meaningful reduction of this problem. But we also know that the
health service system must be prepared to deal with a large burden of diagnostic, curative and
rehabilitative services for patients with such diseases. Accidents, likewise, will continue to present
a huge burden for the health service system, if we do not manage to mobilize the political
willingness to apply more forcefully and systematically the effective preventive sirategies thar we
already know can reduce road, work, home and leisure accidents. Finally, infectious diseases still
present a challenge to the health services. This challenge, however, ¢an be substantially reduced
through a better organized application of well tested methods to improve drinking-water and food
safety in particular, as well as by expanding vaccination and treatment programmes with what
will certainly be a steadily improving battery of vaccines and therapeutics.

A much more difficult challenge will be to find effective strategies to deal with the complex
health and social problems - alcoholism, drug abuse and violence - that come in the wake of
general societal change. In today’s European Region, such problems are linked to urbanization,
migration, rising unemployment, ethnic conflict, criminality, an increasingly hectic pace of life,
and the crumbling of the traditional family, of relations with neighbours and of other social
networks which, in turn, create increasing loneliness and alienation in large sections of our
population. Many Europeans now live in societies where domestic violence inflicts more injury to
wornen than accidents, rape and muggings together. All of this requires that politicians now take a
far greater interest and responsibility in dealing with the root causes of social instability. It also
means that health services can no longer sit passively and wait for clients to come with their
already inflicted damage - they must actively become part of the local society and reach out 10
people’s homes and local communities with support and help before the damage is done!

Such “outreach services” are particularly important in caring for our rapidly increasing numbers
of elderly people, which will come close to 20% of the European population by the year 2020,
Social and health services in the community must reach out to the whole elderly population in
order to help them keep active and healthy. These services must also provide sensible and humane
treatment and support from a carefully designed programime of health and social care in the local
community.

What will be some of the practical implications of this panorama of health problems in terms of
the future functioning, organization, financing, management, etc. of European health care
systems?

Health promotion and disease prevention

First, no-one can be in doubt that without a much stronger commitment to health promotion and
disease prevention in the European countries, all our good intentions will fail - and we could
meet again in the year 2010 and repeat the same story we are telling today! Such strong
commitment needs clear endorsement by governments and serious medium-term planning of

* Health Jor all wrgews. The health policy for Europe. Copenhagen, WHO Regional Office for Europe, 1993 (Eurcpean Health for All
Senies, Mo, 43,
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health promotion and disease prevention programmes. This will only happen if Health Ministers
provide the technical leadership and take the initiative for bringing the other major relevant
sectors together in a broad-scale planning exercise to develop national policies and programmes
that are in line with the basic principles outlined in the European health for all policy and its 38
targets. it is very encouraging that many countries have taken such initiatives, even though a
number of their policies now need updating to incorporate new developments over the last few
years, Global and regional health for all policies are at present being updated. When these are
approved in 1998, by the World Health Assembly and the Regional Committee, respectively, this
should give further impetus 1o actions to update also the country policies in all the European
Member States.

A family- and community-oriented primary health care

It is a sobering fact that today, 18 years after the 1978 Alma Ata Conference, the need to
strengthen primary health care clearly is still the top priority in European Member States. There is
no way that there can be a real improvement in the effectiveness and efficiency of our health
service systems if we do not manage to develop a real family- and comrmunity-oriented primary
health care system in each and every one of our Member States!

With regard to organization, health services must have, well trained nurses working with a limited
number of families, spending most of their time home visiting and becoming acquainted with
each and every member of the family. Such intimate knowledge will allow for lifestyle
counselling and the provision of home nursing services, and serve as an early warning system for
alcoholism or other emerging health problems in the family that may require rapid referral to
more specialized services. This model for primary health care nursing was outlined in our
European Nursing Conference in Vienna some years ago, and making this service a reality in each
tocal community is still an urgent issue to be tackled seriously in many of our Member States!

The same applies to the need to make general practitioners specialists in family health. They
should have skills not only to deal with the health problems of individuals, but also to identify and
treat those whose illness has a family perspective, or who should be treated within the context of
the family.

Primary health care and social institutions carefully designed to complement and support this
basic team of health personnel, such as “half-way houses” or nursing homes to take care of the
special institutional needs of the elderly or of special categories of disabled and mentally ill
patients, are still lacking in many countries. Moreover, comprehensive programmes in every local
community for preventing noncommunicable diseases-using models developed in WHO's
CINDI programme, based on experiences in the Finnish North Karelia and the Heartbeat Wales
projects and others-remains an urgent priority in the large majority of European countries.

The hospital sector and its balance with
primary health care

As regards the hospital sector, Europe is better organized than many other parts of the world.
Infrastructures based on the “regionalization principle” are the rule rather than the exception, thus
providing for a rational distribution of resources. While the basic model is there, most countries
today lack well functioning mechanisms for a rational distribution of resources, often resulting in
haphazard and unnecessarily costly overuse of very expensive services.

Furthermore, in many countries there is a clear imbalance between the resources at the primary
care and hospital levels. This is particularly dramatic in the countries of the former Soviet Union,
which have far too many hospitals and hospital beds.
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In the decades ahead, new scientific and technical breakthroughs with the development of more
sophisticated equipment will no doubt continue to bring major changes in terms of where and by
whom specific procedures should be undertaken. The role of secondary and tertiary care hospitals
will continue to be redefined. Thus, there can be no doubt that the hospital sector will continue to
be the subject of considerable change, both in its nature and in its total capacity, as we enter the
twenty-first century.

Quality of health care and technologies

A particular issue related to health technology is that of its initial evaluation and its subsequent
use throughout the health care system. Today, only pharmaceuticals are subject to a clear process
of public scrutiny before their official authorization for use on a national level. Medical
technology is subject to such authorization only with regard to safety (as for all other
technologies, particularly electrical apparatus), but the decision to introduce a new technology
into the health care systermn is today not based on public scrutiny in most countries, but rather on
the decision of individual physicians or individoal health care institutions.

This means that there is no clear assessment of the relative value of a new health technology over
existing ones before it is put on the market for widespread use. This leads to a situation whereby
the introduction of new technology is a haphazard event, often leading to very costly investment
at short notice with no indication of which older technologies the new one should replace. This
situatton would seem to require careful rethinking in countries, as the present system is neither the
most cost-effective nor one that ensures optimal treatment for patients. Tt would seem that, as a
minimum, every single case of the use of a new technology for patient care should be entered into
a database for evaluation. In this way, the situation can be closely monitored and appropriate steps
taken either to restrict or allow its use once sufficient experience has been acquired.

Even more important than evaluation of individual technologies is, however, the evaluation of
patient outcomes in daily practice. A rapidly increasing body of evidence has now shown beyond
any doubt that tremendous differences exist in all countries, both in primary health cate and in
hospital settings. It is also abundantly clear from the European experience that such differences
also exist among health care providers or institutions of identical organizational infrastructures,
financing systems, level of health care resources, quality of medical education and access to
international health research resulis. Thus, we are faced with a situation of “medical culture”, not
medical science! A major reason for this situation is the simple fact that there is no systematic
follow-up of the final outcomes of daily patient care given by individual health care providers and
institutions, and no comparison with peers.

This situation can only be improved by the systematic development of a minimum set of quality
indicators for all major categories of health problem, and the establishment of databases whereby
individual practitioners and health care institutions can compare their results with those of their
peers. In cooperation with individual experts and with several professional organizations, WHO
has already developed a series of quality indicators that are now available for countries to use on a
routine basis in their national programmes,

Such systems will, however, not work if built on the *big brother is watching you™ principle!
They musr provide for confidentiality, not only of patients but also of providers, in order to make
them trusted tools for self-improvement that physicians and nurses will use with confidence and
to which they will be willing to contribute the correct information.

Improving quality of care is primarily a professional responsibility. Although promotional and
financial incentives should also be built into the design of management systems, the main
emphasis should therefore be on making it possible for the professions to provide in daily practice
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good patient care that is basically shared by health care professionals all over the Region.
Aggregated data should, of course, be available at the institutional and population levels of health
care planning and management. To stimulate such a development WHO, together with the
European Forum of Medical Associations and with some pilot countries, has developed model
policies for quality of care at country level and for professional organizations, These models
should now be widely introduced and used throughout the Region.

Health information systems

This leads me to the question of health information systems development. The rapid spread of
personal computers and the fast development of this communication technology in different parts
of the health care system will have major, even fundamental influence on the whole health care
system in the years ahead! What today is specialist knowledge, hidden in thick books in medical
librarics or in the brains of individuals, will tomorrow be easily accessible by every general
practitioner through direct access to vast databases on the diagnosis and treatment of all major
disease categories. Furthermore, what I said before ~ about the very easy accumulation of data on
technologies and outcome of care through the widespread use of computers by general
practitioners and in hospital wards - will make it possible much more rapidly to obtain clear
information on the relative value of alternative technologies for a given health care problem.

This will have major impact on the quality of care provided throughout the health care system.
Furthermore, direct electronic communication between the general practitioner, the local
pharmacy, the local hospital, the local laboratory services, etc. will make infinitely more rational
and rapid the referral of patients and patients’ data through the system. This will also permit
systematic monitoring of the patients” progress through the health care system, and thus also an
evaluation of alternative levels of care and their importance for the final outcome of different
patient groups. Inbuilt statistical packages will provide the individual practitioner, institutions and
public health structures with the possibility of managing the whole health care system on a
completely different basis. This will, however, require stricter standardization with regard to data
collection and to the classification of health resources and health care procedures than has been
the case up to now.

Health care financing

Health care financing has been a major focus of attention in many of the health care reform
movements in Europe in recent years, in both the west and east of the Region. The driving force
behind these reforms has partly been the desire to reduce the overall costs to society of the health
service system, and partly to influence the performance of the systemn through different financial
incentives and disincentives.

There 1s no “sacrosanct” level of health care expenditure in a country! Whether we like it or not,
health care will always have to compete with other priorities in society, and this will change over
time with the overall development of the country and with the values that each society gives to
health and its contribution to the quality of life. How high that level is will depend on the ability
of the health care system to convince people that the services provided are essential and that the
resources are well spent.

The prablem with the system in most countries today is that haphazard and often drastic cuts are
made in health care budgets. Far too often, this is done without sufficient understanding - and
even without sufficient concern - for what the functional consequences will be for the health care
that people will receive. One of the reasons for this is that, up to now, health care administrations
have given little importance to analysing the cost-effectiveness of different strategies. This
applies whether one talks about health promotion, disease prevention or clinical care programmes.
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In order to change the situation, however, we must obtain knowledge that we do not have now:
what is the true product that we make, in terms of improving patient care and reducing overall
health problems? Thus, again, we are back to the question of starting to measure clinical
outcomes of treatment programmes, as well as a much more stringent outcome-oriented
evaluation of health promotion and disease prevention. Providing such information in a much
more systematic fashion must therefore now be a high priority for health care administrations in
countries, as well as a priority concern for international cooperation in health. Only in that way
will it be possible to go beyond the primitive stage that health care economiics is in at the moment
and proceed to a situation where finances can be allocated on the basis of sound knowledge of
comparative advantages.

No less important is the equity issue in health care financing. Increasingly, politicians, reeling
from the pressure of finance ministers, start talking about the possibilities of establishing different
services for the rich and for the poor. Such a development would be a major setback for European
countries! When the US Supreme Court, many years ago, made its landmark dacision on
desegregation of educational institutions in that country, it cast in stone the principle that
“services cannot be separate and equal”. This very simple but fundamental issue has led to the
development of health care systems in the European Region that are different from those in many
other parts of the world. The European systems are based on respect for human dignity and the
acceptance that each individual is entitled to equal treatment as a basic human right. This must not
be lost now, when our societies are richer than they ever were! On this issue, all health
professionals — and in particular those experts who advise countries on the design of health care
financing systems - must take a firm stand for equity in health care! I would go as far as to say
that the presence or absence of a clear national policy in this regard is probably one of the best
indtcators of the level of true human development that a given country has achieved.

Planning and management of health care

What do all these developments mean with regard to the planning and management of the health
care system? Clearly, today, the planning and management of health care are very primitive
functions, since decision-makers and managers — whether at national, institutional or clinical
levels — lack the most fundamental tools for deciding on resource allocation and evaluating
whether programmes have had the intended effect. A health care system is there for one purpose
only: te improve the health of people. The sad fact today is that we do not manage the health care
system with that as the primary aim; rather, we spend our energy on erratic cuts in staff or other
running costs. This is partly because the whole management philosophy of the health care system
is far too traditional, and partly because we have not taken care to develop the informmation
systerns necessary to measure the degree of health improvement that different programmes
provide.

This clearly must change! There can be no doubt that the biggest challenge for health care
management in the years ahead is to start planning, managing and evaluating the different parts of
the health care system in relation to health outcomes. This also means that clinical and
institutional managers must ensure the necessary follow-up of functional outcomes of the patients
treated. Likewise, public health managers at population level - district, region and country — must
take a much broader and integrated look at how health prometion, discase prevention and curative
strategies in their areas directly contribute to improved health, and determine the best balance
among them for optimal health gain,

It also means that the health care managers of tomorrow must reach out much more
“aggressively” to the many partners who can contribute to improving the health of populations.
No longer will the concem of the public sector alone be enough. Contributions by the private
sector - and particularly the great potential that exists in nongovernmental organizations — roust
be analysed and hamessed by involving them in the planning and implementation of health care
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programmes, not least at the local level. Last, but most important, involvement of the citizens in
this work at local level will be of major importance.

There is also a need for many countries (especially CCEE and NIS) to strengthen their capacities
for preparing and implementing health care reforms. If countries do not develop their capacities
for managing change, they cannot achieve what is planned; capacity-building therefore should be
a priority task. Any reform will be implemented by Auman beings, and training people on issues
such as health financing, health economics, health planning and health care management should
be given much higher priority.

Finally, the various reform actions must contribute to a coherent system. Any change in one part
of the health care system has implications for other parts, and it is therefore vital that there is an
overall framework in which health care reforms take place. Although countries may take an
incremental approach to their reforms process, this should not become an exercise without a clear,
underlying logic.

Conclusion

Europe stands at the threshold of a new century and can look back on decades of unprecedented
progress in health care, a development that has made Europe the undisputed leader in ensuring
good health care for every citizen, not only the lucky few. During the 1990s, however, savage
wars have destroyed carefully constructed health care systems in a number of countries, and
cconornic collapse has done the same in many more, Furthermore, worldwide, and increasingly in
Europe, a combination of a new hedonistic culture and a blind belief in market mechanisms may
threaten the fundamental principles of equity in health care regardless of social status and income.

This sitation represents a clear danger and, if we are not careful, could be a fatal turning point
that could violate decades of progress in fundamental humnan values in the European Region.
During the next few days, you will have a unique opportunity to review a wide range of key issues
i health care reform and to debate the value of many fascinating experiments that have been
going on in different countries in Europe and beyond. The outcome of these discussions will be a
very important contribution to helping all European countries take up the challenge of utilizing
more effectively the knowledge we already have for strengthening health, preventing disease and
injury and improving the curative and caring services of our health care systems.

In so doing, I hope that the yardstick that you will use in your assessment will be the degree to
which the proposals provide for a more equitable, just and sustainable development of health
care, in line with the fundamental principles that all of you laid down so clearly in the European
health for all policy and its aspirational targets for achieving better health for the 850 million
children, women and men in this part of the world!
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Managing Change in Europe
Mr Milan Kucan, President of the Republic of Slovenia

I consider myself especially honoured by the invitation to speak at this World Health
Organization conference on Euvropean health care systems and reforms. I also feel a great
responsibility. For I have had to respond to the question as to what in fact I should speak about to
this select assembly. Should T talk about European realities, or European visions? You will
understand that this occasion primarily presents an opportunity for me to set out my views and i
those of my country, the Republic of Slovenia, on the general political, economic, social and
spiritual realities in Europe and, within these, to find a basis for Slovenia’s desire to affirm itself
as a European nation and to participate actively in the all-European dialogue on political, security,
economic and other forms of cooperation, and in discussions on the future of Burope. This 15 an i
unconcealed desire, which has a realistic foundation in the conviction that Europe is changing
both it is understanding of itself and its position in the world. !

After long centuries of conflict, war, hegemony, aggression and division, and following the
collapse of the Berlin Wall, the right conditions emerged in Europe for cooperation, recognition :
of differences, tolerance and association. We may now respond to the question of Europe’s future
with greater reliability, and assert that Europe has now decided on cooperation rather than
division. The countries of Furope are no longer bound to ideology, fundamentalism and
hegemony, but to those values that form the very comerstone of Europe’s spiritual civilization and
political tradition - respect for human dignity, the safeguarding of human rights, the rule of law,
equality before the law, and the freedom of the citizen as the source of state power. A
commitment to these principles will in future replace the concept of the classic nation state, based
on national collectivism, exclusivity and egoism, with the concept of a civic state, founded on the
idea of the free and equal citizen. In this realistic possibility for cooperation and association,
which will not ighore national identity or consciousness, lies the current opportunity for Europe.
Of course, this happy world of cooperation that we look forward to will not come simply of its
own volition. It will undoubtedly require enorrnous intellectual effort and action, since at this
moment there are many more unresolved questions than there are solid and clear answers. We
may also observe uncertainty, confusion and a lack of self-confidence or firm conviction on how
to create this world of cooperation on our continent, when at the same time the world is changing,
and along with it the role of Europe.

The end of a certain period at the turn of the millennium

1 share the opinion of those who are convinced that, with the approaching end of the second
millennium of the modern era, we are seeing the conclusion of an important, century-long period
of BEuropean history. If we were to simplify our picture of this petiod, we would call it a period of
“Eurocentrism”. Europe was long the decision-making hub of the human world, and with its
diverse spiritual and matedal influences it has made a decisive mark on the entire civilization of
the world. Europe has brought many very valuable things to humankind, but it has also most
certainly extended its influence at the expense of the rest of the world, or rather of the world as a
whole. With its rationalist philosophy, its conception of time, progress, history and development,
its technological discoveries and inventions, its political philosophy of the equality of citizens
before the law and of the rule of law, Europe has unleashed unimaginable technological, scientific
and material advances not only within its own boundaries but also beyond, expanding its
understanding of the spirit of progress and quality of life to all other continents. Tt thus went
beyond the way of life known to humankind before the era of scientific discovery, a life
composed of various independent worlds and closed civilizations. It made a decisive contribution
to the fact that the world would be dominated by parliamentary awareness and a recognition of
one single, highly interdependent humanity. Within this world, and owing to the European
understanding of progress and development, have emerged new centres of development that do
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not simply share this European view of the future of the world and humanity but in many ways
have gone beyond it

Europe has thus become just one of the centres of humnanity, and must affirm its cooperation with
others in the process of assuming responsibility for the future, on which it no longer has exclusive
influence, Hurnankind has entered a period of multicultural and therefore multipolar civilization.
Within it, Europe gives and receives. Now, too, it has something to give to the world, chiefly in
the form of answers about the image and substance of its own future. This future is becoming
something different, and for Europe this is an opportunity and a challenge.

At the same time, we should remember that classic Eurocentrism and the expansion of European
systems to other continents was also marked by ruthless aggression, the suppression of other
cultures and religions, robbery, oppression, colonization and even the imposition of totalitarian
ideologies, military dictatorships, racism, genocide and concentration carnps. This period marked
Europe as the centre of enormous colonial empires, propped up by the theory of the superiority of
the white European. This kind of Europe is also coming to an end, though not all traces have
disappeared and it will be a long time before they do.

To this darker side of the European understanding of progress, expansion and development we
must add the consumer society, and along with it the moral degeneration of humankind, the
uncaring treatment of the natural environmment, the great sacial differences generated by greed, the
production of destructive weapons, and the expression of human happiness and raison d'étre
simply in terms of materialism. But all this is the Europe that has gone, in which its instability was
revealed in the horrors of two world wars and by the senselessness of the Cold War, based on
ideological polarization.

If this 15 true, then Burope has now come to a time when it might reconsider the opportunity for a
new beginning, for a different kind of history, and for influence in the world through its own
example:

* that it is possible for many nationalities and cultures to coexist creatively and peacefully
without any of them relinquishing its own culture and identity;

* that among the various nations it is possible to guarantee peace and cooperation, without
subjugation, on the basis of an awareness of common responsibility for the future:

* that on the basis of mutual respect, solidarity and responsibility to the coming
generations, it is possible to behave with respect towards the environment and to protect
it; :

* thatin line with the recognition of universalism and globalization of the planet, common
values can be found with other civilizations and cultures: and

* that in this common moral and spiritual denominator it is possible to create a more
pleasant common life and a more tolerant and creative world, and to resist everything
that threatens peace and this common life on our planet.

The qualities of Europe

S0 is such thinking realistic? I am convinced that it is. In spite of the many differences — ethnic,
geographical, economic and political, as well as spiritual — Europe has nevertheless been a close
entity in itself, and is becoming increasingly so, Any important event at one end of the continent
has had major consequences for the whole continent. Europe has always then sought in the ruins
of one balance some new balance, and has rearranged the internal relations between its various
parts. Historically, this vital balance has, in the main, been established by power relations, such
that the most powerful have imposed their will on the majority, as a rule as victors over the
defeated. The centuries of war in Furope were in fact atternpts to establish such a balance, right
up to the peace accords in Potsdam and Paris following the Second World War. Such balances
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have held until they were changed by historical ¢ircumstance, when onéé again the peace and very
existence of each one of us, and all of us together, were threatened.

Europe has been convinced by its own history that it has only two possibilities, two paths. The
first is that the balance for all of us who live in this continent, and whose fate it is to continue
living here, should be established by the Jogic of might - through the incessant struggling of each
for his own space - which, as a rule, has ended in disaster. The other path is for us, in the name of
our own and our common peace and reasonable future, to come to some overall agreement. This
is the opporiunity now presented to Europe.

It is therefore worth seeking such a balance, which would respect equality and would therefore
arise from the free will of all. It is worth persevering for an agreement in which each party would
make concessions in order to achieve peace, tolerance and cooperation. This could make possible
a conscious coexistence, which would essentially diminish the possibility of catastrophic
conflicts, if not exclude them altogether.

Partly owing to the incessant confrontation with eastern Europe, western Europe has, at least for
itself, built such a world of cooperative relations, in which it has been able to avoid conflict. This
experience tells us that such a balance in Europe is possible, and therefore not simply a vital
interest but indeed a feasible reality. This is a reality in which the European countries preserve
their authenticity, and in which their cooperation is based on the same values — democracy,
respect for human dignity, freedom and rights, the civil society and an open, competitive market
economy. There is simply no alternative to this, other than to return to those times when the
balance in Europe was not a result of reason but of violence.

The historical experience tells us something else, too. It tells us that the divisions in Burope,
including the most recent one of ideologies and blocs, are artificial and that for this reason they
collapsed,

There cannot be two Europes existing permanently side by side, without causing each other harm.
It 1s extremely short-sighted, and unsubstantiated by history, to think that we can guarantee peace,
a dignified Jife and prosperity for people at one end of our continent, if at the other end there is
war and poverty, and human rights and dignity are trodden underfoot. Moreover, it is an illusion
to think that, in a world that is becoming increasingly small and is ever more orientated towards
cooperation, Europe can be a factor for peace, stability and cooperation if it cannot first provide
these for itself. The thresholds within Europe, and those between us and other parts of the world,
have become too low for us to ignore what is going on behind them. Furthermore, they are too
low for us to shrink from our commeon responsibility! It is precisely on this that T base my
conviction that Europe’s fate is cooperation.

Nevertheless, we must ask ourselves the question in the face of such conviction: are the European
realities not different? Is Europe not still divided - divided into an economically advanced and
socially stable part, and an economically and socially undeveloped part? Is it not divided into a
stable and secure part, where people live in relative prosperity, and an unstable part with conflict
and even war, where very existence itself 1s threatened? One of these divisions of Europe is
represented by the Balkans, particularly Bosnia, with its uncertain relations and conditions of
neither war nor peace. Europe also has a special relationship with the Russian Federation, through
an awareness that it cannot isolate that country but without any clear answer to the question of
linking to Europe this great and, in many ways, contradictory Eurasian country. Europe is also
faced with institutional political divisions, for example into those countries that are within the
Euro-Atlantic groupings and those that are not, or whether they have agreements of association -
such as my country of Slovenia in its relations with the European Union (EU) ~ or whether they
have no such agreement and therefore no clear prospects in this direction.
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These dividing lines run almost exactly where the borders of the ideological divisions once ran.
This should be of rather greater concern to us. A divergence in economic and technological
development, in environmental awareness, in the level of protection of human rights and
particularly in social tensions show that the fate of the whole of Europe could be decided in the
east of the continent.

For the moment, however, the answers to the fate of all of us are primarily in the hands of western
Europe. What is the political and realistic prospect of opening the doors of European integration
to those countries that were until recently politically in eastern Europe, and that have experienced
S0 years and more of Stalinist totalitarianism? These nations were held back not simply politically
but also from the western civilization, in which they had been formed, and thrust into a
civilization that was not theirs and in which they were out of place. They were thrust into a world
and relations that held them back in their economic and social development. In the possibility that
the doors to the EU will open up to them they see the prospect of making up more quickly the lost
ground in their development — in their civilization, spiritual life, economies and social prosperity,
They see in this possibility a great challenge and spur to development, the correction of certain
historical injustices, and a return to their spiritual home and to their traditional civilization.

50 why 1s this ambition linked precisely to the EU? One reason is that the EU is the only true
European integrational organization in existence, and it is not possible to think of association in
Europe without it. The European opportunity about which I am speaking is also a great challenge
and test, which itself arose at a time when Europe was divided into political blocs. The EU has
become a political alliance; its relations are taking deeper roots, and they are being affirmed in
this challenging process of harmonization of interests with regard to the cornmon and individual
future of each member state. At the same time, it faces the challenge and the recognized need to
expand, particularly to central and eastern Europe, which through its very existence contributed
significantly to the genesis and integration of the EU itself. The EU therefore faces the challenge
of proving its capacity to conceive of the Europe after Maastricht as well as the Europe after
Berlin. Both are in the interests of Europe as a whole. For the expanding development of Western
economies and companies will most certainly not stop. On the contrary, it is a long-term
investment in the development of the European spirit, and the expansion of its economnic and
cultural space on the threshold of the new millennium. Yet for this we also need serious common
efforts to reduce and overcome this developmental divergence. Events in eastern Europe have an
eventual influence on western Europe, and not simply on the econorny. This is not a question of
avoiding responsibility; it is simply an awareness of an essential commonality from which we
cannot flee.

The rather convoluted nature of the current European associations — including the BU - is
becoming clear. The construction of numerous legal and other mechanisms required by the
Maastricht Treaty precluded the concurrent formulation of a new cohesive web of values or a
spiritual identity. The EU seems to be undergoing a kind of crisis in the criteria of its institutions.
Perhaps this is just the external expression of the lack of a spiritual concept of the EU, or perhaps
even a crisis of European values, which could be the integrative tissue, the substance, the sense
and worth of European institutional cooperation and integration. No community can in the long
term survive merely as a collection of decision-making mechanisms and procedures, no matter
how perfect they are. We could take the former Yugoslavia as an example of this. For the last ten
years of its life it was in the midst of constant institutional reforms, and it had almost carried
through to perfection its mechanisms of decision-making, which should have guaranteed national
equality within the common state and the efficiency of state administration. Yet it nevertheless
collapsed. It no longer had any integrative ideas or values to bind together the parts of an
otherwise heterogeneous, multi-ethnic community. The dominant position was taken by factors
contributing to disintegration, and all the conflicts and other atavisms that for decades had lain in
a deep sleep awoke and set out on their destructive path.
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At the core of the associative idea must be the values of Buropean &ivilization and political :
tradition. This means primarily the idea of the free citizen as the fundamental value, which 1s not i
simply a measure of democracy but also the only possible basis for peaceful and equal !
cooperation among states. European cooperation cannot be achieved by limiting the freedom and i
reducing the rights of citizens of individual countries, but by expanding the scope of their freedom i
and their actual enjoyment of rights. But this requires a definite break from that tradition of :
thinking whereby political responsibility is linked simply to loyalty to one’s own interest group, to i
the political party or to the state, and not 1o the broader community, (¢ life on the entire continent
and to all life on the planet.

The emergence of Europe as one single area of democracy and solidarity might appear today as
something of an illusion, particularly when the majority of the EU is faced with the very real and
pragmatic problems such as the level of contributions, allocation of subsidies and transport
permits and the export of meat from “mad cows™ And such a Europe cannot be achieved
avernight. It is not realistic to expect that the doors to the EU could immediately be thrown open
to all. It 15 possible, however, (o give an assurance today that the doors will be opened, and to
invite cooperation and dialogue on these questions from those who desire it and who fulfil the
relevant conditions.

One of the realities of Europe is also the barely established, fragile peace in the south-east and the
Balkans. The current state of affairs is one neither of peace nor of war. War could break out again
tomorrow. Have the political circles in Europe forgotten that in two world wars, and now in the
current Balkan situation, peace has only been achieved through the intervention of the United
States? What has happened to the European security mechanisms? This latent potential for war
should be a cause for concern. True peace is not possible through a balance of military might. It is
possible only by opening up the prospects of rendering this entire area truly European. !

I ' wish again to remark that the fallout from the collapse of the Berlin Wall spread to all corners of
the world. The structural changes achieved by the post-communist countries deserve to be
recognized in view of the great internal efforts they have made, despite the rather Iukewarm :
enthusiasm of certain Western countries over more visible forms of help. Although the economic !
changes were most important and more visible, we should not ignore the importance of the
change in the philosophy of life, and along with it the social and economic security of the people.
Criticism should be levelled at those influential Western judgements that still measure the
conditions and effectiveness of transition according to ideological criteria, even prejudices, and
not according to the criteria by which they assess conditions among themselves and in the West as
a whole. These are respect for hurnan rights, the market economy and parliamentary democracy. ,
Recognition of these demands recognition of the legitimacy of all political orientations that
respect these criteria, from the far right to the far left of the political spectrum. i

The great majority of people in all the so<alled countries in transition sincerely desired and
supported change. They invested in this change great expectations and hopes, including some that
were: less realistic. But promises were often made that were impossible to fulfil. Disappointments
were inevitable, but this did not mean an end to hope. The election results, which in many places
removed from the scene the first political forces of the post-transition period, signified primarily a
pressure from the electorate for greater consistency in fulfilling promises and perseverance with
those directions that would lead to the fulfilment of people’s expectations and the realization of
their hopes. Post-communism is a challenge to all, although it demands not simply intellectual
effort but also action from all of us, on both sides, who cooperated in the collapse of the Berlin :
Wall, '
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The future Europe

I am not going to try to find answers 10 the fundamental problems and quandaries of Europe
today, or to the question of how we might move most successfully from its current realities to its
future. It is quite clear, however, that an egocentric Europe, whether looking inwardly or
outwardly towards other parts of the world, has little real hope of survival. Reducing plans for a
common European home down to merely different timetables goveming when and who will
become members of the EU or NATO, or to various financial criteria over fulfilment of
conditions for membership, is not enough. It represents urgent but unnecessary work for those
countries that assurne the greatest responsibility for planning changes. The defending of borders
between the so-called stable and unstable parts of Europe for a long period of time would
undoubtedly create a new division, which might revive surviving ideologies and polarization of
ideological and political blocs. Indeed 2 look back into Furope's history tells us that the
fundamental guiding principle for consideration and action over the future of Europe must be the
European spiritual identity, the European value system or, as some say, the European soul,

Let me reiterate my conviction. Never before has there been such an opportunity for this project
as we have now, at the end of the cumrent millernium. Multiculturalism, multi-ethnicity,
multinationalisrm, multiregionalism, at the very centre of which is a high level of respect for
human dignity, for individual and collective rights, should be one of the components of this
European spiritual identity. The regenerated concept of a civilization of social justice, tolerance,
dialogue and mutual assistance could give a new impetus to the establishment of this identity, We
would see the strengthening of an awakened philosophy of humanism, which would be built on
true Christian transcendence, and on the surpassing of what we have and of human complacency,
arrogance and cynicism towards the natural environment. A European home conceived and
realized in such a way could be one political and civilizational entity: multi-layered, complex and
comprising individual differences, and yet linked through political and economic threads designed
to provide security and an affirmation of European values. In this way, it would be a preparation
for fruitful and successful competition, as well as creative cooperation, with other centres and
arcas of the human world which, in entering the next millennium, are seeking ways of living on
this planet not simply in tolerance of each other but also creatively and in community with each
other.

It is true that the current European realities are still rather different. It is beyond dispute, however,
that Europe needs a vision of development, and I believe that it is capable of fulfilling this. My
thoughts might perhaps be a modest contribution to the formulation of this vision. Slovenia
wishes to be involved creatively and responsibly in this formulation and in the fulfilment of such
4 V15101,
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The challenges of reform
Professor Robert Evans

I have the feeling, after listening to Professor Saltman’s presentation, that I may be offering 2
series of footnotes or, perhaps better, commentaries on some of the important general points that
he has made. He began by noting that generalizations could be dangerous; that is in fact not true
so long as one is not held accountable for one’s generalizations. There is a great deal of discussion
of mechanisms for holding accountable physicians and other providers of health care, and
speaking as an economist, I think that is a splendid idea. Fortunately, I have heard little or no
discussion of mechanisms for holding economists accountable. The only counter-exarnple I know
of was by an American political scientist, who suggested that if his country were better run,
certain economic advisers would be hung from the Capitol Dome because of the disastrous advice
that they had given; fortunately, nobody took this very seriously.

1 am going to take as my overriding text a comment from a magazine that I think is probably not
widely read in the health community, and that is Scientific American. It published an essay a
couple of years ago on health care without perverse incentives, and concluded very nicely that
“fundamental economic principles place competitive efficient markets for health care in the same
category as powdered unicorn horn: they are works of the imagination”. I think that evaluation
was correct, and it has certain important implications. One is that if these perfect voluntary
exchange relationships among informed transactors, which are the bread and butter of economic
theory, do not and cannot exist in health care systems (for reasons that I think are now quite well
understood), then it follows that when one considers market mechanisms as options for
organizing health care delivery, those mechanisms cannot call upon the apparatus of economics as
a basis for their presumed superiority. They have to stand or fall with any other organizing policy
option, and they cannot draw upon propositions of superiority that may have been developed
theoretically about the characteristics of perfect markets and perfect environments. That simply
does not apply to health care. Secondly, I think it is equally inappropriate to simply observe the
behaviour of markets in other sectors of the economy and then to draw inferences about what
implications those might have for the health care sector. This is not to say that market
mechanisms may not have a use, but one cannot invest that use with privilege by reference either
10 economic theory or to experience in other areas. And I think that's extremely important
because, speaking as an economist, I know that it is possible and in fact normal to condition
econormists to think in certain ways, in the same way that Pavlov conditioned his dogs. Similarly,
a well trained economist’s eyes will light up when you start using words such as markets,
incentives and prices, and the symbol becomes detached from the reality just as it did for Pavlov’s
dogs. And it takes a long time to escape from that kind of preconditioning.

To retwmn to the unicorn horn, if you go into the market to purchase powdered unicorn horn, I
guaraniee you somebody will sell you a box with that label on. Similarly, if you try to set up 2
market system in health care, someone will offer you something that they will describe as a
market system.

There is, as far as 1 know, no organized interest in health care that favours a market-place in the
theoretical economic sense. What interest groups in health care seek and struggle over is the
opportunity to use state authority for some mixture of private and public ends. No one wants 1o be
exposed 10 a competitive market with free entry of competitors and freely floating prices. The
only people who consistently advocate a freely competitive market tend to be academic
economists with tenure. The pharmaceutical industry, for example, tatks a lot about the market-
place and strives carefully to ensure that in every country there is some form of patent system that
confers upon them monopoly status. The last thing they want is free entry of competitors. The
argument that they make is that social benefits will follow from conferring a menopoly on the
producers of particular drugs in the form of a patent. And the point about a patent is that it does
confer state authority. It says that if I go into the business of trying to manufacture and market a
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drug that somebody else has patented, in due course the police will come and put me out of
business. The coercive authority of the state will be brought to bear, to suppress my market
activity in favour of someone else.

Simnilarly, if you think about physicians or other health professionals, it is virtually everywhere
true that you have to go through an extensive training programme and have a licence to enter this
market. I, as an economist, cannot offer you medical services for a fee.

Less well known is the fact that, in some countries at least, private insurance companies survive
because they receive very substantial subsidies from the state through a particular form of
favourable tax arrangement. The congressional budget office in the United States now estimates
the annual tax subsidy to the private insurance industry at about US $100 billion.

So my point is that there is no substantial interest in the development of free markets and I suggest
that we are not likely to see them in the future. We shall see a continuation of what we have seen
in the past, which is arguments about the relative availability of quasi-market rmechanisms that
can be used by different private groups to pursue their own ends and to some extent to pursue
public ends. But if you think about the regulatory mechanisms that are employed - licences for
professionals, patents for drugs, tax expenditure subsidies for private insurance - it is not clear
that those are the intervention mechanisms that you would choose if you were simply trying to
benefit the public. In the balance between public and private interest, the mechanisms typically
chosen, lobbied for and sought politically tend more to favour the private interest than the public.
But that is obviously a statement that could be the subject of debate.

When we come to the guestion of the funding of health services, on the one hand, it is extrernely
important to have Jarge amounts of public money flowing into the health care sector, simply
because otherwise there would not be nearly as much money in i. It is 2 law of accounting that
every dollar of expenditure on health care is simultaneously a dollar of someone’s income. It
cannot be violated unless you simply make a mistake in your arithmetic, which people do from
time to time. That leads to an interest on the part of private groups in enstring that public money
will flow, but at the same time that private money is drowning as well, because you can play the
one against the other. If you only have state funding you are vulnerable to cost control by the
state. If you have a mix of funding you can play one against the other and ensure that you have
more overall funding. Hete I would dissent slightly from Professor Saltman’s remarks, since it is
not clear to me that the attempt at reform through changing the funding has been unsuccessful. It
might have been quite successful had it just had different objectives. Whatever the mix of
funding, I believe that it is not possible in a modem economy and with a modemn health care
system to fund health care other than through collective means, and in practice it is not possible
other than through predominantly public funds. There is a great deal of talk about the potential for
privatization and the potential for private markets, but in fact I believe that the potential is not
there.

As an example of why I believe that, let me reflect on the experience of the one society that has
tried very hard to establish a private system and has failed, and that is the United States. The
United States is generally presented as a private medical care system. Payments by individuals
make up a huge proportion of total expenditure, something like 18% at the moment. The
remaining 72% is funded collectively. However, although two thirds of Americans report that
they rely primarily on private insurance coverage as their primary source of health care funding,
that only amounts to one third of the total expenditure in the system. That is because private
insurance companies tend to insure people who are not sick, avoiding people with high
expenditures on health care. That is the law of the market-place.

My point is not to argue whether that is good or bad, but rather that when you look at the actual
numbers, about half of the total expenditure is already in the public sector, in the one country that
calls itself private. Then if, on top of that, yon subtract the estimated US $100 billion subsidy
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from the private insurance sector and call it public expenditure by anather name, you push the
private insurance industry down to about 25% of the total and you push the public sector up to
about 55%. So what you have is a predominantly publicly funded system, albeit funded through
mechanisms that are to a large extent private. So it falls into the category of private use of public
mechanisms. But you are still using public money; you cannot do anything else because the
concentration of need is so enormous. Again the American figures are more accessible, but I
suspect one would find this is true of rmost countries in the world. According to the American
data, 1% of the population accounts for 30% of all health care expenditure, and 5% accounts for
58%. The 50% of the population using the services least accounts for 3% of total expenditure. In
other words, expenditure is highly concentrated on a small proportion of the population. If those
people were not predictable and identifiable this would simply be a description of a well
functioning insurance market. Unfortunately that is not true. Those people are easily identifiable:
they are the elderly and the chronically ill. So it is not difficult for the insurance market to avoid
thern. And that is why it is impossible, in a private insurance system, to provide coverage for the
bulk of the care; the market-place will not permit it. You have three choices: you can have either a
universally or predominantly publicly funded system with a bit of private action around the edges;
you can have, as the Americans do, a predominantly publicly funded system but with private
control of the process; or third you can just leave out the people who are the heaviest users. If you
are prepared to ignore the heaviest users you can run a private system, otherwise not. That is the
great dilemma of the American system in trying to do both at once: a truly private system that also
covers the highest users in the population. This is what happens when you set out to meet
inconsistent objectives.

If that analysis is correct, what do you get when you try to take inconsistent positions? For one
thing, you encounter spectacular costs. This transparency shows the average of all of the OECD
couniries for which continuous data are available back to 1960. The heavy blocks are the QECD
average. The other three lines are the United States, the United Kingdom and Canada. You should
note several features. One is that for the first fifteen years the United States and OECD experience
ran in paraliel. They were separated by the same amount in 1960 as in the mid-seventies. Thus the
cost experience in the OECD countries and in the United States was essentially the same, or at
least following the same trend, until about the mid-1970s, when the serious divergence began.
You can see that the efforts at cost control in the OECD countries appeared to be quite successful,
whereas costs in the United States combined to rise steeply. You can see that the United Kingdom
had relatively good cost control until the most recent managerial refortns, and I think that tells you
that managers cost money. The point at which the Canadian situation diverged from that of the
United States and paralleled that of the OECD was when it adopted universal coverage. The point
is that it is very expensive to try to let the private sector control public funds. The private market-
place administering public money is horrendously inefficient, and that shows up in the huge
overhead costs for running insurance.

When you set out to reform a system that is subsidized by over US $100 billion, all of that money
is available to pay for political campaigns to stop reform. The United States President set out to
down-scale the insurance industry and instead the insurance industry down-scaled the President; it
turned out to be bigger than he was. Once you get a private insurance industry thoroughly
entrenched, it may be very difficult to control it again, because the amount of money involved
makes it extremely powerful.

Although Americans spend a lot more they don’t get that much in services, because they are
covering all those overhead costs. The prices are simply higher. So if you organize the financial
side of the system badly, you can get a very expensive system but no extra services, and you do
not get a happier population.

If this is all true, why are we going back into a discussion of the market-place? Here you may
wish to think about two things. First, we can go back to discussing again the relative virtues of the
market-place and public authority and the state, which is what we are being asked to do. Second,
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