Health at a Glance:
Europe 2018

STATE OF HEALTH IN THE EU CYCLE







Health at a Glance:
Europe 2018

STATE OF HEALTH IN THE EU CYCLE



This work is published under the responsibility of the Secretary-General of the OECD. This
publication has been produced with the financial and substantive assistance of the
European Union. The opinions expressed and arguments employed herein do not
necessarily reflect the official views of OECD member countries or the European Union.

This document, as well as any data and any map included herein, are without prejudice to
the status of or sovereignty over any territory, to the delimitation of international frontiers
and boundaries and to the name of any territory, city or area.

Please cite this publication as:
OECD/EU (2018), Health at a Glance: Europe 2018: State of Health in the EU Cycle, OECD Publishing, Paris.
https://doi.org/10.1787/health_glance_eur-2018-en

ISBN 978-92-64-30334-8
ISBN 978-92-64-30335-5
ISBN 978-92-64-30686-8
ISBN 978-92-64-30685-1

print)
PDF)
HTML)
epub)

Series: Health at a Glance: Europe
ISSN 2305-607X (print)
ISSN 2305-6088 (online)

European Union

ISBN 978-92-79-88852-6 (print)

ISBN 978-92-79-88853-3 (PDF)

Catalogue number: EW-01-18-697-EN-C (print)
Catalogue number: EW-01-18-697-EN-N (PDF)

Revised version, February 2019.
Details of revisions available at:
wwuw.oecd.org/about/publishing/Corrigendum_Health_at_a_Glance_Europe_2018.pdf

Note by Turkey: The information in this document with reference to “Cyprus” relates to the southern part of the
Island. There is no single authority representing both Turkish and Greek Cypriot people on the Island. Turkey
recognises the Turkish Republic of Northern Cyprus (TRNC). Until a lasting and equitable solution is found within the
context of the United Nations, Turkey shall preserve its position concerning the “Cyprus issue”.

Note by all the European Union Member States of the OECD and the European Union: The Republic of Cyprus is recognised

by all members of the United Nations with the exception of Turkey. The information in this document relates to the
area under the effective control of the Government of the Republic of Cyprus.

Photo credits: Cover © baselinearts.co.uk.

Corrigenda to OECD publications may be found on line at: www.oecd.org/about/publishing/corrigenda.htm.
© OECD/European Union 2018

You can copy, download or print OECD content for your own use, and you can include excerpts from OECD publications, databases and
multimedia products in your own documents, presentations, blogs, websites and teaching materials, provided that suitable
acknowledgment of the source and copyright owner is given. All requests for public or commercial use and translation rights should be
submitted to rights@oecd.org. Requests for permission to photocopy portions of this material for public or commercial use shall be
addressed directly to the Copyright Clearance Center (CCC) at info@copyright.com or the Centre francais d’exploitation du droit de copie
(CFC) at contact@cfcopies.com.



https://doi.org/10.1787/health_glance_eur-2018-en
http://www.oecd.org/about/publishing/corrigenda.htm
mailto:rights@oecd.org
mailto:info@copyright.com
mailto:contact@cfcopies.com

FOREWORD

Foreword

This 2018 edition of Health at a Glance: Europe marks the start of a new State of Health in
the EU cycle by the European Commission designed to assist EU Member States in improving the
health of their citizens and the performance of their health systems.

Two overarching trends warrant special mention. First, the steady increase in life expectancy
has slowed considerably in many EU countries due to a slower rate of reduction of cardiovascular
deaths and an increase in the number of deaths among the elderly during winter months in recent
years. Second, large inequality in life expectancy persists. Across the EU, people with a low level of
education can expect to live six years less than those with a high level of education.

We need more protection and prevention. More than 1.2 million people die prematurely
every year in EU countries — this could be avoided through better disease prevention policies and
more effective health care interventions. On the one hand, we must tackle the misinformation about
vaccines and address population hesitancy about childhood vaccination, as outlined in the
recommendation proposed to the Council of the EU earlier this year. At the same time, many lives
could be saved by redoubling efforts to prevent unhealthy lifestyles. Some 790 000 EU citizens die
prematurely each year from tobacco smoking, alcohol consumption, unhealthy diets and lack of
physical activity. Policies to control tobacco and harmful consumption of alcohol or to halt obesity
therefore need to be actively pursued.

This edition of Health at a Glance: Europe also makes a strong case for promoting mental
health and preventing mental illness. The total costs of mental health problems — which include the
costs to health systems and social security programmes, but also lower employment and worker
productivity — are estimated to amount to more than 4% of GDP across EU countries, equivalent to
over EUR 600 billion per year. Promoting mental health and improving access to treatment for people
with poor mental health should be a priority.

We need more effective and people-centred health systems. Health systems have
achieved remarkable progress in treating life-threatening diseases such as heart attacks, strokes and
various cancers, yet wide disparities in survival rates persist not only between countries but also
among hospitals and health care providers within each country.

It is not enough to only collect data on mortality. Health care needs to place people at the centre,
which requires asking patients more systematically whether they are better, or worse, following
different health care interventions. We must also measure how well the primary care sector is
managing the growing number of people living with one or more chronic conditions. The OECD and
the European Commission are working together with countries to fill these critical data gaps on
patient-reported experience and outcome measures.

We need to improve access to health care. Universal health coverage — a key Sustainable
Development Goal — and timely access to affordable, preventive and curative health care — a key
principle of the European Pillar of Social Rights — should remain central to policy action. Recent
data on the unmet health care needs are encouraging; fewer EU citizens report foregoing care due to
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financial reasons, distance from services or waiting times. The gap between the poor and the
wealthy, however, remains too large. Poor Europeans are on average five times more likely to have
problems accessing health care than richer ones, and policies must prioritise financial protection for
disadvantaged groups.

Finally, we need more resilient health systems. As health systems evolve, they must
become more resilient and adapted to rapidly changing environments and needs. In this edition of
Health at a Glance: Europe, we highlight the importance of reducing wasteful spending, and the
potential gains for efficiency and sustainability of health systems. Evidence from various countries
suggests that up to one-fifth of health spending is wasteful and could be reallocated to better use. For
example, too many hospital admissions reflect failures in the management of health problems in the
community and consume over 37 million bed days each year across the EU. The digital
transformation of health and care, a key component of the EU’s Digital Single Market, offers
tremendous potential for improving the prevention, detection and management of chronic diseases,
as well as improving health system management and research.

The OECD and the European Commission will work closely together with policymakers and
other key stakeholders throughout the State of Health in the EU cycle, to help promote policies that
will deliver both longer and healthier lives for all EU citizens.

Angel Gurria Vytenis Andriukaitis
Secretary-General European Commissioner
Organisation for Economic Co-operation for Health and Food Safety

and Development
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Executive summary

H ealth at a Glance: Europe 2018 presents comparative analyses of the health status of EU
citizens and the performance of the health systems of the 28 EU Member States,
5 candidate countries and 3 EFTA countries. It is the first step in the State of Health in the EU
cycle of knowledge brokering. This publication has two parts. Part I comprises two
thematic chapters, the first focusing on the need for concerted efforts to promote better
mental health, the second outlining possible strategies for reducing wasteful spending in
health. In Part II, the most recent trends in key indicators of health status, risk factors and
health spending are presented, together with a discussion of progress in improving the
effectiveness, accessibility and resilience of European health systems.

Making the case for greater priority to improving mental health

e Mental health is critical to individual well-being, as well as for social and economic
participation. Yet, according to recent estimates, more than one in six people across EU
countries had a mental health issue in 2016, equivalent to about 84 million people.
Moreover, in 2015 the deaths of more than 84 000 people in EU countries were attributed
to mental illness or suicide.

“The total costs of mental ill-health are estimated at more than 4% of GDP - or over
EUR 600 billion — across the 28 EU countries”

e The economic and social costs of mental illness are substantial. The total costs of mental
ill-health are estimated at more than 4% of GDP - or over EUR 600 billion — across the
28 EU countries. EUR 190 billion (or 1.3% of GDP) reflects direct spending on health care,
another EUR 170 billion (1.2% of GDP) is spent on social security programmes, while a
further EUR 240 billion (1.6% of GDP) represents indirect costs to the labour market due
to lower employment and productivity.

e The heavy individual, economic and social burdens of mental illness are not inevitable.
Many European countries have in place policies and programmes to address mental
illness at different ages. However, much more can be done to manage and promote
mental health.

Reducing wasteful spending to make health systems more effective and resilient

“Evidence from various countries suggests that up to one-fifth of health spending is wasteful
and could be reallocated to better use”

e Wasteful spending occurs when patients receive unnecessary tests or treatments or
when care could have been provided with fewer and less costly resources. Evidence from
various countries suggests that as much as one-fifth of health spending is wasteful and
could be reduced or eliminated without undermining quality of care. Reducing wasteful
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spending not only contributes to health system resilience, but helps achieve and
maintain universal access to effective care.

e When it comes to hospitals, many admissions could be avoided with better management
of chronic conditions in the community. Potentially avoidable admissions for conditions
such as asthma and diabetes consume over 37 million bed days each year across the EU.
Unnecessarily delayed discharges are also costly for hospitals, and many discharge-
ready patients occupy beds that could be used for patients with greater needs.

e When it comes to pharmaceuticals, minimising waste and optimising the value derived
from medicine spending are also critical to achieving efficient and sustainable health
systems. A mix of policy levers can support this goal, including: 1) ensuring value for
money in the selection and coverage, procurement and pricing of pharmaceuticals
through Health Technology Assessment; 2) exploiting the potential savings from
generics and biosimilars; 3) encouraging rational prescribing; and 4) improving patient
adherence.

Gains in life expectancy have slowed in many EU countries, and large
inequalities persist
e While life expectancy increased by at least 2 to 3 years over the decade from 2001 to 2011
in all EU countries, the gains have slowed down markedly since 2011 in many countries
particularly in Western Europe, increasing by less than half a year between 2011 and
2016. This slowdown appears to have been driven by a slowdown in the rate of reduction
of deaths from circulatory diseases and periodical increases in mortality rates among
elderly people due partly to bad flu seasons in some years.

“People with a low level of education can expect to live six years less than those with a high
level of education”

e Large disparities in life expectancy persist not only by gender, but also by socioeconomic
status. On average across the EU, 30-year-old men with a low level of education can expect
to live about 8 years less than those with a university degree (or the equivalent), while the
“education gap” among women is narrower, at about 4 years. These gaps largely reflect
differences in exposure to risk factors, but also indicate disparities in access to care.

Putting a greater focus on preventing risk factors

e While smoking rates in both children and adults have declined in most EU countries,
about one-fifth of adults still smoke every day, and as many as one in four in countries
with less advanced tobacco control policies.

e Alcohol control policies have reduced overall alcohol consumption in several countries,
but heavy alcohol consumption among adolescents and adults remains an important
public health issue. In EU countries, nearly 40% of adolescents report at least one “binge
drinking” event in the preceding month, and more than 40% of young men aged 20-29
also report heavy episodic drinking.

“At least one in six adults are obese across EU countries, with wide disparities by
socioeconomic status”

e The prevalence of obesity continues to increase among adults in most EU countries, with at
least one in six defined as obese. Inequality in obesity remains marked: 20% of adults with
a lower education level are obese compared with 12% of those with a higher education.
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Strengthening the effectiveness of health systems can reduce premature
mortality

“More than 1.2 million deaths could have been avoided in EU countries in 2015 through better
public health policies or more effective and timely health care”

e More than 1.2 million people in EU countries died in 2015 from diseases and injuries that
could have been avoided either through stronger public health policies or more effective
and timely health care.

e Vaccine-preventable diseases have resurged in some parts of Europe in recent years,
pointing to the importance of promoting effective vaccination coverage for all children
across all EU countries.

e It is estimated that 790 000 people in EU countries died prematurely in 2016 due to
tobacco smoking, harmful consumption of alcohol, unhealthy diets and lack of physical
activity.

e The quality of acute care for life-threatening conditions has improved in most countries
over the past decade. Fewer people die following a hospital admission for acute myocardial
infarction (a 30% reduction on average between 2005 and 2015) or stroke (a reduction of
over 20% during this same period). However, wide disparities in the quality of acute care
persist not only between countries but also between hospitals within each country.

e Remarkable progress has also been achieved in cancer management through the
implementation of population-based screening programmes and the provision of more
effective and timely care. Survival rates for various cancers have never been higher, yet
there is still considerable room for further improvement in cancer management in many
countries.

Ensuring universal access to care is critical to reducing health inequalities

“Unmet health care needs are generally low in EU countries, but low-income households are
five times more likely to report unmet needs than high-income households”

e Unmet health care needs are an important measure of accessibility. Recent survey data
show that in most EU countries the share of the population reporting unmet care needs
is generally low and has declined over the past ten years. Yet, low-income households
are still five times more likely to report unmet care needs than high-income households,
mainly for financial reasons.

e In addition to being affordable, health services must also be accessible when and where
people need them. While the numbers of doctors and nurses in nearly all EU countries
have increased over the past decade, shortages of general practitioners are common,
particularly in rural and remote areas.

e Long waiting times for elective surgery is an important policy issue in many EU countries
as it impedes timely access to care. In many of these countries, waiting times have
worsened in recent years as the demand for surgery has increased more rapidly than the

supply.

Strengthening the resilience of health systems

e Health systems need to respond more efficiently to changing health care needs driven by
demographic changes and exploit more fully the potential of new digital technologies to
strengthen prevention and care.
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e In 2017, health spending accounted for 9.6% of GDP in the EU as a whole, up from 8.8% in
2008. Population ageing means not only that health care needs will increase in the
future, but also that there will be increasing demand for long-term care. Indeed,
spending on long-term care is expected to grow faster than spending on health care.

“New digital technologies have the potential to promote more healthy ageing and more people-
centred care”

e New digital technologies offer great opportunities to promote healthy ageing and achieve
more efficient and people-centred care. The use of Electronic Medical Records and
ePrescribing is growing across EU countries, and growing numbers of EU residents use
the internet to obtain health information and access health services, although there are
disparities by age and socioeconomic groups.

e Population ageing requires profound transformations in health systems, from a focus on
acute care in hospitals to more integrated and people-centred care in the community.
Many EU countries began this transformation over a decade ago - for example by
reducing hospital capacity and average length of stay, and strengthening community
care - but the process still requires ongoing, long-term effort.

Monitoring and improving the State of Health in the EU

14

Health at a Glance: Europe 2018 is the result of ongoing and close collaboration between
the OECD and the European Commission to improve country-specific and EU-wide
knowledge on health issues as part of the Commission’s State of Health in the EU cycle.

In 2016, the European Commission launched the State of Health in the EU cycle to assist EU
Member States in improving the health of their citizens and the performance of their health
systems. Health at a Glance: Europe is the first product of the two-year cycle, presenting every
even-numbered year extensive data and comparative analyses that can be used to identify
both the strengths and the opportunities for improvement in health and health systems.

The second step in the cycle is the Country Health Profiles for all EU countries. The next
edition of these profiles will be published in 2019 jointly with the European Observatory on
Health Systems and Policies, and will highlight the particular characteristics and
challenges for each country. After a Companion Report that the European Commission
presents along with the profiles, the final step in the cycle is a series of Voluntary Exchanges
with Member States. These are opportunities to discuss in more detail some of the
challenges and potential policy responses.

Info: ec.europa.eu/health/state.
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Readers’ guide

Health at a Glance: Europe 2018 presents key data and analysis of health and health
systems in the 28 EU member states, 5 candidate countries and 3 European Free Trade
Association countries.

The publication is divided in two parts. PartI contains two thematic chapters
focussing on important, but often neglected, public health and health care issues. The first
chapter assesses the health and economic burden of mental health problems across EU
countries, making the case for greater efforts to promote better mental health at all ages.
The second chapter looks at wasteful spending in health systems, focussing in particular
on hospitals and pharmaceuticals, and reviewing possible strategies to reduce waste to
promote a better allocation of resources.

Part II includes six chapters providing an overview of key indicators of health and
health systems, based to a large extent on the European Core Health Indicators (ECHI)
shortlist (https://ec.europa.eu/health/indicators/echi/list_en). The structure of the last three
chapters is based on the 2014 Commission Communication on effective, accessible and
resilient health systems (https://ec.europa.eu/health/sites/health/files/healthcare/docs/
com2014_215_final_en.pdf). New indicators have been included in this edition to reflect
different aspects of the effectiveness, accessibility and resilience of health systems.

The data presented in this publication come mostly from official national statistics,
and have been collected in many cases through the administration of joint questionnaires
by the OECD, Eurostat and WHO. The data have been validated by the three organisations
to ensure that they meet high standards of data quality and comparability. Some data also
come from European surveys co-ordinated by Eurostat, notably the European Union
Statistics on Income and Living Conditions Survey (EU-SILC) and the second wave of the
European Health Interview Survey (EHIS), as well as from the European Centre for Disease
Prevention and Control (ECDC), the European Commission’s Joint Research Centre (JRC),
and other sources.

Presentation of indicators and calculation of EU averages

With the exception of the first two thematic chapters, all indicators in the rest of the
publication are presented over two pages. The first page provides a brief commentary
highlighting the key findings conveyed by the data, defines the indicator and signals any
significant data comparability limitation. On the facing page is a set of figures. These
typically show current levels of the indicator and, where possible, trends over time. For
those countries that have a relatively small population (less than 1 million), three-year
averages are often calculated to minimise random errors due to small numbers.

The average in the figures includes only EU member states and is generally calculated
as a population-weighted average of all the EU member states presented (up to 28 if there is
full data coverage). In some cases, the average is calculated based on the unweighted
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average of EU countries, notably when there is missing data for several countries or when
the data owners have already calculated and reported unweighted EU averages.

Population figures

The population figures used to calculate rates per capita and the population-weighted
EU averages come from the Eurostat demographics database. The data were extracted in
early June 2018 and relate to mid-year estimates (calculated as the average between the
beginning and end of the year). Population estimates are subject to revision, so they may
differ from the latest population figures released by Eurostat or national statistical offices.

Data limitations

Limitations in data comparability are indicated both in the text (in the box related to
“Definition and comparability”) as well as in footnotes underneath the charts.

Data sources

Readers interested in using the data presented in this publication for further analysis
and research are encouraged to consult the full documentation of definitions, sources and
methods contained in OECD Health Statistics for all OECD member countries, including 23 EU
member states and four additional countries (Iceland, Norway, Switzerland and Turkey). This
information is available in OECD.Stat (http://stats.oecd.org/index.aspx?DataSetCode=HEALTH).
For the nine other countries (Albania, Bulgaria, Croatia, Cyprus, the Former Yugoslav
Republic of Macedonia, Malta, Montenegro, Romania and Serbia), readers are invited to
consult the Eurostat database for more information on sources and methods: http://ec.europa.
eu/eurostat/data/database.

Readers interested in an interactive presentation of the European Core Health Indicators
(ECHI) can consult DG SANTE’s ECHI data tool at http://ec.europa.eu/health/indicators/indicators/
index_en.htm.

Readers interested in indicators that quantify the burden of cancer in Europe can also
visit the JRC’s European Cancer Information System (ECIS): https://ecis.jrc.ec.europa.eu/.
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PART I

Chapter 1

Promoting mental health in Europe:
Why and how?

Good mental health is a critical part of individual well-being, and the foundation for
happy, fulfilled, productive lives. However, this chapter finds that more than one in
six people across EU countries had a mental health problem in 2016. Living with
mental ill-health means that individuals are less able to succeed at school and work,
are more likely to be unemployed, and may suffer worse physical health. For some,
mental illnesses lead to premature mortality: over 84 000 people died of mental
health problems and suicides across EU countries in 2015.

The economic costs of mental illness are also significant. This chapter estimates total
costs related to mental ill-health at more than 4% of GDP - or over EUR 600 billion —
across the 28 EU countries in 2015. EUR 190 billion (or 1.3% of GDP) is direct
spending on health care, another EUR 170 billion (1.2% of GDP) is spending on social
security programmes, while a further EUR 240 billion (1.6% of GDP) is caused by
indirect costs in the labour market, driven by lower employment rates and reduced
productivity due to mental illness.

The heavy economic, social and individual burden of mental illness is not inevitable,
and more must be done to prevent and treat mental disorders, and to foster good
mental health. The latter part of this chapter explores some effective ways by which
European countries are promoting mental well-being and preventing mental illness,
and identifies critical gaps where more action is needed.




1.1. PROMOTING MENTAL HEALTH IN EUROPE: WHY AND HOW?

Introduction

Good mental health is a critical part of individual well-being, and the foundation for
happy, fulfilled, productive lives. Mental ill-health, meanwhile, will affect everyone at
some point in their lives — whether experiencing mental illness themselves, or as a family
member, friend or colleague of someone living with a mental disorder. Mental ill-health
can affect women and men of all ages and backgrounds. Without effective prevention
and treatment, mental illnesses can have profound effects on people’s ability to carry out
their daily lives and often result in poorer physical health. The impact of poor mental
health can affect people throughout their lifetime. Children and adolescents with poor
mental health have worse educational outcomes and job opportunities. Adults with
mental health problems are less productive at work and more likely to be unemployed.
Elderly people with mental problems are more likely to be isolated and be less active in
their community.

Mental health problems cover a wide range of illnesses, including disorders such as
mild or moderate anxiety and depression, drug and alcohol use disorders, and severe
disorders such as severe depression, bipolar disorders and schizophrenia. Comorbidity of
mental disorders and physical illnesses, and multiple mental health problems, is common.
Some mental disorders may affect individuals for only a short time, while others affect
individuals their entire life. Mental health problems often result from a complex interplay
of many factors, including genetic, social and economic factors, and can be provoked or
worsened by behavioural and environmental factors such as alcohol and drug abuse,
poverty and debt, trauma, or physical ill-health.

The burden of mental health problems in Europe is very high, both in terms of
morbidity and mortality. Tens of millions of people across the EU experience at least one
mental health problem at any point in time, and tens of thousands die each year either
directly from mental health disorders or from suicide (which in many cases are linked to
mental health problems, although other factors can also play a role). The economic burden,
too, is significant. This chapter estimates total costs related to mental ill-health at
more than 4% of GDP - or over EUR 600 billion - across the 28 EU countries in 2015.
EUR 190 billion (or 1.3% of GDP) is direct spending on health care, another EUR 170 billion
(1.2% of GDP) is spending on social security programmes, while a further EUR 240 billion
(1.6% of GDP) is caused by indirect costs in the labour market, driven by lower employment
rates and reduced productivity due to mental illness.

In response to the health and economic impact of mental illness, European countries
are taking actions to both prevent and treat mental illness when it occurs. The economic,
societal and individual burden of mental illness is not a foregone conclusion — many
interventions exist which can lessen the impact of mental ill-health. While the latter part
of this chapter focuses mainly on effective interventions to prevent mental illness and
promote mental well-being, improving access to early diagnosis, care and treatment for
mental health conditions when they arise remains critical.
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Carefully chosen and well-implemented actions to promote better mental health and
prevent mental ill-health can lead to significant benefits over time, for individuals and
their families, for society, and for economies. Cost-effective and sometimes even cost-
saving interventions can help strengthen the mental well-being and resilience of mothers
and infants, school-age children, workers, and older populations.

Box 1.1. Defining mental health and mental illness

The widely used definition established by the WHO emphasises the positive dimension
that “mental health is a state of well-being in which the individual realises his or her own
abilities, can cope with the normal stresses of life, can work productively and fruitfully,
and is able to make a contribution to his or her community” (WHO, 2001). The terms
mental health and mental well-being in this chapter draw on this WHO definition of
positive mental health.

Mental illness is the loss of mental health due to a mental disorder. Mental disorders are
defined as those reaching the clinical threshold of a diagnosis according to psychiatric
classification systems including disorders such as depression, anxiety, bipolar disorder and
schizophrenia. In this chapter, mental illnesses will generally comprise all those included in
Chapter 5 of the International Classification of Diseases (ICD-10) on mental and behavioural
disorders with the exception of dementia (which is considered, along with Alzheimer’s
disease, the main form of dementia, as a neurological disorder). The broad terms “mental
ill-health”, “mental illness” and “mental health problems” are used interchangeably and
refer to mental disorders but also include psychological distress, i.e. symptoms or conditions
that do not reach the clinical threshold of a diagnosis within the classification systems but
which can account for significant suffering and hardship, and can be enduring and disabling.

Mental illness affects tens of millions of Europeans every year

Mental health problems affect about 84 million people across EU countries

Although there are significant gaps in information about the prevalence of mental
health problems across EU countries, all available evidence suggests that mental health
problems affect tens of millions of Europeans every year. The data currently available from
population-based surveys are often limited to a few specific mental health disorders, or
specific age groups. However, the Institute for Health Metrics and Evaluation (IHME)
provides estimates of the prevalence of a wide range of mental health disorders across all
age groups based on a wide variety of data sources and a set of assumptions

According to the latest IHME estimates, more than one in six people across EU countries
(17.3%) had a mental health problem in 2016 (Figure 1.1) - that is, nearly 84 million people.’
The most common mental disorder across EU countries is anxiety disorder, with an
estimated 25 million people (or 5.4% of the population) living with anxiety disorders,
followed by depressive disorders, which affect over 21 million people (or 4.5% of the
population). An estimated 11 million people across EU countries (2.4%) have drug and alcohol
use disorders. Severe mental illnesses such as bipolar disorders affect almost 5 million
people (1.0% of the population), while schizophrenic disorders affect another estimated
1.5 million people (0.3%).

By country, the estimated prevalence of mental health disorders is highest in Finland,
the Netherlands, France and Ireland (with rates of 18.5% or more of the population with at
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Figure 1.1. More than one in six people in EU countries have a mental health problem
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Source: IHME, 2018 (these estimates refer to 2016).
StatLink %i=r http://dx.doi.org/10.1787/888933833920

least one disorder), and lowest in Romania, Bulgaria and Poland (with rates of less than 15%
of the population). Some of these cross-country differences may be due to the fact that
people living in countries with greater awareness and less stigma associated with mental
illness, as well as easier access to mental health services, may be diagnosed more easily or
may be more likely to self-report mental ill-health. In many countries, there is still strong
stigma associated with various mental health problems, and in some countries this stigma
sits alongside a still-widespread belief that it is better to simply avoid talking about mental
illness (Munizza et al., 2013).

Several mental illnesses are more common amongst women, including anxiety
disorders, depressive disorders and bipolar disorders. Some of these gender gaps may be
due to a greater propensity of women to report these problems. However, one exception is
drug and alcohol use disorders, which are more than two times more likely to occur in men
than women on average across EU countries (IHME, 2018).

Data from the 2014 European Health Interview Survey confirm a substantial gender
gap in self-reported chronic depression, with more than one in twelve women (8.8%)
indicating they experience chronic depression, compared with one in nineteen men (5.3%).
The prevalence of chronic depression increases steadily with age among both women and
men, and is particularly high in middle age (Figure 1.2). At age 55-64, more than 11.4% of
women and 7.1% of men reported being chronically depressed across the EU as a whole in
2014. These rates decrease between the age 65 and 74, and then increase again in older
ages. This increase in older ages may be partly explained by the fact that depression is
often associated with poor physical health, frailty, perceived financial strain and lower
social support (Grundy, van den Broek and Keenan, 2017).
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Figure 1.2. Chronic depression is more often reported by women
and increases with age in EU countries
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Source: Eurostat Database (based on EHIS 2014).

StatLink Sa=m http://dx.doi.org/10.1787/888933833939

By level of education, people with at most lower secondary educational attainment are
almost two-times more likely to report chronic depression compared to those with higher
educational level. This is also the case for people in low-income groups. On average across
EU countries, women and men living in the lowest income group are more than two times
more likely to report chronic depression than those in the highest income group (Figure 1.3).

People who are employed generally report lower levels of depression than those who
are not, and people with a mental disorder are more likely to be unemployed (OECD, 2015).
People with depression or other mental health problems often see improvement in their
condition after finding work, as their labour-force status increases their self-esteem and
sense of worth in society, and losing a job generally contributes to worsened mental health
(OECD, 2018).

A considerable number of children experience mental health problems which, unless
they receive appropriate care and support, may have a lasting effect throughout their lives.
Evidence suggests that many mental disorders begin at adolescence or even younger; most
studies find that roughly half of all lifetime mental disorders start by the mid-teens
(Kessler et al., 2007).

A 2010 study found that in five of the six EU countries covered (Bulgaria, Germany,
Lithuania, the Netherlands and Romania), 10% to 15% of children aged 6-11 years old
experience at least one mental health or behavioural disorder (i.e. conduct disorder,
emotional disorder, hyperactivity or inattention disorder). Italy is the only country where
prevalence was less than 10%, but about 8% of children still had a mental or behaviour
disorder (Kovess-Masfety et al., 2016).
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Figure 1.3. Women and men in the lowest income group are more than two times more likely
to report chronic depression than those in the highest income group across the EU
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Mortality related to mental health problems and suicides is substantial

Over 84 000 people died of mental health problems and suicides across EU countries in
2015, and this is an under-estimation as many people with mental health problems also die
prematurely because of higher rates of physical health problems and chronic diseases that
are not properly treated. “Excess mortality” for mental disorders — the gap between the
mortality rate of the general population and the mortality rate for people with a mental
disorder - is huge. For example, excess mortality amongst women who have been
diagnosed with schizophrenia is above 6 in Finland, Norway and Sweden (OECD, 2018).
Persons with severe mental illness die 10-20 years earlier than the general population
(Liu et al., 2017; OECD, 2014; Coldefy and Gandré, 2018).

Of the 84 000 deaths directly related to mental health problems and suicides, most of
these deaths were among men, mainly because of higher suicide rates among men
(Figure 1.4). Some 43 000 men in EU countries died from suicide in 2015, compared with
13 000 women. However, the gender gap in suicide attempts is much smaller or even
reversed in some countries, because women often use less fatal methods. For example, in
France, while the completed suicide rate is more than three times greater among men than
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Figure 1.4. The number of deaths from mental health problems
and suicides generally increases with age
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women, hospital discharge rate for suicide attempts was 52% greater among women in
2015 (Observatoire national du suicide, 2018). Many different factors may explain why
some people are led to attempt or complete suicide, including major life events (such as the
death of a loved one, a divorce or employment loss), social isolation, or socioeconomic or
cultural context. However, a high proportion of people who have survived a suicide attempt
or died from suicide have experienced a mental health disorder (Hoven, Mandell and
Bertolote, 2010; Cavanagh et al., 2003; WHO, 2014). A cross-national analysis based on the
WHO World Mental Health Surveys found that a wide range of mental disorders increased
the odds of experiencing suicidal thoughts, and a smaller number of disorders increased
the odds of acting on such thoughts (Nock et al., 2009).

The number of suicides increases steadily with age among both men and women,
reaching a peak among 45-64 years-olds (Figure 1.4). Between ages 65 and 74 the number of
suicides decreases at least slightly.

By country, the suicide rate among the population of all ages is highest, by far, in
Lithuania, with (age-standardised) rates of 30 deaths per 100 000 population in 2015. Slovenia,
Latvia and Hungary also have high rates at around 20 deaths per 100 000 population, which is
almost two times greater than the EU average (11 per 100 000 population). The lowest rates are
reported in Southern European countries (Greece, Cyprus, Italy, Malta and Spain) (Figure 1.5).
Some caution is required in interpreting suicide rates as these may reflect, at least in part,
differences in recording practices. On average across all countries, the suicide rate among
men was 3.7 times greater than among women. This gender gap was largest in the four
countries with the highest rate, but also in Estonia, Poland and Romania.

Despite the relatively low absolute number of suicides among younger age groups,
suicide is nonetheless one of the leading causes of death among adolescents and young
adults. Some 3 400 young people age 15-24 died from suicide in EU countries in 2015,
making this the main cause of death in this age group after road traffic injuries. Young
people are more likely to attempt suicide if they have a family history of alcohol and drug
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Figure 1.5. Men are more likely to die from suicide in all EU countries
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abuse disorders, have access to firearms, and experience difficult life events at school or at
home (McLoughlin, Gould and Malone, 2015). However, it is heartening to note that suicide
rates among teenagers have decreased by 20% on average across EU countries between
2000 and 2015. There has been a notable decrease in Finland, reflecting the success of
suicide prevention campaigns targeting this age group (see Box 1.5).

The costs of mental health problems exceed 4% of GDP

The total costs of mental health problems on EU economies are huge, highlighting the
need for greater efforts to prevent mental ill-health and to provide timely and effective
treatments when it occurs. Besides the costs on health care systems, mental health
problems also result in substantial costs in terms of social security benefits as well as
negative labour market impacts in terms of reduced employment and productivity. This
section provides estimates of the direct and indirect costs related to mental illnesses across
EU countries, using different data sources and based on a set of explicit assumptions where
necessary (see Box 1.2).

In 2015, the overall costs related to mental ill-health are estimated to have exceeded
4% of GDP across the 28 EU countries. This equates to more than EUR 600 billion. This total
breaks down approximately into the equivalent of 1.3% of GDP (or EUR 190 billion) in direct
spending on health systems, 1.2% of GDP (or EUR 170 billion) on social security
programmes, and a further 1.6% of GDP (or EUR 240 billion) in indirect costs related to
labour market impacts (lower employment and lower productivity). Despite these costs
being considerable, they are still a significant under-estimate, as several additional costs
have not been taken into account. These include, in particular, social spending related to
mental health problems, such as higher social assistance benefits and higher work-injury
benefits, and the higher cost of treating a physical illness if the patient also has a mental
illness. In addition, some of the indirect impacts of mental health problems on labour
market participation such as reduced employment rates or working hours for informal
caregivers taking care of people with mental health problems or the impact on co-workers,
have not been taken into account.
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By country, the estimated costs related to mental health problems range from 2% to
2.5% of GDP in Romania, Bulgaria and the Czech Republic, to over 5% of GDP in Denmark,
Finland, the Netherlands and Belgium (Figure 1.6). These variations are mainly driven by
the share of people reporting mental health problems (which may be under-estimated in
countries where there is a strong stigma associated with mental health problems) as well
as differences in the social security benefits provided to people with mental health
problems (in terms of paid sick leave benefits, disability benefits and unemployment
insurance benefits), and different levels of spending on mental health care services.

Figure 1.6. Estimated direct and indirect costs related to mental
health problems across EU countries
As a % of GDP, 2015
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Table 1.1. Estimates of total costs (direct and indirect) of mental health problems
in EU countries, in million EUR and as a share of GDP, 2015

Total costs Direct costs Indirect costs
On health systems On social benefits 0On the labour market
in million EUR % of GDP in million EUR % of GDP in million EUR % of GDP in million EUR % of GDP
EU28 607 074 4.10 194 139 1.31 169 939 1.15 242 995 1.64
Austria 14930 433 4686 1.36 3902 1.13 6342 1.84
Belgium 20740 5.05 5 447 1.33 5845 1.42 9448 2.30
Bulgaria 1067 2.36 448 0.99 299 0.66 320 0.71
Croatia 1785 4.01 525 1.18 537 1.21 724 1.63
Cyprus 569 3.21 203 1.14 144 0.81 223 1.25
Czech Republic 4132 2.45 1727 1.02 1046 0.62 1360 0.81
Denmark 14 627 5.38 3431 1.26 5563 2.05 5633 2.07
Estonia 572 2.81 210 1.03 167 0.82 196 0.96
Finland 11140 5.32 2576 1.23 3884 1.85 4681 2.23
France 81345 3.71 29337 1.34 26 437 1.20 25570 117
Germany 146 536 4.81 43 421 1.43 40939 1.35 62177 2.04
Greece 5311 3.01 2241 1.27 1440 0.82 1630 0.92
Hungary 3454 3.12 1417 1.28 703 0.64 1333 1.20
Ireland 8299 3.17 2232 0.85 1891 0.72 4176 1.59
Italy 54 487 3.30 20 221 1.22 15787 0.96 18 478 112
Latvia 789 3.24 270 1.11 169 0.70 350 1.44
Lithuania 990 2.64 372 0.99 266 0.71 352 0.94
Luxembourg 1634 3.14 413 0.79 701 1.35 520 1.00
Malta 314 3.29 132 1.38 40 0.42 142 1.50
Netherlands 34 969 5.12 8534 1.25 11 069 1.62 15 367 2.25
Poland 12 952 3.01 5113 1.19 3235 0.75 4604 1.07
Portugal 6580 3.66 2048 1.14 1652 0.92 2880 1.60
Romania 3400 2.12 1510 0.94 737 0.46 1153 0.72
Slovak Republic 2061 2.61 655 0.83 599 0.76 807 1.02
Slovenia 1602 413 507 1.31 308 0.79 786 2.02
Spain 45058 417 14 415 1.33 12318 1.14 18 325 1.70
Sweden 21677 4.83 5696 1.27 7558 1.68 8423 1.88
United Kingdom 106 024 4.07 36 353 1.40 22704 0.87 46 967 1.80
Iceland 753 4.93 201 1.31 265 1.73 288 1.88
Norway 17 299 4,97 4965 1.43 6384 1.83 5950 1.71
Switzerland 21679 3.54 5769 0.94 7023 1.15 8 888 1.45

Source: OECD estimates based on Eurostat Database and other data sources (see Box 1.2 on sources and methodology on direct and
indirect costs).
Statlink si=r http://dx.doi.org/10.1787/888933834034

Box 1.2. Methodology and data sources used to estimate the costs
of mental health problems

Table 1.2 below summarises the different categories of direct and indirect costs that have been
considered in the analysis in this chapter, along with the main data sources used. The direct costs include
both those borne by health care systems to provide treatments to mental health problems and additional
social security spending, including paid sick leave benefits, disability benefits and unemployment
insurance benefits. The indirect costs relate to the labour market impact of mental health problems, and
include both lower employment rates for people with mental health problems and lower productivity due
to higher absenteeism and lower productivity when at work (“presenteeism”).
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Box 1.2. Methodology and data sources used to estimate the costs
of mental health problems (cont.)

Table 1.2. Summary of direct and indirect costs related to mental health
problems and main data sources

Broad categories Specific cost categories Sources
Impact on health spending Higher direct health care costs (physician visits, pharmaceutical Cost of disorders of the brain in Europe 2010
costs and hospitalisations, etc.) Eurostat Health Expenditures by Diseases and
Conditions 2016
Impact on social spending Higher paid sick leave benefits Eurostat Database and national administrative
data (for some countries)
Higher disability benefits Eurostat Database and national administrative
data (for some countries)
Higher unemployment insurance benefits Eurostat Database and national survey data for
some countries
Impact on labour market Lost income due to mortality from mental illnesses among Eurostat Database (Causes of mortality )
(employment and productivity) working-age population
Lost income due to lower employment rate among working-age Eurostat Database (European Health Interview
population with mental health problems Survey 2014)
Lost income due to greater absenteeism (fewer hours worked European Working Conditions Survey (2015)
and more sick leaves) among people with mental health problems and Eurostat Database
Lost income due to lower productivity for people with mental European Working Conditions Survey (2015)
health problems at work (presenteeism) and Eurostat Database

Estimates of direct health care costs are based on a selection of mental health conditions contained in a
previous study on the cost of disorders of the brain in Europe (Gustavsson et al., 2011). The original cost
estimates have been extrapolated to 2015 using recent health spending data and updated macroeconomic
data. Overall estimates have also been corroborated with country-specific health expenditure by disease
studies such as the Eurostat Health Expenditures by Diseases and Conditions study in 2016. The assumption
has been made that the share of mental health spending remained constant between 2010 and 2015.

The main data sources for the estimates on social security benefits are the Eurostat Database, the
European Working Conditions Survey, and national data sources. The following assumptions have been
made to fill data gaps on the share of social security spending related to mental health problems for
countries that did not have the required data readily available: 1) 20% of paid sick leave benefits are related
to mental health problems, based on the available evidence from Sweden (OECD, 2012); 2) 37% of disability
benefits are related to mental health problems, based on the available evidence from six countries (Austria,
Belgium, Denmark, Netherlands, Sweden, United Kingdom) (OECD, 2015) and 3) 15% of unemployment
insurance benefits are related to mental health problems, based on the evidence from the same group of
six countries that about 30% of people on average who are receiving unemployment insurance benefits also
report some mental health problems, but assuming that mental health problems are the leading cause for
unemployment for half of these people only.

The labour market impact of mental health problems draws also on the Eurostat Database and the
European Working Conditions Survey. The approach used to measure the negative employment effect of
mental health problems is to assume that people with mental health problems would have had the same
employment rate as the rest of the population, and earn the same salary, using the median wage in the
economy. The productivity effect is measured by looking at both absenteeism and “presenteeism”. The
latter is based on a study that has found that both blue-collar and white-collar workers experiencing
mental ill-health are about 6% less productive than those without such problems (Hilton et al., 2008). The
assumption is made that this lower productivity at work is reflected in lower wages.

The costs throughout the analysis are expressed in euros without any adjustment for variations in the
cost of living (no adjustment for purchasing power parity).
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Direct costs of mental health problems on health systems and social security benefits
A sizeable share of health spending goes towards mental health problems

Spending on the provision of mental health services is estimated to have accounted
for about 13% of health spending across EU countries in 2015. This is less than spending on
circulatory diseases — the number one cause of mortality in the EU - but similar to spending
on cancer care in many countries.

This equals 1.3% of GDP or around EUR 194 billion of direct health care spending on a
broad range of mental health conditions across the EU. This covers spending on the health
services and goods related to the prevention, diagnosis and treatment of mental health
disorders (including physician visits, hospitalisations and pharmaceuticals).

This spending reaches an estimated 1.4% of GDP in Germany and the United Kingdom.
At the lower end, in addition to Luxembourg at 0.8% and Ireland at 0.9%, Lithuania, Bulgaria,
Romania and the Slovak Republic are all estimated to have spent less than 1% of GDP on
direct health care services for mental health.

Mental health problems result in much higher sickness benefits, disability benefits
and unemployment insurance benefits

The direct costs of mental ill-health extend well beyond the health system; mental
illness leads to substantial additional spending in many social security programmes,
including paid sick leave benefits, disability benefits and unemployment insurance benefits.

Expenditure on disability benefits accounts for the bulk of mental health-related
social spending. It is estimated that mental health problems accounted for EUR 112 billion
in disability benefits across the EU as a whole in 2015 (or 0.76% of GDP). Paid sick leave
benefits related to mental health problems accounted for another EUR 28 billion (or 0.19%
of GDP) in 2015, whereas unemployment insurance benefits were estimated to add another
EUR 29 billion (or 0.20% of GDP).

As already noted, these estimated costs of mental health problems on social spending
are an under-estimation as they do not include the cost of other social programmes, such
as social assistance benefits or lone-parent benefits.

Indirect costs of mental health problems on employment and productivity

Beyond the direct costs to health systems and social security benefits, mental ill-health
also contributes to substantial indirect costs, primarily related to reduced labour market
participation and productivity. These indirect costs include not only lower employment rates
for people with mental health problems, but also reduced productivity due to higher
absenteeism and lower productivity at work (often referred as “presenteeism”). These costs
add up to over EUR 240 billion or 1.6% of GDP across EU countries in 2015.

Lost income and employment due to mortality from mental health problems and suicide
is estimated at EUR 22 billion per year across EU countries

Over 50 000 premature deaths among the working-age population (people aged 25-64)
were due to mental health problems and suicide across EU countries in 2015. Assuming
that all those people who died prematurely would have been employed until age 65 at the
same employment rate as the rest of the population, the associated potential loss for the
economy is estimated to be about 640 300 potentially productive life years across EU
countries. Assuming that these people would have earned the median income in each
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country, this amounts to EUR 22 billion in potential income loss each year, or 0.15% of GDP
across the EU as a whole.

This loss in income as a share of GDP was particularly large in Slovenia, Belgium,
Latvia and Lithuania, mainly because of higher suicide rates.

Lost income due to lower employment rate of people with depression is estimated
at EUR 176 billion per year across EU countries

Living with mental health problems has an impact on people’s daily lives, including
their ability to work. Mental health problems often impede an individual’s ability to
participate in the labour market which can lead to a “vicious” circle whereby the longer
people are out of work, the more damaging the consequences are for their mental health
(OECD, 2014).

The analysis here only focuses on the labour market impact of depression, as it is the
only mental health problem considered in the last wave of the European Health Interview
Survey in 2014. Figure 1.7 shows that people reporting chronic depression have much lower
employment rates than the rest of the population. Only about half of the population aged
25-64 reporting chronic depression were in employment, compared with over three-quarter
(77%) among those who do not report chronic depression on average across EU countries.
This employment gap is particularly large in Cyprus, Croatia, Malta, Romania and Bulgaria,
although this may partly be due to small sample sizes in EHIS. The cost of this lower
employment rate related to chronic depression is estimated at about EUR 176 billion in
2015, representing an amount equivalent to 1.2% of GDP across EU countries as a whole.

Figure 1.7. People reporting chronic depression are much less likely to work in all EU countries
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Note: Weighted EU28 average. People with depression are identified through the question “During the past 12 months, have you had any
of the following diseases?” with depression being one of these diseases. Due to missing data, the assumption has been made that the
situation in Ireland is the same as the EU average.
Source: Eurostat Database, based on the European Health Interview Survey (2014).

StatLink Sazm http://dx.doi.org/10.1787/888933834053

Higher absenteeism and lower productivity at work amongst people with mental health
problems is estimated to cost about EUR 42 billion in EU countries

Even when people with mental health problems are working, the cost of mental health
problems for employees and employers in terms of greater absenteeism and lower
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productivity at work is high. Reduced working hours and more days of absence from work
are estimated to cost about EUR 19 billion or an amount equivalent to 0.13% of GDP across
EU countries in 2015.

Even when at work, people with mental health problems do not always function to their
full or usual abilities and may be less productive — what is often referred as “presenteeism”.
Based on the finding that workers experiencing mental ill-health are about 6% less
productive than those without such problems (Hilton et al., 2008), and assuming that lower
productivity is reflected in lower wages, the cost of this loss of productivity is estimated at
almost EUR 23 billion in 2015.

The high direct and indirect costs of mental illness should not be seen as a foregone
conclusion. Greater and more effective investment in mental health promotion and
treatment could help substantially reduce many of these costs and help more people
realise their full potential.

Actions to promote mental health and prevent mental illness in Europe

The substantial costs of mental health problems make a clear case for increasing
efforts to promote good mental health and prevent mental illness, as well as to identify the
signs and symptoms of mental illness early, and improve the management and treatment
of mental health problems when they occur. More and more European countries are
ensuring they have comprehensive policies in place. Several countries (e.g. Belgium,
the Czech Republic, Finland, France, Hungary, Ireland, Italy, the Netherlands, Slovenia,
Spain, Portugal and the United Kingdom) have a specific plan or policy document
addressing mental health promotion and prevention.

Mental health promotion or prevention policies are designed to promote mental
health in schools and workplaces, to prevent suicide, to improve the mental well-being of
older people, or detect mental distress early on. As awareness of mental illness improves,
and stigma around mental illness falls, more people may also seek help when they
experience mental illness.

Several international strategies have also supported a greater focus on addressing
mental health issues. The 2015 Recommendation of the OECD Council on Integrated Mental
Health, Skills and Work Policy (2015) (see Box 1.3) aims to foster mental well-being and
improve awareness of mental health conditions by encouraging activities that promote
good mental health as well as help-seeking behaviour when mental illness occurs. The
European Framework for Action on Mental Health and Wellbeing (European Commission,
2016), too, focused on the effective implementation of policies and interventions
contributing to promotion of mental health and the prevention and treatment of mental
disorders, including through integration of mental health in all policies and multi-sectoral
cooperation. The importance of including mental health promotion is echoed in the
activities of the EU-Compass for Action on Mental Health and Wellbeing (see Box 1.4). The
WHO Comprehensive Mental Health Action Plan 2013-2020 (WHO, 2013) emphasises
integrated and coordinated prevention, promotion, care and support including via the
implementation of a multi-sectoral strategy that combines universal and targeted
interventions for promoting mental health and preventing mental disorders.

There are more than 100 prevention and promotion actions in place across the
28 European countries and 3 EFTA countries (with counting capped at one per life course
category in each country). Actions were identified across different points across the life
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Box 1.3. OECD Recommendation of the Council on Integrated Mental Health,
Skills and Work Policy

Recognising that mental ill-health demands interventions that are cross-sectoral in scope
and complementary in nature, in 2015 the OECD Council published the OECD
Recommendation of the Council on Integrated Mental Health, Skills and Work Policy (OECD,
2015). This recommendation is a sign that governments in OECD countries understand that
good policies can make a significant difference when it comes to preventing mental illness
at all ages, including in youth and adolescence, in supporting those experiencing mental
illness to stay in the workplace and supporting those who have left employment to return to
the labour market.

The OECD Recommendation gives a series of guidelines to address the impact of mental
ill-health on employment, education, health and social outcomes. These guidelines, which
all OECD signatories are expected to follow, encourage countries to seek to “promote
mental well-being, prevent mental health conditions, and provide appropriate and timely
services which recognise the benefits of meaningful work for people living with mental
health conditions”.

Box 1.4. The EU-Compass for Action on Mental Health and Wellbeing

The EU-Compass for Action on Mental Health and Wellbeing drove the collection,
exchange and analysis of information on policy and stakeholder activities in mental
health in European countries between 2015 and 2018. The Compass was a means of
communicating information on the European Framework for Action on Mental Health and
Wellbeing, as well as monitoring the mental health and well-being policies and activities
of EU countries and non-governmental stakeholders. Main activities under the Compass
included the identification and dissemination of good practices in mental health,
collection of information on activities in mental health, and holding mental health
workshops in each EU country and in Iceland and Norway.

The EU Compass generated a series of published good practice, annual reports, and
consensus paper, especially around seven priority areas:

Preventing depression and promoting resilience (priority for 2016)
Better access to mental health services (priority for 2016)

Mental health at work (priority for 2017)

Mental health in schools (priority for 2017)

Preventing suicide (priority for 2017)

Providing community-based mental health services (priority for 2018)

Developing integrated governance approaches (priority for 2018)

Alongside governments, the Compass also engaged with businesses, educational
institutions and civil society organisations on their role in implementing positive mental
health initiatives. Engaged stakeholders, and policies collected from these stakeholders,
are also available on the EU Compass web platform.

course including: prenatal, perinatal and infancy; children aged 2-10 years and their
parents; children and young people aged 11-25 years; workplace mental health;
unemployed populations; and older people. Actions were identified from an OECD survey

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018 33



1.1. PROMOTING MENTAL HEALTH IN EUROPE: WHY AND HOW?

of mental health promotion and prevention programmes, the WHO Mental Health Atlas
2017, and actions reported to the EU Compass 2016-2018, and supplemented with a
literature review.

Figure 1.8 identifies countries reporting at least one action in a particular life course
area. At least one prevention or promotion action was found in every European country.
Targeted prevention or promotion programmes were found in all but four countries
(Bulgaria, the Czech Republic, Malta and Romania). Generalised prevention and promotion
programmes were also reported, for instance the Czech Republic was unable to divide
programmes into target groups as programs supported by the Ministry of Health of the
Czech Republic are mostly designed for all persons with mental illness.

Figure 1.8. Countries reporting at least one promotion or prevention action
for mental health in areas across the life course
Number of countries reporting at least one promotion or prevention action, out of the 31 EU and EFTA countries
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Source: McDaid, Hewlett and Park (2017); EU Compass for Action on Mental Health and Wellbeing (2017); WHO (2018); EU Compass for
Action on Mental Health and Wellbeing, 2018 (2018).
StatLink %i=m http://dx.doi.org/10.1787/888933834072

It is clear from Figure 1.8 that the distribution of actions to promote mental well-being
and prevent mental ill-health is uneven throughout the life course. 22 of 31 countries had
actions in place targeting young people aged 11-25 and the actions targeting the workplace,
while 18 countries had actions targeting the prenatal to 2 years period, with the same number
for children aged 2-10 years. However, actions to target the mental health of unemployed
persons were reported or identified in the literature for only 9 countries, and actions targeting
the mental health of older populations were reported or found in only 12 countries.

Preventing deaths by suicide

Though suicide remains a major cause of death, and still contributes significantly to
mortality from mental illness (as discussed earlier in the chapter), longstanding national
commitments to reducing suicide in European countries have helped to reduce the rate of
suicide in most countries. On average, the number of deaths by suicide per
100 000 population fell from 12.5 in 2005 to 10.9 in 2015 (Eurostat, 2017). In some countries
the falls were even more significant, albeit often from a higher starting rate. Between 2005
and 2015, deaths by suicide fell by more than 20% in almost half of all EU28 countries.
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A range of measures are recognised as effective in reducing suicide, including
restricting access to lethal means, raising awareness of suicide and suicide risk, improving
access to mental health treatment, signposting to sources of help and protective measures
in suicide “hotspots”, and tailored efforts to reduce suicide following hospitalisation, for
example psychosocial assessment and good follow-up care (Hawton et al., 2016; Zalsman
et al.,, 2016). Such approaches have helped some countries achieve significant falls in
suicide rates (for instance Finland, see Box 1.5), even as all countries still continue to seek
to prevent suicide more effectively.

Box 1.5. A renewed strategy to prevent suicide in Finland

et al.,, 2013; Wahlbeck et al., 2011), but socioeconomic conditions have also had an impact.

Figure 1.9. Suicide amongst young Finns (15-29), 1980-2016
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Source: Statistics Finland.

it had improved their life situation (Appelqvist-Schmidlechner et al., 2012).

implementation, monitoring and evaluation of suicide prevention measures (Finnish Government, 2017).

)
{]9'\

In Finland, the rate of suicide has fallen by over 50% over the past 30 years. A significant driver of the
reduction in suicide has been the fall amongst young men aged 20-29 (Figure 1.9). Nonetheless, death by
suicide amongst young Finnish males remains high in comparison with other Nordic countries (Denmark,
Norway, Sweden). Mental illness and alcohol dependence or abuse are significant causal factors (Titelman

StatLink =i=ra http://dx.doi.org/10.1787/888933834091

Suicide prevention campaigns in Finland began in the 1980s, and led to a series of national suicide
prevention programmes that ran during the 1990s. Finland’s strategy identified depression, access to mental
health care, substance and alcohol abuse, and access to lethal means as central features. The strategy also led
to the establishment of crisis phone lines for persons experiencing suicidal thoughts, and guidance to the
media, for instance not reporting suicide methods (Patana, 2014; Korkeila, 2013). Recognition that suicide was
particularly high amongst young men led to the development of the “Time Out! Back on the track” (Aikalisd!
Eldmad raitelleen) initiative in 2004, which promoted social inclusion amongst vulnerable men. Two-thirds of
participants reported that the participation in the programme was worthwhile, while about 60% considered

At the end of 2017, the Finnish Parliament allocated EUR 300 000 in 2018 to develop a new national
strategy to prevent suicide, which will be included in Finland’s new broader National Mental Health
Strategy. This work will establish a network for coordinating suicide prevention, and improve the planning,
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Some countries have also developed dedicated national suicide strategies, or included
suicide prevention in their broader mental health strategy. A comparative study also found
that nationwide suicide prevention programmes had a positive effect in helping to reduce
suicide, especially those focused on reducing suicide amongst elderly and young populations
(Matsubayashi and Ueda, 2011). For example, Austria began “Suicide Prevention Austria”
(Suizidpravention Austria [SUPRA]) in January 2017, focused on national and regional
coordination of suicide prevention strategies, developing media support for suicide
prevention, research, and integration of suicide prevention into other health promotion
activities (EU Compass Consortium, 2017).

Early life interventions to promote mental well-being

Efforts to ensure good mental health in the first few years of life are cost effective in
terms of mental, physical, and social outcomes. Effective actions can start even before a
child is born: poor maternal mental health - conditions such as anxiety, depression, post-
traumatic stress and psychosis affecting some 10-20% of women in the perinatal period
(Gavin et al., 2005) — have been associated with poorer physical and cognitive development
(Tbanez et al., 2015), higher risk of pre-term birth, and lower birth weight (Jarde et al., 2016).

Many countries have programmes that focus on maternal health, infant health,
promoting mental well-being in pre-schools, or parenting support. In England, clinical
guidelines by NICE suggest that primary care providers discuss mental health and well-being
with women upon first contact during the early postnatal period (National Institute for Health
and Care Excellence, 2018). In 2017 the Baby-Mother-Father Perinatal Mental Disorders Service
in Hungary developed a new official guideline in intersectoral cooperation, providing support
for treatment of perinatal and postnatal depression, which has started as a pilot programme
in one hospital (EU Compass for Action on Mental Health and Wellbeing, 2018).

Programmes which promote parenting skills and seek to improve parent-child
relationships, often targeting vulnerable or at-risk children, can have a positive impact on
the mental health of parents and children. In Germany, the “Early Help” initiative gives
support to parents of children aged O to 3, delivered by family midwives and other
professionals, and is available to all families with more intensive services available for
cases requiring more support (McDaid, Hewlett and Park, 2017).

Promotion of good mental health in schools

Schools are an ideal setting for interventions to promote mental well-being as almost
all children and young people in Europe spend a good part of their day in school settings.
School-based interventions can benefit mental health, develop mental health literacy, as
well as improve social and educational outcomes; long-term benefits include improved
academic performance, better resilience, and better cognitive skills (Weare and Nind, 2011;
Durlak et al., 2011). Investing in good mental health for school-aged children can reduce
the risk of children dropping out of school or having a difficult school-to-work transition
(OECD, 2015).

School-based programmes often take a universal approach, covering either the full
school population or a specific age group (e.g. primary school children or secondary school
children). A few countries have introduced programmes that target vulnerable or at-risk
children or young people - for instance Finland, Norway or the United Kingdom (McDaid,
Hewlett and Park, 2017). Interventions delivered in schools can include actions targeting
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teaching skills, promotion of positive mental health or well-being, programmes to improve
mental health “literacy” and understanding of mental disorders, reduce stigma, or actions
to prevent bullying and cyberbullying (see Box 1.6). General mental health promotion
programmes are common, for example in Slovenia, the Slovenian Network of Health
Promoting Schools which covers 324 schools (around 55%), adopted the theme of mental
health promotion in 2015-16, developing a manual for teachers to promote mental health.
Zippy'’s Friends is a universal school-based programme adopted in 27 countries, including
Denmark, Ireland and Lithuania, which helps young children to develop coping and social
skills. An evaluation in Norway found that the programme had helped improve the
classroom atmosphere, reduce bullying, and improve academic scores (Holen et al., 2013;
Clarke, Bunting and Barry, 2014).

Box 1.6. Understanding and preventing cyberbullying

With the increasing ubiquity of the internet, social media and online platforms, the way people, and
particularly young people, interact has dramatically changed. While technological developments offer
children and young people new opportunities for personal development and growth, they also present
challenges to health and well-being. Concern has been rising in particular about cyberbullying.
Cyberbullying can include sending offensive messages or comments online, spreading rumours, excluding
victims from online groups and other forms of harassment (OECD, 2017). Like bullying, exposure to
cyberbullying has been related to a wide range of negative outcomes, including stress and suicidal thoughts
(Kowalski et al., 2014), depression and anxiety (Fahy et al., 2016).

The Health Behaviour in School-Aged Children (HBSC) survey of 42 countries asked children about their
experiences of bullying on the internet, and found that on average 11% of children aged 11, 13 and 15
reported having been cyberbullied at least once by message. Just over 3% of children reported having been
cyberbullied by message at least 2-3 times a month. In all countries the rate of bullying in school was found
to be significantly higher than the rate of cyberbullying.

Figure 1.10. Bullying and cyberbullying experienced by children aged 11, 13 and 15, 2013/14
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1. Proportions who reported being bullied at least twice at school in the past couple of months.
2. Proportions who had experienced cyberbullying by message (instant messages, wall-postings, emails and text messages) at
least once.
Source: Health Behaviour in School-aged Children (HBSC) Survey, 2013/14.
StatLink =i=r http://dx.doi.org/10.1787/888933834110
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Box 1.6. Understanding and preventing cyberbullying (cont.)

Some interventions have been found as effective ways to counter cyberbullying, including school-based
anti-bullying programmes, programmes including parent meetings, parent and child education, and
teaching empathy and coping skills (Hutson, Kelly and Militello, 2018; Farrington and Ttofi, 2009) although
the long-term effectiveness of these programmes is not clearly evidenced (Cantone et al., 2015).

Protecting and improving the mental health of the working-age population

Actions around mental health in the workplace — which 20 countries report having in
place - include efforts to improve mental well-being, actions to support workers experiencing
mental ill-health stay in work, and actions to facilitate return-to-work after a period of
sickness absence. Such interventions can contribute to reducing some of the high economic
costs related to mental illness noted earlier in the chapter and contribute to maximising
productivity, opportunities and fulfilment for employees. The most economically effective
interventions were found to be those targeting individuals rather than organisations (McDaid
and Park, 2014; Hamberg-van Reenen, Proper and van den Berg, 2012).

Many European countries are using health and safety legislation and labour laws to
safeguard and promote mental well-being at work. Austria, Belgium, Finland, France,
Norway, and the Netherlands are using labour legislation to tackle psychosocial workplace
risks. Finland and Lithuania require employers to assess and respond to mental stress and
strain at work (McDaid, Hewlett and Park, 2017).

Workplace programmes can focus on the individual, or on an organisation-wide
approach, for instance promoting mental health awareness amongst managers, changes to
the physical working environment, and improving social relations at work. In Belgium
prevention advisers give guidance to workplaces on psychological well-being, and support
the preparation of risk assessment plans to minimise stress and violence at work (Samele,
Frew Stuart and Urquia Norman, 2013). In the Netherlands the “SP@W: Stress Prevention at
Work” aims to identify and deal with stress in the workplace through a learning network,
a digital Occupational Stress platform, and roadmaps tailored to each individual company
(EU Compass for Action on Mental Health and Wellbeing, 2017).

Few initiatives, though, were found to focus on improving the mental health of the
unemployed, with actions reported or identified in the literature for only nine countries. This
is despite strong evidence that unemployment is a strong risk factor for mental illness. As
noted before, lost income due to lower employment rate of people with depression alone is
estimated to amount to EUR 176 billion per year across EU countries, and these estimated
costs would be even higher if other mental health disorders were included. Where they exist,
many programmes focus on helping to reintegrate individuals who already had mental
health problems, rather than supporting the mental well-being of unemployed persons
(McDaid, Hewlett and Park, 2017). A few exceptions can be found. In a suburb of Athens, a
centre for psychological support of the long-term unemployed was established in 2013,
supported by the European Social Fund and Ministry of Health (Center of Psychosocial
Support of Long-term Unemployed, 2016).

Given that unemployment is a strong risk factor for mental ill-health, it is important
that policies to promote good mental health reach these more vulnerable populations.
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Promoting good mental health among older people

As the European population ages - more than 18% of the European population is now
over 65, and about 5% is over 80 — promoting healthy ageing is a growing policy priority
(OECD, 2017). Mental well-being should be a key part of healthy ageing alongside physical
health. There are key mental health risks linked to ageing, for instance around the
sometimes-difficult transition from work to retirement, or related to physical illness and
frailty. Social isolation, loneliness, and lower levels of contact with friends and family can
also contribute to lower levels of mental well-being. Equally, older people commonly fall
outside of social structures such as schools and workplaces where mental health promotion
and illness prevention interventions are more common, as Figure 1.8 shows.

To promote mental well-being amongst older populations, interventions have focused
on tackling some of the risk factors for mental illness, for example loneliness, and
promoting activities that foster mental well-being, for instance through promoting social
participation. Although evidence on the cost-effectiveness of interventions for the older
population is limited, a systematic literature review including more than 10 countries
found that participation in social activities, psychosocial educational interventions,
intergenerational activities and volunteering, and some educational activities could help
protect the mental well-being of older people (McDaid, 2015).

Though far fewer actions to promote the well-being of older people are found than for
other parts of the life course, a number of countries are nonetheless intervening with actions
primarily to reduce loneliness and isolation. In England, efforts to tackle loneliness amongst
older people entailed identifying, signposting, and in some cases funding, of local activities
such as lunch clubs, dance afternoons, befriending services, and sports groups (McDaid,
Hewlett and Park, 2017). In Norway, government grants are awarded to local areas to create
social activities with a social participation component, while in Iceland volunteers from the
Icelandic Red Cross make weekly visits to older, ill, or isolated individuals.

Conclusions

Mental health problems represent a huge burden in terms of morbidity and mortality,
and can have devastating consequences on the lives of people experiencing mental
ill-health, their friends, relatives and caregivers. More than one in six people across
EU countries had a mental health problem in 2016, with an estimated 25 million people
suffering from anxiety disorders, 21 million from depressive disorders, 11 million people
living with drug and alcohol use disorders, almost 5 million people suffering from bipolar
disorder, and schizophrenic disorders affecting an estimated 1.5 million people. For each of
these individuals, mental illness will affect their daily lives, their relationships, their jobs,
their physical health, their economic status and opportunities.

In some cases, mental ill-health leads not just to lives lived less fully, but also to lives
lost prematurely: over 84 000 people died of mental health problems and suicides across EU
countries in 2015. While mortality rates — driven primarily by deaths from suicide - vary
considerably by gender and by country and have been falling over time in almost all
countries, each of these deaths must be seen as a tragedy, and no European country can rest
easy. The experience of European countries where deaths from suicide have been reduced so
substantially are heartening, and offer policy lessons for other countries to follow.

The burden of mental illness, and the impact of lives lost from suicide and other
causes related to mental ill-health, contribute to significant economic costs in Europe. This
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chapter estimates total costs related to mental ill-health to be equivalent to more than
4% of GDP. While around one-third of these costs are direct spending on health services, most
of these costs relate to social security benefits and the indirect costs of mental ill-health in
the labour market, driven by lower employment rates and reduced productivity due to
mental illness.

Many European countries are taking action to prevent mental illness and to promote
mental well-being. More than one hundred interventions to promote good mental health
and protect populations from the negative impacts of mental illness were found across the
EU, targeting all age groups. Measures are being adopted to promote well-being in schools
and nurseries, with new parents, or in workplaces. Reducing stigma and increasing
understanding of mental well-being are policy priorities. Furthermore, with improved
population-level awareness and understanding of mental health, the stigma around seeking
mental health care and talking about mental illness falls. Overcoming stigma and improving
diagnosis rates can be expected, in turn, to contribute to more robust data on the true
prevalence of mental ill-health.

As this chapter shows, mental ill-health is not distributed evenly across the population,
and there are important age, gender and socio-economic differences in the burden of
disease. Some groups are also less likely to be the target of promotion or prevention
interventions. Supporting vulnerable groups, such as older people or unemployed people, is
important to build more inclusive and active societies, but at present far fewer policies reach
these groups. The dialectic relationship between distance from social structures and
deteriorated mental well-being should also not be underestimated. Just as mental ill-health
reduces the likelihood of being in employment, unemployment increases the risk of having
poor mental health. Programmes that foster good mental health - reducing loneliness,
encouraging social participation, building support structures — and interventions that can
identify and respond to signs of mental distress, should be priorities for European countries.

The growing evidence base along with the significant burden of mental illness make
clear that there is a societal case for introducing many such promotion and prevention
programmes, but there is also a clear economic case for further investment in this area.
Actions to prevent mental illness and promote good mental health can bring lifelong benefits
to children and their families, workplace interventions can reduce absenteeism and
presenteeism, and suicide prevention strategies can prevent tragic losses of life and potential.

The costs of mental illness are extremely high, the potential gains from strengthening
mental well-being are significant, and the opportunities for promotion and prevention are
far from exhausted. This chapter lays the grounds for a clear case: much more can and
must still be done to promote mental well-being and prevent mental ill-health.

Note

1. These IHME estimates are lower than those previously reported by Wittchen et al. (Wittchen et al.,
2011), partly because they do not include the prevalence of dementia.
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PART I

Chapter 2

Strategies to reduce wasteful spending:
Turning the lens to hospitals
and pharmaceuticals

Evidence suggests that as much as one-fifth of health spending is wasteful, and could be reduced or
eliminated without undermining health system performance. With as much as 9.6% of European GDP
directed to health care, reducing such spending is thus important not only for improving access to needed
care, but also for ensuring health system resilience.

This chapter points the lens at two particular areas of waste: hospitals and pharmaceuticals. Hospitals
represent an integral and essential component of any functioning health system, but are often the most
expensive part. In many instances, the resources consumed in hospitals can be put to more efficient use.
Improved community care for chronic diseases could reduce millions of avoidable admissions and bed days
across EU countries. Reducing unnecessary investigations and procedures would not compromise quality.
Greater use of day surgery and reducing delays in discharging patients no longer requiring inpatient care
could also free-up resources for patients with greater needs.

Minimising waste and optimising the value derived from expenditure on pharmaceuticals are also critical to
efficient and sustainable health systems. This chapter discusses a mix of supply and demand side policy
levers that include ensuring value for money in selection and coverage, procurement and pricing of medicines;
exploiting the potential of savings from generics and biosimilars; encouraging rational prescribing and use;
and improving adherence to treatment.

Ultimately, progress in reducing wasteful spending may be seen not only as a barometer of quality
improvement, but also an ethical and financial imperative in the pursuit of more resilient and equitable
health care systems.
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Introduction

Reducing wasteful spending in health is an important objective in both good and bad
economic times. In an economic downturn, properly targeting wasteful spending in health
care can help ensure that cost-containment efforts do not compromise quality and
outcomes, thus contributing to the health system’s resilience. In better times, reducing
wasteful spending in health is increasingly seen as a sound quality improvement strategy. It
can also release resources that can be better targeted to improving the system’s accessibility.
In other words, reducing waste can contribute to improving health system performance
along several dimensions.

Evidence suggests that as much as one-fifth of health spending is wasteful and could
be eliminated without undermining health system performance (OECD, 2017). This
alarming estimate - seldom challenged by experts - is well supported by available research.
For example, in 2012, a sample of physicians polled in France reported that on average they
viewed 28% of interventions as not fully justified (Vanlerenberghe, 2017). A study in the
Netherlands estimated that 20% of expenditure on acute care could be saved by reducing
overuse, increasing the integration of care, and involving patients in care decisions (Visser
et al., 2012). In Italy, a country that spends less on health than many other Western
European countries, the proportion of inefficient or wasteful public spending was
estimated to be around 19% in 2017 (Fondazione GIMBE, 2018).

Wasteful spending can take many forms (as illustrated in Figure 2.1) and has a range
of effects:

e Patients are unnecessarily harmed, or receive unnecessary or low-value care that makes
little or no difference to their health outcomes.

e The same outcomes can be achieved with fewer resources. For example, some health
systems have low utilisation of generic medicines; others provide care in resource-
intensive places such as hospitals, when it could be provided in the community.

e A number of administrative processes add no value, and funds are lost to fraud and
corruption.

With up to 9.6% of Europe’s GDP devoted to health care in 2017, waste serves only to
undermine the financial sustainability of health systems. Pursuing efficiency in health
spending and maintaining access to services are persistent, but at times conflicting policy
challenges in most European countries. Tackling wasteful spending can only work to
improve value for money and support both. In this chapter, the lens is pointed squarely at
two particular areas of waste: hospitals and medicines.
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Figure 2.1. A pragmatic approach to identifying and categorising wasteful
spending on health

Unnecessary duplication of tests and
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. Avoidable adverse events
Patients do

not receive - T ;
the right care Low-value care: ineffective, inappropriate,
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Source: Adapted from OECD (2017), Tackling Wasteful Spending on Health, http://dx.doi.org/10.1787/9789264266414-en.

Addressing wasteful spending in hospitals

Hospitals represent an integral and essential part of any functioning health system.
Yet, as illustrated in Figure 2.2, resources consumed in hospitals could be put to more
efficient use. For example, improved community care for ambulatory care-sensitive
conditions could reduce avoidable admissions. Tackling the overuse of hospital services
could reduce the resources used during a necessary admission without compromising
quality. Other opportunities to deploy available hospital resources more efficiently include
more extensive use of day surgery in place of inpatient care. This, together with other
strategies directed to reducing discharge delays, can help ensure that patients leave the
hospital as early as possible. These examples are discussed in turn below.

Figure 2.2. Pressure points on wasteful hospital spending
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Reducing potentially avoidable admissions

Potentially avoidable hospital admissions for some chronic conditions consume

over 37 million bed days each year

Alarge number of hospital admissions could be averted through better prevention and
management of both acute and chronic conditions outside the hospital. Among more than
30 conditions for which hospitalisation could be reduced with better primary care (also
referred as ambulatory care-sensitive conditions) (Purdy et al., 2009), five stand out as
particularly relevant in European countries: 1) diabetes, 2) hypertension, 3) heart failure,
4) chronic obstructive pulmonary disease (COPD) and bronchiectasis and 5) asthma.

Across the EU, over 4.6 million admissions were made for these five conditions in 2015 -
amounting to 5.6% of all admissions which might have been avoided® (Table 2.1).
The average length of stay (ALOS) for these five conditions was 8.1 days, which exceeded

Table 2.1. Hospital admissions for five chronic conditions, EU countries, 2015

Diabetes Hypertension Heart failure COPD and ) Asthma Tota! !five

Bronchiectasis conditions)

Admissions/discharges 800 303 665 396 1749 384 1109 865 328 976 4 653 924
% of all admissions 1.0% 0.8% 21% 1.3% 0.4% 5.6%
Average LOS (days) 8.5 6.9 95 8.9 6.6 8.1 (avg.)
Total bed days 6794 572 4597 886 16 619 148 9 855 601 2177 821 37 603 706
Proportion of all bed days 1.1% 0.7% 2.7% 1.6% 0.4% 6.5%

Note: The data on hospital admissions refer to discharges (including deaths in hospital). They include patients in all
age groups, but exclude outpatient and day cases (patients who do not stay overnight in hospital). The number of bed
days was calculated by multiplying the number of admissions (discharges) by ALOS. The total number of admissions

(discharges) excludes healthy neonates.
Source: OECD Health Statistics, https://doi.org/10.1787/health-data-en and Eurostat database.

Figure 2.3. Share of potentially avoidable hospital admissions

due to five chronic conditions, EU countries, 2015
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Note: The data on hospital admissions refer to discharges related to five chronic conditions: diabetes, hypertension, heart failure, COPD and
bronchiectasis and asthma. They include patients in all age groups, but exclude outpatient and day cases (patients not staying overnight in
hospital). These potentially avoidable hospital admissions do not control for any variation in the prevalence of these five chronic conditions.
Estonia and Greece are not shown due to missing data for several of these causes of hospitalisation. Data for Cyprus are not shown as they
only include discharges from public hospitals, resulting in substantial under-estimation as most hospitals are private.

Source: OECD Health Statistics, https://doi.org/10.1787/health-data-en and Eurostat Database.

StatLink = http://dx.doi.org/10.1787/888933834129
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the ALOS for all causes of hospitalisation (7.4 days). In total, admissions for these
5 conditions represented over 37 million bed days in 2015. Cross-country comparisons of
potentially avoidable hospital admissions should be interpreted with caution, as many
other factors, beyond better access to primary care, can influence the statistics, including
data comparability and the prevalence of these chronic conditions. Nevertheless, admission
rates for these five chronic conditions were particularly high in Bulgaria, Romania, Germany,
Lithuania, Austria and Hungary, while as a proportion of all hospital admissions, rates
were highest in Bulgaria and Romania, followed by Poland, Germany, Spain and Hungary
(Figure 2.3).

Reducing admissions requires meeting people’s needs outside of the hospital

Recognising the need to improve access to care outside hospitals, many EU countries
have taken steps to increase the availability of primary and community care, and to
introduce new models of intermediate care that can serve as alternatives to hospitals.

Many people present to hospitals simply because their primary care providers are
unavailable. To address this, a number of countries have increased access to after-hours
primary care. For example:

e In the Netherlands, after-hours care is organised at the municipal level in GP “posts”.
These posts are generally situated near or within hospitals in order to provide urgent
primary care overnight, and work closely with emergency departments. Nearly all GPs
work for a GP post. Specially trained assistants respond to phone calls and perform
triage, with GPs then determining referrals to hospital. GPs are paid at hourly rates for
after-hours work and must provide at least 50 hours of after-hours care per year to
maintain their GP registration. As GP care in the Netherlands is free at the point of
service, and a mandatory deductible applies for (emergency) hospital care, patients
have a financial incentive to choose GP posts over the Emergency Department
(Wammes et al., 2017).

e In Denmark, after-hours care is organised by the regions. The first line of contact is a
regional telephone service, most often answered by a physician or sometimes a nurse in
Zealand and the Copenhagen region who decides whether to refer the patient for a home
visit or to an after-hours clinic, usually co-located with a hospital emergency
department. GPs can choose to take on more or less work within this programme and
receive a higher rate of payment for after-hours work (Vrangbaek, 2017).

e In 2017, Portugal established a call centre that operates around the clock and, among other
services, provides guidance to patients based on their needs. Among 800 000 callers in
2017, 26% were advised on self-care, 42% referred to physicians and 24% directed to
emergency services.

Some countries have also started to develop intermediate in-home care services as an
alternative to hospital-based ones. For example:

e In the United Kingdom, since 2005 “virtual wards” have been set up in some parts of
the country to provide care at home for people recently discharged or at high risk of
hospital (re-)admission. Care is provided through multi-disciplinary care teams.
Evidence suggests that these “virtual wards” have reduced unplanned hospital
(re)-admissions and the length of stay in hospitals for the most at risk groups (Sonola
et al., 2013).
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e In France, the “hospital at home” model, organised and funded through hospitals, is
designed to offer patients the option of receiving hospital care at home for certain
conditions. In 2016, more than 100 000 patients in France were treated in a “hospital at
home” programme, equivalent to 175 000 admissions, an increase of 8% over 2015
(FNEHAD, 2017).

Most countries recognise that in order to respond effectively to the needs of ageing
populations and the growing burden of chronic disease, further efforts are needed both to
strengthen access to primary care and to provide more continuous and coordinated care
outside hospitals.

Measuring and addressing overuse in hospitals

Unfortunately, not all care received by hospitalised patients is necessary, and in some
cases, may not only be futile but even cause harm. Many services that are delivered offer
only very modest benefit to patients, or are of benefit only to some, and in some cases the
evidence of benefit is weak or lacking altogether (Brownlee et al., 2017).

In a recent effort to identify services overused in hospitals, researchers reviewed more
than 800 recommendations targeting low-value services issued in the United States,
Canada, Australia and the United Kingdom, and found that two-thirds of them pertained
to services delivered in hospitals (Chalmers et al., 2018), including investigations and
surgical procedures. Another recent study in the United Kingdom identified 71 low-value
interventions performed in general surgery alone (Malik et al., 2018).

One in four European countries has now systematically documented unwarranted
variation in the use of hospital services using Atlases

Detecting and measuring wasteful spending on low-value care has mobilised
considerable effort over the years, with two main approaches currently in use. The first
consists broadly of comparing utilisation rates for specific low-value services across
geographic areas, adjusting for population need (for lack of better indicators, generally
using age and gender as proxies). These analyses invariably display very large and
unwarranted variations in utilisation that cannot be explained by differences in disease
burden, standards of care, or patient preference, especially within countries. For example,
in 2011 caesarean-section (C-section) rates in Italy varied by a ratio of 1 to 6 across local
health units (OECD, 2014). In 2015 they varied to a similar degree across areas in Spain
(on-line Spanish Atlas, see below) and by a ratio of 1 to 2 across French Départements in 2014
(Le Bail and Or, 2016).

This approach, a hallmark of the US Dartmouth Atlas of Health Care, has been used in
at least five European countries to generate “Atlases of variation in health care” (Table 2.2).
Additionally, in 2014, in the context of the EU-funded ECHO project, Slovenia, Denmark and
Portugal produced atlases of low value care. These atlases cover a similar set of services, in
particular elective surgery. They help raise public awareness about the problem of overuse
and may catalyse behaviour change, but their operability is limited as they do not typically
identify when, for whom, and which specific providers’ services may have been over or
under-provided. Nevertheless, this comparative approach can help identify areas where
overuse is systemic, as overuse of various services is often correlated in a given area (Miller
et al., 2018).
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Table 2.2. Atlases of variations in health care in Europe

Country
Time period Document

Authors

Stated objective

Approach and scope

Examples of hospital interventions

Belgium

2006

Analysis of variations in elective
surgery in Belgium

Under preparation
Thematic Atlases for over
100 procedures

Spain
Since 2006

Atlas VPM (Variations in Medical
Practice): A platform of regularly

updated thematic atlases

England

2016

The NHS Atlas of Variation in
Healthcare (Compendium)

Previous editions: 2010 and 2011.

Since 2012

Thematic Atlases: Liver disease
(2017) Diagnostic tests (2017)
France

2016

Atlas of medical practice
variation

Germany

2015

Healthcare Fact Check:

The development of regional
variations

Previous edition: 2011
Since 2012

Thematic fact-checks also

prepared on specific interventions

(e.g. C-sections, back surgery)

KCE (public research centre
in health)

INAMI (National Institute for
Health and Disability Insurance)

Consortium of around 50
researchers coordinated by
research units in Valencia and
Aragon

NHS and Public Health England
(Department of Health agency),
in consultation with relevant
specialists

IRDES (research centre),

in collaboration with Ministry
of Health and with contribution
from medical societies

Bertelsmann Foundation
(independent think tank),

in collaboration with a research
centre and experts.

Highlight unexplained variations
in elective surgery.

Promote appropriate care
by documenting unwarranted
variation in practice.

Identify systematic and
unwarranted variations in
population use of specific hospital
services within and across

17 decentralised regions to inform
policy debate.

Identify unwarranted variations in
outcomes and activity. The goal is
to ensure provision of same quality
evidence-based NHS services to all
patients.

Reduce unwarranted variations
in inappropriate care, thereby
improving quality and reducing
cost.

Measure variations to highlight
“efficiency shortcomings and
quality deficits”, spark public
debate and encourage the
development of measures to
improve value in the system.

Analysis of geographic variations in elective surgical procedures.
Selection criteria included high and increasing volume,
evidence of relevance from international literature.
Interventions are prioritised based on importance
(spending), convenience (data available) and relevance
(literature, policy debate). A standard methodology is used
across procedures selected to represent all specialties.
Variations in standardised utilisation rates are analysed for

3 categories of services: i) proven to be effective, e.g. hip
fracture repair i) services whose effectiveness is uncertain
beyond appropriately selected groups of patients, e.g. C-section,
iii) generally considered lower-value care, e.g. spinal fusion.
The latest atlases are presented in an interactive online platform
where different indicators can be explored across zones.

The “compendium” atlases highlight unwarranted geographic
variations for the main categories of diseases covered by NHS
budget programmes (cancer, mental health disorders). For
each programme, geographic variations for an ad-hoc set of
indicators are presented which may include morbidity, risk
factor, volumes of specific services provided, or quality
indicators assessing process (% of people who receive
recommended service) or outcome (mortality, survival).
Analysis of geographic variations in “priority” surgical
procedures. Selection criteria for procedures included: high
(>20 000) and increasing volume, large variations, initiatives
in place addressing these services or interest by various
authorities, evidence of relevance from international
literature suggesting a proportion of procedure is low-value.
The 2015 atlas analyses geographic variations for a set of
elective surgical procedures.

Selection criteria included relevance to the general public
(prevalence) and per international literature.

Stakeholders in the health care system as well as citizens can
propose topics for review.

8 surgeries: Hip replacement, knee replacement, knee
arthroscopy, carpal tunnel surgery, cataract surgery, carotid
artery surgery, hysterectomy, C-section.

Bariatric surgery, myringotomy, phlebotomy, medical
imaging (MR,CT), appendectomy, tonsillectomy, knee and
hip replacement.

11 atlases relate to hospital procedures including orthopaedic
surgery (hip fracture, knee and hip replacement), general
surgery, paediatric hospitalisations, cardiovascular
procedures (including stroke management), diabetes care,
cancer care, hospitalisations for mental health problems,
avoidable hospitalisations for frail patients or chronic
conditions and procedures considered lower-value care.
Around 100 indicators are mapped in the 2016 compendium
Atlas (up from 34 in the first edition).

The last edition emphasises quality indicators and
differences in the coverage of appropriate interventions but
relatively few interventions known to be of variable value.
Exceptions for hospital care include tonsillectomy and hip
replacement.

11 surgeries

Tonsillectomy, appendectomy, C-section, bariatric surgery,
prostate surgery, carpal tunnel surgery, cholecystectomy,
hysterectomy, knee replacement, thyroidectomy. Hip fracture
surgery, considered generally effective and thus less subject
to unwarranted variation was used as a benchmark.

The 2015 atlas examines 9 surgical procedures: C-section,
tonsillectomy and appendectomy in children and
adolescents, cholecystectomy, hysterectomy, prostatectomy,
knee replacement, coronary bypass, implantation of a
defibrillator.

Source: Author’s analysis based on Atlases.
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The other strategy to measure the extent of overuse is more direct, and consists of
identifying, by using patient-level data, those services likely to have been delivered
inappropriately. Analyses of service delivery records are undertaken to identify the
characteristics of those patients who should not have received a particular service. This
analysis can produce estimates of the amount of resources “wasted”, but is limited to those
services for which the criteria for appropriateness are sufficiently specific and can be
mapped to available data. By aggregating analyses across services it is possible to build
bottom-up estimates of wasteful spending. In the United Kingdom, a recent study of
services in general surgery using a similar approach identified a potential EUR 153 million
which could be saved annually by NHS England (Malik et al., 2018).

Rates of C-sections are still growing in a third of EU countries

C-sections are a prime example of a surgical procedure which can save lives when
clinically indicated, but for which the benefits are disputed. At population level, C-section
rates above 15% of deliveries are not associated with reductions in maternal, neonatal or
infant mortality (Stordeur et al., 2016). Yet, in 2016, on average 28% of babies were born by
C-section in Europe, a rate that varies more than threefold between the Netherlands (16%)
and Cyprus (55%). C-section rates began increasing rapidly in the 1980s and continued to
rise on average by more than 6% per annum between 2000 and 2005. The growth rate
slowed to 2.6% per annum between 2005 and 2010 and further decreased to 1.2% over the
following 5 years (Figure 2.4).2

In many countries, elective C-section among low-risk women is among the first
procedures for which interventions aimed at reducing overuse have been introduced.

Figure 2.4 compares European country levels and trends in C-section rates over the last
10 years, with the centre of the graph representing the European average for both metrics. In
many countries in Central and Eastern Europe, C-section rates have risen very rapidly over
the past decade, and are very high (most notably in Poland, Romania and Bulgaria),
suggesting overuse may have yet to receive much attention. In contrast, many countries of
Northern Europe have considerably lower C-section rates, and these have remained fairly
stable over the last 10 years. Nordic countries have traditionally had low C-section rates,
while a number of other countries in which rates have increased slowly or even declined
have put in place specific policies to target this.

Tackling overuse is likely to require multi-pronged strategies that engage patients
and clinicians in particular

Policies targeting patients and providers to address overuse revolve around three types
of levers:

e Producing and publishing information on overuse. This can i) raise awareness; ii) enable
better informed conversations between providers and patients (as illustrated by the
Choosing Wisely® campaign?); or iii) serve to benchmark providers against their peers.
For example, all maternity units in Belgium receive confidential annual reports detailing
their obstetric indicators and comparing them with other maternity units, encouraging
poor performers to question their practices.

e Supporting behaviour change through, for example, clinical decision-making support
tools or feedback and audits. In 2013, France offered methodological support to maternity
units that volunteered to undertake practice analyses and develop change strategies.
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Figure 2.4. C-section rates in 2016 and their annual growth rate between 2006 and 2016
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available for Greece.
Source: Eurostat, except Netherlands: Perinatal registry (www.perined.nl/).

StatLink Sazm http://dx.doi.org/10.1787/888933834148

e Financial levers, such as payment systems limiting incentives for providers to deliver
low-value services, or limiting service coverage to circumstances where comparative
effectiveness is documented. Financial incentives are used in France, Portugal, and
Italy, targeting procedure prices, hospital budgets and regional budget allocations
respectively.

Table 2.3 summarises the strategies used by a handful of countries to reduce C-section
rates and provides additional concrete examples.

Although impact evaluations are lacking, the interventions presented above are
believed to have contributed to slowing the growth or reducing C-section rates in countries
that have implemented them.

However, to date achieving significant and sustained impact in reducing the overuse
of various investigations and surgical procedures has proven elusive. Addressing overuse is
complex and requires systemic effort and multi-pronged strategies; evidence of impact is
often incomplete and system-dependent (OECD, 2017; Mafi and Parchman, 2018; Ellen
et al., 2018; Elshaug et al., 2017). Nevertheless, reducing unwarranted use is a quality-
enhancing strategy which offers the potential to free-up significant resources in the health
system.
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Table 2.3. Examples of strategies to reduce C-section rates in Europe

Leverage information

Provide direct behaviour

Levers ; Financial incentives Observed change
and raise awareness change support

France New best practice guidelines Campaign providing Between 2009-12, France reduced Reduction in programmed

Started in 2010 (2012). methodological support to the gap between DRG prices for ~ C-section and increase in the

(Haute Autorité User-friendly flyers for expectant  volunteer maternities in their vaginal delivery and C-section proportion programmed after

de Santé, 2016)

Portugal
Started in 2010
(Ayres-De-Campos

mothers detailing the indications
for C-sections.

C-section justification must be
documented in patient’s medical
file.

Creation of a national commission
to control C-section rates.
Debates in policy and scientific

efforts to analyse and improve
practice (2013).

Information sessions in
maternities with a C-section rate
above 35% and discussions of

from 40% to 16% (13% in 2018)
in public hospitals (17% for private
hospitals in 2018).

Funding of public hospitals
indexed to C-section rates.

39 weeks, with a more marked
improvement in maternities which
joined the programme supporting
behaviour change.

C-section rates are 10% lower
in 2016 than in 2010.

etal., 2015) circles. options to reduce C-sections
(in the region with highest rates).
Training of health professionals
(in the region with highest rates).
New practice guidelines (2015).
Belgium All maternity units receive a yearly
(Stordeur et al., confidential report detailing
2016) obstetric indicators and
comparting them with other
maternity units.
Italy Patients can look-up the C-section Since 2012, C-section rates are

one of 35 indicators for which
regional targets are set and
monitored by the MoH. Good
performance across these
indicators and progress is
rewarded by a 3% increase in the
health budget to regions.

rate in any given hospital in a
website run by the National
Outcomes Programme of the
Ministry of Health (MoH).

Exploiting the potential of day surgery

Greater use of day surgery can also reduce the utilisation of hospital resources, with
the added benefit that most patients prefer day surgery as it allows them to return home
the same day. The use of day surgery has increased in all EU countries over the past few
decades, thanks to progress in surgical techniques and anaesthesia, but the pace of
diffusion has varied, with some countries leading the way in adopting day surgery earlier
and faster, and others still lagging behind.*

The diffusion of day surgery varies widely across EU countries

The trends in the adoption of day surgery presented here focus on four high-volume
surgical procedures: cataract surgery, tonsillectomy, inguinal hernia repair, and laparoscopic
cholecystectomy.” The diffusion of day surgery varies greatly both across these four surgical
procedures and across countries. While almost all cataract surgery is now performed as day
surgery in most EU countries, the average rate of day surgery in 2015 was 40% for inguinal
hernia repairs, 32% for tonsillectomies and 13% for laparoscopic cholecystectomies.

The 22 EU countries included in the analysis can be classified into three groups in
terms of adoption of day surgery: advanced adopters, moderate adopters, and low adopters
(Figure 2.5).

The Nordic countries and the United Kingdom have led the way in adopting day surgery
for a growing number of interventions, and the Netherlands has also expanded day surgery
more rapidly than most other EU countries. Nearly all cataract operations in Denmark,
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Figure 2.5. Nordic countries have led the way in adopting day surgery,
whereas countries in Central and Eastern Europe have generally lagged behind

Legend
Low adopters
I Moderate adopters

Il Advanced adopters
n.a.

n.a. n.a.

(Malta) na.

Note: The grouping of countries is based on an analysis of the distance of the country to the EU average for each of
the four selected surgical procedures in 2015. Data are not available for Bulgaria, Czech Republic, Greece, Latvia,
Slovak Republic and Switzerland. Data for Cyprus are not shown as they only include discharges from public
hospitals, resulting in a large bias given that most hospitals are private.

Source: OECD Health Statistics, https://doi.org/10.1787/health-data-en and Eurostat Database.

Finland, Sweden and the United Kingdom have been performed as day surgery for well over
a decade (Figure 2.6, Panel A). Day surgery rates for inguinal hernia repair and tonsillectomy
are also much higher in these countries (over 70% and over 50% respectively) than in other
EU countries, and laparoscopic cholecystectomy is also increasingly performed as day
surgery, and rates now reaching at least 30% in Sweden and over 50% in Denmark.

Several countries in Western Europe (Belgium, France and Ireland) and in Southern
Europe (Portugal, Spain, Italy and Malta) have been moderately fast adopters of day surgery.
In many of these countries, day surgery has grown fairly rapidly over the past decade for
some interventions, for example cataract surgery in France and Portugal (Figure 2.6, Panel B)
but remains much more limited for other interventions such as inguinal hernia repair and
laparoscopic cholecystectomy. However, national averages often mask large variations
within countries. For example, in Belgium day surgery rates for laparoscopic cholecystectomy
range from nil in many hospitals yet to adopt this practice, to 50% or 60% in those hospitals
that have been leading the way (Leroy et al., 2017). This indicates that a lot of scope
remains in this group of countries to expand day surgery further.

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018

55


https://doi.org/10.1787/health-data-en

1.2. STRATEGIES TO REDUCE WASTEFUL SPENDING: TURNING THE LENS TO HOSPITALS AND PHARMACEUTICALS

Figure 2.6. Diffusion of day surgery between 2005 and 2016 in selected EU countries

Cataract surgery = = = Repair of inguinal hernia Tonsillectomy ~ =x==eseee Laparoscopic cholecystectomy

Panel A. Advanced adopters

Denmark Finland
% %
100 100
nr _———————-—""_— 75t
50 | 1+ URTILILALY I
) o3 RIS SUSPRETE

1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Sweden United Kingdom
% 0/0
100 100
Blememmem e —m=e == = == 75t — ===
50 } 50 F -~ — R X
25 i | e Sk Rt i eseee® eesect oo ooope 25 e

1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Panel B. Moderate adopters

Belgium France
% 0/0
100 100
7 F 75 F
50 | 50 —T —
-— - - -
- - - -
= A= s
25 | = —-—— - o5 | P L
- - ST 0T | e
2scpheces s Jescecsqecsccpecees oo gqoeecepeccce clnl'-.-oo ..-o........ _L gesseepse®®S e

1 0 " A " 1 1 1 1
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Portugal Spain
% %
100 100
75 F 75 F
50 F e = Bl 50 F ——
- e —_— - -
- - S
25 F - - - 25 F
P UL A S B | s Tl oo cepeeeesenes bocoode so00R00000boocogac

1 1 1 1 1 1 1 0 1 1 I 1 1 1
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
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StatLink Si=m http://dx.doi.org/10.1787/888933834167
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In Austria, Germany and several countries in Central and Eastern Europe (e.g. Hungary,
Poland and Romania), the diffusion of day surgery for most interventions has generally
been much slower. While progress has been made on cataract procedures, the use of day
surgery for most other interventions remains much more limited. The indicator on “Day
surgery” in Chapter 8 shows low day surgery rates in these countries for inguinal hernia
repair and tonsillectomy.

Further progress in day surgery could help achieve substantial savings in hospital
expenditure. For example, a recent report in France estimated that an increase of 3 percentage
points in day surgery could result in savings of EUR 200 million per year (CNAMTS, 2018).

Enabling greater diffusion of day surgery

A number of barriers and enabling factors can influence the uptake of day surgery not
only across countries, but also across different hospitals within each country. The same
broad types of policy levers that can be used to reduce the overuse of diagnostic tests and
treatments can also be used to reduce the unnecessary hospitalisation of patients who
could instead be managed with day surgery:

e Publicly reporting the use of day surgery at different levels (national, regional and
hospital levels) can play an important role in monitoring progress. One good example of
such regular monitoring is the release of the British Association of Day Surgery’s
Directory of Procedures, which is accompanied by a national dataset identifying the best
performers in the use of day surgery for up to 200 interventions (BADS, 2016). The Belgian
Health Care Knowledge Centre also released a comprehensive report in 2017 reporting
variations in day surgery rates between Belgium and other neighbouring countries, as
well as between the three Belgian regions, and across hospitals (Leroy et al., 2017).

e Providing required support for behavioural and clinical change is also important, so that
lagging hospitals or hospital units can learn from and catch up with the most innovative
and best performers. Experience in many countries shows that the development of day
surgery is often led by “local champions” who drive change in clinical practice.

e Providing proper financial incentives to ensure that health care providers (hospitals and
surgical teams) do not lose revenue by moving towards a greater use of day surgery, and
may even be financially better-off, is also key. The Best Practice Tariffs in England provide
a good example of an explicit policy to incentivise moves toward day surgery (see below).

These interventions are likely to be more effective if they are part of a comprehensive
strategy to promote day surgery and are led by clinicians.

In Sweden, one of the main factors that has contributed to the expansion of day
surgery over the past few decades has been clinical leadership in the adoption of
evidence-based guidelines to streamline pre- and post-operative surgical procedures,
and promote safe and effective use of day surgery. Nationwide collaboration and support
from national authorities have helped to set up and disseminate new standards, while
leaving sufficient autonomy to enable adaptation to local circumstances. The expansion
of day surgery has helped achieved substantial savings, but further progress is still
possible. A 2016 review by the National Board of Health and Welfare showed that the
costs of the 11 most common types of procedures would have been 14% higher if the
share of day surgery had not increased between 2005 and 2013. However, the review also
pointed out that the full cost saving potential has not yet been reached, as the share of
day surgery still varied widely across the 21 regional health administrations. For
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example, the rate of day surgery for tonsillectomy varied between 4% and 94% in 2013
(Tiainen and Lindelius, 2016).

In the United Kingdom, the British Association of Day Surgery (BADS) has played an
instrumental role in the development of day surgery in England by gradually expanding the
list of procedures deemed suitable and safe for day surgery from 20 in 1990 to more than
200 procedures in 2016 (BADS, 2016). A national dataset also accompanies this Directory of
Procedures, providing the latest data on the percentage of procedures successfully
performed as day cases and for each procedure also indicating the performance of the top
5%, 25% and 50% of hospitals. Since 2009, the BADS has also worked with the Department
of Health to develop Best Practice Tariffs to provide financial incentives to support the
further development of day surgery. By initially paying a relatively higher price for day
surgery, the Best Practice Tariffs incentivise providers to treat patients as day cases, and
the incentives are gradually reduced as day surgery becomes the norm, as is the case now
for cataract surgery (Table 2.4). These financial incentives have contributed to a steady
increase in the share of day surgery for interventions such as inguinal hernia repair,
tonsillectomy and laparoscopic cholecystectomy in England since 2009 (see Figure 2.6).

Table 2.4. Best Practice Tariffs for day surgery in England,
selected interventions, 2017

Surgical procedure Inpatient reimbursement (EUR) Day surgery reimbursement (EUR)
Cataract surgery 902 902
Repair of inguinal hernia 1424 1581
Tonsillectomy (children) 1146 1269
Tonsillectomy (adults) 1157 1257
Laparoscopic cholecystectomy 2002 2214

Note: A Best Practice Tariff is no longer provided for cataract surgery as nearly all are now day cases. The conversion
into euros is based on an exchange rate of GBP 1 = EUR 1.16.
Source: National datasets for Payment by Results.

France has combined financial incentives and administrative measures, over time
aligning inpatient and ambulatory surgery tariffs closer to the costs of the latter. Since
2008, hospitals with relatively low ambulatory surgery rates can be required by the health
insurance fund to request prior authorisation for each instance of planned inpatient
admission for those surgeries (which can be justified, for example if a patient cannot be
accompanied by a responsible adult upon discharge). The initial list of surgical procedures
included cataract surgery; laparoscopic cholecystectomy and hernia repair were added
later, but tonsillectomy has not yet been added, which in part explains the trends observed
in Figure 2.6.

Reducing delayed discharge from hospital
Delayed discharges unnecessarily increase health care costs®

In many cases, savings can be gained through better management of length of stay in
hospital, which can be reduced through better co-ordination and planning within
hospitals, and between hospitals and post-discharge care settings. Unnecessarily delayed
discharges can be costly to health systems for several reasons. Patients who are clinically
ready to be discharged can occupy beds that could otherwise be used to care for patients
with greater needs. A recent cross-country review estimated that the cost of delayed
discharge ranges from EUR 230-650 per patient per day (Rojas-Garcia et al., 2018). In the
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United Kingdom (England), the National Audit Office has estimated the cost of delayed
transfers of care for people aged 65 and over to be GBP 820 million per year
(~EUR 726 million) (National Audit Office, 2016).

Delayed discharges from hospital also contribute to high-cost care through their
effects on the health of patients. A longer stay in hospital increases the risk of health care-
associated infections, and can accelerate functional decline, particularly among elderly
patients (Covinsky et al., 2003; Zisberg et al., 2015).

Table 2.5. Bed days attributable to delayed transfers of care, 2016

Number of bed days Bed days/1 000 population
Denmark 30 844 5
Ireland 201 977 43
Norway 82 411 16
Sweden 393124 40
United Kingdom (England) 2254 821 34

Note: Data for the United Kingdom (England) refer to April 2016-March 2017. Bed days per 1 000 population for
Denmark was country-reported. Bed days per 1 000 population for all other countries are based on dividing the total
number of bed days lost by the 2016 population (UN Population Prospects 2017, medium variant).

Source: Suzuki (forthcoming), “Reducing delays in hospital discharge”, OECD Health Working Papers.

The extent of delayed discharges differs markedly, from 5 bed days per 1 000
population in Denmark to 43 bed days per 1 000 population in Ireland, also the country
with the highest bed occupancy rate (94%). The proportion of bed days occupied by patients
with delayed discharge is driven by two related components: the number of patients
who experience a delayed discharge, and the length of the additional stay. In the
United Kingdom (England), for example, the number of patients who experienced a delay
in discharge from hospital increased by 60% between 2011 and 2016, with the total number
of excess bed days over 2.25 million in 2016 (NHS England, 2018).

Figure 2.7. Bed days associated with delayed transfers of care, England (United Kingdom)
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Source: NHS England (2018).

StatLink %i=m http://dx.doi.org/10.1787/888933834186
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Similarly, the number of patients with a recorded delay in discharge doubled in
Norway between 2012 and 2016 (Helsedirektoratet, 2018). It is estimated that patients over
65 make up 85% of those with delayed discharge in England (Department of Health, 2016).
With population ageing, the challenge of patients experiencing a delay in discharge in
European countries is of growing concern.

Approaches to reducing delayed discharge from hospital

The reasons behind rising rates of delayed discharge in many European countries are
multifactorial, with elements from health and social care systems. Many of the key drivers
are factors outside the hospital itself, including capacity shortages in intermediate, home
and long-term care, as well as poor transition planning and care co-ordination.

Several countries have taken steps to increase the capacity of intermediate care
facilities and home care to accommodate people who no longer require acute care.
Increasing the availability of intermediate care is used as a strategy to improve hospital
transitions in the Netherlands, Norway, Scotland, and Sweden. Strengthening home-based
care services, including hospital-at-home and outreach services following discharge, has
been found to both reduce length of stay and the risk of hospital readmission (O'Connor
et al.,, 2015).

Poor management of hospital transitions and lack of co-ordination between hospitals and
community-based services also contribute substantially to delays in discharge (Barker et al,,
1985; Shepperd et al., 2013). Hospital discharge planning processes often begin too late in the
patient’s hospital stay to ensure effective post-discharge care in time. Policies to improve
co-ordination, including better integration of primary care into care co-ordination processes,
and incentivising better co-ordination through pay-for-performance and pay-for-co-ordination
schemes, can help to ensure patient care is better managed following discharge.

Better monitoring of delayed hospital discharges enables countries to develop more
finely tailored approaches to reducing them. At least eight European countries currently
monitor delayed discharges in some form, of which five have developed financial incentives
for reducing them. In Denmark, Norway, Sweden, and the United Kingdom (England), where
municipalities play a strong role in delivering social care in the community, financial
penalties have been introduced for every additional day a patient spends in hospital after
they are clinically ready for discharge. In Denmark, a sharp increase in the daily penalty in
January 2017 — from DKK 1976 (~EUR 265) to DKK 3952 (~EUR 530) per day, rising to DKK 5928
(~EUR 795) for the third and all subsequent days of delay — was associated with a decline in
the number of delayed discharges reported by hospitals.

After hospital discharge was identified through patient surveys as the least satisfying
aspect of a hospital stay, Norway began re-organising the discharge process, including
starting the discharge planning process at admission, communicating important
information to municipalities during the admission, facilitating a discharge discussion
with patients and families, and creating a discharge checklist. In addition, hospitals are
required to contact municipalities within 24 hours of an admission if they believe the
patient will require follow-up from health or social care services once discharged.

Addressing wasteful spending on pharmaceuticals

After inpatient and outpatient care, pharmaceuticals represent the third largest
component of health spending (see Chapter 5). In 2016, on average medicines accounted
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Per capita, Euro PPP
900

for 17% of total health expenditure in EU countries (excluding medicines used in hospitals),
but more than 40% in Bulgaria, over 30% in Romania, and in excess of 25% in Latvia,
Lithuania, Greece, Hungary, Croatia and the Slovak Republic (Figure 2.8). Trends in
pharmaceutical expenditure are thus an important influence on overall health expenditure
patterns. While a high level of spending does not in itself indicate waste, optimising the
value derived from medicines expenditure and identifying and eliminating waste where it
occurs are both critical to achieving efficient and sustainable health care systems.

Figure 2.8. Pharmaceutical expenditure (retail) per capita
and as a share of health expenditure, 2016
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Note: Pharmaceuticals used in hospitals could add another 30% of spending on top of retail spending.
Source: OECD Health Statistics 2018, https://doi.org/10.1787/health-data-en and Eurostat Database.

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018

StatLink &i=r http://dx.doi.org/10.1787/888933834205

To achieve these objectives — without reducing benefits for patients or undermining
the quality of care — a mix of supply and demand side levers can be considered to: i) ensure
value for money in selection and coverage, procurement and pricing; ii) promote off-patent
competition and exploit the potential of generics and biosimilars; iii) encourage rational
use; and iv) improve adherence (Figure 2.9). These are discussed in turn in the remainder
of this section.

Ensuring value for money in selection and coverage, procurement and pricing
Using health technology assessment (HTA) to inform the selection of covered medicines

One approach to avoiding wasteful spending is to ensure that those medicines
selected for procurement or reimbursement reflect good value for money. Health
technology assessment (HTA) is a comparative, multi-disciplinary process used to evaluate
the added benefit or impact of health technologies, and which can be used to inform
decision makers’ assessment of the opportunity cost of replacing an existing standard of
care with a new therapy. In this way, selection and coverage decisions can avoid displacing
high value products with ones of lesser value to the health system. HTA can also be used
to review the value for money offered by existing therapies, and to adjust prices to reflect
a desired level of cost-effectiveness or willingness to pay.
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Figure 2.9. Possible approaches to reducing wasteful spending
on pharmaceuticals
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Many European countries have established, and several more are in the process of
institutionalising forms of HTA to inform the selection of medicines for their public
programmes. Twenty-three EU Member States have HTA mechanisms that assess
medicines; 20 have HTA systems that also assess medical devices, and 17 countries include
the assessment of other technologies. While cooperation between EU countries on HTA has
been increasing over time, as part of its 2017 work programme, the European Commission
(EC) announced an initiative to take this a step further. In January 2018, the EC issued a
proposed Regulation on HTA covering new medicines and certain new medical devices,
providing a basis for increased cooperation at EU level. Under the regulation, Member
States would develop common HTA tools, methodologies and procedures for: 1) joint
clinical assessment; 2) joint scientific consultations for developers seeking advice from HTA
bodies; 3) identification of emerging health technologies. Member States are currently
debating the substance of the proposed regulation, particularly whether (and the extent to
which) the cooperation on clinical assessment should be mandatory (European
Commission, 2018).

Increasing bargaining power

Intra- and international cooperation among buyers can increase bargaining power, and
can improve both the information and resources available to buyers. Belgium, the
Netherlands and Luxembourg established a cooperative initiative in 2015, and were joined by
Austria in 2016 and Ireland in 2018. The initiative involves cooperation in informing and
developing pricing and reimbursement decisions, including joint HTA, horizon scanning and
exchange of information from national disease registries, as well as joint price negotiations
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with industry (BeNeLuxA, 2017; Department of Health, Ireland, 2018). To date, the focus has
been on high-cost and orphan drugs considered priorities in each of the countries, and for
which assessment methods are deemed sufficiently similar to allow for such cooperation.
Similar cooperation has been announced, but not yet implemented by Bulgaria and Romania
in the procurement of high-cost drugs (Novinite.com, 2016); by Poland, Hungary, the
Slovak Republic and Lithuania (Visegrad Group, 2017); and by ten Southern European
countries that are signatories to the Valletta Declaration (Infarmed, 2018).

Promoting off-patent competition and exploiting the potential of generics
and biosimilars’

It is widely recognised that the development of competitive generics markets are an
important mechanism for reducing expenditure without compromising benefits to
patients (Seeley. E, 2008). The use of a cheaper generic equivalent (or in some cases, a
cheaper, therapeutically interchangeable drug from the same therapeutic class) in lieu of
an originator medicine can generate significant cost savings. Moreover, the market entry of
generics can also enhance patient access, particularly in lower-income countries (Elek
et al,, 2017).

Some countries set single reimbursement amounts for groups of therapeutically
equivalent drugs, known as “reference prices”, and these can substantially reduce
government or other third-party payer outlays. However, they can also discourage
competition and lead to higher prices for off-patent medicines than might be expected
through competitive procurement mechanisms such as tendering. Rather than offer
discounts to government or other third-party payers, to gain market share manufacturers
may set their list prices at the reference price level, but offer discounts or other
inducements to wholesalers and/or pharmacies. Where third-party payers then reimburse
the full reference price, significant profits accrue to wholesalers and pharmacies without
any benefits flowing to consumers or third-party payers (Seiter, 2010). In response, some
countries have imposed ceilings on wholesaler and pharmacy margins or introduced
profit-sharing arrangements (European Commission, 2012). Evidence also suggests that
direct regulation of generics prices, for example, by imposing fixed discounts relative to
originator products (or using reference prices) is less effective in reducing prices than
where prices are established through competitive mechanisms such as tendering or
negotiation (OECD, 2017) However, competition-inducing policy measures should be
tailored to respective care settings (outpatient vs inpatient) and take into account issues of
long-term supply certainty.

Across Europe, prices, market shares and timing of market entry of generic medicines
vary widely (Rémuzat et al., 2017; Kanavos, 2014). In 2016, generics accounted for more
than 75% of the volume of medicines covered by basic health coverage in Germany and the
United Kingdom, but made up less than 30% in Switzerland and Italy, and less than 15% in
Luxembourg. A recent study also reported that prices of generics in Switzerland were more
than six times higher than in the United Kingdom (Wouters, Kanavos and McKee, 2017).
Yet, generic market entry intensity or price decline cannot be entirely explained by the size
of a geographical market (Kanavos, 2014). Although some of the observed differences in
uptake across countries may reflect differences in the timing of patent expiries, generic
uptake depends very much on policies implemented at national level (Belloni, Morgan and
Paris, 2016; EvaluatePharma®, 2018). In addition to promoting competitive procurement
and pricing, these include encouraging rapid market entry of follow-on products on loss of
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market exclusivity of originator medicines; promoting or mandating prescribing by
international non-proprietary name (INN)&; encouraging and incentivising pharmacists to
substitute at the point of dispensing; and incentivising and educating patients.

Figure 2.10. Generic market share by volume and value, 2016 (or latest year)
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Note: Data reflect the total market when available (if not, data reflect the reimbursed market or the community pharmacy market).
Source: OECD Health Statistics 2018, https://doi.org/10.1787/health-data-en and Eurostat Database.

StatLink Sasm http://dx.doi.org/10.1787/888933834224

Several European countries employ a range of approaches to promoting generic
uptake, while others are yet to establish policy frameworks that fully exploit their
potential. Over the past decade, Belgium and France have introduced financial incentives
to encourage patients to choose a generic rather than an originator product. Belgium also
has prescription quotas for doctors, mandatory substitution for some categories of drugs,
education and information campaigns for patients, and fixed fees for pharmacies to avoid
any unintended incentives to dispense either originator or generic products. However, even
though the generic market share by volume doubled from 17% to 35% between 2005 and
2015 in Belgium, generic use is still low relative to many other EU countries such as the
United Kingdom, Germany and the Netherlands (OECD/European Observatory on Health
Systems and Policies, 2017).

France (in 2009) and Hungary (in 2010) have also introduced incentives for GPs to
prescribe generics through pay-for-performance (P4P) schemes. Between 2011 and 2016,
the generic market share by volume in France increased from 18% to 28%, but similar to
Belgium, it remains well below the EU average, in part because France restricts the
categories of drugs for which generic substitution and competition are permitted. In 2015,
France implemented mandatory INN prescribing, and the 2017 National Action Plan for the
promotion of generics aims to increase the generic market share by a further 5 percentage
points by 2018 (CNAMTS, 2018). In Italy, prescribers may indicate either the INN or the
brand of a medicine, but unless a reason is provided to preclude substitution (or the patient
objects) the pharmacist must dispense the cheapest version of the product. Greece has
issued prescribing guidelines; set maximum prices for generics; implemented a
compulsory, country-wide electronic prescription system to monitor prescribing and
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dispensing; and mandated prescribing by INN, generic substitution in pharmacies, and the
use of generics in public hospitals (OECD/European Observatory on Health Systems and
Policies, 2017).

Countries that have achieved strong or rapid improvement in penetration of generics
include the Netherlands, Denmark, and Spain. In the Netherlands, competition between
generics is encouraged by “preference policy”, whereby insurers only reimburse the
cheapest generic (Zuidberg, 2010). Denmark introduced price controls and promotion of
generics, and increased generic market share by volume from less than 40% in 2007 to over
60% in 2015 (OECD/European Observatory on Health Systems and Policies, 2017). Spain
adopted a series of measures that include accelerating market entry of generics and
mandatory pharmacy substitution with the cheapest generic (since 2006); the generic
market share by volume increased from 14% in 2005 to 47.5% of the total reimbursed
market in 2016 (OECD/European Observatory on Health Systems and Policies, 2017).

Biologics represent one of the most rapidly growing segments of the pharmaceutical
market, predicted to increase from 25% of global sales (by value) in 2017 to 31% in 2024
(EvaluatePharma®, 2018). Just as generic versions of small-molecule medicines generate
opportunities to obtain comparable health benefits at lower prices, so do “follow-on
biologics” — known as biosimilars. However, expanding biosimilar uptake presents some
additional challenges; the inherent complexity of biological products means that
biosimilars can be more challenging to develop and manufacture than small molecule
generics, and as they are not identical to their reference products, they may not be suitable
for substitution at the point of dispensing — a key driver of generic uptake.

Biosimilars have been available in Europe for over a decade, and as of 31 March 2018,
more than 40 biosimilar products in 15 different biologic classes were approved for
marketing in the EU, with 19 new biosimilars authorised between January 2017 and March
2018 (Aideed, 2018). However, despite Europe accounting for nearly 90% of global biosimilar
sales (Brennan, 2018), the overall market penetration of biosimilars remains low. With
many major patent expiries anticipated between 2018 and 2024, opportunities for further
savings are substantial (IMS Institute for Healthcare Informatics, 2016).

Across Europe, significant differences exist in policy approaches to biosimilar pricing
and reimbursement, stakeholder incentives for biosimilar use, and levels of education
and awareness, with consequent variations in uptake and the extent of savings
(Roediger, Freischem and Reiland, 2017; Rémuzat et al., 2017)" A recent study of biosimilar
policies in 24 countries (20 EU Member States, plus Iceland, Norway, Russia and Serbia)
showed that many biosimilars were not uniformly accessible across Europe, with
Germany the only country in which all approved biosimilars were available and funded
(Moorkens et al., 2017).

In most countries, biosimilar pricing in ambulatory care involves a mix of mechanisms
(see Table 2.6), while in the hospital setting, tendering is used in all countries, either at
national level or by individual hospitals. In the majority of countries, the reference product
and biosimilar may be subject to internal reference pricing to set a common reimbursement
level (Moorkens et al., 2017). Demand side measures include incentives for physicians to
prescribe biosimilars. For example, France encourages physicians to prescribe at least 20%
insulin glargine biosimilars in ambulatory care, while in Belgium biosimilars form part of
physicians’ quotas for prescribing low-cost medicines, and they are encouraged to
prescribe at least 20% biosimilars for treatment-naive patients.
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Table 2.6. Biosimilar policies across Europe

Country Biosimilar pricing in ambulatory care Internal' rgference Incentlvgs Substitution
pricing to prescribe
Austria 1st/2nd/3rd biosimilar prices -38%/-15%/-10% discount from Reference Product Yes Yes No
(RP). RP must reduce price by 30% three months after 1st biosimilar reimbursement.
After 3rd biosimilar, RP must match price of the cheapest available biosimilar.
Belgium Prices of biosimilars negotiated on a case by case basis, maximum reimbursed price No Yes No
cannot be > RP. RP must reduce price on market entry of biosimilar.
Bulgaria Ex-factory price of biosimilar cannot exceed lowest price in a set of countries Yes No No
(Bulgaria, Romania, France, Latvia, Greece, Slovak Republic, Lithuania, Portugal,
Italy, Slovenia, Spain, Belgium, Czech Republic, Poland, Hungary, Denmark, Finland,
or Estonia), referred to as external reference pricing (ERP). Ceiling retail price is
determined using 3-levels of regressive margins.
Croatia Biosimilar price determined via ERP (ltaly, Slovenia, Czech Republic, Spain, France). Yes No No
1st biosimilar: -15% on RP/subsequent biosimilars: -10%.
Czech Republic The price and reimbursement of 1st biosimilar -30% of the RP. List price of RP remains Yes No No
the same, but reimbursement level is lowered to the price of the biosimilar. The
maximum price of the biosimilar is determined via ERP of all EU countries except
Bulgaria, Czech Republic, Estonia, Luxembourg, Germany, Austria, Romania, Cyprus
and Malta.
England Free pricing, with volume based pricing scheme (rebates when expenditure exceeds No Yes No
agreed total). However biosimilars predominantly sold to hospitals, which procure
them via a nationally coordinated tendering process.
Estonia The price is negotiated; in ambulatory care the price must be at least 15% < RP. Yes Yes Yes
Finland The price of the biosimilar must be < the price of the RP. The wholesale price of the No Yes No
1st reimbursable biosimilar must be at least 30% < wholesale price of RP.
France Prices determined by negotiation, but typically 10-20% below the price of RP, taking Yes Yes Yes
into account a range of factors including the price in the rest of Europe.
Germany Free pricing. Yes Yes Yes/No
Iceland The price of the biosimilar must not be higher than the lowest wholesale price No Yes No
in Denmark, Norway, Sweden and Finland. Once a biosimilar is on the market,
the price of the RP is reduced to 80% of the original ex-factory price.
Ireland The price of the biosimilar is negotiated, typically 10-20% below RP. No No No
Italy In general, biosimilars are priced approximately 20% < RP. No Regional No
Latvia 1st biosimilar at least -30% on RP; 2nd and 3rd biosimilars at least -10% on 1st/2nd Yes No Yes
biosimilars; subsequent biosimilars: -5% further decrease. Price may not be > 1/3
lowest price in Czech Republic, Romania, Slovakia, Hungary and Denmark, and no
higher than in Estonia and Lithuania.
Malta Maximum price is set for national procurement through ERP. Procurement No No No
by centralised tendering (by INN, thus promoting competition).
Netherlands The price of a biosimilar is officially the same as the price of the RP. Yes In hospitals No
Norway The price of the biosimilar cannot be higher than the price of the RP. No Yes No
Poland 1st biosimilar: -25% on RP; 2nd biosimilar must be < 1st, “limit groups” exist Yes No Yes
where the cheapest is the limit for the whole group.
Portugal ERP, with annual changes in reference countries (2017: Spain, France and Italy), No In hospitals Yes/No

to establish maximum price. For reimbursement biosimilar must be < 80% of RP
or < 70% of RP when biosimilar market share is > 5% for the INN.

Serbia 1st biosimilar: -30% on RP, sets the reimbursement rate. 2nd biosimilar: -10% on Yes No No
1st biosimilar. 3rd biosimilar: -10% on 2nd biosimilar, with maximum 90% of average
price in Slovenia, Croatia, and Italy. National tendering by brand name can occur.

Slovenia Biosimilar price is either 92% of the lowest price in Austria, Germany and France, Yes No No
or 92% of median price in other EU/EEA countries. If the biosimilar is not in any
of the reference countries or EU/EEA countries, price is 68% of RP.

Spain The price of the biosimilar is negotiated, typically 20-30% below the price of the RP. Yes In some regions No
A maximum price is set for national procurement.
Sweden The price of the biosimilar must be same or lower than that of RP. No Regionally No

ERP: External Reference Pricing, EU: European Union, EEA: European Economic Area, RP: Reference Product.

* In Italy, biosimilars are considered interchangeable with their RPs, but substitution is only at the discretion of the prescriber. See
www.agenziafarmaco.gov.it/sites/default/files/2_Position-Paper-AIFA-Farmaci-Biosimilari.pdf.

** In Portugal, substitution is encouraged for infliximab, rituximab and etanercept if the biosimilar is cheaper and the patient stable, but is
not mandatory.

Source: Adapted from Moorkens et al. (2017).
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Box 2.1. Gurrent and potential future savings from the use of biosimilars

In 2016, it was estimated that biosimilars could generate savings up to EUR 100 billion by
2020 in the five most populous countries in the European Union (Germany, France, Italy,
Spain and the United Kingdom) plus the United States. Although thus far price reductions
offered by biosimilars have not been nearly as large as those seen with small molecule
generics, discounts of over 60% have been reported for selected products (see graphs).
Uptake of biosimilars also varies substantially across Europe. That said, the correlation
between biosimilar market shares and price reductions is weak, suggesting the existence of
barriers to effective competition. Promoting biosimilar uptake is important for driving
savings and ensuring the continued participation of players in the market, but it is the
market entry of biosimilars that promotes price competition. The two graphs below show
a) the market penetration of biosimilars as a proportion of all products within the same drug class
eligible for biosimilar competition (vertical bars, left axis) and b) the price evolution across all
products within the class eligible for biosimilar competition (diamonds, right axis). The first graph
shows the results for the class of drugs known as erythropoietins, used in the acute care
setting to stimulate red blood cell production in a number of conditions, including chronic
renal failure. Erythropoietins were among the first biosimilar products to be approved in
Europe. The second graph shows similar metrics for anti-TNF alfas, a class of drugs used for
a range of chronic conditions such as rheumatoid arthritis and Crohn’s disease, and for
which biosimilars have entered the market more recently.

Figure 2.11. Market share of biosimilars and price evolution
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Note: Graphs show market share of biosimilars for year shown: a) biosimilar treatment days (TD) as a
proportion of TD of all products in the drug class eligible for biosimilar competition (vertical bars, left axis) and
b) price evolution (change in price per TD for year shown across all products in the drug class eligible for
biosimilar competition, relative to price per TD in the year prior to biosimilar market entry [right axis]).
Source: IMS Institute for Healthcare Informatics (2016); Quintiles IMS (2017).

StatLink i=m http://dx.doi.org/10.1787/888933834243

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018 67


http://dx.doi.org/10.1787/888933834243

1.2. STRATEGIES TO REDUCE WASTEFUL SPENDING: TURNING THE LENS TO HOSPITALS AND PHARMACEUTICALS

Portugal has recently implemented financial incentives for pharmacies to encourage
dispensing of lower price medicines, and defined target market shares for biosimilar
versions of infliximab, etanercept and rituximab. In the Netherlands, limitations on the
prescribing of reference products are often part of agreements reached between insurance
companies and hospitals, though budget constraints within hospitals already provide
incentives for the use of biosimilars. Substitution rules are also important in influencing
biosimilar uptake. With the exception of Estonia, France, Latvia, and Poland, most countries
do not permit unrestricted substitution of biologicals at the point of dispensing. In France,
draft legislation permitting substitution of biosimilars was introduced in 2017 but is limited
to initiating treatment in treatment-naive patients, or to ensuring continuity for patients
previously dispensed a biosimilar (ibid.).

Encouraging rational use

Efforts to minimise waste in expenditure on medicines can be undermined
significantly by over-prescribing and inappropriate use. Over-prescribing not only wastes
resources, it increases the risks of therapeutic failure, adverse events, and the development
of antimicrobial resistance (AMR). This section focuses on two specific groups of medicines
that are frequently subject to over-prescription, and have particular implications for public
health: antibiotics and hypnotics/anxiolytics (mainly benzodiazepines).

Antimicrobial resistance represents an increasingly serious social and economic
burden globally, projected to be responsible for as many as 33 000 deaths per year in the EU
alone between 2015 and 2050, if no effective action is put in place (OECD, 2018). In addition,
overprescribing of antibiotics incurs a number of other direct and indirect costs, by
medicalising conditions for which antibiotics are not useful, and by putting patients at risk
of adverse effects (and the costs of treating them).

Primary care accounts for 80-90% of all antibiotic prescriptions in Europe, with most
prescribed for respiratory tract infections (van der Velden et al.,, 2013). However, rates of
antibiotic prescribing differ significantly across Europe, despite little evidence of differences
in the prevalence of infectious diseases (Llor and Bjerrum, 2014). In 2016 the population-
weighted average consumption of antibiotics for systemic use in the community was
22 defined daily doses (DDD)® per 1 000 population per day, and ranged from 10 DDD
(the Netherlands) to 36 DDD per 1000 population per day (Greece), a 3.5-fold difference
(Figure 2.12).

Prescribing influences have been shown to be multifactorial and include cultural and
socioeconomic elements, diagnostic uncertainty, the way health care is funded or
reimbursed, the percentage of generic drugs in the market, economic incentives and
pharmaceutical industry influences, attitudes and beliefs about the therapeutic value of
antibiotics among patients, as well as differences in prescriber and patient expectations of
consultations for respiratory tract infections (Llor and Bjerrum, 2014). A 2014 survey of over
1000 GPs in the United Kingdom reported that 55% felt under pressure, mainly from
patients, to prescribe antibiotics, and 44% admitted to prescribing antibiotics to get a
patient to leave the surgery (Cole, 2014). There is a clear need to improve health literacy, in
particular to raise awareness about antibiotic use and resistance among European
populations, while the increasing prevalence of antibiotic-resistant bacteria could be
addressed, at least in part, by promoting more limited and appropriate antibiotic use in
primary care and in the community (European Centre for Disease Prevention and Control,
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Figure 2.12. Consumption of antibiotics in the community, EU/EEA countries,
2016 (DDDs per 1 000 population per day)
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Note: These data are mainly drawn from sales of antibiotics in the country, or a combination of sales and reimbursement data. Cyprus and
Romania provide data on overall consumption (including the hospital sector). Spain provides data only on reimbursed antibiotics (i.e. not

including consumption without prescription or not reimbursed).
Source: European Centre for Disease Prevention and Control (ECDC) (2017).

2014). Findings from a recent OECD publication investigating the effectiveness and cost
effectiveness of public health policies to promote prudent use of antimicrobials support an
upscaling of national actions in this direction (OECD, 2018).

In addition to differences in antimicrobial use, patterns of resistance, and the extent
to which effective national policies to deal with AMR have been implemented vary within
the EU. In June 2017, the European Commission adopted the EU One Health Action Plan
against AMR to i) make the EU a best practice region; ii) boost research, development and
innovation; and iii) shape the global agenda on AMR (European Commission, 2017). The
European Commission has also published guidelines for the prudent use of antimicrobials
in human health (European Commission, 2017).

Levels of prescribing of hypnotics and anxiolytics, especially among the elderly, are
another important public health issue. Benzodiazepines (BZDs) and related drugs are
frequently prescribed for older adults for anxiety and sleep disorders, despite

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018 69



1.2. STRATEGIES TO REDUCE WASTEFUL SPENDING: TURNING THE LENS TO HOSPITALS AND PHARMACEUTICALS

Box 2.2. Approaches to reducing AMR in Belgium

AMR has been recognised as an important public health issue in Belgium for several years.
The Belgian Antibiotic Policy Coordination Committee, established in 1999, is responsible for
fostering more appropriate use of antibiotics in humans and animals and for promoting
infection control and hospital hygiene, with the overall aim of reducing AMR. Recent
measures to reduce antibiotic consumption have targeted patients (e.g. through public
awareness campaigns and increased co-payments for some antibiotics) and prescribers
(e.g. through organised feedback), and have contributed to a reduction in hospital-acquired
antibiotic-resistant staphylococcus infections. Although Belgium performs relatively well in
terms of levels of resistance, it now faces challenges in preventing and controlling infections
by carbapenem resistant isolates (CREs).

Source: OECD/European Observatory on Health Systems and Policies (2017), European Centre for Disease
Prevention and Control (2018).

well-documented risks of adverse effects including fatigue, dizziness and confusion. Long-
term use of BZDs can also lead to falls, accidents and overdose, as well as tolerance, dose
escalation and dependence, long-term cognitive impairment and pseudo-dementia (Ford
and Law, 2014). Apart from the associated mortality and morbidity, these impose substantial
additional and potentially avoidable costs on health systems. In addition to issues arising
from prolonged use, there is also concern about the types of BZDs being prescribed in the
older age groups, with long-acting products not recommended in older adults (OECD, 2017).
While data are available for only a few countries (Figure 2.13), wide variations in prescribing
rates are apparent, with the rate of long-term'® BZD prescribing in the over 65s highest in
Ireland, and nearly 13 times that of Estonia. Conversely, prescribing of long-acting BZDs in the
over 65s was highest in Estonia, with a rate more than 17 times that of Finland.

Figure 2.13. Elderly patients with prescriptions for benzodiazepines or related drugs,

number per 1 000 patients aged 65 and over, 2015 or nearest year
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Improving adherence and other avenues for reducing waste

Apart from contributing to an estimated 200 000 premature deaths, poor adherence to
prescribed medication is thought to cost as much as EUR 125 billion in Europe each year in
avoidable hospitalisations, emergency care, and adult outpatient visits (OECD, 2017). Three
prevalent chronic conditions - diabetes, hypertension, and hyperlipidaemia - appear to give
rise to the highest avoidable costs. Among patients with these three conditions, it has been
estimated that between 4 and 31% do not fill their first prescription; of those who fill their first
prescription only 50 to 70% take their medications regularly (i.e. at least 80% of the time); and
more than half discontinue taking them within two years (Khan and Socha-Dietrich, 2018).

Modelled over a 10-year period in five European countries (Italy, Germany, France, Spain,
and England), the potential savings from increasing adherence to antihypertensive
treatment to 70% have been estimated at EUR 332 million (Mennini et al., 2015). Research
undertaken in the United Kingdom also identified potential savings of over GBP 100 million
(EUR 111 million) annually if 80% of patients with hypertension were adherent to treatment
(Trueman et al., 2010). The same report estimated the annual cost of medicine wastage in
primary care to be as high as GBP 300 million (EUR 333 million), of which GBP 100-150 million
(EUR 111-166 million) was identified as avoidable. However the authors also found that while
patient non-adherence contributes to wastage, a range of other factors are also implicated,
some of which are unavoidable, such as treatment changes due to lack of efficacy or the
emergence of adverse effects. Those that can be addressed included inappropriate repeat
prescribing and dispensing processes, which, independently of any patient action, may
cause excessive volumes of medicines to be supplied (Trueman et al., 2010). A study
examining waste samples in Vienna in 2015-16 found significant quantities of prescription
medicines discarded in household garbage. By extrapolation the authors estimated the value
of the discarded medicines to correspond to approximately 6% of public pharmaceutical
expenditure nationally in the year of survey, or at least EUR 21 per person to Austrian social
health insurance (Vogler and de Rooij, 2018).

Box 2.3. Reducing waste in the United Kingdom

The National Health Service’s MedicineWaste campaign provides information about
common reasons for discarding medicines, describes simple steps for patients to follow to
enhance adherence, and proposes a short checklist for clinicians to evaluate repeat
prescriptions (NHS Business Services Authority, 2015). In addition, across the UK,
pharmacists work alongside GPs to improve outcomes by undertaking patient-facing
clinical medication reviews, and improving the management of long-term conditions
(Mann et al., 2018). In September 2017, the Department of Health & Social Care established
a Short Life Working Group (SLWG) to provide advice on a programme of work to improve
medication safety. Recommendations of the SLWG included the rollout of primary care
interventions such as PINCER (pharmacist-led information technology intervention) which
have been shown to be effective in reducing a range of medication errors in general
practices with computerised clinical records. Other efficiency initiatives introduced in the
United Kingdom in recent years include the Hospitals Pharmacy & Medicines Optimisation
(HoPMOp) project, which helps NHS acute hospital trusts to implement the
recommendations of the review of NHS productivity and efficiency by Lord Carter of Coles,
and the Getting It Right First Time (GIRFT) project, which aims to reduce unwarranted
variation in clinical practice across the NHS.
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In hospitals, medicines may be discarded because of inappropriate pack sizes, often
the case with drugs requiring weight-based dosing (common in oncology), or that are
supplied in single-dose units that must either be administered or discarded once opened
(OECD, 2017). The latter issue requires an audit of the extent to which regulation - or a lack
of it — contributes to unnecessary waste. For instance, regulatory agencies could require
manufacturers to provide drugs in a variety of pack sizes to ensure that an amount of drug
more closely corresponding to a patient’s body weight or size can be drawn up without
waste, and could develop or revise existing guidelines on vial sharing. Alternatively, payers
could determine reimbursement amounts that correspond to the actual dose administered
(i-e. no reimbursement for leftover drug) (ibid.).

Policies aimed at tackling poor adherence and unnecessary waste of medicines by
patients are aimed at encouraging improved communication between clinicians and
patients and enhancing patient understanding of the importance of completing prescribed
courses of treatment. Clinical trials conducted in the United Kingdom and Sweden suggest
that wastage could be reduced by up to 30% if patients starting new courses of treatment
were offered additional opportunities to discuss medication-related issues over and above
the initial instructions given at the time of prescribing (OECD, 2017). Targeted medication
reviews can be used to monitor patients’ consumption of medication and establish the
need for (or lack of) prescription renewal (Trueman et al., 2010) (Box 2.3).

Conclusions

Progress in reducing wasteful spending in health is not only a barometer of quality
improvement; it is both an ethical and financial imperative in the pursuit of resilient
and equitable health care systems. While the estimate that as much as one-fifth of
health spending could be eliminated is sobering, the many avenues for saving money
and streamlining services, without undermining access or quality of care, are cause for
optimism. Pointing the lens at two major areas of expenditure — hospitals and
medicines - reveals a range of options for improving efficiency and reducing waste, but
significant variation across Europe in the extent to which these options are being
deployed.

For hospitals, reducing or eliminating unnecessary investigations and procedures, many
of which expose patients to unnecessary risks without the prospect of clinical benefit, is an
obvious target for direct intervention. Expanding the use of day surgery can also be instigated
at hospital level. However minimising avoidable admissions, particularly for ambulatory
care-sensitive conditions, reducing unnecessary length of stay, and improving discharge
processes require broader perspectives. Enhanced primary care services, expanded post-
acute care facilities, post-discharge care coordination, and in-home care services all require
health system reforms that cannot be initiated by hospitals alone.

For pharmaceuticals, creating and supporting competitive markets and promoting the
uptake of generics and biosimilars can generate substantial savings. That said, reducing
waste does not necessarily mean spending less; it may equally be achieved by gaining
better value for money from existing expenditure. Both supply and demand side levers
offer scope for better value. Using health technology assessment to inform selection,
pricing and procurement of new medicines facilitates an understanding of the true
opportunity costs of therapies and helps avoid the displacement of high value
interventions with ones of lesser value.
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In all approaches to reducing waste, stakeholder engagement and effective

communication are critical. Prescribers and patients need to understand the value offered by
generics and biosimilars, and be adequately reassured as to their equivalence and safety.
Both need to appreciate the risks of overprescribing antibiotics and the circumstances in
which they are of low or no benefit. In hospitals, patients and providers need to recognise
that not only will certain investigations and procedures provide no benefit, they may even be
harmful. Financial incentives for patients and providers must also be calibrated to reinforce
appropriate behaviours. Above all, the development and promulgation of guidelines and
protocols that provide both a basis for discussion and engagement and support for rational
clinical decision-making, are critical to the waste-reducing armamentarium.

Notes

1.

This analysis captures only five of thirty conditions for which hospitalisations may be avoidable
through better primary care, and is therefore conservative. That said, not all hospitalisations related to
these five conditions would be avoidable. Some analysts argue that only admissions involving a short
stay in hospital — as a proxy for severity — should be counted (Swerissen, Duckett and Wright, 2016).

. Analyses which group women according to obstetric criteria (for instance number of foetuses,

presentation of foetus, previous C-section) provide finer analyses of the drivers behind these
trends and differences in C-sections rates (Betran et al., 2014).

. A campaign, established in 2012 by the American Board of Internal Medicine and since emulated

in a growing number of countries, has sought to promote a dialogue around appropriate care. One
of its core strategies has been to encourage medical societies to draw up shortlists of services
known to be used inappropriately, and issue “do-not-do” recommendations to guide providers and
patients in reducing their utilisation.

. Day surgery is defined as the release of a patient who was admitted to a hospital for a planned

surgical procedure and discharged the same day. The analysis covers 22 EU countries only due to
data gaps in the other six: Greece and Latvia do not report data on day surgery; Cyprus only reports
data for public hospitals (which account for less than half of hospital activities); and Bulgaria, the
Czech Republic and the Slovak Republic only report data for one or two of the procedures
considered here. The main limitation in data comparability is that many countries do not include
outpatient surgery, defined as situations where patients are not formally admitted to or discharged
from hospitals (see the indicator “Day Surgery” in Chapter 8 for more information).

. Tonsillectomy is mainly performed in children. Inguinal hernia repair is a procedure to repair a

defect in the abdominal wall that allows abdominal contents to slip into a narrow tube called the
inguinal canal and is commonly performed laparoscopically (using minimally invasive keyhole
surgery, allowing patients to return home more quickly). Cholecystectomy is the removal of the
gallbladder, also commonly performed laparoscopically.

. Delayed discharges from hospital are defined here as cases in which a hospital patient remains in

hospital, despite being clinically ready to be discharged.

. A generic medicine is defined as a pharmaceutical product with the same qualitative and quantitative

composition in active substances, and the same pharmaceutical form as the reference product, and to
which bioequivalence has been demonstrated. A biosimilar is a biological medicinal product that
contains a “follow-on” version of an already-authorised biological reference product and has no
clinically meaningful differences in terms of safety and effectiveness from the reference product.
However, although biosimilars are conceptually similar to generic versions of chemically derived small
molecule medicines, because of the complexity and inherent heterogeneity of biotechnological
products, and of the manufacturing processes used to produce them, a follow-on biologic is referred to
as “biosimilar” rather than “biogeneric”.

. International Non-proprietary Names (INN) are unique and globally recognised names used to

identify pharmaceutical substances. All pharmaceutical products are assigned an INN; most will
also carry a brand or trade name which, unlike the INN, may differ between countries.

. The DDD is the assumed average maintenance dose per day for a drug used for its main indication

in adults. The DDD is a unit of measurement and does not necessarily reflect the recommended or
prescribed daily dose.
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10. “Long-term” refers to prolonged duration of use; “long-acting” refers to a drug that has slow absorption
and maintains its effects over an extended period.
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PART II

Chapter 3

Health status

This chapter describes the health status of EU citizens, including recent trends in life expectancy, the main
causes of death, health inequalities by gender and socioeconomic status, and the occurrence of communicable
and chronic diseases.

Life expectancy now reaches 81 years on average across EU countries, but the gains have slowed down
markedly in several Western European countries in recent years, with even some reductions in certain years.
This appears to have been driven by a slowdown in the rate of reduction of deaths from circulatory diseases
and periodical increases in mortality rates among elderly people due partly to bad flu seasons in some years.

The main causes of deaths across EU countries remain circulatory diseases (over 1 900 000 deaths in 2015)
and cancers (1 320 000 deaths), which together account for over 60% of all deaths.

Large inequalities in life expectancy persist not only by gender (women still live nearly 5% years more than
men on average), but also by socioeconomic status. On average across EU countries, 30-year-old men with a
low education level can expect to live about 8 years less than those with a university degree or the equivalent.
The “education gap” among women is smaller, at about 4 years. Large inequalities also exist in how people
rate their health: nearly 80% of adults in the highest income group report to be in good health across EU
countries, compared with about 60% of people in the lowest income group.

Communicable diseases, such as measles, hepatitis B and many others, pose major threats to the health of
European citizens, although vaccination can efficiently prevent these diseases. 13 475 cases of measles were
reported across the 30 EU/EEA countries from May 2017 to May 2018, up by nearly 60% over the preceding
12-month period. But in most countries where vaccination coverage is high, very few cases of measles were
reported.

81



11.3. HEALTH STATUS

TRENDS IN LIFE EXPECTANCY

Life expectancy has increased in EU countries
over the past decades, but this rise has slowed down
since 2010 in many countries, particularly in Western
Europe.

Life expectancy at birth reached 81 years across
the 28 EU member states in 2016. Spain and Italy have
the highest life expectancy among EU countries, with
life expectancy reaching over 83 years in 2016. Life
expectancy at birth now exceeds 80 years in
two-thirds of EU countries, but still remains at only
around 75 years in Bulgaria, Latvia, Lithuania and
Romania (Figure 3.1).

As is the case around the world, women live
longer than men in EU countries — on average nearly 5%
longer - although this gap has narrowed by one year
since 2000 as life expectancy among men increased
more rapidly in most countries. The current gender gap
is particularly large in Latvia and Lithuania where
women live more than 10 years longer than men, and
is also quite large in Bulgaria and Romania. These
gender gaps are partly due to greater exposure to risk
factors among men, particularly greater tobacco
consumption, excessive alcohol consumption and less
healthy diet, resulting in higher death rates from heart
diseases, various types of cancer and other diseases.

Until recently, life expectancy was rising fairly
rapidly and steadily across EU countries, by about
2% years per decade on average. However, since 2011, the
gains in life expectancy have slowed down markedly,
particularly in some Western European countries, with
less than half a year gained between 2011 and 2016 in
countries like France, Germany, the Netherlands and
the United Kingdom. Life expectancy actually
decreased in 8 EU countries in 2012 and in 19 countries
in 2015, including in France, Germany, Italy and the
United Kingdom, particularly among people aged
over 75, before recovering in 2016 (Figure 3.2).

The marked reduction in 2015 was due at least
partly to excess mortality in the winter months,
especially among older people, related to a bad flu
season and increased mortality from cardiovascular
diseases. Excess mortality among older people has
also been observed during the winter 2017-18
(EuroMOMO, 2018), which may impact negatively on
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life expectancy in some countries. Another important
factor that has contributed to the recent slowdown in
life expectancy gains in many EU countries is the
slowdown in the reduction in death rates from
circulatory diseases, which was previously the main
factor driving life expectancy gains.

In the United Kingdom, the recent stalling in life
expectancy gains has prompted comments about the
causes, including the possible effects of austerity
measures on health and other public spending (Hiam
etal., 2018). In Europe, some countries that have
implemented more severe austerity measures, such as
Greece and Spain, have continued to experience rising
life expectancy since 2011, with the notable exception of
2015 when life expectancy also came down in these two
countries. Further research is needed to understand
better the recent slowdown in life expectancy gains in
many European countries (Raleigh, 2018).

Definition and comparability

Life expectancy at birth measures the average
number of years that a person can expect to live
based on current mortality rates (age-specific
death rates). However, the actual age-specific
death rates of any particular birth cohort cannot
be known in advance. If age-specific death rates
are falling, actual life spans will on average be
higher than life expectancy calculated with
current death rates.
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3.1. Life expectancy at birth, by gender, 2016
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3.2. Trends in life expectancy, 2005-16
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INEQUALITIES IN LIFE EXPECTANCY

Large inequalities in life expectancy exist not
only by gender, but also by socioeconomic status, no
matter how it is measured - by education level,
income or occupational group. This section focuses
mainly on inequalities by education level since this is
the socioeconomic indicator with the most widely
available data.

Inequalities in life expectancy by education level
are generally larger among men than among women,
and are particularly large in Central and Eastern Europe
(Figure 3.3). On average across EU countries, 30-year-old
men with less than upper secondary education can
expect to live about 8 years less than those with a tertiary
education (a university degree or the equivalent). The
education gap among women is smaller, at about
4 years. In the Slovak Republic, Hungary, Poland, the
Czech Republic and Latvia, 30-year-old men with a low
level of education can expect to live more than 10 years
less than those with a high level of education.

This education gap in life expectancy is due to
higher mortality rates among the least educated at
different ages. Figure 3.4 shows the difference in the
(age-standardised) mortality rate for some of the main
causes of death between low-educated and high-
educated men and women for two age groups (25-64
and 65-89 years) across 10 European countries. The
education gap is particularly large among men in both
age groups. While the mortality rate among prime-age
men (25-64 years) is much lower than among older
men (65-89 years), the gap in mortality rate between
low-educated and high-educated prime-age men is
wider - an almost four-fold difference. This gap is due
to much higher mortality rates from all the main
causes of death among low-educated prime-age men.
Half of the gap in mortality rate among men in that age
group is due to higher death rates from circulatory
diseases and cancer, and another 20% is due to
external causes of death (e.g. accidents and suicides).
An important gap in mortality rates by education level
also exists among older men and women, driven
mainly by higher death rates from circulatory diseases
and cancer (Murtin et al., 2017).

Smoking remains a very important risk factor for
both circulatory diseases and different types of cancer
(notably lung cancer). A substantial part of the
education gap in mortality is due to higher smoking
rates among people with a lower level of education
(see indicator “Smoking among adults” in Chapter 4).
A greater prevalence of other risk factors such as
excessive alcohol consumption, particularly among
low-educated men, also contribute to higher
mortality rates from circulatory diseases, different
types of cancer and external (violent) causes of death.

Gaps in life expectancy at age 30 have remained
relatively stable over the past decade, as life
expectancy increased at about the same rate for
lower-educated and higher-educated people in the
group of countries with time series.
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Looking beyond the gap by education level, some
countries regularly monitor inequalities in life
expectancy by income or deprivation level. In France,
the results for the period 2012-16 show a gap of
8 years in life expectancy at age 35 between men in
the top income quartile and those in the bottom
income quartile. This gap is slightly smaller (5 years)
among women (INSEE, 2018).

Reducing inequalities in life expectancy across
socioeconomic groups requires coordinated actions
involving not only health ministries but also other
ministries responsible for education, labour, social
protection and housing (James et al., 2017).

Definition and comparability

Life expectancy measures the average number
of remaining years of life for people at a specific
age based on current mortality conditions.
Education level is based on the ISCED 2011
classification. The lowest education level refers to
people who have not completed their secondary
education (ISCED 0-2). The highest education level
refers to people who have completed a tertiary
education (ISCED 6-8). Data on life expectancy by
education level have been extracted from the
Eurostat database for most countries, with the
exception of Austria, Belgium, France, Latvia, the
Netherlands and the United Kingdom which have
provided data directly to the OECD.

Not all countries have information on education
as part of their deaths statistics. In such cases,
data linkage to another source (e.g. a census)
containing information on education is required.
Data disaggregated by education level are only
available for a subset of the population for the
Czech Republic and Norway. In these two countries,
the large share of the deceased population with
missing information about their education level
can affect the accuracy of the data.
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3.3. Gap in life expectancy at age 30 between people with the lowest
and highest level of education, 2016 (or nearest year)
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HEALTHY LIFE EXPECTANCY AT BIRTH AND AT AGE 65

Healthy life expectancy is an important indicator of
population health. It indicates whether any gains in life
expectancy are lived in good health or with some health
problems and disabilities. A greater number of healthy
life years generally means a healthier workforce, fewer
early retirements due to health problems, and reduced
long-term care needs.

The main indicator of healthy life years used in
the European Union is the number of years lived free of
activity limitations due to health problems (in other
words, disability-free life expectancy). On average
across EU countries, people can expect to live about
80% of their lives free of disability (Figure 3.5). This
proportion of healthy life years is lower among women
than men (77% vs 81%) because women generally
report more activity limitations due to health problems
at any given age and also because women live longer.
Whereas the gender gap in life expectancy at birth is
about 5.5 years on average across EU countries, there is
virtually no gap in healthy life expectancy (64.2 years
for women compared with 63.5 years for men). Women
in EU countries can expect to live over 19 years of their
lives with some disabilities compared with less than
15 years for men.

In 2016, Malta and Sweden were the two countries
with the highest healthy life expectancy among both
women and men. In these two countries, women can
expect to live more than 85% of their life expectancy
free of disability, and this share reaches around 90% for
men. Latvia, Estonia and the Slovak Republic had
among the lowest healthy life expectancy, reflecting
both relatively low life expectancy and a substantial
share of life lived with some disability.

As people get older, the share of the remaining
years of life that they can expect to live free of disability
falls. At age 65, people can only expect to live about
50% of their remaining years of live free of disability
across EU countries (Figure 3.6). Again, this proportion
is substantially smaller among women (47% only) than
men (54%), because women report more disability at
any specific age and because they live longer. Women
can expect to live another 21.6 years when they reach
age 65 across the EU, but only about 10 of these years
can be expected to be free of activity limitation, with
the other 11.5 years lived with some disabilities. For
men, the remaining life expectancy at age 65 is more
than three years shorter (18.2 years), but they can
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expect to live also about 10 years free of disability on
average. The number of healthy life years for men at
age 65 is greater than for women in about half of EU
countries.

Inequalities in healthy life years by socioeconomic
status are even greater than inequalities in life
expectancy, because women and men with lower
education or income are much more likely to report
some activity limitations throughout their lives than
those with higher level of education or income (see
indicator “Self-reported health and disability”).

A wide range of policies is required to increase
healthy life expectancy and reduce inequalities.
These include greater efforts to prevent health
problems starting early in life, promote equal access
to care for the whole population, and better manage
chronic health problems when they occur to reduce
their disabling effects (OECD, 2017).

Definition and comparability

Healthy life years (HLY) are defined as the
number of years spent free of long-term activity
limitation (this is equivalent to disability-free life
expectancy). Healthy life years are calculated
annually by Eurostat based on life table data and
age-specific prevalence data on long-term
activity limitations. The disability measure is the
Global Activity Limitation Indicator (GALI), which
measures limitation in usual activities, coming
from the EU-SILC survey.

The comparability of the data on healthy life
years is limited by the fact that the indicator is
derived from self-reported data which can be
affected by people’s subjective assessment of
their activity limitation (disability) and by social
and cultural factors. There are also differences
across countries in the formulation of the
question on disability in national languages in EU-
SILC, limiting data comparability (Eurostat, 2017).
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3.5. Life expectancy and healthy life years at birth, by gender, 2016 (or nearest year)
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3.6. Life expectancy and healthy life years at 65, by gender, 2016 (or nearest year)
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MAIN CAUSES OF MORTALITY

Over 5 200 000 people died in EU countries in 2015
(Figure 3.7). An unusual large increase in the number of
deaths in 2015 explains the reduction in life
expectancy in many countries compared with 2014 (see
indicator “Trends in life expectancy”). The higher
number of deaths in 2015 across EU countries was
concentrated mainly among people aged 75 and over,
and was attributed mainly to higher mortality from
influenza and pneumonia triggering cardiorespiratory
events, Alzheimer’s disease and other dementias, and
heart diseases.

Slightly more women than men died across EU
countries in 2015, as there are more women in the
population, particularly in older age groups. Once the
population structure is adjusted by age, the age-
standardised mortality rate was about 50% higher
among men across the EU as a whole (1 287 per 100 000
men compared with 849 per 100 000 women).

The main causes of death in EU countries are
circulatory diseases and various types of cancer,
followed by respiratory diseases and external causes of
death.

Circulatory diseases continue to be the leading
cause of death across the EU, accounting for over
1900 000 deaths in 2015. Ischaemic heart diseases, which
include heart attack and other diseases, and stroke are
the most common causes of death from circulatory
diseases (see indicator “Mortality from circulatory
diseases”). The age-standardised mortality rate from
circulatory diseases is much higher among men than
women (about 40% higher), but nonetheless diseases of
the circulatory system account for a greater share of
deaths among women than men across EU countries.

Some 1 320 000 people died of cancer in 2015,
accounting for 22% of all deaths among women and
29% of all deaths among men. Breast cancer and lung
cancer are the leading causes of cancer death among
women, whereas lung cancer and colorectal cancer
are the two main causes of cancer death for men (see
indicator “Mortality from cancer”).

After circulatory diseases and cancer, respiratory
diseases are the third leading cause of death in EU
countries, causing some 440 000 deaths in 2015, with
the vast majority of these deaths occurring among
people aged over 65. This group of diseases accounted
for 8% of all death among women and 9% among men.
Chronic obstructive pulmonary disease (COPD) is the
most common cause of mortality among respiratory
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diseases, followed by pneumonia (see indicator
“Mortality from respiratory diseases”).

External causes of death, which include accidents,
suicides, homicides and other violent causes of death,
were responsible for 3% of all deaths among women and
6% of deaths among men in EU countries in 2015. The
most important causes of violent deaths are road traffic
accidents and other accidental deaths, and suicides.
Road traffic accidents are a particularly important cause
of death among young people (aged 18-25), whereas
suicide rates generally increase with age.

More than 80% of all deaths in EU countries occur
after the age of 65. While the main cause of death
among people aged over 65 is circulatory diseases, the
main cause for people under 65 is cancer, particularly
among women (Eurostat, 2018).

Overall mortality rates vary widely across
countries. France, Spain and Italy have the lowest
death rates, with age-standardised rates between
850 and 900 deaths per 100 000 population in 2015
(Figure 3.8). This was mainly due to relatively low
mortality rates from circulatory diseases. Mortality
rates are highest in Bulgaria, Romania and Hungary,
with age-standardised rates at least 50% higher than
the EU average in 2015. The main reason for this much
higher mortality rate in Bulgaria and Romania is higher
mortality rates from circulatory diseases. In Hungary,
higher mortality rates from cancer explain a large part
of the difference with the EU average.

Definition and comparability

Deaths from all causes are classified to ICD-10
codes A00-Y89, excluding S00-T98. Mortality rates
are based on the number of deaths registered in a
country in a year divided by the population. The
rates have been age-standardised to the revised
European standard population adopted by
Eurostat in 2012 to remove variations arising from
differences in age structures across countries and
over time.
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3.7. Main causes of mortality among women and men in EU countries, 2015
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3.8. Main causes of mortality by country, 2015
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MORTALITY FROM CIRCULATORY DISEASES

Circulatory diseases remain the main cause of
mortality in nearly all EU member states, accounting
for some 1 910 000 deaths and 37% of all deaths across
EU countries in 2015. Circulatory diseases comprise a
range of illnesses related to the circulatory system,
including ischaemic heart diseases (notably heart
attacks) and cerebrovascular diseases (such as strokes).
Ischaemic heart diseases and strokes alone account for
over 55% of all deaths from circulatory diseases, and
caused more than one-fifth of all deaths in EU member
states in 2015.

Ischaemic heart diseases (IHD) are caused by the
accumulation of fatty deposits lining the inner wall of
a coronary artery, restricting blood flow to the heart.
Death rates for IHD are over 80% higher for men than
for women across EU countries, because of a greater
prevalence of risk factors among men, such as
smoking, hypertension and high cholesterol.

Mortality rates from IHD are highest in Lithuania,
Latvia, the Slovak Republic and Hungary, with age-
standardised rates more than three times greater
than the EU average. The countries with the lowest
IHD mortality rates are France, the Netherlands,
Portugal and Spain, with death rates about two times
lower than the EU average (Figure 3.9).

Since 2000, age-standardised mortality rates
from IHD have declined in all countries, with an
overall reduction of over 40% on average across the
EU, although the reduction has slowed down in recent
years (Figure 3.11). The decrease since 2000 has been
quite modest in some countries like Lithuania (only a
4% reduction), whereas it has been more rapid in
Finland (a 44% reduction). Reductions in risk factors
such as tobacco consumption have contributed to
reducing the incidence of IHD and consequently
mortality rates (see indicator “Smoking among
adults” in Chapter 4). Improvements in medical care
have also played an important role (see indicator
“Mortality following acute myocardial infarction” in
Chapter 6).

Strokes (or cerebrovascular diseases) were
responsible for some 430 000 deaths across the EU in
2015, accounting for about 8% of all deaths. Strokes
are caused by the disruption of the blood supply to the
brain. In addition to being an important cause of
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mortality, the disability burden from stroke is
substantial. The gender gap in (age-standardised)
mortality rates from stroke is not as large as for IHD
(less than 20%).

As with THD, there are wide variations in stroke
mortality rates across countries. The rates are three
times higher than the EU average in Bulgaria, Latvia
and Romania. They are the lowest in France,
Luxembourg and Spain (Figure 3.10).

Since 2000, stroke mortality rates have decreased
by nearly 50% across the EU, although the gains have
slowed down over the past five years. The reduction
since 2000 has been much slower in some countries
like Bulgaria and Lithuania (only a 10% to 15%
reduction) compared with a reduction of between 40%
to 50% in Finland, France and Germany (Figure 3.12).
As with IHD, the reduction in stroke mortality can be
attributed at least partly to both a reduction in risk
factors and improvements in medical treatments (see
indicator “Mortality following stroke” in Chapter 6).

Looking ahead, further progress in reducing
mortality rates from IHD, strokes and other circulatory
diseases may be hampered by a rise in certain risk
factors such as obesity and diabetes (OECD, 2015).

Definition and comparability

Mortality rates are based on the number of
deaths registered in a country in a year divided
by the population. The rates have been age-
standardised to the revised European standard
population adopted by Eurostat in 2012 to
remove variations arising from differences in
age structures across countries and over time.

Deaths from ischaemic heart diseases relate to
ICD-10 codes 120-125, and stroke (or cerebrovascular
diseases) to 160-169.
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3.9. Ischaemic heart disease mortality, 2015
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3.10. Stroke mortality, 2015
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3.12. Trends in stroke mortality, selected EU
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MORTALITY FROM CANCER

Cancer caused some 1320 000 deaths in the
European Union in 2015 (Figure 3.13). It is the second
leading cause of mortality after cardiovascular
diseases, accounting for 25% of all deaths in 2015.

Mortality rates from cancer are lowest in Cyprus,
Finland, Malta, Spain and Sweden, with rates at least
10% lower than the EU average. They are highest in
Hungary, Croatia, the Slovak Republic, Slovenia and
Poland, with rates more than 15% higher than the EU
average (Figure 3.14).

In all countries, mortality rates from cancer are
greater among men than women. Overall, some
584 000 women and 739 000 men died from various
types of cancer in EU countries in 2015. The aged-
standardised mortality rates from cancer was 70%
higher among men than women on average in the EU
(346 deaths per 100 000 men, compared with
201 deaths per 100 000 women). This gender gap is
particularly wide in Latvia, Lithuania, Estonia, Spain
and Portugal, with mortality rates more than two
times greater among men than among women. It can
be explained by the greater prevalence of risk factors
among men (e.g. smoking and alcohol consumption),
as well as the more limited availability or use of
screening programmes for cancers affecting men,
leading to lower survival rates after diagnosis.

Lung cancer remains by far the most common
cause of death from cancer among men (25% of all
cancer deaths across the EU) and the second most
common among women (after breast cancer). Some
184 000 men and 89 000 women died from lung cancer
in EU countries in 2015. Smoking is the main risk factor
for lung cancer. Over the past 10 years, the mortality
rate from lung cancer increased by almost 20% across
EU countries, driven mainly by a large increase in
deaths among women in many countries. This reflects
the fact that many women started to smoke several
decades later than men (Torre et al., 2014).

Colorectal cancer is the second most common
cause of cancer death, killing some 154 200 men and
women in EU countries in 2015. The mortality rate
from colorectal cancer is about 75% higher among
men than among women across EU countries. There
are several risk factors for colorectal cancer besides
genetic factors and age, including a diet high in fat
and low in fibre, alcohol consumption, smoking and
obesity. The mortality rate has declined over the past
decade in most countries, due to a large extent to
earlier detection and higher survival after diagnosis
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(see indicator “Survival and mortality from colorectal
cancer” in Chapter 6).

Breast cancer is the leading cause of cancer
death among women, causing 94 300 deaths in 2015
and accounting for 16% of all female cancer deaths.
While incidence rates of breast cancer have increased
over the past decade, death rates have declined or
stabilised, indicating increases in survival rates due to
earlier diagnosis and better treatment (see indicator
“Screening, survival and mortality for breast cancer”
in Chapter 6).

Prostate cancer is the third most common cause
of cancer deaths among men across EU countries
(particularly among men aged over 65), resulting in
75 300 deaths in 2015 and accounting for 10% of all
male cancer deaths.

Death rates from all types of cancer combined
among men and women have declined at least slightly
in most EU member states since 2000, although the
decline has been more modest than for circulatory
diseases, explaining why cancer now accounts for a
larger share of all deaths.

Definition and comparability

Mortality rates are based on the number of
deaths registered in a country in a year divided
by the population. The rates have been age-
standardised to the revised European standard
population adopted by Eurostat in 2012 to
remove variations arising from differences in
age structures across countries and over time.

Deaths from all cancers relate to ICD-10 codes
C00-C97, lung cancer to C33-C34. The international
comparability of cancer mortality data can be
affected by differences in medical training and
practices as well as in death certification
procedures across countries.
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3.13. Main causes of cancer mortality among men and women in EU countries, 2015
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3.14. Cancer mortality, 2015

Il Total

Age-standardised rates per 100 000 population

¢ Women ® Men

500

1. Three-year average (2013-15).
Source: Eurostat Database.

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018

2 N @ @ @S S O
DI FP P o
WeileFTe® T

StatLink &i=r http://dx.doi.org/10.1787/888933834528

93


http://dx.doi.org/10.1787/888933834509
http://dx.doi.org/10.1787/888933834528

11.3. HEALTH STATUS

MORTALITY FROM RESPIRATORY DISEASES

Mortality from respiratory diseases is the third
main cause of death in EU countries, accounting for
8% of all deaths in 2015. More than 440 000 people
died from respiratory diseases in 2015, an increase of
15% over the previous year. Most of these deaths (90%)
were among people aged 65 and over. The main
causes of death from respiratory diseases are chronic
obstructive pulmonary disease, pneumonia, asthma
and influenza.

In 2015, the United Kingdom and Ireland had the
highest age-standardised death rates from respiratory
diseases among EU countries (Figure 3.15). Finland,
Latvia, Estonia and Lithuania had the lowest rates,
with rates only about half the EU average.

Death rates from respiratory diseases are on
average 85% higher among men than among women
in all EU countries. This is partly due to higher
smoking rates among men. Smoking is an important
risk factor for chronic obstructive pulmonary disease
and other respiratory diseases.

Chronic obstructive pulmonary disease (COPD) (or
chronic lower respiratory diseases), which includes
chronic bronchitis and emphysema, caused over
180 000 deaths in EU countries in 2015 and accounted
for over 40% of all respiratory disease mortality.
Mortality from COPD varies widely across countries.
Hungary, Denmark and the United Kingdom have the
highest rate of mortality from COPD, with age-
standardised rates at least two-thirds higher than the
EU average (Figure 3.16). The main risk factor for COPD
is tobacco smoking (both active and passive smoking),
but other risk factors include occupational exposure to
dusts, fumes and chemicals, and air pollution more
generally. A large number of people with COPD are only
diagnosed at a late stage, contributing to higher
mortality. People with COPD are also more susceptible
to influenza and pneumonia.

Pneumonia was responsible for nearly
140 000 deaths in EU countries in 2015, accounting for
over 30% of all respiratory disease mortality. As with
COPD, there are large variations in mortality rates
across EU countries: Portugal, the Slovak Republic and
the United Kingdom have the highest rates of
pneumonia mortality, whereas Finland, Greece and
Austria have the lowest rates (Figure 3.17). The main
risk factors for pneumonia are age, smoking and
alcohol abuse, and having COPD or HIV infection
(Torres et al., 2013).

More than 7 000 people died from asthma in EU
countries in 2015. Mortality rates from asthma are
highest in Estonia, Ireland and the United Kingdom,
but remain much lower than for COPD and
pneumonia.
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Nearly 6 000 deaths were directly attributed to
influenza, with most of these deaths concentrated
among people aged over 65. But influenza also
contributed to many more deaths among frail elderly
people with chronic diseases. The European Monitoring
of Excess Mortality network estimated that up to
217 000 deaths were related to influenza among elderly
people across EU countries during the winter 2015
(EuroMoMo, 2016).

The prevalence and mortality from respiratory
diseases are likely to increase in the coming years as
the population ages and presently unreported cases of
COPD begin to manifest, whether alone or in
co-morbidity with other chronic diseases.

Many deaths from respiratory diseases could be
prevented by tackling some of the main risk factors,
notably smoking, and by increasing vaccination coverage
for influenza and pneumonia, particularly among elderly
people and other vulnerable groups. Better management
of both asthma and COPD in primary care could also help
reduce health complications.

Definition and comparability

Mortality rates are based on the number of
deaths registered in a country in a year divided
by the population. The rates have been age-
standardised to the revised European standard
population adopted by Eurostat in 2012 to
remove variations arising from differences in
age structures across countries and over time.

Deaths from respiratory diseases relate to
ICD-10 codes J00-J99, with pneumonia relating
to J12-J18, chronic obstructive pulmonary
disease (or chronic lower respiratory diseases)
relating to J40-J47 and asthma to J45-J46. The
international comparability of data on mortality
from respiratory diseases can be affected by
differences in medical training and coding
practices for causes of death. Finland revised
some coding practices in 2005-06, leading
especially to a decrease of recorded deaths
caused by pneumonia.
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3.15. Respiratory diseases mortality, 2015
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3.17. Pneumonia mortality, 2015
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INFANT HEALTH

Infant mortality reflects the effect of socioeconomic
conditions on the health of mothers and newborns, as
well as the effectiveness of health systems, particularly in
addressing any life-threatening problem during the
neonatal period (i.e. during the first four weeks).

Infant mortality rates are low in most EU counttries,
with an average of less than 4 deaths per 1 000 live
births across EU countries in 2016 (Figure 3.18). However,
a small group of countries - Romania, Bulgaria, Malta
and the Slovak Republic - still have infant mortality
rates above 5 deaths per 1 000 live births. These rates,
though, have declined steadily over the past 25 years. In
Malta, infant mortality rates may be higher because
induced abortions following the detection of congenital
anomalies are illegal, whereas this is possible in other
countries in cases of severe and/or lethal anomalies.

Around two-thirds of the deaths during the first
year of life occur during the first month (i.e. neonatal
mortality). The main causes of death during the first
month are congenital anomalies, prematurity and
other conditions arising during pregnancy. For deaths
beyond one month (post neonatal mortality), there
tends to be a greater range of causes - the most
common being Sudden Infant Death Syndrome (SIDS),
birth defects, infections and accidents.

All European countries have achieved notable
progress in reducing infant mortality rates over the
past few decades. The EU average went down from over
10 deaths per 1 000 live births in 1990 to 3.6 deaths in
2016. Reductions in infant mortality rates have been
particularly rapid in Bulgaria, Poland and Romania,
converging towards the EU average (Figure 3.19).
However, the downward trend in infant mortality has
halted in recent years in a number of Western
European countries, at least partly because of
increasing numbers of low birth weight infants.

Across EU countries, 1 in 14 babies (7.0%) weighed
less than 2 500 grams at birth in 2016 (Figure 3.20). This
is up slightly from 1 in 15 babies (6.7%) in 2000. Low
birth weight can occur as a result of restricted foetal
growth or from pre-term birth. Low birth weight
infants have a greater risk of poor health or death,
require a longer period of hospitalisation after birth,
and are more likely to have health problems and
disabilities later in life. Some of the main risk factors
for low birth weight include maternal smoking, alcohol
consumption and poor nutrition during pregnancy, low
body mass index, lower socio-economic status, having
had in-vitro fertilisation treatment and multiple births,
and a higher maternal age. The increased use of
delivery management techniques such as induction of
labour and caesarean delivery, which have increased
the survival rates of low birth weight babies, also partly
explain the small rise in low birth weight infants.
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The Baltic countries (Estonia, Latvia and Lithuania)
and the Nordic countries (Finland, Sweden and
Denmark) have the lowest proportion of low birth
weight babies, whereas some countries in Southern
Europe (Cyprus, Greece, Bulgaria and Portugal) have the
highest proportion. While this proportion has decreased
slightly over the past decade in Cyprus, it has increased
slightly in Greece. Some suggest that the peak of 10% of
low birth weight infants in 2010 in Greece, a sharp
increase compared with 2008, may be due to the impact
of the economic crisis on household’s access to health
care (Kentikelenis, 2014). In Portugal, the proportion of
low birth weight babies also increased over the past
decade, from 7.6% of all live births in 2006 to 8.7% in
2013, with the rate broadly stable since then.

Definition and comparability

Infant mortality rate is the number of deaths of
children under one year of age per 1 000 live births.
Some of the international variation in infant and
neonatal mortality rates may be due to variations
among countries in registering practices of
premature infants. While some countries have no
gestational age or weight limits for mortality
registration, several countries apply a minimum
gestational age of 22 weeks (or a birth weight
threshold of 500 grams) for babies to be registered
as live births (Euro-Peristat, 2013).

Low birth weight is defined by the World Health
Organization as the weight of an infant at birth of
less than 2 500 grams (5.5 pounds) irrespective of
the gestational age of the infant. This threshold is
based on epidemiological observations regarding
the increased risk of death of the infant. Despite
the widespread use of this 2 500 grams limit,
physiological variations in size occur across
different countries and population groups, and
these need to be taken into account when
interpreting differences (Euro-Peristat, 2013). The
number of low weight births is expressed as a
percentage of total live births.
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3.18. Infant mortality, 2016
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3.19. Trends in infant mortality, 1990-2016
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3.20. Low birthweight, 2016 (or nearest year)
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SELF-REPORTED HEALTH AND DISABILITY

The health module in the EU Statistics on Income
and Living Conditions survey (EU-SILC) allows
respondents to report on their health status, whether
they are generally in good health, have a chronic
disease and are limited in their usual activities because
of a health problem (a common definition of disability).

Cross-country differences in perceived health
status can be difficult to interpret because social and
cultural factors may affect responses. Further, since
older people generally report poorer health and more
chronic diseases than younger people, countries with
a larger proportion of elderly people may have a lower
proportion of people reporting to be in good health
and without any chronic disease or disability.

With these limitations in mind, most adults in the
European Union rate their health quite positively:
two-thirds of people aged 16 and over report to be in good
health in 2016 (Figure 3.21). Ireland, Cyprus, the
Netherlands and Sweden have the highest share of adults
rating their health to be good, with at least three-quarters
doing so. In contrast, less than half of adults in Lithuania,
Latvia and Portugal report to be in good health.

Men are more likely than women to rate their
health as good. There are also disparities in self-
reported health across different socio-economic groups.
On average across EU countries, nearly 80% of people in
the highest income quintile report to be in good health,
compared with about 60% for people in the lowest
income quintile. These disparities are particularly large
in Baltic countries (Estonia, Latvia and Lithuania). In
these three countries, at least two-thirds of people in the
highest income group report to be in good health (which
is equal to the EU average for all the population), but this
proportion goes down to about one-third only for people
in the lowest income group. These disparities can be
explained by differences in living and working
conditions, as well as differences in lifestyles (e.g.
smoking, harmful alcohol drinking, physical inactivity,
and obesity).

One-third of adults in EU member states reports
having a chronic disease or health problem (Figure 3.22).
Adults in Finland and Estonia are more likely to report
having some chronic illnesses or health problems, while
such chronic conditions are less commonly reported in
Italy, Romania and Bulgaria. Women report some long-
standing illnesses or health problems more often than
men (35% versus 31% across EU member states). There
are also some disparities in reporting chronic illnesses
by income group: on average, less than 30% of people in
the highest income group report some chronic diseases
or health problems, compared with less than 40% for
people in the lowest income group. These disparities are
particularly large again in the Baltic countries (Estonia,
Latvia and Lithuania).

Almost one-quarter of adults on average across
EU member states reports that they are limited in
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their usual daily activities because of a health
problem (Figure 3.23). This proportion is highest in
Latvia, Austria, Portugal and Finland (with one-third
or more of respondents reporting such limitations).
Women report more often to be limited in their daily
activities than men (26% versus 22% on average across
EU member states). As expected, such activity
limitations increase greatly with age: about 60% of
people aged 75 years and over report to be limited in
their daily activities. As with other indicators of
health, there are also disparities in this indicator of
disability by income group: on average across EU
countries, about 16% of people in the highest income
group report such activity limitations compared with
30% for people in the lowest income group.

It is likely that there is also a reverse causal link
between health and income inequalities, with poor
health status leading to lower employment and lower
income.

Definition and comparability

The questions used in the EU-SILC survey to
measure health status generally and the
prevalence of any chronic disease and disability
are: i) “How is your health in general? Is it very
good, good, fair, bad, very bad?”, ii) “Do you have
any long-standing illness or health problem
which has lasted or is expected to last for
6 months or more”; and iii) “For at least the past
6 months, to what extent have you been limited
because of a health problem in activities people
usually do? Would you say you have been
severely limited, limited but not severely, or not
limited at all?” (Data reported here include both
people who say that they are limited severely or
not severely). People living in institutions are not
surveyed.

The income level is reported for the lowest
income quintile (people in the bottom 20% of the
income distribution) and the highest income
quintile (the top 20%). The income may relate
either to the individual or the household (in which
case the income is equivalised to take into account
the number of persons in the household).

Caution is required in making cross-country
comparisons of perceived health status, since
people’s assessment of their health is subjective
and can be affected by social and cultural factors.
There are also differences in the formulation of
the question on disability across countries,
limiting the comparability of the data.
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3.21. Health status perceived as good or very good, by income quintile,
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3.22. Self-reported chronic condition, by income quintile, 2016 (or nearest year)

Il Total population @ Lowincome @ High income
70 % of population aged 16 years and over
60
50
40 &
30 o
20
L 47 24 ) 42041 § 4039 § 38 3 M 37 W36l 36 35035 3535 ) 33 W33l 33l 330 31 W20 M 29 M 27 Q26 B2 M 22 K21 f 190 15 38363431 301715
QD& S 2 QL K \\\\%«ﬁbb&@\ﬂw\*\\b S & @ BN S R
‘Z)Qs b‘?’q‘,\\\’b&Q"b\‘Qr&\QQ\\‘b Q@r&fz,\‘b \ ‘\0 0«\
“Q(‘? ‘5\& SN QQ\?\& ¥R ‘l‘ \0 OOQ@Q\L\\V‘\\\ ((/%\Q,’\\Ib of N %QQQ?@QS’Q\}\@;& Q’\QG\ ‘50%0& N 2 é\
» 3 X N £
& N JE f%s\
3

Source: Eurostat Database, based on EU-SILC.

StatLink &i=r http://dx.doi.org/10.1787/888933834680

3.23. Self-reported disability, by income quintile, 2016 (or nearest year)
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NOTIFIED CASES OF VACCINE-PREVENTABLE DISEASES

Communicable diseases, such as measles,
hepatitis B and many others, pose major threats to
the health of European citizens, although vaccination
could efficiently prevent these diseases (EC, 2018).
Measles, a highly infectious disease of the respiratory
system, is caused by a virus. Symptoms include fever,
cough, runny nose, red eyes and skin rash. It can lead
to severe health complications, including pneumonia,
encephalitis, diarrhoea and blindness.

13 475 cases of measles were reported to the
European Surveillance System by the 30 EU/EEA
countries from May 2017 to May 2018, up from 8 523
cases for the preceding 12-month period. The average
rate in the EU in 2017 was 2.2 cases per 100 000
population, but with wide variations across countries
(Figure 3.24). Romania reported the highest number of
new cases and highest rate (28.4 cases per 100 000
population). Greece and Italy followed with rates
higher than 8 per 100 000 population. An outbreak of
measles started in 2016 in Romania and smaller
outbreaks, amplified by low vaccination coverage,
stemmed partly from it in a few other countries. In
most countries where vaccination coverage is high,
very few cases of measles were reported in 2017 (see
indicator on vaccination in Chapter 6).

Vaccination against measles is very effective: the
vast majority of newly diagnosed people were not
vaccinated. Although 45% of measles cases occurred
among people aged 15 and older, most cases are
among infants under one year old, as they are often
still too young to have received the first dose of
vaccine. Unvaccinated infants are generally protected
against measles when at least 95% of population have
received the second dose of vaccine (ECDC, 2018a).

Hepatitis B is a liver infection caused by a virus
transmitted by contact with blood or body fluids of an
infected person. People who are infected can go on to
develop a chronic infection, especially those who are
infected at younger ages. People with chronic
hepatitis B are more likely to suffer from liver cirrhosis
and liver cancer.

More than 29 300 hepatitis B cases were reported
in EU/EEA countries in 2016 (ECDC, 2018b). This equals
a rate of 6 cases of hepatitis B per 100 000 population
across EU countries in 2016. Sweden, the United Kingdom
and Latvia had the highest notification rates, with
more than 18 cases per 100 000 population (Figure 3.25).
The rates are also high in Austria, Ireland, Iceland and
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Norway. The higher number of reported cases in these
countries is due at least partly to a more comprehensive
surveillance and reporting system that includes both
acute and chronic cases. The vast majority of cases
reported in these countries are chronic cases. Many
countries with low rates such as France, Greece and
Lithuania do not report such chronic cases.

Reported cases of hepatitis B are higher in men
than in women. About one-third of all reported
hepatitis B cases occurs among people aged 25-34. For
acute infections, heterosexual transmission is the
most common route of transmission, followed by
nosocomial transmission, transmission among men
who have sex with men, injuries and drug injection.
Mother-to-child transmission is the most common
route for chronic cases (ECDC, 2018b). The most
effective prevention is vaccination (see indicators on
childhood vaccination in Chapter 6).

Definition and comparability

Mandatory notification systems for
communicable diseases, including measles and
hepatitis B, exist in most European countries,
although case definitions, laboratory confirmation
requirements and reporting systems may differ.
Measles and hepatitis B notification is mandatory
in all EU member states. Caution is required in
interpreting the data because of the diversity in
surveillance systems, case definitions and
reporting practices (for example, several countries
only collect data on acute cases, not chronic
cases). Variation between countries also likely
reflects differences in testing as well as differences
in immunisation and screening programmes.
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3.24. Notification rate of measles, 2017 (or nearest year)
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3.25. Notification rate of hepatitis B, 2016
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NEW REPORTED CASES OF HIV AND TUBERCULOSIS

HIV remains a major public health issue in Europe,
with more than 610 000 diagnosed people living with
HIV infection in EU countries in 2016 (ECDC/WHO
Regional Office for Europe, 2017). In addition, another
estimated 200 000 people are undiagnosed and unaware
that they are living with HIV infection (Pharris et al.,
2016). Nearly 30 000 people across EU countries were
newly diagnosed with HIV in 2016. This equals about six
new cases of HIV infection per 100 000 population on
average. Latvia had the highest rate of new cases
(18.5 per 100 000 population), followed by Estonia and
Malta. The lowest rates were in the Slovak Republic and
Hungary, with rates lower than 2.5 new cases per
100 000 population (Figure 3.26).

The number and rate of newly diagnosed HIV
cases have declined slightly overall over the past
decade. However, the trend has evolved differently
across countries. In Estonia and Portugal, infection
rates have decreased rapidly, although the infection
rates remain above the EU average. In Latvia and Malta,
infection rates have increased at least slightly since
2007 (ECDC/WHO Regional Office for Europe, 2017).

Men are about three times more likely to be
diagnosed with HIV than women. About 40% of new
HIV transmission is through men having sex with
men and 32% by heterosexual contact, while 4% of
new cases are through drug injection. Nearly 30% of
new cases in 2016 were diagnosed at an advanced
stage of HIV and almost 50% had already been
infected for several years. People who were diagnosed
several years after being infected were more likely to
be older, infected by heterosexual sex or by drug
injection, and to be women.

Sustained efforts are needed to reduce new HIV
infections through effective prevention campaigns,
and more frequent HIV testing and education
campaigns targeting high risk groups (EC, 2018).

Tuberculosis is still an important public health
issue in several EU countries, despite notable progress
in most countries in reducing the number of cases
over the past few years. Nearly 59 000 new cases of
tuberculosis were reported across EU countries in
2016, down from about 70 000 cases in 2012. Romania
had the highest rate of reported cases of tuberculosis
in 2016, with 68.9 per 100 000 population, followed by
Lithuania and Latvia, with rates above 30 per 100 000
population (Figure 3.27). Greece, Finland and the
Czech Republic had the lowest rates, with rates below
5 per 100 000 population in 2016. Men are much more
likely to be infected by tuberculosis than women in all
EU countries.

Although the number and rate of tuberculosis
cases have decreased in nearly all countries since 2012,
the pace of decline has varied by country. In Romania,
the rate has decreased by more than 20% since 2012.
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The rates also declined sharply in Lithuania and Latvia.
However, the rates have increased in Germany (from
5.2 to 7.2 per 100 000 population) and Sweden (6.6 to
7.4 per 100 000 population) between 2012 and 2016.

Among people with tuberculosis for whom
information was available on HIV, about 4.5% were
co-infected by HIV.

Antimicrobial resistance to tuberculosis threatens
effective treatment and control. On average, about 4% of
cases of tuberculosis with drug susceptibility testing
were multi-drug resistant. These rates were much
higher in Lithuania, Estonia and Latvia than in other
countries (ECDC/WHO Regional Office for Europe, 2018).

Despite progress, further efforts are needed to
eliminate tuberculosis in EU countries in the coming
years. Countries can take a series of actions to reduce
tuberculosis infections, including by addressing the
needs of vulnerable groups such as migrants, and by
optimising the prevention and care of drug-resistant
tuberculosis (EC, 2018).

Definition and comparability

The rates of reported HIV are the number of
new cases per 100 000 population at year of
diagnosis. Under-reporting and under-diagnosis
affect the reported rates, and may represent as
much as 40% of cases in some countries (ECDC/
WHO Regional Office for Europe, 2017).

A new reported case of tuberculosis is defined
as a patient in whom tuberculosis has been
confirmed by bacteriology or diagnosed by a
clinician. The rates are expressed per 100 000
population (ECDC/WHO Regional Office for
Europe, 2018).
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3.26. New reported cases of HIV, 2016
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3.27. New reported cases of tuberculosis, 2016
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Source: ECDC/WHO Regional Office for Europe (2018), Tuberculosis Surveillance and Monitoring in Europe 2018.
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CANCER INCIDENCE

In 2018, 3 million new cases of cancer are
expected to be diagnosed in the 28 EU member states
(Joint Research Centre, 2018). Slightly more than half
of these cancers (53% or around 1.6 million) are
expected to be diagnosed in men.

The most common cancer sites are breast cancer
(with more than 400 000 women expected to be
diagnosed in 2018, accounting for 13.5% of all new
cancer cases), followed by prostate cancer (376 000 men
or 12.5% of new cancer cases), colon and rectum
cancers (368 000 men and women for these two cancer
sites combined or 12.3% of new cancer cases) and lung
cancer (365000 men and women or 12.2% of new
cases). These five cancers represent half of all the
cancers that are expected to be diagnosed in EU
countries in 2018. Following these five cancers, the
most common cancer sites are bladder cancer, skin
melanoma cancer, uterus cancer (corpus uteri and
cervical), pancreas cancer and kidney cancer. These five
other cancers are expected to account for another 20%
of all new cancer cases in the European Union in 2018
(Figure 3.28).

Large variations exist in cancer incidence across
EU countries. Hungary, Ireland, Denmark, Belgium
and France are expected to have the highest age-
standardised incidence rates in 2018 (all cancers
combined), with rates more than 10% higher than the
EU average (Figure 3.29). The incidence of lung cancer
and colon and rectal cancer is particularly high in
Hungary (more than 50% higher than the EU average),
contributing largely to the overall high incidence rate.
The high incidence of lung cancer is related to high
smoking rates (see the indicator “Smoking among
adults” in Chapter 4).

These variations in incidence rates reflect not only
variations in the real number of new cancers occurring
each year, but also differences in national policies
regarding cancer screening to detect different types of
cancer as early as possible (see indicators “Screening,
survival and mortality from breast cancer and cervical
cancer” in Chapter 6), as well as differences in the
quality of cancer surveillance and reporting.

Among women, breast cancer accounts for 29% of
all new cancers across EU countries. Colon and rectal
cancers (12% of cancer cases), lung cancer (10%) and
uterus and cervical cancer (8%) are the next more
common cancers diagnosed in women. The variation
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in breast cancer incidence across EU member states
can be partly attributed to variation in the extent and
type of screening activities. Mortality rates from breast
cancer have declined in most EU countries since the
1990s due to earlier detection and improvements in
treatments, but still breast cancer continues to be one
of the leading causes of cancer death among women
(see indicator “Mortality from cancer” in this chapter
and the indicator on “Screening, survival and mortality
from breast cancer” in Chapter 6).

Among men, prostate cancer is expected to
account for almost one quarter (23%) of all new cancers
diagnosed in 2018. The incidence of prostate cancer
has increased in most European countries since the
late 1990s, partly because the greater use of prostate
specific antigen (PSA) tests is leading to greater
detection. Lung cancer (14% of new cancer cases), and
colon and rectum cancers (13%) also account for a large
number of new cancers detected in men.

Definition and comparability

Cancer incidence rates are based on numbers
of new cases of cancer registered in a country in
a year divided by the population. Differences in
the quality of cancer surveillance and reporting
across countries may affect the comparability of
the data. Rates have been age-standardised
based on the new European Standard Population
to remove variations arising from differences in
age structures across countries and over time.
The data come from the European Cancer
Information System (ECIS). The estimates for
2018 may differ from national estimates due to
differences in methods.

The incidence of all cancers is classified to
ICD-10 codes C00-C97 (excluding non-
melanoma skin cancer C44).
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3.28. Estimated number of new cancer cases, all EU countries, 2018
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3.29. Estimated incidence rate for all cancers, by country, 2018
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DIABETES PREVALENCE

Diabetes is a chronic disease characterised by high
levels of glucose in the blood. It occurs either because
the pancreas stops producing the insulin hormone
(Type 1 diabetes), or because the cells of the body do
not respond properly to the insulin produced (Type 2
diabetes). People with diabetes are at greater risk of
developing cardiovascular diseases such as heart
attack and stroke if the disease is left undiagnosed or
poorly controlled. They also have higher risks of sight
loss, foot and leg amputation, and renal failure.

About 32.7 million adults were diabetics in the
European Union in 2017, up from an estimated
18.2 million adults in 2000. In addition, some
12.8 million people were estimated to have
undiagnosed diabetes in 2017. The number of men with
diagnosed diabetes has increased particularly rapidly
since 2000, more than doubling from around 8 million
in 2000 to 17.1 million in 2017. But the number of
women with diabetes has also gone up substantially,
rising from 10.3 million in 2000 to 15.6 million in 2017,
an increase of over 50% (Figure 3.30).

Diabetes is more common among older people:
19.3 million people aged 60-79 have diabetes across
EU countries, compared with 11.7 million people aged
40-59 and only 1.8 million aged 20-39 (Figure 3.31).
While more men than women have diabetes in
middle-age (between 40 and 59 years old), a greater
number of women have diabetes after age 70 mainly
because they live longer.

The age-standardised prevalence rate of diabetes
among adults was 6% on average in EU countries in
2017. The rates varied from 9% or more in Portugal,
Romania and Malta to 4% or less in Ireland, Lithuania
and Estonia (Figure 3.32).

Age-standardised rates of diabetes prevalence
have stabilised in many European countries in recent
years, especially in Nordic countries, but they have
gone up slightly in Southern Europe countries and in
Central and Eastern Europe countries. These upward
trends are partly due to the rise in obesity and physical
inactivity, and their interactions with population
ageing (NCD Risk Factor Collaboration, 2016).

Based on self-reported data on the prevalence of
diabetes from the second wave of the European Health
Interview Survey conducted in 2014, adults with the
lowest level of education are more than twice as likely
to report having diabetes than those with the highest
level of education, on average across EU countries. This

106

may partly be due to a higher proportion of low-
educated people in older population groups and to the
risk of diabetes increasing with age. But the prevalence
of important risk factors for diabetes including obesity
is much higher among people with a lower level of
education (see the indicator “Obesity among adults” in
Chapter 4).

The economic burden of diabetes is substantial.
The health expenditure allocated to treat diabetes
and prevent complications are estimated at about
EUR 150 billion in 2017 in the European Union, with
the average expenditure per diabetic adult estimated
at about EUR 4 600 per year (IDF, 2017).

Type 2 diabetes is largely preventable. A number
of risk factors, such as overweight and obesity,
nutrition and physical inactivity, are modifiable.
However, the prevalence of overweight and obesity is
increasing in most countries (see the indicator
“Overweight and obesity among adults” in Chapter 4).
These reinforce the need for effective preventive
strategies.

Definition and comparability

The sources and methods used by the
International Diabetes Federation are outlined in
the Diabetes Atlas, 8th edition (IDF, 2017). The IDF
produced estimations based on a variety of
sources of which the majority was peer-reviewed
articles and national health surveys. In addition,
sources were only included if they met several
criteria for reliability. Age-standardised rates
were calculated using the world population based
on the distribution provided by the World Health
Organization. Adult population covers those aged
between 18 and 99 years old with Type 1 or Type 2
diagnosed diabetes.
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3.30. Number of people with diabetes in EU28, 2000 and 2017
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Source: IDF Atlas, 8th Edition, 2017 and OECD estimates.
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3.31. People with diabetes in EU28, by gender and age group, 2017
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3.32. Share of adults with diabetes, 2017
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DEMENTIA PREVALENCE

Dementia describes a variety of brain disorders
which progressively lead to brain damage and cause a
gradual deterioration of the individual’s functional
capacity and social relations. Alzheimer’s disease is the
most common form of dementia, representing about
60% to 80% of cases. There is currently no cure or
disease-modifying treatment, but better policies can
improve the lives of people with dementia by helping
them and their families adjust to living with the
condition and ensuring that they have access to high
quality health and social care.

In 2018, an estimated 9.1 million people aged over
60 are living with dementia in EU member states, up
from 5.9 million in 2000. If the age-specific prevalence
of dementia remains the same, ageing populations
mean that this number will continue to grow
substantially in the future. The overall number of
people living with dementia in EU countries is
expected to rise by about 60% over the next two
decades to reach 14.3 million in 2040, with the oldest
people (those aged over 90) accounting for a growing
share (Figure 3.33).

The prevalence of dementia increases rapidly with
age. While only around 1% of people aged 60-64 have
dementia, this proportion goes up to nearly 40% among
those aged over 90 across EU countries. More women
than men also live with dementia at any age group,
with the gap increasing at older ages (Figure 3.34).

Overall, around 7% of the population aged over 60 in
EU countries have dementia in 2018. This proportion is
expected to grow to over 8% by 2040 because of
population ageing. Countries that have high shares of
very elderly people now generally have a greater
proportion of people with dementia. Italy, France, Greece
and Spain have around 8% of their population aged
over 60 living with dementia now, while this proportion
is only around 4% or less in Croatia, the Slovak Republic,
Bulgaria, Romania, Poland, the Czech Republic and
Hungary. Over the next two decades, the prevalence of
dementia will rise particularly quickly in those countries
where the share of people aged over 80 and 90 years will
grow more rapidly (Figure 3.35).

However, there is some evidence that the age-
specific prevalence of dementia may be falling in some
countries (Matthews et al., 2013) and it may be possible
to reduce the risk of dementia through healthier
lifestyles and preventive interventions. A recent
randomised-controlled trial of a multi-domain
intervention, including diet, physical exercise, and
cognitive training, found such lifestyle interventions to
have a positive effect on cognition (Ngandu et al., 2015).
If such efforts are successful, the rise in prevalence
may be less dramatic than these numbers suggest.
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Nonetheless, dementia will undoubtedly pose a
growing challenge to all EU countries. There has been a
renewed international focus on supporting countries
to improve the lives of people living with dementia,
their families and carers. This includes an increased
focus on ensuring patients have access to a timely and
accurate diagnosis and adequate post-diagnostic
support. The growth of dementia-friendly initiatives
across many EU countries - including training social
services, businesses, and volunteers to recognise signs
of dementia and respond appropriately — may help
reduce the stigma around the disease, particularly for
those living at home. Nevertheless, further efforts are
also needed to improve care coordination to help
patients and their families navigate complex health
and social systems, to develop residential care models
adapted to the needs of people with dementia, and to
improve the quality of care for people with dementia in
hospitals and at the end of life (OECD, 2018).

Definition and comparability

Estimates are taken from the World Alzheimer
Report 2015, which includes a systematic review of
studies of dementia prevalence around the world
over the past few decades, assuming that age-
specific prevalence has been constant over time.
The prevalence by country has been estimated by
applying the age-specific prevalence rates for each
region of the world to the population structure
estimates from the United Nations (World
Population Prospects: 2017 Revision).
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3.33. Estimated number of people with dementia in EU countries,
by age group, 2000, 2018 and 2040
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Source: OECD analysis of data covering 28 EU countries from the World Alzheimer Report 2015 and the United Nations.
StatLink Sa=m http://dx.doi.org/10.1787/888933834889

3.34. Estimated prevalence of dementia among people aged 60 and over,
by gender and age group, 2018
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Source: OECD analysis of data covering 28 EU countries from the World Alzheimer Report 2015 and the United Nations.
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3.35. Estimated prevalence of dementia among people aged 60 and over, 2018 and 2040
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Source: OECD analysis of data from the World Alzheimer Report 2015 and the United Nations.
StatLink = http://dx.doi.org/10.1787/888933834927

HEALTH AT A GLANCE: EUROPE 2018 © OECD/EUROPEAN UNION 2018 109


http://dx.doi.org/10.1787/888933834889
http://dx.doi.org/10.1787/888933834908
http://dx.doi.org/10.1787/888933834927




Health at a Glance: Europe 2018
State of Health in the EU Cycle
© OECD/European Union 2018

PART II

Chapter 4

Risk factors

This chapter focuses mainly on modifiable risk factors to health among children and adults, including
smoking, alcohol consumption and obesity. It ends with a new indicator of mortality related to environmental
factors such as air pollution and extreme weather conditions.

Recent estimates indicate that some 790 000 people in EU countries died prematurely in 2016 because of
tobacco smoking, alcohol consumption, unhealthy diets and lack of physical activity. Smoking among both
children and adults has decreased in most EU countries, yet about one-fifth of adults still smoke every day,
and the proportion still exceeds one in four adults in some countries that are lagging behind. Alcohol control
policies have achieved progress in reducing overall alcohol consumption in several countries, with overall
consumption dropping by over 10% over the past decade, but heavy alcohol consumption remains an issue
among adolescents and adults. Nearly two out of five adolescent boys and girls report at least one “binge
drinking” event in the past month, and more than two out of five young men aged 20-29 also report heavy
episodic drinking across EU countries. The use of illicit drugs remains an important public health issue in
Europe. While the use of some drugs has declined, cannabis remains frequently used among young people
and the use of cocaine is on the rise in several countries.

Obesity continues to spread among adults i