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In Brief 

1. Since 2005 Health Consumer Powerhouse (HCP) has published a comprehensive 
annual index measuring the performance of the many different health services across 
Europe. This report draws conclusions from that index about what makes a good 
health service. 

2. Since the inception of the European Healthcare Index (EHCI) in 2005, the most 
striking feature is the superiority of the Netherlands in the study.  

3. Switzerland, the Scandinavian countries, Belgium, Luxembourg, Germany and France 
have all done well over the years. 

4. There is little clear correlation between money spent and quality of healthcare. Nor is 
a multi-agency system, with independent healthcare providers and financers, 
necessarily expensive. 

5. The Dutch healthcare system is expensive, but the main additional spending – on 
inpatient treatment, care of the elderly and psychiatric care - does not explain its 
good performance.  

6. For the first time EHCI has split out Scotland from the rest of the UK. Scotland and 
England are now pursuing radically different health policies, with England introducing 
reforms aimed at encouraging competition in the provision of healthcare. At the 
moment, overall performance is very similar. But spending on health is 11% higher in 
Scotland to little effect. 

7.  Adjusting EHCI scores to show ‘Bang-for-the-Buck’ reveal productivity problems in 
countries like Spain, Italy and the UK. 

8. There is little correlation between spending and waiting times, which are instead 
connected to the presence of ‘gatekeepers’ such as GP’s referring patients to 
specialists. 

9. The Dutch health system is characterized by numerous independent healthcare 
insurers and providers competing for custom, high patient involvement and low 
political interference. 

10. Generally, ‘Bismarckian’ systems with a separate financing system and producer 
competition perform better than ‘Beveridge’ systems where the industry is centrally 
managed. 

11. Patient empowerment in Europe is improving, but patients and their representatives 
often lack knowledge as to what they entitlements are and what services they can 
access at home and abroad. 

12. Health care performance is enormously variable across Europe, implying huge costs 
in both financial and human terms. 

13. Cross border competition in healthcare should improve patient choice, care quality 
and costs by allowing patients to access the best and most cost effective treatment 
abroad and spreading best practice across the continent. 

14. Policy makers should emulate systems such as the Dutch one, improve patient 
knowledge and implement the EU directive on the application of patients’ rights in 
cross-border healthcare in full. 
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Introduction 

Since 2005 Health Consumer Powerhouse (HCP) has published a comprehensive annual 

index measuring the performance of the many different health services across Europe1. 

Good health care is of course central to human happiness and well-being. It is also an 

important part of economic activity, accounting for about 10% of European GDP. And yet 

there is an extraordinary variety of outcomes and performance across the various countries 

and medical disciplines. What is more, the European public does not have a clear idea of 

what is on offer from around the continent in terms of good quality healthcare, or even the 

strengths and weaknesses of their own local service. 

HCP was founded to help rectify this, and to empower the public to get the best they can 

from medical services. 

This paper, published alongside the main 2013 European Healthcare Index, draws on the 

findings and what they tell us about what makes a good health service and how we could 

improve the performance of the health sector across Europe. 

The index itself is designed to present a clear but in depth analysis of health care 

performance. The aim has been to select a limited number of indicators, within a defined 

number of evaluation areas, which in combination can present a telling tale of how the 

healthcare consumer is being served by the respective systems. In 2005, the EHCI started 

with a dozen countries and 20 indicators; this year’s index already includes all 28 European 

Union member states, plus Norway and Switzerland, the candidate country FYR Macedonia, 

Albania, Iceland and Serbia. 

As an experiment, Scotland, now with a devolved administration with full control over health 

policy, has been separated out as a country of its own in the EHCI this year. Since it was 

established in 1999 the Scottish Parliament has overseen a very different approach to health 

policy from that pursued in England. We are thus presented with something rather rare in 

economics: a controlled experiment in public policy starting from a similar base. The time is 

now ripe to start measuring what impact these two different policies might have, with 

lessons potentially useful for policy makers everywhere. 

1. Who has the best healthcare? 

Since the inception of the EHCI in 2005, the most striking feature is the superiority of the 

Netherlands in the study. 

The Netherlands is the only country that has consistently been among the top three in the 

total ranking of any European Index the Health Consumer Powerhouse has published since 

2005. The 2012 Dutch score of 872 points was by far the highest ever seen in a HCP Index. 

The 870 score in 2013 is as impressive, as it becomes increasingly difficult to reach a very 

high score on many indicators – no country is superbly good at everything. 
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The large victory margin is essentially due to the fact that the Dutch healthcare system does 

not seem to have any really weak spots. Moreover, when it comes to detailed analysis of 

particular medical treatments, the Dutch do well consistently. From 2006, the HCP has 

produced not only the generalist Index EHCI, but also specialist indices on Diabetes, Cardiac 

Care, HIV, Headache and Hepatitis. The Netherlands is unique as the only country 

consistently appearing among the top 3 - 4, regardless what aspects of healthcare are 

studied. This creates a strong temptation to claim that the landslide winner of the EHCI 2013 

could indeed be said to have “the best healthcare system in Europe”. 

Results Summary 

The following graph summarises the performance of European health services as measured 

by the EHCI (the full table of results is available in the Appendix of this report). 

 

This seventh attempt at creating a comparative index for national healthcare systems has 

confirmed that there is a group of EU member states which all have good healthcare systems 

seen from the patient/consumer’s point of view. 

The closeness of some scores means that great efforts should not be spent on in-depth 

analysis of why one country is in 13th place and another in 16th. Very subtle changes in single 

scores can modify the internal order of countries, particularly in the middle of the ranking 

list. 



7 
 

The EHCI 2013 total ranking of healthcare systems shows a much narrowed victory (in 2012, 

the margin was 50 points) for The Netherlands, scoring 870 points out of 1000, 19 points 

ahead of runners-up Switzerland at 851 points. After the top two, there is a more than 30-

point gap down to three closely-knit Scandinavian countries: Iceland 3rd at 818 points, 

Denmark in 4th place with 815 and Norway 5th with 813 points.  

The Netherlands is the only country which has consistently been among the top three in the 

total ranking of any European Index the Health Consumer Powerhouse has published since 

2005. The Netherlands is sub-discipline winner in two sub-disciplines of the EHCI 2013; 

“Range and reach of services provided” scoring a maximum of 150 points, and “Patient 

Rights and Information”, together with Denmark scoring 142 out of the maximum 150. The 

Dutch healthcare system does not have any weak spots in the other sub-disciplines, except 

possibly some scope for improvement regarding the waiting times situation, where some 

central European states excel. 

The fact remains, though, that is seems very difficult to build an Index of the HCP type 

without ending up with The Netherlands on the medallists’ podium. There should be a lot to 

learn from looking into the Dutch success. 

Switzerland has for a long time had a reputation for having an excellent healthcare system, 

and it therefore comes as no surprise that this year’s study results in a prominent position in 

the EHCI. 

Bronze medallists are Iceland at 818 points; the only country to score all ‘Green’ (the highest 

segment of scores) on the “Outcomes” indicators. 

Denmark did gain a lot from the introduction of the e-Health sub-discipline. Nonetheless, 

Denmark has been on a continuous rise since it was first included in the EHCI in 2006.  

The Swedish score for technically excellent healthcare services is, as ever, dragged down by 

the seemingly never-ending story of access/waiting time problems, in spite of national 

efforts such as Vårdgaranti (National Guaranteed Access to Healthcare); in 2013, Sweden 

drops to 11th place with 756 points. 

Scotland and England both perform poorly by Western European standards (see following 

section). 

In southern Europe, Spain and Italy provide healthcare services where medical excellence 

can be found in many places. But real excellence in southern European healthcare seems to 

be too much dependent on the consumers' ability to afford private healthcare as a 

supplement to public healthcare. Also, both Spain and Italy show large regional variation, 

which tends to result in a lot of ‘Amber’ scores for the countries. 

Some eastern European EU member systems are doing surprisingly well, particularly the 

Czech Republic and Slovakia, considering their much smaller healthcare spend in purchasing 

power adjusted dollars per capita. However, readjusting from politically planned to 

consumer-driven economies does take time.  
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Results in “Heptathlon” 

The EHCI 2013 is made up of six sub-disciplines. As no country excels across all aspects of 

measuring a healthcare system, it can therefore be of interest to study how the 35 countries 

rank in each of the six parts of the “heptathlon” along with the aggregate score. The scores 

within each sub-discipline are summarized in the following table: 

 

As the table indicates, the total top position of the Dutch healthcare system is to a great 

extent a product of an even performance across the sub-disciplines, very good medical 

quality and top score on “Range & Reach of Healthcare Services” and on “Patient rights & 

Information”, with Denmark. 

Runner-up Switzerland is in top position for “Accessibility” with Belgium. Iceland is alone in 

scoring all ‘Green’ on “Outcomes”. The Swedish healthcare system would be a real top 

contender, were it not for an accessibility situation, which by Belgian or Swiss standards can 

only be described as abysmal. 

 

Sub-discipline Top country/countries Score 
Maximum 
score 

1. Patient rights and information Denmark, Netherlands 142 150 

2. Waiting time for treatment Belgium, Luxembourg, Switzerland 225 225 

3. Outcomes Iceland 250 250 

4. Range and reach of services  Netherlands 150 150 

5. Prevention Luxembourg 109 125 

6. Pharmaceuticals Germany 90 100 

 

Across the board there are some grounds for optimism. Consumer and patient rights are 

improving. In a growing number of European countries there is healthcare legislation 

explicitly based on patient rights and a functional access to your own medical record is 

becoming standard. Hospital/clinic catalogues with quality ranking used to be confined to 

two or three countries for years; the 2013 number of eight countries hopefully is a sign that 

something is happening in this area. 
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Generally European healthcare continues to improve but medical outcomes statistics are still 

appallingly poor in many countries. This is not least the case regarding the number one killer 

condition: cardiovascular disease, where data for one very vital parameter, 30-day case 

fatality for hospitalized heart infarct patients, had to be compiled from several disparate 

sources. 

2. It’s not the money! 

There is a broad misconception among the public and policy makers that healthcare 

performance is largely related to the money spent. The richer a country is, and the more 

resources it devotes to its health service, the better outcomes are, so the thinking goes. To 

some extent, of course, this is true. Some technologies are simply unaffordable in poorer 

countries in the required quantities. 

But in contacts with healthcare authorities around Europe, this assumption is what almost 

universally pops up on mentioning the top position of the Netherlands in the EHCI. 

On top of that, a frequently encountered hypothesis in these discussions is that a ‘model’ 

with independent private healthcare insurance should be one main reason for the high cost 

level. 

The truth is that the national scores seem to reflect more of national, organisational and 

political cultures and attitudes, rather than mirroring how much money a country is 

spending on healthcare. The cultural streaks have in all likelihood deep historical roots. 

Turning a large corporation around takes a couple of years – turning a country around can 

take decades. 

In actual fact there is no clear link between expenditure and healthcare quality in countries 

with comparable economic resources. Four stories cast light on this point in different ways. 

It’s not about the money version 1: Dutch practices 

Looking at the Dutch situation, it is clear that, whereas spending on healthcare in the 

Netherlands is high, this can be accounted for by subsectors that do not have a particularly 

large effect on overall performance. In particular, in-patient care costs are 

disproportionately high in the Netherlands, as are psychiatric care costs (stemming from 

long patient stays in mental hospitals) and long term geriatric care costs. 

While some aspects of these features might be desirable, they do not contribute significantly 

to health outcomes per se. If Dutch in-patient care costs fell to Swedish levels, for example, 

it could save the Netherlands €8.5 billion a year, while bringing the services more into line 

with modern best practice of dealing with many conditions in clinics outside the hospital 

system. 
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It’s not about the money version 2: England vs. Scotland 

For several years, the HCP has been urged to separate England and Scotland in the EHCI on 

the grounds that Scotland has its own National Health Service. The two services have always 

been administratively separate, but with the creation of the Scottish Parliament in 1999 

health policy also began to diverge significantly. 

The reforms undertaken in the second half of Tony Blair’s government in England were not 

mirrored in Scotland (even though the Labour party ran both administrations), and since 

2007 different parties have controlled the administrations in Edinburgh and London and 

have pursued very distinct health policies. 

In particular, since 2010 the current UK government has continued reform of the NHS in 

England. There has been a gradual shift away from a centralised ‘Beveridge’ style model 

toward a more typical Western European ‘Bismarckian’ system with patients able to buy 

healthcare (usually via professional intermediaries) from competing providers who can 

themselves be independent of the NHS (though the prices they charge are still controlled). 

This approach has explicitly been rejected in Scotland.  

While reform in England has been slow (and has not included change to a social insurance 

based system of finance), we have now reached a stage where differences in the UK system 

could start to show up as a result of diverging policy. 

This will be an interesting test for whether the English reforms have been effective, or 

whether (as is the case in Sweden where similar reforms have taken place) purchasers do 

not exploit fully their power to choose between providers in the best interests of patients.  
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The results over time will hold interesting lessons for policy makers across Europe and 

beyond, and so this year the EHCI 2013 finally splits Scotland from the rest of the UK2. 

What can we say about the findings as regards the two different jurisdictions? 

The Scottish NHS deserves recognition for providing excellent Internet access to healthcare 

data (www.isdscotland.org/). The problem with Scottish data is that, in the true British 

tradition, parameters are not necessarily measured in a way which is compatible with WHO 

or other measurements. As the scoring in the EHCI is a relative measurement, the Scottish 

scores on some indicators have been obtained by comparison with England. 

This is in itself becoming harder as measurement techniques are diverging even within the 

UK. Policy makers should ask themselves: what is the point of measuring performance if 

there is nobody to compare it to? 

As can be seen in the EHCI matrix, there are 12 indicators out of 48 where Scotland and 

England score differently. The actual difference is modest in most of these cases. And overall 

the difference in total score (719 for Scotland and 718 for England) is almost uncannily small. 

The EHCI patient organisation survey confirms the claims from the English NHS that the very 

large resources invested in reducing waiting list problems have paid off, even though the UK 

is still definitely a part of European “waiting list territory”. The efforts to clean up hospitals 

to reduce resistant hospital infections have also paid off: for the first time in the EHCI, UK 

England scores ‘Amber’ on this indicator.  

It is evident from the results (England 718 points, Scotland 719 points) that separate 

bureaucracies have not so far resulted in widely different healthcare performance. Indeed, 

there are several areas of healthcare where regional differences within England or Scotland 

are greater than the differences observed between the two geographies taken as separate 

countries. There is really no reason to expect to find significant differences between England 

and Scotland merely because they have had separate healthcare administrations in the past. 

Measurable changes in healthcare performance take a long time to become apparent, and 

the basic organisational cultures have only recently started to diverge. In important respects 

they are still similar, entrenched in GP referral systems which are associated with waiting 

times for specialist services – see subsection below). It will be interesting over time will be to 

see whether divergent policy and institutional structures, with market mechanisms being 

preferred in England, will start to have an impact. 

What is clear, however, is that higher health spending in Scotland makes little difference. 

Public spending generally is 10-15% higher in Scotland than in England, and the premium is 

broadly reflected in the NHS. Scottish healthcare spend per capita is more than 10% higher 

than the English, and while it should be noted that Scottish healthcare is working from a 

more problematic public health situation as regards heart disease incidence, alcohol 

consumption and probably also dietary factors, the extra spending does not seem to lead to 

significantly better performance.  

http://www.isdscotland.org/
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To put it another way, the Scottish Government spent £11.1bn on healthcare in 2011-12. If 

productivity in the Scottish NHS matched English levels, the Scottish Government would 

have an additional £1bn+ for other programmes such as investment in infrastructure, tax 

cuts or public spending elsewhere. 

It’s not about the money version 3: Bang-for-the-Buck  

The question of productivity raises the question of which health systems provide most 

‘bang-for-the-buck’? Which taxpayers are getting best value for money when it comes to 

healthcare? 

With all 28 EU member states and six other European countries included in the EHCI project, 

it becomes apparent that the Index tries to compare states with very different financial 

resources. The annual healthcare spending, in PPP-adjusted (Purchasing Power Parity) US 

dollars, varies from less than $400 in Albania to more than $4,000 in Norway, Switzerland 

and Luxembourg. Western European countries generally spend between $2,700 and $3,700. 

So as a separate exercise, since EHCI 2009 we have added a value for money-adjusted score: 

the Bang-For-the-Buck adjusted score, or “BFB Score”. 

Healthcare spends per capita in PPP dollars have been taken from the WHO HfA database 

(July 2013; latest available numbers, most frequently 2011) as illustrated in the graph below: 

 

 

HCP have adjusted these figures proportionately to arrive at a reasonable approximation of 

value for money3. 
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The outcome of the BFB exercise is shown in the graphic below. Even with adjusted data the 

effect is to dramatically elevate many less affluent nations in the scoring sheet. 

 

The BFB method is a shade too blunt to accommodate countries who have a very low 

healthcare spend such as Albania and FYR Macedonia. Health expenditure does suffer to 

some extent from the law of diminishing returns.  

But this is a useful way of comparing efficiency and value for money in countries with 

broadly similar economic profiles – the graph above highlights the productivity gap between 

Scotland and England, for instance, and reveals serious efficiency problems in countries such 

as Spain, Ireland and Italy. 

It would seem that Icelanders are receiving not only excellent healthcare, but also very good 

value for money. 

For the Netherlands, the increase in healthcare spend is dragging down the BFB score 

compared with previous years, but it still provides the third best value for money among 

Western European countries after Iceland and Finland. 

The Czech Republic and Croatia were doing well in the BFB Index already in 2012. The good 

positions of the Czech Republic and Croatia in the BFB sheet are probably not artificial; the 

Czech Republic seems to have a degree of fundamental stability and freedom from 

corruption in its healthcare system, which is relatively rare in former Communist states. 

Croatia has “islands of excellence” in its healthcare system, and might well become a 

popular country for “health tourism”; there are few other places where a state-of-the-art hip 

joint operation can be had for €3,000. 
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It does seem that the supreme winner in the 2007 and 2008 BFB scores, Estonia, keeps doing 

well within its financial capacity. It might be that the “steel bath” forced upon Estonian 

healthcare after the financial crisis helped cement the cost-effective streaks of Estonian 

healthcare.  

Overall, some healthcare systems stand out both in terms of quality and value for money, 

notably Iceland, The Netherlands and Finland.  

It’s not about money version 4: Waiting lists 

Not all the trends in European healthcare show an improvement. Over the years, one fact 

has become clear: gatekeeping means waiting. Contrary to popular belief, direct access to 

specialist care does not generate access problems to specialists by increased demand; 

repeatedly, waiting times for specialist care are found predominately in systems requiring 

referral from primary care. 

 

 

There is therefore only a very weak correlation between money and accessibility of 

healthcare system, as the graph below shows.  

European healthcare – Waiting list and non-waiting list 
territories 
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Waiting times for healthcare services are a condition affecting healthcare administrators and 

professionals rather than a scarcity of resources problem.  

A recent Swedish queue-shortening project, on which the state government spent €5 billion, 

has achieved some shortening of waiting times. Sadly, that improvement, which 

unfortunately does not seem to have succeeded on waiting times for cancer treatment, still 

in 2013 has been insufficient to make Sweden leave the group of laggard countries. 

One of the most characteristic systems for GP gatekeeping, the NHS in the UK, has always 

had a waiting list problem, though a programme costing millions of pounds, starting in 2008, 

on reducing waiting that introduced a maximum of 18 weeks to definitive treatment after 

diagnosis does seem to have had some effect. The patient survey commissioned by the HCP 

for the 2012 and 2013 Indices does show improvement. 

Meanwhile, even the strong winners of past years’ rankings are turning to restrictive 

measures: France, for example, was restraining access in 2007, which resulted in higher 

waiting times, and therefore a worse score. Since 2009, French patients (and doctors?) seem 

to have learned to work the new regulations, as the French survey responses on this sub-

discipline are today more positive.  

HCP will continue to advocate the free choice, equal and direct access and measures 

intended to diminish the information handicap of the consumer as cornerstones of 21st 

century modern European healthcare. 

3. What makes a good health service? 

If it’s not merely a question of spending more money, what does make a good health 

service? 
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Looking first at the outstanding performer in EHCI studies, the Netherlands is characterized 

by a multitude of health insurance providers acting in competition, and being separate from 

health providers, including hospitals, who also compete among themselves. Also, the 

Netherlands probably has the best and most structured arrangement for patient 

organisation participation in healthcare decision and policymaking in Europe. 

Thirdly, the Dutch healthcare system has addressed one of its few traditional weak spots – 

accessibility – by setting up 160 primary care centres which have open surgeries 24 hours a 

day, 7 days a week. Given the small size of the country, this puts an open clinic within easy 

reach of most people. 

One important feature of the Dutch healthcare system structure is that healthcare operative 

decisions are taken, to an unusually high degree, by medical professionals with patient co-

participation. Financing agencies and healthcare amateurs such as politicians and 

bureaucrats seem farther removed from operative healthcare decisions in the Netherlands 

than in almost any other European country.  

In the EHCI the Netherlands scores well or very well in all sub-disciplines, except 

“Prevention”, where the score is more mediocre (as it is in most other countries).  

However, as was observed by Siciliani & Hurst of the OECD in 2003/2004, and in the EHCI 

2005 – 2013, waiting lists for specialist treatment, paradoxically, exist mainly in countries 

having “GP gatekeeping” (the requirement of a referral from a primary care doctor to see a 

specialist). 

GP gatekeeping, a “cornerstone of the Dutch healthcare system” (as described to the HCP by 

a former Dutch Minister of Health) is widely believed to save costs, as well as providing a 

continuum of care, which is certainly beneficial to the patient. As can be seen from the 

previous section there is no evidence to support this hypothesis. Instead, direct access to 

specialists probably reduces waiting times. 

Bismarck beats Beveridge 

In ‘Bismarckian’ healthcare systems, based on the form of social insurance established first 

in Germany under Bismarck, finance is provided by a multitude of insurance organisations 

(Krankenkassen etc), who are organisationally independent of healthcare providers while 

being underwritten by the taxpayer. Providers are in turn largely independent of central 

government and can compete for business with each other. 

Beveridge systems, after William Beveridge, whose report was the basis of the centralised 

British welfare state, are where financing and provision are handled within one 

organisational system, i.e. financing bodies and providers are wholly or partially within one 

organisation, such as the health systems of the British Isles (at least until the recent English 

reforms), Italy and the former communist countries of counties of Eastern Europe. 
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For more than half a century, particularly since the formation of the British NHS, the largest 

Beveridge-type system in Europe, there has been intense debate over the relative merits of 

the two types of system. 

Already in the EHCI 2005, the first 12-state pilot attempt, it was observed that “in general, 

countries which have a long tradition of plurality in healthcare financing and provision, i.e. 

with a consumer choice between different insurance providers, who in turn do not 

discriminate between providers who are private for-profit, non-profit or public, show 

common features not only in the waiting list situation …” 

The Netherlands example seems to be driving home a big nail in the coffin of Beveridge 

healthcare systems, and the lesson is clear: Remove politicians and other amateurs from 

operative decision-making in what might well be the most complex industry on the face of 

the Earth. Beveridge systems seem to be operational with good results only in a few 

Scandinavian countries such as Iceland and Denmark, where, as in Bismarckian systems, 

decision making is highly devolved, with fewer centralised targets and a strong tradition of 

accountability.  

All public healthcare systems share one problem: Which industry structure should be used to 

funnel typically 7 – 10 % of national income into healthcare services? 

Looking at the results of the EHCI over time, it is very hard to avoid noticing that the best 

performers are generally dedicated Bismarck countries, with a small number of Nordic 

countries squeezing in. Most Beveridge systems seem to have difficulties at attaining really 

excellent levels of customer value. The largest Beveridge countries, the U.K. and Italy, keep 

clinging together in the middle of the Index. 

EHCI performance by healthcare system type4 
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There could be (at least) three different explanations for this: 

1. Managing a corporation or organisation with 100,000+ employees calls for 
considerable management skills, which are usually very handsomely rewarded. 
Managing an organisation such as the NHS, with close to 1½ million staff, who also 
make management life difficult by having a professional agenda that does not 
necessarily coincide with that of management/administration, would require 
absolutely world class management. It is doubtful whether public organisations offer 
the compensation and other incentives required to recruit those managers. 

2. In Beveridge organisations, responsible both for financing and provision of 
healthcare, there would seem to be a risk that the loyalty of politicians and other top 
decision makers could shift from being primarily to the customer/patient to the 
organisation these decision makers have been building over decades. In the UK, for 
example, politicians frequently pledge their commitment to the NHS, rather than to 
patients. 

3. By being forced to compete for customers, both insurers and healthcare providers 
are obliged to offer better quality, convenience and value for money. In other words, 
by embracing market mechanisms, Bismarckian systems tend to have higher 
productivity and to be focussed more on the consumer / patient interest rather than 
that of the producer / bureaucracy. 

 

4. Entrenching change – what is needed to improve 
healthcare across the board 

The ECHI series is evidence that over the last few years healthcare systems across Europe 

have been showing some improvement in terms of patient accessibility and overall 

performance. 

However, this ongoing shift from top-down hierarchy to an experience-driven industry is too 

slow and far from consistent. EHCI paints a map with a group of highly developed, already 

consumer influenced healthcare systems in north-western Europe, a group of quickly 

climbing ex-communist nations, another category of well-established Beveridge countries 

having problems keeping up to speed and, last but not least, a large group of consistent 

under-performers. This means that European healthcare is far from equal.  

Indeed, the range of outcomes and performance in healthcare is extreme compared to other 

industries where standards, know-how and quality quickly assert themselves across borders 

through a process of consumer empowerment and choice. The quality and price of complex 

goods and services such as information technology, motor cars, air travel, food, finance and 

professional services, to name just a few examples, are far more consistent across the 

continent than healthcare. 

This presents a lost opportunity of shocking proportions when you consider the waste of 

resources and human potential involved. If best practice in healthcare was followed across 
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Europe, hundreds of billions of euros would be saved every year, as would hundreds of 

thousands of lives. 

A parallel challenge is the aging of Europe – a transition of profound importance for coming 

decades. To large parts of Europe, with shaky pension systems and out-dated social 

infrastructure, the aging population will mean a tremendous effort with a huge impact on 

healthcare. 

To some extent, the power gap between the profession and consumers/patients is closing. 

For the first time, second opinions and medical records are tools of empowerment and 

shared decision-making in a majority of countries. Quality information about care providers 

has developed from a unique phenomenon to a not unusual platform of choice. Reliable 

pharmaceutical websites for lay-persons have spread to most European countries, 

undermining the Big Brother attitude that information about medicines from manufacturers 

is a dangerous thing. 

The Dutch healthcare seems able to deal with new conditions and deliver top results. Since 

the start of reform in 2005 there has been radical improvement and a lesson to learn. The 

Dutch have established a European model to copy – not least by abolishing single-payer 

systems.  

Why do patients not know? 

Part of the problem with European healthcare is that patients often do not know of 

opportunities and services in their own country, let alone what can be accessed elsewhere. 

Each year the EHCI survey reveals an interesting fact: in some countries, even patients’ 

organisations and health campaigners do not know about some of the services available in 

their own country. 

For example, the research team constantly finds negative answers on the existence of 

doctors’ registries, pharmacopoeias, access to medical records etc., in countries where HCP 

researchers can easily find this kind of information even without the knowledge of the local 

language. Even where national authorities are making considerable improvements, they miss 

out on communicating these to the wider public. As healthcare moves from a top-down 

expert culture into a communication-driven experience industry, the opportunities missed 

form this information gap are considerable.  

Three countries, where the opinions of patient organisations deviate most negatively from 

official statistics, are Greece, Ireland and Spain. To take one example, Spanish regulations do 

give patients the right to read their own patient records. Nevertheless, Spanish patient 

organisations returned among the most pessimistic responses to this survey question of any 

of the thirty countries. 

In private industry, it is understood that a product or service, be it ever so well designed and 

produced, needs skilful marketing to reach customers. In the public sector in general, the 
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focus is (at best) on planning and production of a service, but there is frequently an almost 

total lack of focus on the information/marketing of that service. 

European healthcare needs to increase its focus on informing citizens about what services 

are available. 

A competitive market across Europe 

If a study such as the EHCI is not enough to convince policy makers to follow the example of 

the Netherlands, consumers and patients should at least be encouraged to shop around 

beyond their own countries where it is medically feasible for them to do so. 

The EU directive on the application of patients’ rights in cross-border healthcare was passed 

on 9th March 20115. It gives rights to EU citizens to seek care in other EU states under the 

same financing arrangements as they enjoy at home. Some countries are already preparing 

for the integration of EU healthcare. A few do so with reasons for optimism, others with 

concern at the likely growing pressure to become more competitive.  

EU countries had until 25 October 2013 to pass their own laws implementing the Directive. 

Therefore, the criteria for scores on this indicator have been tightened considerably 

compared with previous ECHI editions. However, at the time of publication of this report 

(November 2013), only Luxemburg and the Netherlands have implemented the directive 

unreservedly, which is not surprising as both countries had it implemented before March 

2011.  

The subjective view from patient organisations (graph below) agree well with the formal 

situation. The Luxembourg ‘Green’ might strike as “cheating” (because so many 

Luxembourgers already seek medical treatment beyond their small country), but compared 

to the in-sourcing-prone public sectors in so many European countries, Luxembourg’s good 

common sense in refraining from building their own comprehensive healthcare services, and 

instead to let its citizens seek care in neighbouring countries, deserves recognition. 



21 
 

 

Source: EHCI 20126.  

Survey responses are to the question “Can patients in your country choose to be treated in 

another EU state OF THEIR OWN CHOICE, on the same economic terms as for treatment at 

home?” Denmark receives a Yellow score, as Danes have this right with a certain waiting 

time restriction. 

Medical travel can accelerate the demand for performance transparency and force national 

healthcare systems to lower costs and improve quality in response. The process is hastened 

if productive healthcare providers from one country can export their expertise to another by 

investing in ‘foreign’ markets and bringing their services directly to patients there. 

If healthcare officials and politicians took to looking across borders, and to "stealing" 

improvement ideas from their EU colleagues, there would be a good chance for a national 

system to come much closer to the theoretical top score of 1000. As a prominent example; if 

Sweden could achieve a Belgian waiting list situation, that alone would suffice to lift Sweden 

to compete with the Netherlands at 880 points! 

Following on the EU cross-border directive 2011, real life implementation will probably take 

time. With the Netherlands as a notable exception, there seems to be an endemic problem 

in the form of control freaks (over-anxious regulators?) in healthcare administration slowing 

down the process. Even considering a Dutch observation that “free access to cross-border 

care will not exceed 1% of healthcare budgets”, the process would seems to require assisted 

delivery. 
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Conclusion 

In summary, we can draw the following policy conclusions from the experience of the 

European Healthcare Index: 

1. Policy makers shouild emulate the Dutch healthcare system as much as possible, 
particuarly its Bismarckian model of competing independent providers, separate 
financing, and minimum political interference. At the very least, healthcare provision 
should be highly decentralised and accountable to patients. 

2. It’s not just about the money – governments should beware increasing healthcare 
spending without meaningful reform. 

3. Compulsory gatekeeping by intermediaries (such as GP’s) referring patients to 
specialists is unnecessary and wasteful. 

4. Policy makers and health services should ensure that patients and their 
representatives are well informed about their rights and the services available to 
them. 

5. EU member states should implement the EU directive on the application of patients’ 
rights in cross-border healthcare in full as soon as possible, and encourage patients 
to take advantage of it.  

6. Governments should aim to collect data on healthcare in a way that is compatible 
with other jurisdictions. 

Endnotes 

                                                      
1
 The Index focusses on health service performance, rather than just health outcomes (which are a product of 

numerous other factors such lifestyle, environment and economic status). For a full description of the 

methodology and results of the ECHI, see http://www.healthpowerhouse.com/ 
2
 We have not yet been able to split Wales or Northern Ireland from England. Again, policy is beginning to 

diverge in these three countries too, so this might be a useful project for the future. 
3
 It is not obvious how to do such an adjustment. If scores would be adjusted in full proportion to healthcare 

spend per capita, the effect would simply be to elevate all less affluent states to the top of the scoring sheet. 
This, however, would be decidedly unfair to the financially stronger states. Even if healthcare spending is PPP 
(Purchasing Power Parity) adjusted, it is obvious that PPP dollars also go a lot further purchasing healthcare 
services in states where the monthly salary of a nurse is €200, than in states where nurse’s salaries exceed 
€3,500. For this reason, the PPP adjusted scores have been calculated using the square root of per capita 
spending. For more detail on the adjustment methodology, see the main report. 
4
 Bismarckian health systems are found in Austria, Belgium, the Czech Republic, France, Germany, Luxembourg, 

the Netherlands, Poland and Switzerland. 
5
 See http://europa.eu/rapid/press-release_MEMO-13-918_en.htm 

6
 The Bulgarian survey responses lack credibility. 

  

http://www.healthpowerhouse.com/
http://europa.eu/rapid/press-release_MEMO-13-918_en.htm


 

23 

 

Appendix: Results of the Euro Health Consumer Index 2013 
Green =3 points, Amber = 2, Red (or n.a.) = 1, Purple = 0 
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