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Demographic and socioeconomic context in Estonia, 2017

Demographic factors Estonia EU
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GDP per capita (EUR PPP?) 23 600 30 000
Relative poverty rate® (%) 21.0 16.9
Unemployment rate (%) 5.8 76
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1 Highlights

Estonia has experienced gains in health status, but gaps between socioeconomic groups are among the largest
in the EU. A health financing reform in 2017 provided more sustainable funding to its highly centralised single-
payer health insurance system, with the potential to reduce fragmentation and increase coordination. Nearly 6 %
of Estonians do not have health insurance, and a significant reform of the system would be required to provide

coverage for the whole population.
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Health status

Life expectancy since 2000 has increased more in Estonia than in any
other EU country. The health status of Estonian people is now nearing the
EU average, mainly due to fewer deaths from ischaemic heart disease and
stroke. However, these gains are not experienced equally across gender, age
or income groups. For instance, women live on average nine more years
than men, the third highest gender age gap in Europe.
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Smoking 21%

Binge drinking 23%

Obesity 21%

Risk factors

Nearly half of all deaths in Estonia result from behavioural risks, above
the EU average of 39 %. Estonia had the third highest adult obesity rates
after Malta and Latvia in 2017, and childhood obesity has also increased
significantly. Smoking and drinking rates have both declined, but remain
above the EU averages. In 2014, 37 % of men reported binge drinking
compared with only 9 % of women, showing a marked difference between

% of adults genders.
Ot @:U Health system

At EUR 1 559, Estonia spends approximately half the EU average on health
EUR 3 000 == === === mmmmmmmmmmmm oo oo care per person, the equivalent of 6.4 % of GDP. A single payer health

EUR 1500

Per capita spending (EUR PPP)

insurance system accounts for three quarters of health spending, while
23.6 % is from out-of-pocket payments. The majority of public funding
comes from an earmarked, earnings-based employer contribution of 13 %,
with a similar transfer from the state budget on behalf of non-working
pensioners beginning in 2018. Most spending covers outpatient (or
ambulatory) services, as Estonia relies on general practitioners and

outpatient specialists to provide care.

Effectiveness

Mortality from both preventable
and treatable causes is high,
despite the fact that death rates
for many diseases, including
ischaemic heart disease and stroke,
have decreased. Other indicators
show that there is scope to improve
the quality of hospital care.

Preventable 262
mortality
Treatable 143
mortality Ot @EU

Age-standardised mortality rate
per 100 000 population, 2016

Accessibility

Self-reported unmet health care
needs are the highest in the EU,
and affect individuals across
income groups. Waiting times for
outpatient specialist care, day
surgery and inpatient care are the
main cause for the high level of
unmet needs.
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% reporting unmet medical needs, 2017

Resilience

The health o

financing reform ‘ 3
has strengthened \ ‘ /

the sustainability

of the Estonian

health system by broadening the
revenue base, but has not resulted
in universal population coverage
or a substantial increase in public
spending. This, combined with
challenges in human resources,
may diminish future resilience of
the health system.
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2 Health in Estonia

Life expectancy has increased more to 78.4 years. This is the sharpest increase in life
than in any other EU country expectancy in the EU during that period, and it is now

rapidly approaching the EU average. Estonians are
Life expectancy at birth in Estonia rose by more projected to live 2.5 years less than the EU average of
than seven years between 2000 and 2017, from 71.1 81 years (Figure 1).

Figure 1. Life expectancy at birth in Estonia is lower than in other EU countries but is catching up fast
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Source: Eurostat Database.
Stark gender, socioeconomic and Figure 2. Inequalities in life expectancy by
regional inequalities persist educational levels are substantial in Estonia
Women live, on average, almost nine years longer
than men. This is the third largest gender gap in the ¥
EU after Lithuania and Latvia, and markedly greater o
than the EU average of 5.2 years. The inequalities
are even more extreme among the low-educated 475
population of Estonia. At age 30, low-educated women 39 years
live on average 10 years longer than low-educated IS
men (Figure 2). Furthermore, men with low levels of
. . Lower Higher Lower Higher
education live ?3.5 years 1ess, on average, than men. educated educated educated educated
who have obtained a university degree. The education women women men men
gap in life expectancy is slightly smaller for women at
5.4 years, but still above the EU average of 4.1 years. Education gap in life expectancy at age 30:
. . . . e Estonia: 54 years Estonia: 8.5 years

Estonia also experiences regional disparities in life EU2T 41 yeayrs FU2T 76 yeayrs
expectancy, particularly between urban and rural
areas. For example, residents in the urban Tartu Note: Data refer to life expectancy at age 30. High education is defined as

. . people who have completed a tertiary education (ISCED 5-8) whereas low
County have a life expectancy thatis 4.5 years longer education is defined as people who have not completed their secondary

than in north-eastern Ida-Viru County (NIHD, 2019). education (ISCED 0-2).
Source: Eurostat Database (data refer to 2076).
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Mortality rates for some cancers have risen but
deaths from ischaemic heart disease are higher

In 2016, ischaemic heart disease represented one

fifth of all deaths in Estonia (3 120 deaths), but the
mortality rate decreased by more than 50 % between
2000 and 2016 (Figure 3). The decrease in mortality
can be mainly attributed to reductions in important
risk factors such as smoking, particularly among men,
and improvements in the quality of health care (see

Sections 3 and 5.1). The mortality rate from ischaemic
heart disease in Estonia (252 deaths per 100 000
population) is more than twice the EU average of
118.8. However, Estonia compares favourably to Latvia
and Lithuania, which have the highest death rates
from ischaemic heart disease in the EU. The death
rate from strokes has also decreased markedly, from
309 to 74 per 100 000 population between 2000 and
2016, dropping below the EU average of 79.8.

Figure 3: Ischaemic heart disease is still by far the main cause of death in Estonia
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Note: The size of the bubbles is proportional to the mortality rates in 2076.
Source: Eurostat Database.

Lung cancer is the most frequent cause of death by
cancer among Estonians, and the third highest cause
of death overall at 51 deaths per 100 000 population.
The rate in Estonia is lower than the EU average (54
deaths per 100 000 population) and has fallen by

12 % since 2000 due to reductions in smoking rates
(Section 3). Yet, in recent years, some cancer has
emerged as new health issues in Estonia. Deaths from
prostate and colorectal cancer have increased since
2000. Mortality from chronic liver disease is among
the highest in the EU.

Self-reported health status varies widely
across age and income groups

In 2017, only slightly more than half of the Estonian
population (53 %) reported being in good health,
compared with two thirds across the whole EU.
Self-perceived health varies dramatically by age —
81.5 % of the population aged between 16 and 44
report good health, compared to only 17.6 % of the
population 65 years and older. Disparities across
income groups are similarly substantial. More than
three quarters of people in the highest income
quintile consider themselves to be in good health
compared with only one third in the lowest income
quintile. This is the largest gap across income groups
in all EU countries (Figure 4).

Age-standardised mortality rate per 100 000 population, 2016

Figure 4. Inequalities in self-rated health by income
level are very large in Estonia
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Note: 1. The shares for the total population and the population on low
incomes are roughly the same.
Source: Eurostat Database, based on EU-SILC (data refer to 2017).
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Inequalities continue as Estonians
age, with many having to cope
with disabilities in later years

In 2017, Estonians aged 65 could expect to live an
additional 18.7 years (Figure 5), less than the EU
average. However, two thirds of this time is spent with
some chronic diseases and disabilities. As a result,
Estonians aged 65 enjoy 4.1 fewer years of life free

of disability than the EU average. The gender gap

in life expectancy at age 65 is also substantial, with
women living 20.8 more years and men living 15.6
additional years — a gap of more than five years in

life expectancy and the largest difference in the EU.
The gender gap shrinks to 0.4 years when considering
the number of healthy life years® because women

in Estonia tend to live a greater proportion of their

lives with health problems and disabilities. Regional
differences in healthy life years for older people are
particularly stark: residents in the western Ladne and
Saare counties have over eight years of disability-free
life expectancy at age 65, whereas residents in
south-eastern Voru county live only 1.7 years without
disability (National Institute for Health Development,
2019).

Just over half (55 %) of Estonians aged 65 and over
report having at least one chronic condition, similar
to the EU average. Most people are able to continue

to live independently in old age, but more than one in
five people report some limitations in basic activities
of daily living (such as bathing, dressing or getting out
of bed), suggesting a need for long-term care.

Figure 5. In Estonia, two thirds of the life after 65 is spent with chronic diseases and disabilities

Life expectancy at age 65

Estonia

18.7
years

Years without
disability

% of people aged 65+ reporting chronic diseases’

Estonia EU25
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. No chronic . One chronic . At least two
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19.9
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Years with
disability

% of people aged 65+ reporting limitations
in activities of daily living (ADL)?

Estonia EU25
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. At least one
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Note: 1. Chronic diseases include heart attack, stroke, diabetes, Parkinson’s disease, Alzheimer's disease and rheumatoid arthritis or osteoarthritis. 2 Basic
activities of daily living include dressing, walking across a room, bathing or showering, eating, getting in or out of bed and using the toilet.
Sources: Eurostat Database for life expectancy and healthy life years (data refer to 2017); SHARE survey for other indicators (data refer to 2017).

The control of HIV and tuberculosis
remains a challenge in Estonia

Beyond the growing burden of chronic conditions,
Estonia also faces important challenges in the control
of infectious diseases. For example, the rate of new
cases of HIV is nearly three times the EU average.
Although the number of new HIV cases has decreased
over the past decade, the epidemic is not yet under
control (see Section 5.1). The rates of tuberculosis
infections in Estonia (13.3 per 100 000 population in

2019) also exceed the EU/EEA average (10.7), but have
decreased remarkably from close to 60 in the early
2000s. Compared with its Latvian and Lithuanian
neighbours, Estonia’s tuberculosis rates are relatively
low. New infections tend to affect vulnerable groups
disproportionally, especially the homeless or those
with substance abuse problems, which makes it
difficult to reach these patients. Additionally, antibiotic
resistant cases of tuberculosis represent 25 % of
infections, whereas the EU average is only 3.8 %.

1: "Healthy life years’ measure the number of years that people can expect to live free of disability at different ages.
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3 Risk factors

Behavioural risk factors account
for almost half of all deaths

Estimates show that almost half of all deaths in
Estonia (7 300 deaths) — above the EU average of
39 % of deaths - can be attributed to behavioural
risk factors, including dietary risks (4 000 deaths),

Figure 6. About half of all deaths in Estonia can be attributed to modifiable lifestyle risk factors

Dietary risks
Estonia: 26%
EU: 18%

Note: The overall number of deaths related to these risk factors (7 300) is lower than the sum of each taken individually (8 357) because the same death
can be attributed to more than one factor. Dietary risks include 14 components such as low fruit and vegetable consumption and high sugar-sweetened

beverage consumption.

Source: IHME (2018), Global Health Data Exchange (estimates refer to 2017).

Unhealthy diet is a major public
health issue in Estonia

Nutrition in Estonia can be improved in many
different ways, including by reducing sugar, salt and
fat (and in particular trans-fat) consumption and
increasing fruit and vegetables consumption. Nearly
half of the adult population (40-45 %) report that they
do not eat fruit or vegetables every day, compared
with one in three people in the EU on average.

One in five adults are obese, the third highest rate in
the EU after Malta and Latvia. Overweight and obesity
rates are also a growing issue in children as the

rates have increased substantially over the last two
decades, reaching 16 % and in 2013-14, close to the EU
average of 17 %. Estonians are less physically active
than the EU average, with 60 % of adults doing at least
150 minutes of moderate physical activity per week
compared with the EU average of 64 %. Along with
increasing physical activity, improving diet would
allow Estonia to compare more favourably with other
EU countries (Figure 7).

tobacco smoking (2 300 deaths), alcohol consumption
(1 500 deaths) and low physical activity (480 deaths)
(Figure 6). Dietary risks include low fruit and vegetable
intake and high sugar and salt consumption. Deaths
attributed to dietary risks make up 26 % of all deaths
in Estonia, higher than the EU average of 18 %.

Estonia: 10%

V-
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Figure 7. Obesity and tobacco consumption are public health concerns in Estonia

Smoking (children)

Vegetable consumption (adults) .. Smoking (adults)
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Physical activity (adults)
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Binge drinking (adults)

Q’

Obesity (adults)

Physical activity (children)
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Note: The closer the dot is to the centre, the better the country performs compared to other EU countries. No country is in the white ‘target area’ as there is

room for progress in all countries in all areas.

Sources: OECD calculations based on ESPAD survey 2015 and HBSC survey 2013-14 for children indicators; and EU-SILC 2017, EHIS 2014 and OECD Health

Statistics 2019 for adults indicators.

More than one fifth of the adult
population smoke daily

Tobacco consumption is still a major public health
concern in Estonia, particularly among men, even
though smoking rates have decreased since 2000. One
in four men still reported smoking daily in 2018, and
men are twice as likely as women to be daily smokers.
On a more positive note, regular tobacco consumption
in children has decreased over the past decade and is
now below the EU average.

Men report substantially more
binge drinking than women

In 2014, nearly one in four adults (23 %) reported
binge drinking” at least once a month, which is above
the EU average (20 %). Similar to many other risk
factors, the difference between men and women is
very marked, with 37 % of men binge drinking and
only 9 % of women. More than one third of 15-to
16-year-old adolescents in Estonia reported at least
one episode of binge drinking during the past month
in 2015 - similar to the EU average. While past policy
efforts aimed to curb alcohol consumption, the new
government elected in 2019 has softened one of these
measures (see Section 5.1).

Socioeconomic inequality, particularly
education, has a large impact on health risks

Lower educated Estonians are more likely to smoke,
which in turn contributes to reduced health and

life expectancy. Almost one third of adults (31 %)

who had not completed their secondary education
smoked daily in 2014, the highest rate of any country
in the EU. This is 11 percentage points higher than
the EU average (20 %) and more than twice as high as
Estonians with a tertiary education (14 %). Comparing
smoking across income groups presents a similar
picture, but is not as extreme: 28 % of Estonians in the
lowest income quintile smoke compared to 19 % in
the highest income quintile.

2: Binge drinking is defined as consuming six or more alcoholic drinks on a single occasion for adults, and five or more alcoholic drinks for children.
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4 The health system

Financing has become less
fragmented due to recent reform

The Ministry of Social Affairs oversees the Estonian
health system, while the Estonian Health Insurance
Fund (EHIF) pools the majority of public funds and
organises the purchasing of health care. The EHIF
operates as a semi-autonomous organisation to
facilitate health care provision, and has recently
assumed responsibility for more functions as a
result of a 2017 reform (see Box 1). Agencies under
the Ministry of Social Affairs support national
health activities such as professional certifications,
pharmaceutical quality assurance and public health.
Hospitals in Estonia are mostly owned by the state,
local governments or public legal bodies, while
primary care centres, pharmacies and outpatient
clinics (if not part of a hospital) are privately owned.
A National Health Plan (NHP), which is in the process
of being updated as of August 2019, describes the
strategies and developments of the various health
system stakeholders.

Health financing reform did not
substantially increase health funding

Estonia spends less on health care than many EU
countries — EUR 1 559 per person (adjusted for
differences in purchasing power), roughly half the EU

average of EUR 2 884 in 2017 (Figure 8). This translates

to 6.4 % of GDP, also considerably lower than the EU
average of 9.8 %.

Box 1: Estonia has broadened the revenue base
for the Estonian Health Insurance Fund (EHIF)

Estonia has historically relied solely on wage-based
contributions to finance its health insurance
system. As a result, nearly half of the Estonian
population (including children, pensioners and the
unemployed) were eligible for health insurance
without contributing to the system. Many national
and international stakeholders including WHO
were concerned that, over time, this could erode
the system's financial sustainability. In 2017, the
government passed a reform to diversify the
revenue base of the health insurance system

by adding a government transfer on behalf of
non-working pensioners. The reform also included
provisions to increase the scope of the services
financed by the EHIF. This consolidation has the
potential to strengthen strategic purchasing in

the health sector (Habicht et al, 2019). Specifically,
the EHIF will become responsible for health
services previously financed by the state,
including emergency care of uninsured persons,
tuberculosis and HIV treatment for the uninsured
and ambulance care. In addition, preventative
services — such as tobacco cessation programmes
and procurement of vaccines — will be coordinated
by the EHIF.

Figure 8. Estonia spends relatively little on health care per person
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Three quarters of Estonian health spending comes
from the single payer health insurance system, while
25.3 % of spending is from household out-of-pocket
(OOP) payments, mostly in the form of co-payments
for medicines and dental care (Section 5.2). Public
funding comes from an earmarked earnings-based
employer contribution of 13 % and, since reforming
the revenue base for health system financing, a state
budget transfer on behalf of non-working pensioners.
The budget transfer started in 2018 at 7 % of the total
pension reimbursements and will increase to 13 % in
2022, matching the contribution rate from wages.

Estonia’s health system does not guarantee
universal population coverage

The health insurance system managed by the EHIF
covers about 94 % of the population. Until a financing
reform in 2017, nearly half of the insured population
(46.6 %), including children and pensioners, did

not pay for health insurance, which shows strong
solidarity in the system. Since the reform, most
contributions come from the employed and from the
state on behalf of non-working pensioners, which
combined represent over 70 % of the population. As
part of the reform, the EHIF has taken over financing
of emergency care available to the uninsured
population. This is the first time that the EHIF is
responsible for financing health services for the entire
population, prompting national discussions about

achieving universal health coverage (Section 5.2).

Many services are provided in outpatient
settings, leading to high outpatient spending

Estonians access the health system through a primary
care network of independent general practitioners
(GPs). Secondary health care is available at hospitals
and outpatient care clinics, which can be either
publicly or privately owned. Estonia’s two largest
hospitals, located in Tallinn and Tartu, account for
50 % of specialist services. In 2016, only 53 of the
approximately 1 400 health care institutions were
classified as hospitals, a remarkable decrease from
120 hospitals in 1991, yet still high for Estonia’s
population of 1.3 million people. The number of
hospital beds, at 4.7 per 1 000 population, is lower
than the EU average of 5 per 1 000 population.

As a result of these developments, Estonia uses most
of its health spending on outpatient care (including
dental care) and proportionally has the second
highest ratio of outpatient to inpatient spending of
any EU country after Portugal. In this respect, the
spending patterns across the types of services in
Estonia differ substantially from its Baltic neighbours,
Latvia and Lithuania, which devote the majority of
resources to pharmaceuticals and hospital care. All
three countries are below the EU average for spending
on long-term care (Figure 9), which can lead to
barriers to access for elderly populations (Section 5.2).

Figure 9. Estonia’s high spending on outpatient care contrasts with its Baltic neighbours

Percentage point difference from the EU average
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and medical devices*

Prevention

Notes: Administration costs are not included. 1. Includes curative-rehabilitative care in hospital and other settings; 2. Includes home care; 3. Includes only the

health component; 4. Includes only the outpatient market.

Sources: OECD Health Statistics 2019, Eurostat database (data refer to 2017).

EU structural funds have supported
infrastructure investments

While reimbursements from the EHIF are designed to
cover infrastructure costs, many health care facilities

rely on funding from the state budget and European
Structural and Investment Funds to support these
investments. From 2014 to 2020, the EU will invest
EUR 85 million to modernise or rebuild at least 35
primary health care facilities by 2023. Other EU
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investments from 2014-20 aim to improve access

to primary care, increase children’s health services,
support community-based care and promote eHealth,
and will total EUR 140.8 million (ESIF for Health,
2016).

Too few doctors and nurses are being
trained to meet future needs

Estonia has fewer doctors (3.5 per 1 000 population)
and nurses (6.2 per 1 000 population) than the EU
average (Figure 10). The ratio of nurses to doctors

(1.8) is also below the EU average (2.3). According to
estimates from the Ministry of Social Affairs, medical
schools should admit 200 students and nursing
schools should admit 700-800 students per year in
order to cover future needs. However, the admission
quota for publicly funded training positions was

set at 185 in 2018 for medical schools and 517 in
2020 for nursing schools. The low number of nurses
is exacerbated by low number of other skilled
health professionals, including nutritionists and
physiotherapists, thereby reducing the options for
task shifting.

Figure 10. The number of doctors and nurses in Estonia is below EU averages
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Note: In Portugal and Greece, data refer to all doctors licensed to practise, resulting in a large overestimation (e.g. of around 30 % in Portugal). In Austria
and Greece, the number of nurses is underestimated as it only includes those working in hospitals.

Source: Eurostat Database (data refer to 2017 or the nearest year).

The Estonian Health Insurance Fund
offers incentives to providers

The benefits covered by the EHIF are defined

through a list of products and services with a
reimbursement price for each. After approval by the
government, EHIF contracts with providers, which
receive reimbursements for services provided, with
mechanisms including fee-for-service, per-diems and
diagnosis-related groups (DRGs). Additional payments
are given to GPs who employ a family nurse to oversee
care for patients with chronic diseases, or who
practice more than 20 km from the nearest hospital.

GPs are also compensated for the number of patients
who are registered with them and are eligible for

financial incentives, including lump sum payments
and pay-for-performance to encourage certain
activities. For example, using patient satisfaction
surveys, eHealth services and staying open outside
of normal office hours are examples of activities
that can result in bonus payments for GPs. The
EHIF sets strategic goals for doctors within the
pay-for-performance system, and in 2018, 68 % of
GP practices achieved a performance bonus, above
the 61 % goal (EHIF, 2019). In combination, these
incentives aim to increase the attractiveness of
working and provisioning in primary care, broaden the
scope of care, improve quality and balance financial
risks between purchaser and provider (European
Commission, 2019).
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5 Performance of the health system

5.1. Effectiveness

Estonia has room to improve mortality
from preventable and treatable causes

While deaths that are avoidable through more
effective health care and public health policies have
decreased for many diseases, including ischaemic

heart disease and stroke, Estonia still has higher rates

of mortality from both preventable and treatable
causes than the EU average (Figure 11). Apart from
ischaemic heart disease, which is the leading treatable
cause of death, alcohol and tobacco consumption

as well as accidental deaths are leading causes of
preventable mortality.

Figure 11. Mortality from preventable and treatable causes are high in Estonia
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Not all policies aimed at disease
prevention have taken root

Estonia has implemented several policies to reduce
smoking, contributing to a decline in the prevalence
of this risky behaviour (Section 3). In addition to
increased taxes on cigarettes, Estonia has adopted
advertising bans for tobacco products, including
banning advertisements at point of sale displays.
Smoking is restricted in indoor public areas and
workplaces, as well as in restaurants, bars and
nightclubs (although it is still allowed in specially
designated smoking rooms).

Former governments took strong action to reduce
alcohol consumption, but the new government has
relaxed one of these measures by reducing excise
taxes on alcohol from July 2019. Despite climbing
overweight and obesity rates, not much action

has been taken on the issue, although the current
government’s working programme includes the Green
Paper on nutrition and physical activity, with a due
date of November 2019.

Immunisation coverage for children
has dropped below the EU averages

All the vaccines in Estonia’s national immunisation
schedule are publicly funded but vaccination is
voluntary. GPs and school nurses are responsible for
vaccinating children (Rechel, Richardson & McKee,
2018). Estonia’s vaccination rates for children do not
meet the WHO recommended target of 95 % and are
declining. In 2007, two-year-olds had vaccination
rates of 96 % for measles and 95 % for hepatitis

B, diphtheria, tetanus and pertussis. However, in
2018, the rates for diphtheria, tetanus and pertussis
declined to 92 %, the hepatitis B vaccination rate
dropped to 93 % and the measles vaccination rate
fell to only 87 % (Figure 12). The change in measles
vaccination rates is especially concerning, as it
dropped six percentage points in one year.

Estonia has the second lowest influenza vaccination
rate among people aged 65 and over in the EU: 5 %
compared to an EU average of 44 % and far below the
WHO recommendation of 75 %. The vaccine is not
part of the immunisation schedule and is not covered
by statutory health insurance. Two pilot programmes
began in 2019 to address the low influenza
vaccination rates (Box 2).

Figure 12. Influenza vaccination rates among people
aged 65 and over are extremely low
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Diphtheria, tetanus, pertussis
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Note: Data refer to the third dose for diphtheria, tetanus, pertussis and
hepatitis B, and the first dose for measles.

Sources: WHO/UNICEF Global Health Observatory Data Repository for
children (data refer to 2018); OECD Health Statistics 2019 and Eurostat
Database for people aged 65 and over (data refer to 2017 or nearest year).

Influenza
Among people aged 65 and over

Box 2: New pilots aim to tackle low influenza
vaccination rates

In response to low vaccination rates, Estonia
developed two initiatives aimed at improving
immunisation coverage for influenza. First, starting
in 2019, the seasonal influenza vaccine will be
available for people living in nursing homes, with

costs covered by the state. Additionally, a pilot in
October and November 2018 allowed Estonians

to receive the influenza vaccine at pharmacies
from trained health care workers. During this time,
Estonia ran a marketing campaign to increase
awareness and encourage citizens to protect
themselves from the influenza virus.
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Investments in primary care hospital admissions (Atun et al, 2016). Nevertheless,
resulted in decreasing levels of a government assessment indicates that nearly half
avoidable hospital admissions (49 %) of patients seeking emergency care could

have received care from their GP (National Audit
Avoidable hospital admissions in Estonia are Office, 2018). Overall, further efforts could be made
among the lowest in Europe for asthma and chronic to prevent hospital admissions and increase the
obstructive pulmonary disease (COPD), and around coordination of care.

average for diabetes and congestive heart failure
(Figure 13). An Estonian study suggests that primary
care has contributed to the reduction of avoidable

Figure 13. Estonia has lower avoidable admissions than the EU average
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Source: OECD Health Statistics 2019 (data refer to 2017 or nearest year).
Government actions have led to dramatic introduced to continue progress on the HIV epidemic,
decreases in newly reported HIV cases with the goal of halving the number of new HIV
infections by 2025. The plan is supported by budget
For many years, Estonia had the highest rate of newly increases for both HIV prevention and treatment.
reported HIV cases in the EU, with infection rates in The EHIF will assume responsibility of procuring HIV
the mid-2000s close to 50 per 100 000 population, medications as part of the health financing reform, in
but the rate has declined in recent years to 17 per an effort to increase efficiency in purchasing.

100 000 population in 2017 (Figure 14). In December
2017, the National HIV Action Plan for 2017-2025 was

Figure 14. The number of newly reported cases of HIV has declined in Estonia
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Source: ECDC & WHO Regional Office for Europe, HIV/AIDS Surveillance in Europe 2017,
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Mortality rates after hospital admission suggest
scope to improve quality of hospital care

The 30-day mortality rates after hospital admission
provide an indication of hospital care quality and the
effectiveness of medical interventions. In Estonia,

12 patients per 100 000 population died from heart
attack and 17 died from stroke within 30 days from
being admitted to hospital. This is higher than the EU
average, although lower than in Latvia and Lithuania
(Figure 15).

Cancer care outcomes are improving
despite low levels of screening

Although cancer screening rates in Estonia are
improving, they remain low by EU standards. In 2017,
only 56 % of women aged 50-69 had been screened for
breast cancer within the preceding two years and only
around 50 % of women aged 20-69 had been screened
for cervical cancer over the same period, compared
with an EU average of over 60 % in both cases.

However, the quality of cancer care has improved
over the past decade, and Estonians are seeing
progressively higher survival rates of lung, breast,
prostate and colon cancers. Five-year survival
rates after diagnosis for most forms of cancer are
approaching those elsewhere in the EU (Figure 16).

Figure 15. Deaths from heart attack and stroke after
hospital admission exceed EU averages
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Note: Figures are based on patient data and have been age—sex
standardised to the 2010 OECD population aged 45+ admitted to hospital
for AMI and ischaemic stroke.

Source: OECD Health Statistics 2019 (data refer to 2017 or nearest year).

Figure 16: Cancer five-year survival rates have improved and are near EU averages

WO

Prostate cancer
Estonia: 86 %
EU26: 87 %

Breast cancer
Estonia: 77 %
EU26: 83 %

©® QP

Colon cancer
Estonia: 58 %
EU26: 60 %

Lung cancer
Estonia: 17 %

EU26:15 %

Note: Data refer to survival five years after diagnosis for people diagnosed between 2010 and 2074.

Source: CONCORD programme, London School of Hygiene and Tropical Medicine.
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5.2. Accessibility

Estonia has the highest level of unmet needs
in the EU, mainly due to long waiting lists

self-reported unmet needs in Estonia, with 10.5 %

of the population reporting this as the major factor
compared to the EU average of 0.7 %. While to some
extent this may reflect higher expectations from the
population in comparison to other Baltic countries, it
does point to a serious problem with waiting times.

Across all income levels, 11.8 % of Estonians report
that their health needs are not met, compared to

an EU average of 1.7 % (Figure 17). While unmet
needs due to financial barriers are lower in Estonia
(0.7 %) than the EU average (1.0 %), unmet needs due
to distance are higher at 0.6 % (0.1 % EU average).
However, waiting lists account for most of the

Figure 17. Estonians face the highest level of unmet needs in the EU
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Note: Data refer to unmet needs for a medical examination or treatment due to costs, distance to travel or waiting times. Caution is required in comparing
the data across countries as there are some variations in the survey instrument used.

Source: Eurostat Database, based on EU-SILC (data refer to 2017).

The health system struggles to
meet waiting time limits

The EHIF sets maximum waiting times for different
types of care, including acute primary care, non-acute
primary care, specialised outpatient care, day surgery
and inpatient care. While appointments for primary
care generally comply with the maximum waiting
times, this is not the case for other categories of care.
The EHIF defines a maximum waiting times of six
weeks for a specialised outpatient care appointment;
however, only 55 % of patients have appointments
within this time frame (although the rate is up

from 50 % in 2013). These access problems may be
attributed to incentives that reward moving from
primary care to specialised care, to limited services
provided in primary care and/or to insufficient
gatekeeping.

The trends in day care, which refers to day surgery
and some types of non-surgical day care (e.g.,
chemotherapy, dialysis), and inpatient care are more
worrying. Both have a maximum waiting times of
eight months, but the health system’s ability to meet
this target has declined since 2013 (Figure 18). In
2013, 98 % of patients waiting for day care and 90 %
of patients waiting for inpatient care were able to
have appointments within eight months, but this
has decreased to 83 % and 73 %, respectively, in
2017. Given the already high levels of self-reported
unmet needs due to waiting times, a continuation of
these trends could further exacerbate the challenges
Estonians face in accessing timely care (Kadarik,
Masso & Vork, 2018).
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Figure 18. Patients are unable to obtain appointments within EHIF-set waiting times
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Source: EHIF data on waiting times, 2019.

Every year, the EHIF records people’s satisfaction with
the accessibility of health care. In 2018, only 52 % of
Estonians were satisfied with access, down from a
high of 60 % in 2007 (EHIF, 2019). The NHP maintains
a target of 68 % of the population being satisfied with
access to care, which is unlikely to be achieved if
current trends continue.

Barriers to access are experienced particularly
by individuals needing long-term care

Individuals requiring both social and health care,
particularly older people, face challenges in accessing
the care they need. In Estonia, around 42 % of the
population aged 65 and older are at risk of poverty
and social exclusion compared to the EU average

of 15 % in 2017 (Council of the European Union,
2019). Long-term care spending in Estonia (5.9 % of
health spending) is below the EU average (16.3 %)

and organised at the municipal level with a heavy
reliance on informal caregivers and OOP spending.
Additionally, medical care is not provided in
long-term care facilities, which leads to uneven, and
often insufficient, social and health care services for
older populations. Investments in this area, including
propagation of new care coordinator roles (see
Section 5.3), could improve accessibility for this group.

Significant structural changes would be
needed to achieve universal health coverage

Only 94 % of Estonians are covered by health
insurance, and recent evidence from a 2018 study
uncovered more information about the gaps in
coverage (Koppel et al, 2018, Box 3). In November 2017,
only 86 % of the working-age population were insured
throughout the whole year, and many experienced
temporary periods of not being insured. Uninsured

2015 2016 2017

Estonians have access to emergency care only — not to
preventative services, primary health care, medicines
or non-emergency specialist care - resulting in
significant health disparities.

Box 3. Understanding the uninsured in Estonia

Until 2018, no comprehensive review presented

a clear picture of who made up the uninsured

in Estonia. A PRAXIS study has found that

since health coverage in Estonia is linked to
employment, individuals with part-time work,
unstable jobs or informal employment may
experience insecure coverage. Furthermore,
different legislation describes over 50 criteria
defining eligibility for health insurance, which
makes it difficult for Estonian citizens to navigate
the system and avoid falling through the cracks.
In general, the non-Estonian speaking population
(which account for approximately a quarter of the
population) and those with lower income levels
are more likely to be uninsured.

The study also found that if Estonia were to make
changes within the framework of its existing
system, it could only expect to see an increase of
the insured population by one percentage point.
Therefore, a larger investment would be required
to achieve universal population coverage. With
the consolidation of functions as part of the
health financing reform, the EHIF has taken over
services for the uninsured from the Ministry of
Social Affairs, and is now responsible for the entire
population. This has spurred the conversation
about universal population coverage in Estonia but
so far, no commitment to this issue has surfaced.
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Pharmaceuticals and dental care contribute
most to out-of-pocket spending

Estonia spends 23.6 % of health expenditure on OOP
spending, above the EU average of 15.8 % but below
the target of 25 % stated in the Estonian National
Health Plan. Pharmaceuticals and dental care make
up the largest part of OOP spending and are both
above EU averages (Figure 19). Estonia has updated
the level of reimbursements for both pharmaceuticals
and dental care in recent years with the aim of
limiting OOP spending.

During the recession, Estonia dropped adult dental
coverage in order to save costs, but has reintroduced
it more recently. Starting in 2017, Estonia made
available a new dental care benefit package that
covers the essential dental care for all adults

as well as a 50 % co-insurance up to a EUR 40
annual maximum reimbursement for basic dental
services (or a 15 % co-insurance up to EUR 85 for
more vulnerable individuals). However, the EHIF
reimbursements to dentists often fall below market
rates, especially in cities, so some dentists have

abstained from signing EHIF contracts in favour of
continuing private practice. As a result, more time

is needed to determine how the reform in dental
coverage will influence Estonians’ access to, and OOP
spending on, dental care.

Estonia has also introduced reforms to lower OOP
spending on pharmaceuticals dispensed outside
hospitals. After recent reforms, if an individual’s

total expenditure on prescription medications in a
year is more than EUR 100, the EHIF automatically
reimburses 50 % of the OOP cost between EUR 100-300
(from 2018); and if it is above EUR 300, it reimburses
90 % of the OOP cost (since 2015).

First results show that the reform has considerably
increased the number of beneficiaries of reimbursed
pharmaceuticals who receive additional cost
reductions. In 2017, 0.7 % of beneficiaries received
additional benefits at an average of EUR 129 per
person - this increased sharply to 15.6 % with an
average of EUR 77 per person in 2018. Consequently,
the average OOP expenditure per prescription
decreased from EUR 6.83 in 2017 to EUR 6.31in 2018
(EHIF, 2019).

Figure 19. Estonia’s out-of-pocket expenditure is higher than the EU average
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Source: OECD Health Statistics 2019 (data refer to 2017).
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5.3. Resiliences

The health financing reform made the EHIF
less vulnerable but challenges remain

The reform to broaden Estonia’s revenue base for
health insurance to include non-working pensioners
in addition to the working population (Section 4) will
increase the financial sustainability of the health
system. The previous reliance on wage-earning
individuals as the sole stream of income posed a
serious risk to the Estonian health system, but this
has now been eliminated. In addition, the reform
pools resources under the EHIF and strengthens the
purchasers’ role in the health system. More time is
needed to determine whether these changes will
improve access, increase care coordination and
enhance efficiency.

The reform is not expected to substantially increase
the currently low health spending in Estonia;
therefore, it may not provide sufficient funds to
support the medical needs of the ageing population
and increasing prevalence of chronic diseases. Nor
is it likely to support universal population coverage,
as more structural reforms will be required in order
to insure all Estonians. Moreover, it will not provide
sufficient resources to fund infrastructure costs,

as Estonia relies heavily on investments from EU
Structural and Investment Funds to modernise its
health infrastructure. While the EHIF does have
accumulated reserves, structural changes, as well
as increased funding, may be required to ensure
the long-term financial sustainability of the health
system.

Skill mix arrangements will be difficult to
change until workforce challenges are resolved

Human resources shortages, particularly among
nurses, continue to challenge the resilience of the
Estonian health system (Section 4). The number of
nursing graduates decreased from 467 in 2013 to 426
in 2016, and estimates predict that 700-800 nursing
school graduates are needed to support future health
care needs.

Health professionals are increasingly concentrated in
the two cities of Tartu and Tallinn. Rural areas have
become less attractive for health professionals due
to a lack of financial incentives, heavy workloads in
primary care and limited availability of technology
and clinical expertise in specialist care. Moreover,
non-health system factors, including educational
opportunities for children, access to services and
employment opportunities for spouses, are less
prevalent in rural areas.

Additionally, trained professionals, including
physiotherapists, care coordinators, nutritionists and
dietitians, will be required to care for an increasingly
older and overweight population, but incentives to
practise in these disciplines remain limited. Without
more trained health care professionals, objectives
related to task shifting will be difficult to achieve.

More positively, Estonia is in the process of piloting a
new approach for patients with complex care needs
by introducing a care coordinator role in several
municipalities. These care coordinators are tasked
with bridging the gap between GPs and social workers
in order to organise care in a more patient-centred
way. The full results from this pilot are expected

in the autumn of 2019. Additionally, Estonia has
introduced a new model for primary health care
centres which use group practices and an extended
team to provide more integrated care.

Estonia generally has an efficient health system
with a sharpened focus on outpatient care

A basic insight into the cost-effectiveness of the
Estonian health system can be gained by relating
mortality from treatable causes to health spending.
While Estonia compares favourably in outcomes
with some EU Member States with similar health
expenditure, including Lithuania and Hungary, other
countries such as Croatia and Poland spend less than
Estonia on health and have lower mortality from
treatable causes (Figure 20). This indicator suggests
that Estonia has some potential efficiency gains
within its health system.

Estonia’s focus on moving away from inpatient care
is reflected in key indicators. The average length of
stay for inpatient care has fallen from 9.2 days in
2000 to 7.6 days in 2017, slightly less than the EU
average (7.9 days). Inpatient care discharges are also
lower in Estonia (16 640 per 100 000 population)
than the EU average (17 230 per 100 000), while the
number of beds has declined from over 7 to 4.7 per
1 000 population between 2000 and 2017, compared
with the EU average of 5.0. Given the considerable
reduction in the number of hospital beds, Estonia’s
occupancy rate has remained fairly stable: between
68 % and 72 % since 2004.

Other efficiency indicators reflect the trend of
increased use of outpatient care and day surgery. As
described in Section 4, Estonia has one of the highest
ratios of outpatient to inpatient spending among EU
Member States, reflecting a system-wide emphasis
on ambulatory procedures. This includes cataract

3: Resilience refers to health systems’ capacity to adapt effectively to changing environments, sudden shocks or crises.
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surgery, where 99 % of patients leave on the same day suggests these incentives work and should continue.
of treatment, one of the highest percentages in the EU. However, this may inadvertently contribute to waiting
lists and unmet needs in specialist care, which (as
described in Section 5.2) pose a considerable problem
in Estonia.

The EHIF uses incentives in its contracts to encourage
specialist outpatient procedures, and evidence

Figure 20. Some EU countries with similar spending levels are more successful in treating patients
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Health technology assessment informs Box 4. Estonia has advanced eHealth services
reimbursement decisions : o S
Estonia has advanced in digital innovation in
The EHIF defines the benefit package and price list health, and provides many health tools and
for health services, pharmaceuticals and medical services online. These include electronic health
products and uses a systematic approach to add records, national image archiving, ePrescriptions,
new benefits. The price list contains over 2 000 eReferrals, eAmbulance and eConsultations. Most
items with a range of payment mechanisms, and recently, Estonia has introduced a central system
is updated at least once a year. Most hospital and for booking appointments, beginning in specialist
outpatient medical care is covered by the EHIF, ambulatory care but with plans to expand to GPs
with pharmaceuticals, dental care and therapeutic and dental care. A data exchange system allows
appliances often using elements of cost-sharing linkages between various eServices in both the
(Section 5.2). The Ministry of Social Affairs and the public and private sectors, and more than 96 % of
EHIF use health technology’ assessment to assess Estonians hold an ID card that allows for dlglta|
the cost-effectiveness of new treatment measures, authentication and access to eServices via the
procedures and pharmaceuticals’ providjng a Internet. Addltlonally, the EHIF has used electronic
systematic decision-making tool for policymakers billing data since the late 1990s, ahead of many

and the EHIF to determine reimbursement. Estonia’s other EU Member States.
advancements in eHealth similarly facilitate clinical

outcomes, as described in Box 4. The high level of digitisation in Estonia can

potentially lead to better health outcomes.

For example, doctors can access a patient's full
prescription history online, which helps prevent
adverse medication interactions. However, some
challenges in interoperability remain, especially
relating to integrating eHealth solutions to care
processes, outcome measurements and clinical
decision-making.
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Estonia can further increase its use of generics

Estonia’s use of generics has increased to 36 % of total
pharmaceutical volume in 2017, up from 29 % in 2007
(Figure 21). However, this rate falls below the EU as a
whole (50 %) and neighbouring Latvia has a generics
volume of 74 %. Estonia also spends less of its total
pharmaceutical spending on generics (16 %) than

the EU average (23 %). Estonia could increase its use
of policy mechanisms including mandatory generic
substitution and awareness campaigns to increase the
use of generic medicines.

The existing National Health Plan does
not contain accountability mechanisms

The first NHP, covering 2009-20, set broad health goals
but did not introduce effective strategic planning
measures or accountability mechanisms. As a result,
Estonia did not meet some of the targets of the NHP,
including patient satisfaction indicators. The new NHP
will contain three pillars: healthy choices, supportive
environment for health and person-centred health
care system, and is expected to be supported by more
detailed operational plans. As of August 2019, the

new NHP has gone through public consultation and
according to the government’s working plan, it should
be adopted by the end of the year.

Figure 21. Estonia uses fewer generic medicines than other EU countries
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6 Key findings

The life expectancy of the Estonian people
continues to rise, and rapidly approaches

the EU average of 80.9 years. Estonia has
experienced the highest increase in life
expectancy in the EU between 2000 and 2017
—from 71.1 up to 78.4 years. However, wide
inequalities exist across gender, regional,
income, and educational groups. Three out of
four Estonians in the highest income quintile
consider themselves to be in good health
compared with only one in three in the lowest
income quintile, the highest gap in Europe.

Unhealthy lifestyle factors, including
smoking, binge drinking, poor diet and lack
of physical activity, result in nearly half

of all deaths being attributed to these risk
factors, a proportion that is higher than the
EU average of 39 %. Estonia has the third
highest adult obesity rate in Europe, with
worrisome trends in children. Although
smoking rates and alcohol consumption have
declined, the higher prevalence of these risky
behaviours among men contributes to their
life expectancy being nine years lower on
average than that of women. Recent policies
on smoking and drinking and a lack of policies
to curb the rise in obesity may not do enough
to reach the population and especially more
vulnerable groups.

Health spending per capita in Estonia is
approximately half the EU average, at EUR
15591in 2017. Three quarters of health
spending comes from government and
compulsory insurance schemes, while 24 % of
spending consists of out-of-pocket payments,
largely in the form of co-payments for
outpatient medicines and dental care. A large
part of spending is allocated to outpatient
services, as Estonia relies on general
practitioners and outpatient specialists to
provide the primary point of care.

e Many Estonians report that their health needs

are not met, with 11.8 % of them experiencing
unmet needs compared to an EU average

of 1.7 %. This is largely due to waiting lists:
Estonians are 15 times more likely to report
unmet needs due to waiting lists than the

EU average. Waiting lists are most common

in specialist care, although day surgery and
inpatient care are increasingly provided
outside the time frames set by the health
insurance system.

In 2017, the Estonian government passed

a reform to diversify the revenue base of

its single-payer health insurance system.
Previously, financing came from an earmarked
earnings-based employer contribution on
wages. Starting from 2018, the government
has added a contribution on behalf of
pensioners to improve the fiscal sustainability
of the health system. In effect, this change
also increases the scope of the Estonian
Health Insurance Fund to purchase health
services for the entire population and not
only the 94 % who have insurance. Although
this reform will improve fiscal sustainability,
the currently low spending level in the

health system is not expected to increase
substantially.

Targeted investments in key areas, including
health technology assessment, primary
health care and eHealth, offer promising
opportunities to increase the resilience of

the health system in the future. However,
insufficient supply of newly trained doctors
and especially nurses may compromise

the health system in the upcoming years,
particularly in light of the increasing
prevalence of chronic diseases and the
subsequent need for more integrated care.
Generally low levels of spending on health, as
well as an excessive reliance on EU Structural
and Investment Funds for capital investments,
may threaten broader goals, including
universal health coverage.
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