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Abstract

The commitment to ensure access to healthcare, expressed in Principle 16 of the European Pillar of
Social Rights, is getting a new momentum in the context of the pandemic. Though the work on
improving accessibility of health systems can never be completed, reversing negative consequences of
the crisis on accessibility of healthcare, along reduction of pre-existing barriers in access to healthcare
should remain an important element of signposting in the way forward. Better tools of measuring
accessibility can support this work. This report provides a wealth of knowledge and experience and
should support European health policy makers in their quest to identify more refined tools and
methods to assess accessibility of health systemsind to complement the existing indicators .

The first chapter puts this piece of work in the policy context showing how accessibility of healthcare is
challenged by the pandemic and deepening sociceconomic divides. It explains shortcomings of
existing tools and presents options of new tools or tools, which have not been used to their fullest
potential. If further developed and put to work, they could provide more powerful policy feedback,
because their application could complement knowledge gained through existing indicators and foster
more targeted solutions to problems in access to healthcare They can alsohelp ensure that social
protection policies offer restitution to most vulnerable groups, who bear the heaviest burden of shocks
like the current pandemic. The chapter explores tools to measures accessibility, which take into
account heterogeneity of the population according to various factors. It also shows possible ways of
measuring fairness in distribution of he alth benefits. Finally, it argues for a policy change to address
better health inequity -related problems in access to healthcare. It provides elements of a more
comprehensive approach to this challenge and examples of tools with hugely untapped potential, given
the status of the population and concentration of avoidable risk factors among more vulnerable
groups.

The second chapter presentsmethods of measuring access to healthcare, based on experience from
countries, that participated in the structured sur vey. The analysis of the results of this surveyshows
the policy impact of currently used tools, their completeness in terms of capturing the magnitude of
challenges and opportunities to exploit available data. To illustrate how these different methods could
work in practice, the report presents good practices from three countries with a focus on multi-
factorial analysis, linking various data sources or designing approaches tailored to the needs of
patients with particular health issues

The third chapter presents preliminary results of the pilot of the innovative tool to capture the
patientds per s pe cedlthcare: thé patieat cvignette.s Tha gilot, hcarried out by the
European Observatory on Health Systems and Policies allowed confronting theory with practice. The
chapter also draws from conclusions of the discussion organised in the framework of the Policy Focus
Group on 1 February 2021 attended by HSPA Group members and some external stakeholders, which
was an opportunity to discuss how this tool could be improved.

The conclusions of the report summarise main lessons learnt throughout the work of the HSPA Group.
They emphasise opportunities which lie in targeted efforts to further develop tools of measuring access
to healthcare at European and national level. They stress how more focus on effectiveness of
healthcare coverage can multiply effects improving health outcomes and contributing to more
resilient health systems. They also emphasise how to accelerate progress in reaching thoseufthest left
behind.

Putting into practice additional tools of capturing problems with accessibility of healthcare is an
opportunity. They can support h ealthcare systems in improving health outcomes overall and delivering
better for the most vulnerable groups. Health systems, which fail this commitment risk remaining
fragile, especially while facing the situation of unexpected shocks.



Introduction

Foll owing the adoption of conclusions fATowards
by the Council of the European Union (2011), the Council Working Party on Public Health at Senior
Level (WPPHSL) invited Member States and the Commission to st up an Expert Group on Health
Systems Performance Assessment (HSPA) to (i) provide participating Member States with a forum for
exchange of experiences on the use of HSPA at national level, (ii) support national policymakers by
identifying tools and meth odologies for developing HSPA, (iii) define criteria and procedures for
selecting priority areas for HSPA at national level, as well as for selecting priority areas that could be
assessed EU wide to illustrate and better understand variations in the perfo rmance of national health
systems; and (iv) intensify EU cooperation with international organizations, in particular the
Organization for Economic Co-operation and Development (OECD) and the World Health
Organization (WHO).

In the autumn of 2014, the Expert Group on HSPA was established. Its membership is comprised of
representatives from the EU Member States, Norway, the European Commission, the OECD, the WHO
Regional Office for Europe and the European Observatory on Health Systems and Policies. The Exper
Groupiscochaired by a Member State periodically el
and the European Co mfénera foriHeafirsandd-ood Bafety (DG SANTE).

The Expert Group on HSPA organizes its work around a set of priaity topics. The activities of the
Expert Group are synthesized in an annual thematic report that examines the latest tools and methods
policymakers have at their disposal to measure and assess selected dimensions of health systems
performance. In 2020, on e of the focus areas of the work of the Expert Group was refining tools and
methods to assess health system accessibility.

No single indicator would help get a grip of the magnitude of challenges with accessibility. There are
many indications that there remain gaps in healthcare coverage and access to healthcare across
Europe, for example long waiting times, unmet medical needs, high cost-sharing requirements. The
variation in avoidable mortality rates shows also that health coverage may be suboptimal or
inadequate to the health needs. Health profiles and evolving needs for healthcare have to become more
central in ways of assessing health coverage and accessibility of health systems. The more the
healthcare coverage is aligned with the needs of the populdion, the better the chances are that it will
drive better health outcomes. Providing new data and information should bring more transparency
and foster policy attention and engagement of relevant stakeholders in more targeted policies to
address persistin g difficulties faced in particular by certain groups.

The work of the Expert Group on this topic comes at a time when the COVID-19 pandemic has put
national health systems across Europe under enormous stress.The most recent data do not capture
new realities with problems in access to healthcare becoming exacerbated due to the pandemic crisis.
The resources of realth systems are further strained, there is a backlog of medical consultations,
diagnostic procedures, treatments, surgeries. Consequently, waiting times for healthcare will grow and

moder |
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economic slowdown may have an impact on the completeness othe healthcare coverage, including its
three integral dimensions: coverage of population, services included in healthcare baskets and extent
of cost-sharing requirements. Systems relying on employment-based entitlements may experience in
particular decreasing revenues due to growing unemployment and incapacity of many selfemployed to
contribute to health insurance schemes, adding to pressure of ageingon health systems revenues The
decreasingtrend of unmet medical needs is likely to be reversed, showing the sign of the usual damage

caused by the economic crises. The crisis has caused deepening social divides, stressing the relevance

of a stronger policy focus on the issue of more equitable distribution of health benefits and its
untapped potential in preventing and red ucing poverty. The full magnitude of the negative impact in
terms of access to healthcare and health outcomes, including mental health, for the general population
and in particular for people with chronic conditions, older people and vulnerable groups will be only
revealed in a few years from now.

Turning the commitment expressed in Principle 16 on access to healthcare of the European Pillar of
Social Rights into action requires more policy attention to inequalities in access to healthcare. Health
systems in EU countries differ in the degree of coverage for different health goods and services,
sometimes excluding or limiting access to health services, which could be essstial for some parts of
the population. Indicators fall short of shedding light on the coverage of services essential to those left
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furthest behind. Furthermore, health systems sometimes fail to provide adequate financial protection
and people cannot afford health care or meet other basic needs. This can reduce access to health care,
impact negatively on health status, cause or deepen poverty and exacerbate health and soci@conomic
inequalities. On average across EU Member States, around a fifth of all speding on health care comes
directly from patients through out -of-pocket payments and between 1% and 15% of households
experience catastrophic spending on health Poor households and those who have to pay for longterm
treatment such as medicines for chronic illness are at high risk of experiencing financial hardship as a
result of having to pay out of pocket (WHO Regional Office for Europe, 2019).

The crisis may further deepen health inequities. This will have a particular impact on already socially
disadvantaged groups and people who will face socieeconomic consequences because of the crisis.
The crisis may also deepen regional disparities in access to healthcee, further weakening areas with
pre-existing limited access to healthcare. Finally, the risk of sudden loss of revenue can have short and
long-term health consequences, which are difficult to assess at the outset of the crisis. Against this
background, more targeted policy solutions should call for a common set of universal measuresto be
accompanied by specific measures targeting those who are most deprived. This report explores tools,
which could help assess whether actions though universal, are allocated proportionally to the
population needs. More proportionality is a precondition to accelerate the rate of improvement for the
most disadvantaged individuals, along improving the health of all. The report also shows ways of
putting sharper lenses to differences in covered services and medical goods with a degree of
granularity capturing problems as experienced by the individual. Finally, it provides examples of
approaches, which fit best the subnational level.

This report moves ahead the thinking on the ways of measuring effectiveness of healthcare coverage,

taking into account persisting health inequalities. It scrutinises the potential benefit of more refined

approaches to measure accessibility, also from the perspective of assessing whether health systesn
provide services aligned with countriesd health pro
approaches give more insight into adequacy of health coverage, finding a more central role for patients

with their various characteristics.

The report shows some tools. One of them are models to assess if health benefits are allocated
according to needs, and not capacity to pay. Cushioning the impact of the pandemic on socieeconomic
resilience calls for a closer look at core reasons of inequalities and morefair distribution of social
benefits. While the impact of monetary social transfers is under the radar of policies and tends to be
assessed, the assessment of the social impact of #kind benefits is not a common practice. Problems of
inequitable relative distribution of wealth, including health benefits, may therefore remain obscure,
even in countries with high absolute levels of affluence. The report provides ideas on how toolsto
assess if the use of healthcare is decoupled from individual income and catributions towards costs of
services could be developed The second tool presented in this report is a patient vignette. It can be
used in many ways, identifying gaps in access to healthcare in crosscountry or intra -country
perspective. It holds a lot of potential to identify areas where access to high value care shows persisting
deficits. Furthermore, countries provide more examples of tools, that can be used in the subnational
context. The survey with the Groupd6 s Me mb e r ®Elentifyesbne egabd practices in the use of
existing data and approaches to respond better to needs of specific patient groups. The report builds
also on examples of indicators with hugely untapped potential: indicators of access to health
promotion and health risk prevention serv ices, which can particularly provide powerful policy
feedback on how health systems can redress quicker health inequalities.

The conclusions of the report emphasise possible ways forward, identifying building blocks of more
robust assessment of accessibity of health systems. Two avenues can be explored: develop targeted
tools, which are described at length in the report and/or make strategic use of existing data to guide
decision-making.

Accessibility is one of the foundations of the resilient health systems. Refining ways of capturing gaps
in access to healthcare would help define more targeted responses in the post pandemic era.



CHAPTER 1
MORE POWERFUL TOOLS OF MEASURING ACCESSIBILITY OF HEALTH SYSTEMS

1.1 Introduction

While the principle that everyone has the right to timely access to affordable, preventive and curative
health care of good quality has been included in the European Pillar of Social Rights , gaps inaccess to
health care are still very much a reality in the EU and they risk to be exacerbated in the followup to
the pandemic crisis. The Communication on building a strong social Europe for just transition
paving the way towards the Action Plan of Implementation of the European Social Rights, is an
opportunity to renew the commitment and work towards ensuring that nobody is left behind.

The 2019 State of Health in the EU Companion Report showed that poor data quality risks
complacency about health system accessibility, while evidence points ® many challenges when trying
to ensure universal health coverage and finding the right care at the right time and in the right place.
There is a need for letter understanding what drives gaps in access to healthcare and clearer
signposting to the policies and approaches that may produce better health outcomes and health equity
through more targeted measures. The Companion Report argues in particular that both the clinical
and socioeconomic characteristics of patients need to be accounted for when measuringaccess to
health care as clinical and social vulnerability often coincide and trigger each other.

This chapter presents some tools, which could be developed at European and national level to support
decisions aiming at the adjustment of healthcare coverage to respond to foregone needs for healthcare.
Foregone needs come across three dimensions of healthcare coverage: depth (the range of available
services), height (the proportion of the total cost covered by insurance) and breadth (the proportion of
the population that is covered). Currently available cross-EU statistics fail to capture access problems
from this comprehensive perspective, rarely showing the inequity disaggregation and hurdles
experienced by the most vulnerable groups left behind. The SDGs monitoring framework for health
coverage is not fully relevant to capture such challenges either. Unmet medical needs can be
disaggregated by socieeconomic status. Financial protection indicators were designed to be equity
sensitive. Tools explored in this report can complement the knowledge gained through these existing
indicators.

The adjustment of healthcare coverage requires choices to strike the right balance between the needs
of the population, financial viability and cost-effectiveness. These choices should be routed in the
socio-economic changes. They should also take into account health inequity. Tools presented in this
chapter can support decisions on aligning the distribution of healthcare benefits according to ne eds
and taking into account heterogeneity of the population. The chapter also shows that such toolscould
make an impact on a broader policy context, mitigating consequences of accumulated social, economic
and health disadvantage.

The pandemic put strainon heal t hcare systemsé capacity to ensure
the economic slowdown may have an impact on the revenue base of health budgets, adding to the
revenue challenge posed already by ageing. Systems relying on employmenbased entitlements may
experience in particular decreasing revenues due to growing unemployment and incapacity of many
self-employed to contribute to health insurance schemes. Without compensation mechanisms,
decreasing resources may have an impact on the completenesef the healthcare coverage, including its
three integral dimensions: coverage of population, services included in healthcare baskets and extent
of cost-sharing requirements. This may further impact on inequalities in access to healthcare and
health inequity, affecting in particular already socially disadvantaged groups and people who will face
socio-economic consequences of the crisis. The crisis may also deepen regional disparities in access to
healthcare, weakening even more areas with preexisting limite d access to healthcare.

Furthermore, the pandemic crisis puts into focus the importance of modernisation of social protection
systems and accentuates strong interrelations between various branches of social protection. There is a
risk of deepening the vicious cycle between income insecurity, worsening health and insufficient
guarantees of access to healthcare. The problem of underinsurance or norinsurance for health risks of
certain groups may also be exacerbated, resulting in deterring care. This in theend will bear additional
costs for healthcare and other branches of social protection, in particular: unemployment or sickness
schemes.



1.2 More effective tools of capturing gaps in access to healthcare

The more holistic approach to measuring access to healthcare takes into account both the cost
effectiveness of the system (showing where certain outcomes require greater or fewer services and
treatments) and the patient perspective (capturing experiences and outcomes relevant to the patient).
This can be achieved through analysing differences in covered services and medical goods with a
higher degree of granularity. Tools such as the analysis of redistributive impact of in-kind health
benefits, patient vignettes and more tailored tools adapted to the national context may help achieve
this objective.

Figure 1.1 More effective tools of measuring accessibility

Redistributive
impact of in-
kind health

benefits Adaptation of social

statistics?

Adaptation of
MISSOC tables?

Patient
vignettes

Adaptation of
Supplementary European surveys ?
national tools,
capturing
challenges
specific to
national level

1.2.1 Understanding the redistributive impact of in -kind health benefits 1

International comparisons of inequality based on measures of disposable income may not be accurate
if they do not take into account the size and incidence of publicly-provided in-kind benefits. Ways of
financing health benefits matter too, having a different impact on reduction of ine qualities in accessing
health services. We do not know enough on the impact of nonrcash income components, including
healthcare benefits, on poverty.

In -kind benefits in Europe are quite substantial

In-kind benefits in Europe have an important share in social benefits. In 2018 they accounted for over
one third of the total expenditure on social protection benefits in the EU (Figure 1.2). The vast majority
of in-kind benefits consisted of non means-tested benefits (almost 90 percent of in-kind benefits). T he
level of expenditure on non means-tested benefits in-kind was systematically higher than the level of
expenditure on means-tested benefits in-kind in each of the EU Member States. This suggests that
allocation of in -kind benefits overall risks not be decoupled from the income status of beneficiaries.

1 Non-monetary benefits related to healthcare coverage.
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Figure 1.2 Expenditure on social benefits

Expenditure on social protection benefits in cash and in kind, 2018
(% of total expenditure on social protection benefits)
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The distributional impacts of health benefits, with some exceptions referred to in this chapter, are
largely overlooked in policy analysis and decisions. The sound methodology, which could provide
policy feedback on the impact of health benefits on poverty, should help assess if the use of healthcare
is proportionate to needs and decoupled from individual income and contributions to the system.
Changes in the healthcare sector, vulnerability to shocks, which can result in the increased reliance on
user contributions whether in the form of taxes, insurance or fees for servicesi but especially in the
form of user charges at the point of usei may have regressive consequences on the distribution of
healthcare benefits. The only way not to overlook it is to measure it.

Disparities in health matter in distribution of health benefits

Disparities in health have a strong socio-economic component. Differences in health outcomes by the
level of income may be due to a range of factors, among others: behavioural aspectsxposure to risk
factors, quality of housing, quality of employment, hi gher exposure to stress and environmental
pollutants. Higher prevalence of ill health in groups with lower socio -economic status may also to
some extent and in some cases be explained by
problems in access to healthcare and Measuring the redistributive impact of in -kind health
inadequate use of healthcare sevices. Low- benefits may demonsrate to what extent the
income individuals, due to social gradient in accessibility parametcej.rs take into ";‘]CCCI’L;]”I the socio
health, are more likely to need various health economic disparities in healh.

and social services. Low income is one of the

predisposing factors for higher needs for healthcare services. The other, very often intersecting factors
include: age, information, health literacy, beliefs, level of education, specific health problems,
limitations in daily activity, etc.

Equitable distribution of health benefits contributes to social resilience and resilience
of health systems

Social resilience and resilience of health systems are closely interconnected. The coviedl9 pandemic
and the economic downturn may be at the origin of growing disparities in wealth and growing poverty,
especially in socio-economic fragile settings. This can critically affect the health status and can
reinforce a vicious cycle between poverty and ill health for a long time, creating even generational
gaps. More than ever, it is important to mobilise the redistributive potential of health benefits. The
gain would be twofold. It would enhance social resilience, as better redistribution of health benefits
can cushion the effect of income inequalities with a possible impact on poverty reduction and health
status. Another gain is for health systems: reducing poverty reduces the chances of poor health,
relieving the health systems from the additional burden and contributing to their resilience.
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Measuring the redistributive impact of in -kind health benefits is a powerful tool to reduce
inequalities in access to healthcarelinked to the level of affluence of patients. Its use can benefit
the resilience of health systems, enhancing their potential to improve health outcomes through
better aligning services to needs. It can also make a difference for social resilience, as it an help
articulate the health -related significance of poverty and ultimately -mitigate the health effects of
poverty.

Financing arrangements of health systems matter a great deal for equity

Financing arrangements involve a mix of various sources of revenue. General taxes, social security
contrib utions, private insurance and user fees all have different impact across the income distribution.

Universal health coverage based on progressive income taxation or social insurance schemes have less

regressive effect than systems with predominantly private financing (Savedoff, 2004). This is
associated with the fact of paying lower income taxes and contributions to social insurance by less
affluent people, which does not limit their chances to use healthcare according to needs (which due to
worse health status, may be bigger than for the rest of the population). If therefore, less affluent people
do not face disproportionally more barriers in accessing services than the better off, such ways of
financing health care would favour more redistribution of health benefits from healthy to ill and from
affluent to poor.

Systems that are predominantly financed ~N
through the government but_jget have. Various ways of financing healthcare produce different
advantages over other systems in two ways: levels of progressivity. The principal feature that makes a
first, they mobilise contributions from all, healthcare financing system progressive is decoupling of
regardless of health status, occupation or individual contributions
income; and second, the government healthcare services. This is a feature of systems where
budget offers a broad revenue base and access to healthcare is not constrained by income,
may contribute to progressivity of public \_ employment status, type of job or health status. )

spending through collecting funds from for
example profits, capital gains, rents. Health systems that rely heavily on social insurance contributions
often link entitlement to payment of contributions, which limits access. They also rely on salaries of
workers, which may be a less progressive solution, because they do not account for differences in
wealth related to accumulated capital (Savedoff, 2004). Furthermore, resources of such systems may
be subject to particular fluctuations and shrink with ageing, the economic downturn, growing
unemployment or precarious work or the impact of changing work arrangements (phenomena, where
employers evade payroll taxes through converting contracts of their workers to forms of self-
employment without changing the nature of working relationship).

Progressivity created by any system of prepayment can however be offset by cepayments, especially
where there are no exemptions from co-payments for low-income people. Capayments and other gaps
in coverage lead to outof-pocket payments. Out-of-pocket payments that are high in relation to
peoplebés capacity to pay for heal th care can
catastrophic health spending (WHO Regional Office for Europe, 2019). The evaluation of the
redistributive effect of health systems should therefore take into account the incidence, degree and
distribution of out -of-pocket payments.

Voluntary health insurance generally exacerbates inequalities in access tohealth care and financial
protection and the costs of voluntary health insurance premiums can represent a significant share of

push g

peoplebébs income (Sagan & Thomson, 2016; Thomson, Saga

The challenge of the fair distribution of health ben efits is how to account for needs

Needs for healthcare vary across the population. People with lower socioeconomic status live shorter
lives so their accumulated benefits in the life cycle perspective may not necessarily exceedthe services

consumed by those who are better off and live longer lives. The evidence on the actual use of

healthcare also shows that more deprived populations use more emergency care and consult more
general practitioners and use less specialist care andpreventive services than more affluent parts of

the population (Van
Measuring of redistributive effects of in -kind health benefits should Doorslaer et al; 2000).

reveal if the distribution is equitable, taking into account income, higher Taking proper account of
care intensity towards the end of life or higher needs associated with the differences in needs for
worse health status of more socially disadvantaged groups. health care across

population would require
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designing relevant equivalence scales correcting for various factorsaffecting the volumes and type of
consumed services.

It is possible to build on some tested approaches to develop the tool

There are three possible approaches to develop a tool assessing the redistributive impact of irkind
health benefits:

x  the actual consumption approach, which involves using data on the use of healthcare services by
individuals but it does not correct for the greater needs for healthcare of ill people;

x  the insurance value approach, which evaluates the distribution of health benefits based on specific
characteristics (age, gender, income) with the insurance value understood as the amount which
the insured persons would have to pay (insurance premium would be the same for those sharing
the same characteristics) to have all the claims coered by an insurer (whether government,
private insurer, employer); but this method does not correct for differences in healthcare needs
between individuals;

x using equivalence scales to take account of health care needs: this method builds on thénsurance
value approach and takes into account differences in needs for healthcare between individuals
according to equivalence scales; the challenge is to design the appropriate equivalence scaseand
while some empirical studies propose a focus on certan population groups, it seems challenging to
have a scale which would cover the entire population and all the redistributive effects which may
overlap (vertical redistribution: from rich to less affluent, horizontal distribution: based on needs,
other types of distribution: from healthy to ill, according to household types, redistribution across

life cycle).
Figure 1.3 Approaches to measure redistributive impact of in -kind health benefits
] insurance value
actual consumption |  insurance value apporach with
approach approach equivalence scales
takes into account evaluates the method which builds
data on the effective  distribution of on the insurance value
use of healthcare health benefits approach and takes
services by based on specific into account
individuals but it characteristics (age, differences in needs
ignores the greater gender, income) for healthcare
needs for with the same between individuals
healthcare of ill insurance value for according to
people and can be those sharing the equivalence scales,
difficult to apply if same which correct for
data on actual characteristics, but vertical
consumption is not this method does redistribution: from
available or not correct for rich to less affluent,
systematic differences in horizontal
healthcare needs distribution: based on
between individuals needs, other types of
distribution: from
healthy to ill,
according to
household types,
redistribution across
life cycle
Examples of methodologies used to assess the redistributive impa ct of health benefits

A. The Finish Institute for Health and Welfare made an analysis based on the actual consumption
approach with the focus on older p e o p Use of public health and social care services among the
elderly in Finland: An under-examinedmechanism of redistributiond ( Va a |l a.vllbembjected 1 9 )
of the analysis was to assess the distribution of public spending on services across income groups
and burden of costs cashared by beneficiaries of services. The value of inkind health benefits was
assessed based on unit costs, taking into account user fees, data on reimbursements by social
insurance and out-of-pocket payments for medicines, costs of private services and travel costs. In
kind benefits were estimated as annual amounts by type ofservice per each individual.

The analysis of the actual use of public health and social care services was possible because of the
population register data (covering total population, data for 2015), which provides information on
types of services used (infout-patient care in hospital, primary health care, elderly care, home
care, etc.), date of benefit, diagnosis (ICD-10 codes), real costs of each service, use of prescribed
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medicines, out-of-pocket costs of medicines and the date of purchase of medicines, ger fees based
on legislation according to the type of services and characteristics of individuals, health-related
travel and private health services (when reimbursed by the Social Insurance Institute).

The results showed that in-kind health benefits in Finland have a redistributive impact with
elderly people in the two bottom income quintiles benefiting most. In the lowest income quintile,
in-kind health benefits represent almost 60% of the disposable income, as opposed to less than
10% in the top quintil e, which demonstrates that health benefits narrow the income gap. This is to
some extent related to the fact that the oldest people belong to the bottom income quintile more
often and have poorer health and greater need for care.

The analysis showed thatthere is some variation in redistributive effects when it comes to the type
of services. Spending on primary and specialist health care is the most equally distributed across
income groups, while a strong pro-poor distribution is noted for home care and so cial care and to a
large extent - in-patient care. The study also concluded that user fees for services and oubf-
pocket payments for medicines have a regressive impact, representing a larger share of disposable
income for the bottom income group. The estimation of the share of disposable income going to
health and social care provides information, which can be useful to assess adequacy of cash
benefits such as pensions for elderly people and of income inequalities.

The case confirms that comprehensive stategies of redistribution should take into account effects
of the whole spectrum of social benefits, including in-kind health benefits. Health and social care
policies can have an important impact on income distribution. The analysis emphasised the
import ance of looking at both the role of public spending as well as financing of services through
user fees to capture adequately the redistributive impact of health benefits.

The advantage of this method is that it puts into perspective simultaneously the publicly driven
cost of services and the direct costs, which arise to serviceaisers. However, the findings cannot be
simply extrapolated to other countries due to incomparability of financing solutions and
differences in organisation of the health and social care sector. At the same time, a similar analysis
could not be carried out in many other countries, as they do not have such complete registers of
data as Finland has. Furthermore, some caution with application of this methodology is required,
because simpgy adding the value of services to disposable income may lead to certain
inconsistencies in interpretation of the results. This may namely lead to the re-ranking of
individuals based on their final income, and show the increased income inequality between
service-users and nonusers. This conclusion would not be pertinent for assessing the
redistribution through services.

Anot her exampl e of t he met hodol ogyhe Ddtebstiomali bed i
Impact of In Kind Public Benefits in European C ountries 6(Paulus et al; 2009), follows a
different approach - risk-related insurance value approach. This method is built on the assumption

that each individual receives a public benefit equal to the average spending on his/her age group
irrespective of whether the use of public health services was actually made.

Expenditures per capita for each age group were estimated using the OECD Social Expenditure
database. The analysis of shortterm distributional effects was made by allocating benefits and
expenditure to individuals and households based on the income survey in five countries included
in the study: Belgium, Germany, Greece, Italy and the UK. The effects of inkind health benefits
were compared with effects of cash benefits, taking into account income inequality and poverty.
The analysis also explored a question of using different sets of equivalence scales to correct for
actual needs for healthcare services.

The analysis shows that in-kind health benefits contributed proportionally more to the incomes of
the two bottom quintile groups than to the incomes of the entire population. The redistributive
effect was slightly positive on the third income quintile and negative on the two top quintiles. A s
spending per capita was considerably higher for older people, the distributional impact of health
care spending was determined to a huge degree by the location of the elderly in the income
distribution.

The method allowed country comparisons, showing that the in-kind health benefits seemed to play
a stronger redistributive role in Belgium than in other countries included in the study. The in-kind
benefits appeared to contribute to reduce inequality and relative poverty (the Gini coefficient, and
the Atkinson index). The proportional reduction in inequality was largest in Belgium and smallest
in Greece, and was generally correlated with the relative sizes of the norcash transfers and cash
income. In the case of the UK, the inequality reduction was higher than the size of the transfers
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alone, which may be explained by the assumption that non-cash transfers in the UK were better
targeted to the less affluent people. The analysis also showed that the redistributive effect is more
pronounced in households with elderly persons. Since they are the main beneficiaries of public
care services and they are disproportionately located in the lower half of the income distribution,

such transfers reduce inequality.

As far as the impact of in-kind health benefits on aggregated poverty rate is concerned, adding the
public non-cash transfers to the disposable income does not lead to the statistically significant re-
ranking of the countries. However, such re-ranking happens for the poverty risk of the elderly.

Another conclusion of the study is that the analysis from the welfare perspective should correct
results for needs for healthcare. Needs vary according to many factors: gender, age. Patterns in use
of services also vary with a tendency to underuse services by peoplevho choose less complete
insurance options, or groups systematically overusing the services, or people with chronic illness
whose needs are likely to be higher than the rest of the population.

The interpretation of the results should take into account the limited comparability across

countries due to differences in the organisation of publicly provided health care. Furthermore,

micro-data from income surveys may not provide enough or complete information about the use
of private alternatives to public services or copayments and their importance may vary a lot
among countries and within the countries. Finally, the available comparable data on spending by
sub-groups (e.g. healthcare by gender) may be insufficient to capture differences in levels of
spending that may be important in some countries but not in others.

The p &qgrial trangfers for education and health T imputation into EU SILC data 0
(Grundiza, 2019) provides the analysis of redistributive effects of health in-kind benefits based on
insurance approach. The value of in-kind health benefits is estimated on the basis of data on
health expenditure by age and sex (data collected for Aging Working Group Report). The main
purpose of the analysis was to assess the distribution of health benefits acrosshe population and
assess their impact on poverty.

The results of the analysis showed that the value of inkind health benefits represented on average
9% of adjusted disposable income, with the smallest shares for Cyprus (3%), Latvia (6%) and
Greece (6%)and the largest shares in Norway (13%), Denmark (13%), the Netherlands (12%),
Czech Republic (12%) and Ireland (12%). On average, health benefits were equally distributed
across income quintiles with the second income quintile receiving slightly more and t hird and
fourth income quintiles -slightly less. The income distribution does not change a lot when
estimated health benefits are added to the disposable income. he redistribution of income when
health in-kind benefits are added shows a slightly larger efect in the first two quintiles and a
smaller effect in the fifth income quintile, suggesting that health benefits reduce income
inequalities. This conclusion was also confirmed by the analysis of the inequality in terms of GINI
coefficient. The Gini coefficient was smaller for almost all countries when health benefits were
combined with income as compared to income only (except for Hungary and minor changes for
the Czech Republic). The largest differences were noted for the United Kingdom, Lithuania and
Belgium.

The methodology applied in this study could be further refined with the aim to be able to compare
the risk of poverty rate in scenarios with and without public healthcare, adjusting both for
transfers in taxes and benefits. Mark-ups to correct for variation of needs for healthcare could be
also considered, taking into account accumulation of costs towards the end of life and higher
intensity of healthcare for people with chronic conditions. A broader issue of generational equity
should be reflected more in-depth to assess whether healthcare expenditures from a public payer
perspective should be modelled as a PAYGO model (Pay as you go) or also account for hidden
liabilities in current healthcare funding in view of demographic ageing.

Added value of a  tool to assess the redistributive impact of healthcare benefits

The already unequal distribution of social benefits threatens to deteriorate in the aftermath of the
pandemic. One of the headline targets of the European Pillar of Social Rights is to reduce poverty.
Capturing the impact of health benefits on poverty would therefore be highly pertinent. While the

impact of cash benefits on poverty reduction is measured, there is a comparative gap when it comes to
monitoring the effectiveness of social policies at EU level for healthcare benefits. This, possibly leads to
the sub-optimal allocation of public resources when it comes to poverty mitigating policies (with in -
kind benefits basically presenting a blind spot). The tool would have a huge potential in minimising

the impact on poverty especially when new policy measures are introduced and / or when budget cuts
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are required, helping design more progressive solutions.

Widening inequalities call for revisiting ways we measure equitable distribution of health benefits. The
data on in-kind health benefits is not currently used in the EU tax -benefit microsimulation model
EUROMOD. Yet it would give a more comprehensive picure of the redistributive effects of public
policies by showing whether supplementing in-kind benefits to cash benefits increases the
redistributive impact of social benefits.

The income distribution augmented with in -kind benefits could be used twofold: to evaluate the
distributional effects of changes in cash benefits, but also to assess the redistributive role of changes of
health coverage policies through introducing, increasing or decreasing co-payments, introducing
ceilings for costs, etc.

The issue is how to estimate the value of inkind benefits, which could be input in EUROMOD.
Methodologies explored in this chapter show that there are some critical issues to consider:

x estimation of in-kind health benefits should take into account both publicly-driven costs of
healthcare services and costs covered by individuals in the form of cepayments and other out-of-
pocket payments, in particular in systems relying heavily on out-of-pocket payments, which can
become catastrophic or impoverishing over a certain level of spending in relation to household
capacity to pay for health care WHO Regional Office for Europe, 2019);

x  the redistributive impact of various financing solutions should be taken into account, considering
differences in volumes and various forms of sources of public financing of healthcare (taxes, type
of taxes and their redistributive capacity, social insurance contributions);

x it would be necessary to explore different sets of equivalence scales to correct for actual needs for
healthcare services, taking into accountsocial determinants of health corresponding with patterns
of use of healthcare services (e.g. more disadvantaged persons have worse health status with more
chronical conditions and may have more needs at earlier stages oftheir life; moreover more
disadvantaged persons tend to deter looking for care and in the end need more expensive services
and / or live shorter lives), life course perspective and related higher intensity of the use of health
towards the end of life, life course perspective and shift towards higher income levels (income is
partially explained by age);

x ideally the methodology should reflect price inflation (next to volume effects due to demographic
ageing) as the effects of price inflation in the healthcare sector may be different for age groups
(high cost inflation in oncology for instance).

1.2.1 Patient vignette

Indicators fall short of shedding light on the access to specific services and on how certain socie
economic characteristics affect access to benefits. The solution to this shortcoming could be the
qualitative research with some elements of quantitative analysis based on the patient vignette
approach.

Patient vignette s capture what commonly used indicators may obscure

A patient vignette is a tool allowing exploring gaps in coverage in terms of groups and areas when
access to healthcare is suboptimal. It helps understand similarities and differences of patient
characteristics and use of care, informing more targeted measures to improve access to healthcare,
taking into account leading causes of disease and equity disaggregationThis tool compensates for the
limitations of existing indicators, which may indicate the broad types of health care that result in
unmet need or catastrophic health spending (for example, medical consultations, dental care or
medicines) but do not provide more granular information on specific interventions or treatment of
particular conditions. . However, the added value of the tool will depend on its design.

Patient vignette can be used to compare specific aspects of health baskets for specific
groups within and across countries

Patient vignette s can provide ground for the analysis going beyond the perspective of equity between
patient groups in a given system (inequity by disease in a given country). It can facilitate comparison
of performance of healthcare systems in safeguardingaccess to highvalue care, allowing the analysis
of inequities across Europe. The current indicators fail to capture this aspect.
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The Health Basket project (European Health Management Association, 2008) compared available
[ \ health services, the way they aredefined,

The patient vignette approach can be used to their actual costs and prices in nine

complement existing accessibility metrics used for European countries: Denmark, France,
cross-country and within the country comparisons of German Hungar Ital Poland Spain

access to healthcare. . yf Y, Y, ' !

This is a good method to demonstrate differences in .Umte.d. ng(_jom and the Nef[herl‘?mds- It
health baskets for selected conditions, types of health identified which data are required in order
care and groups ofpeople and exclude reasons for to provide for meaningful international

variations such as preferences, traditions, values, comparisons of healthcare baskets. using a
differences in providers. P . .' 9 ~ \
\_ J selection of -vi gaettiecadse

representing needs for care in both
inpatient and out -patient settings. The project explored the possibilities of building a European
taxonomy of benefits based on relevant classifications to have a common framework for the
comparison of benefits and costs.

The case vignette methodolayy developed in this project proved the usefulness of its potential use for
both cross-European analyses and for within-country comparisons of selected conditions and groups
of people. There is some ground for such comparisons, because the analysis showed trend towards a
more explicit definition of healthcare benefits (with some variation in approaches, including the
mixture of differently defined lists: entitlements, payment, guidelines). Comparing by the category of
benefits, the analysis concluded that there are minor variations between the countries and similar
services tend to be excluded e.g. cosmetic surgery, noftonventional treatments. Comparisons by
specific services showed bigger differences because there is some ambiguity on whether entitled
services are actually the same in systems, which vary in terms of organisation of services. The project
concluded also that if the case vignettes are further explored, they should put focus on transsectoral
episodes of care (e.g. acute care and rehabilitatin), episodes of chronic care (such as in Disease
Management Programmes), mental illnesses.

In its conclusions, the project recommended the adoption of common standards to determine
inclusion of benefits in the baskets of the EU countries and possibly establishment of a uniform
European benefit basket. On this basis, it would be possible to carry out a thorough and regular
analysis of health goods and services, which are available
The patient vignette can make criteria for (and under what conditions, including access hurdles, and
inclusion / exclusion of benefits from the at what costs) and of criteria used to define baskets. Such
healthcare baskets more transparent. an analysis should give a basis for comparisons, policy
dialogue and monitoring of accessibility. The study also
showed that in most of the countries, despite the requirement of clear criteria for the inclusion or
exclusion of benefits in the health baskets, the decisionmaking process and the ultimate reasons
underlying decisions on the health basket are not transparently and systematically documented.

Patient vignettes can show variation in use of resources and in costs of specific
services with their impact on accessibility

Input indicators, such as a number of health professionals, number of hospital beds are often used in
analyses of accessibility. Unless demonstrating substantial shortages of resources, such indicators do
not allow unequivocal conclusions on the impact of volume of resources on accessibility. The Health
Basket project demonstrated that the vignette could be used to assessvariation in resource
consumption (human resources, goods, capital etc.) and actual costs of these resources for individual
health services between and within countries. The variation in intensity of used resources gives better
indication of the impact of the volume of resources used on accessibility (showing e.g. that the delivery
of the same volume of specific services involves

very different volumes of resources). Wasteful spending on healthcare is at theexpense

Furthermore, the Health Basket project of accessibility. The patient vignette is a tool to put
demonstratea how critical the costs/price the costs/price considerations in the centre of the

|ati t in the di : discussion on accessibility. This tool can help
relation - aspects are in € discussion on detect abnormal levels of costs/ prices through

accessibility of healthcare. The proper cross-country and within the country comparisons.
monitoring should be in place to capture

anomalies in the level of prices and costs. The

2Vignette 1 appendectomy; male aged 145; Vignette 2 normal delivery; female aged 25-34; Vignette 3 hip replacement; female
aged 6575; Vignette 4 cataract; male aged 7075; Vignette 5 stroke; female aged 6070; Vignette 6 acute myocardial infarction;
male aged 5060; Vignette 7 cough; male aged ~2; Vignette 8 colonoscopy; male aged 5570; Vignette 9 tooth filling; child aged
~12; Vignette 10 physiotherapy; male aged 2535.
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analysis showed that prices and costs might match quite closely, but there might be disparities that are
more difficult to explain. The vignette can contribute to the discussion on the variation of prices across
countries, pointi ng at abnormal levels of costs or prices.

Conclusions also showed that while differences in average costs for healthcare services were significant
between the countries, they were also substantial and in some cases bigger within countries. The
reasons for these differences included: differences in prices per input unit, differences in practices,
different accounting standards, shifting of costs to patients, differences in recording of data.

Opportunities of putting in place the approach based on the patie nt vignette

U The patient vignettes could provide the important input to the discussion on the expansion /
adjustment of healthcare baskets, making them more responsive to changing needs for healthcare.

U This tool could allow stronger consideration of patient s & per spective in definit
coverage and ensure more transparency in the decisions on what services and goods are included /
excluded from healthcare baskets.

U It could provide input to the discussion on how to design policies to prioritise the coverage of high
value care: tool to verify how coverage restrictions and conditionality can play a role in limiting the
use of low value care.

U The vignette is a good tool to capture inequities by health condition within the countries. People
with certain clinical characteristics might be disproportionately exposed to catastrophic spending.
Research shows that among older patients, people suffering from diabetes mellitus and
cardiovascular diseases face a much higher likelihood of catastrophic spading than cancer
patients (Arsenijevic J. at al, 2016). Consequently, it is possible that some inequities by disease
exist that are currently invisible to most data collections. In effect, there is a risk that people with
comparable levels of need but with a different diagnosis receive different levels of care.

U The patient vignette could provide ground for the analysis going beyond the perspective of equity
between patient groups in a given system and facilitate comparison of performance of healthcare
sysems in safeguarding access to highvalue care (inequities across Europe).

U This tool may build better understanding in case of exclusion from the statutory coverage or
hurdles experienced by certain groups (e.g. irregular residents and asylum seekers, butalso other
possible groups), and if any other coverage arrangements or special schemes are more adequate
for these groups, as barriers they experience are very specific (for example language, culture, fear
of deportation, workers with multiple employers, e tc.).

U This tool may bring better understanding of h ow the status of employment matters, going beyond
employment/unemployment status and exploring access to healthcare for people in various types
of employment (self-employed, short-term contracts, seasonalwork, platform work, workers with
variable income, etc.) in both mandatory and voluntary (with opt in and opt out) insurance
schemes options.

U It could contribute to the discussion on how elements of the new approach fit into the existing data
collection methods at European level, in particular MISSOC tables and EU SILC. It could show
how these tools could be adapted to givemore insight into whether financial barriers are caused
mostly by gaps in population coverage or high costsharing requirements or whether unmet needs
are for high value or low-value care

1.2.2 Tools to capture within the country inequalities in access to healthcare

Data at national level show that people in lower socio-economic groups have more forgone medical
needs, but may obscurespecific problems faced by particular groups in the given national or local
context. Indicators fall short of shedding light on the coverage of services essential to the populations
that are left furthest behind. Such information would be useful, because though healthcare system in
general cover the overall population with exceptions which are well known, they may still fail to cover
services essential to certain marginalised populations®. Services, which are essential to these groups,
may however not be esential for the general population (Healthy, prosperous lives for all: the
European Health Equity Status Report, WHO, 2019).

Healthcare systems marginalising some parts of the population, while hit by shocks such as pandemic,
may deepen further inequalities in access to healthcare, with a particular impact on already more
vulnerable groups. The risk of deepening social divides, related among others toa sudden loss of
revenue can have short and longterm health consequences, which are difficult to assess at the outset

3 These groups differ from country to country and may include ethnic minorities, disabled persons, people living in depopulated
areas orless affluent groups, etc.
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of the crisis.

The COVID-19 crisis has also put a strain on the capacity of some healthcare systems to ensure access
to healthcare for persons with disabilities and older people in residential care settings. They were
particularly exposed during the crisis. Their continued access to the medical and social care, including
emergency and intensive care services, appearedn many casesproblematic, stressing challenges in
providing the integrated care.

The crisis such as the recent pandemic may also deepen regional disparities in access to healthcare, as
mitigating the spread of the virus required deploying resources according to variation in ti ming and
intensity of the disease across the territories, which further weakened areas with pre-existing limited
access to healthcare. There is a need to capture better risks related to disparities in access to healthcare
at territorial level.

Abandoning efforts of addressing health inequalities would weaken healthcare systems. They can
only be strong if they produce more sustainable health gains, so they should in particular take
account of needs of the most vulnerable groups.

Accessibility indicators need to be contextualised

These information gaps cannot be easily compensated by data collected at European level. The way
European level data are

collected is likely to ) _ ) . .
leave behind the most Healthcare systems may fail to cover or provide services, which are essential

; for those left furthest beyond. Indicators fall short of shedding light on
:g:n:;zt)r:elepoﬁg&egé%gsla problems experienced by these groups, which may be determined by the
P I’ local context and specificities. A one-size-fits all solution to identify
ﬁurve?ls eave out challenges faced by these groups may not be possible.
omeless,

undocumented migrants
and refugees, people who are not registered in administrative systems. Unfortunately, in general

across Europe, there is very little data disaggregated leyond income groups. Unmet need data

collected through EU SILC can in addition be disaggregated by age, gender, education and labour
status. The analysis of financial protection using household budget survey data can also be
disaggregated by many factors. For example, in addition to income or consumption, the country

reports on financial protection produced by the WHO Barcelona Office for Health Systems Financing

disaggregate by age of the head of the household, household structure (single person, number of
children etc.), labour market status, social beneficiary status, area of residence, gender (where
relevant), VHI status (where relevant) etc.

Appropriate policy choices in terms of adjusting the scope of healthcare baskets would require more
information, but gathering it at Europe an level is not feasible. The Expert Panel in its Opinion on
Benchmarking Access to healthcare in European Union (Report of the Expert Panel on effective ways
of investing in Health, 2018) recommends that Member States should undertake the qualitative
assessments of unmet medical need, to identify the nature of disadvantage in each country and the
distribution of unmet need within a population. This requires systems of data collection, coupled with

a detailed understanding of the cultural issues involved in health-seeking behaviour. Such solutions
are already in place in some countries, for example Slovenia to better understand unmet need, carries
out extensive qualitative survey on barriers for access to primary care and preventive services for
vulnerable individuals; the UK runs an annual GP Patient Survey to understand how people feel about
their GP practice.

Opportunities for new indicators capturing better realities on the ground

Persisting problems with accessibility for the overall population may further marginalise the more
vulnerable groups and individuals. Problems may vary across and within countries and affect one or
several dimensions of accessibility. The table below showsthe magnitude of limitations in capturing
fully realities, based on conclusions of both Experts Panel opinion on access to healthcare (Report of
the Expert Panel on effective ways of investing in Health, 2016) and the Pilot project: towards a more
effective measurement framework on access to healthcare (ICF Consulting Services Limited, 2018).
The table can orientate efforts in developing indicators fit for national context to support measures
addressing persisting problems with accessibility. They concern many areas, from financing health
systems, through affordability, appropriateness of services, equipment, healthcare workforce and
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access to affordable medical products.

Table 1.1 Indicators, which could be developed to capture better realities on the gro und

What accessibility indicators could be developed to capture better realities on the ground?

Financial resources linked to health need

U Measures showing if financial resources are aligned to needs, incl. at subnational level.

U  Measures showing how financial resources are distributed.

Services are affordable for everyone

U Indicators on HTA use.

U  Clear evidence on informal payments.

U  Qualitative assessment of health coverage to identify affordability issues (population entitlement, benefit
package, user charges).

Services are relevant, appropriate and costeffective

U  Evidence on non-cost-effective use of services to inform the decisbns on improving access to healthcare

according to the needs of the population (e.g. measures of overuse of healthcare among groups more

exposed to overuse of care).

Collection of patient-reported outcomes (PARIS initiative in progress).

Measures of needsdefined by epidemiology.

Measures of inequity by disease.

Measures of accessibility of prevention services.

Measure of continuity and integration of care.

Data on health literacy helping to assess access to information.

Measuring access based on severitpf health condition.

Measure of intersecting aspects of problems in access for more vulnerable persons (multiplicity of

characteristics of individuals).

U Measures of ethical standards.

Everyone can use services when they need them

U Data on availability at time that suit the population (availability of out -of-hours services, home visits or
mobile phone contact with providers).

U Data on availability of secure website-based consultations.

Services are acceptable to everyone

U Data on overall user experienceof the health system (communication with provider, involvement in care
decisions, discrimination on various grounds, etc.).

U Data on experience of informal carers.

Well-equipped facilities within easy reach

U  Data on supply of services below NUTS 2 levelnd data on NUTS 2 level.

U  Measures of impact of differences in access to facilities per disease or service helping to design networks o
dispersed facilities reflecting local, national perspective.

U  Measure of the optimal distribution of resources within a territory.

U  Measures of facilitation of transport of patients to health facilities of or healthcare workers to patients.

Health workers, with the right skills in the right place

U0 Data on professional groups, such as specialist therapists, laboratoryworkers and health promotion or
public health specialists.

U  Measures of quality of health workforce and relevance of skills.

U  Measures of working conditions of health workers.

Quality medicines and devises available at fair prices

U Data on the use, costs ad prices of medicines and medical devices to demonstrate substantial variation in
use at EU national, subnational level.

U Data on availability of non -big-ticket equipment.

U Data on costs of products providing grounds for assessing affordability, fairness in pricing, equity in
access, etc.
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Source: own compilation
There is a need to understand better links between accessibility and health inequity

The epidemic crisis may deepen further health inequalities. If healthcare provision is not rethought to
meet needs of vulnerable groups, the consequences of similar shocks may be even more devastating in
the future. A one-size-fits-all solution is not possible. It is hecessary to continually assess at level of
each country which populations are vulnerable, what needs for healthcare remain foregone and how
the services should be better designed or targeted to meet the needs.

More contextualised data and information can show how to review systems and ways of provision of
essential health services, with a focus at local level. It would also possibly point at how to mobilise and
strengthen capacities of service providers to meet needs of the populations, which tend to be
marginalised. Better data can also motivate decisions on improving the adequacy of healthcare
coverage, ensuring more equal opportunities for health across the life cycle through the full spectrum
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of care from promotion, prevention, treatment, rehabilitation, end -of life care.

Lessons learnt from the pandemic should contribute to the change of the quite common perception
that health inequity is too complex to address and that it is unclear what actions to take and which
policies and approaches would be effective (European Health Equity Status Report, WHO, 2019). It
is necessary to continually assess at level of each country which populations are vulnerable and neeq
targeted support. Relevant tools can support identification of problems in accessibility of healthcare
related to health inequalities.

The epidemic stressed that there is a need for healthcare systems to accelerate progress in reaching
those being left behind because of poor health and also preventing others from falling behind. The
more disadvantaged groupssuffer from worse health condition and may be more exposed to mortality
during pandemic due to pre-existing illnesses or unhealthy behaviours, which are largely preventable
(high blood pressure, diabetes, heart and respiratory diseases, obesity, smoking).Consequences of the
crisis may exacerbate their mental health problems, especially that they may be more fragile already at
the outset. There is a need for more decisive actions to address high levels of chronic diseases. Good
monitoring and indicator sys tems, capturing a social gradient in prevalence of inequities in non-
communicable diseases, access to health promotion and health risk prevention measures, may help
with increasing the focus on these issues.

Given that unhealthy behaviours tend to cluster in socially disadvantaged groups, better monitoring
systems and indicators can provide more powerful policy feedback and help determine more decisive
reorientation of healthcare system towards health promotion and health risks prevention with a view
of decreasing chronic diseases and health inequalities. Currently, information systems do not collect
many indicators in this field. Stronger actions to promote health and prevent bad health would
relieve pressure on health systems in the longterm.

Indicators  capturing accessibility of prevention and health promotion services are
scarcely used

The accessibility measurement framework could be more sensitive to detect the risk of subsequent ill
health in order to identify both needs and interventions to be delivered sufficiently early in the casual
disease pathway. Yet ndicators capturing access to health services providing health risk prevention,
except for vaccination rates, are very scarcely used in European countries. The table below shows
examples of indicators and a variety of approaches to measure the accessibility to services and care to
decrease unhealthy behaviours and chronic conditions. The examples of indicators developed in
Finland draw attention to the fact that monitoring of access to health promotion goes beyond the
boundaries of health systems. While some services can be provided by the health systems, others
should be provided by schools, local authorities, being part of comprehensive approaches to better
prevent risk factors and promote health.

Table 1.2 Examples of indicators to assess access to measures with a view of decreasing chronic
diseases and health inequalities

Australia

I People with asthma who have a written asthma action plan, by age
1 People with mental illness who have a GP treatment plan

1 Proportion of people not following guidelines for physical activity

9  Proportion of people not following dietary recommendations

1  Proportion of people effectively managing type 2 diabetes
M
1

ichigan Patient Experience of Care Initiative
Did the health provider talk with you about your specific health goals and whether there are things making
it hard to take care of your own health?
Thinking about the past 6 months, did your health care professional(s) help you set specific goals to
improve your diet?
1 Thinking about the past 6 months, did your health care professional(s) help you set specific goals for
exercise?
1 Thinking about the past 6 months, did your health care professional(s) teach you how to monitor your
condition(s) so you could tell how you are doing?
QUALICOPC (quality and costs of primary care in Europe)
9 Patient Experience with Patient Activation in Primary Care Pat i ent Acti vation: p
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in health behaviours that will maintain or improve their health status)

RKI and Destatis, Germany

1

Primary prevention according to the individual approach: persons participating in activities for individual
health promotion in cooperation with the Statutory Health Insurance. Classification: years, age, sex,
activity

Finland

=) =) =2 =) =) =) =

Goals to reduce welfare and health inequalities in the municipality's action and finance plan, score
Health promotion capacity building in primary health care, score

Health promotion capacity building in services for older people, score

Health Promotion in Comprehensive Schools, score

Health Promotion in Municipal Management

Health Promotion in Upper Se condary Schools, score

Health Promotion in Vocational Schools, score

Source: own compilation

Comprehensive approach to capture health inequity T related problems in access to
healthcare

Addressing gaps in access to healthcare, which are related to healtlinequity, requires a comprehensive
approach. Efforts at national and subnational level could consider the following:

i

Identification of groups vulnerable in the national or subnational context : this can be
achieved through collecting disaggregated data. Routine data collection, surveys and other data
sources should ideally include disaggregation by: sex, income, employment status, disability,
ethnicity, age, migratory status, territorial location, sexual orientation and possibly other features
relevant in national context.

Identification of needs for healthcare : needs of vulnerable groups may differ from the needs
of the general population. To understand better needs for healthcare services and utilisation
patterns, it can be useful to use data from various sources, in particular general population
registers, databases including data on reimbursement claims. If possible, getting data from private
providers would be useful as such data would give the complete picture and would help
understand which services excluded from public coverage or limited in coverage, are particularly
needed. Chapter 2 provides some insights on these issues on the basis of the survey made in the
framework of the work on this report.

Identification of problems in getting access to hea Ithcare specific for vulnerable
groups : while some problems may relate to legal, administrative barriers, other challenges may
be invisible at the outset. Problems faced by more vulnerable groups demonstrate clearly that
availability does not always translate into access and use of services. Even if facilities are physically
accessible, barriers related to language, literacy, culture, employment status and various special
needs can impair access. In this context, it may be relevant and necessary to develoghe
qualitative sources of data. The examples of such sources of data described in Chapter 2, show that
they are powerful to understand reasons behind differences in exposure to risk factors, access and
health outcomes, problems with living circumstances, factors such as culture, values, stigma,
discrimination, which in different combinations or alone, can have an impact on patterns of
looking for healthcare, using services, experiencing particular barriers etc. The involvement of
individuals representing v ulnerable groups may be of utmost importance to reach the
disadvantaged groups and to get a clear understanding of problems faced by such groups.
Indicators in the table below include examples of tools measuring accessibility with more focus of
vulnerable groups.

Table 1.3 Examples of indicators to measure how healthcare systems respond to problems of

disadvantaged groups

Examples of indicators to measure how healthcare systems respond to problems of
disadvantaged groups
The EPF survey questions
U  Haveyou ever felt stigmatised when seeking or receiving healthcare because of (mark all that
apply): - Your young age, - Your older age, - Your physical disabilities, - Your intellectual
disabilities, - Your mental health status, - Your chronic/long term condi tion, - Your ethnicity, -
Being a woman, - Being a man, - Being intersex, - Being transgender, - Your income/social status, -
Your religion, - Your sexual orientation, - No, - Other (please specify)
U  What type of stigma or discrimination did you experience? Mark all that apply.
- Attitude of healthcare staff, - Denial of my rights, - Inappropriate language, - Lack of healthcare
facility in my community, - Refusal to provide me with treatment, - Other (please specify)
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European Union Minorities and Discrimina tion Survey carried out by FRA in the framework
of the EU -MIDIS project

U  When using healthcare services in the past five years in [country] (or since you have been in
[country]), have you ever felt discriminated against for any reasons? [list of reasons]

U  When was the last time you felt discriminated against because of your: [tailored to target group
categories; ethnic or immigrant background/Roma background/ethnic minority background]
when using healthcare services?

Medecins du monde survey
U  What were the obstacles to seeking healthcare-did not try to access healthcare,-administrative
barriers, -economic barriers, -a lack of knowledge of the,-healthcare system,-language
difficulties, -denial of healthcare, -did not access healthcare because of fear adirrest

Source: own compilation

U Considering health literacy to understand how the healthcare system can better address
information needs of the population. The table below provides examples of indicators, which could
be used to this purpose.

Tablel.4 Examples of indicators to measure how healthcare systems respond to health literacy

Examples of indicators to measure how healthcare systems respond to health literacy
The EPF survey questions
U | am adequately informed by healthcare providers about my treatment options;
| am involved in decisions regarding my care by my healthcare providers;
My healthcare providers give me the information | need about the safety of my treatment;
My healthcare providers adapt my care according to my changing neeals;
My healthcare providers are capturing my feedback on quality of care provided (through
satisfaction survey or other means).
Michigan Patient Experience of Care Initiative
U How often did this provider explain things clearly, listen carefully, show respe ct and spent
enough time with you?
U  Thinking about the past 6 months, did your health care professional(s) explain things in a way
you could understand?
U  Thinking about the past 6 months, did your health care professional(s) spend enough time with
you?
QUALICOPC (quality and costs of primary care in Europe)
U Patient experience with Communication and Patient-Centred Care in primary care
Canada
U Difficulties accessing health information or advice, among those who required care at any time of
day, household population aged 15 and over, Canada, provinces and territories,
occasional, 2003 to 2013
U  Type of barrier to accessing health information or advice, by time of day, household population
aged 15 and over, Canada, occasiona2001

[ ot et i ent N ent

Source: own compilation

U Developing analytical capacities : this is a precondition to develop new data sources or adapt
the existing tools so they provide the most pertinent input for the design and implementation of
policies, which affect access to healthcare. Additional data collection or efforts to use existing
administrative data should have a clear purpose. Providing new data and information should bring
more transparency and foster policy attention and engagement of relevant stakeholders in more
targeted policies to address difficulties faced by certain groups.

U Using the feedback to ensure proportionate universalism: providing a common set of
universal measures addressed to everyone, equally, without targeting those who are most deprived
is not effective. The proportionate universalism should apply to the whole spectrum of relevant
policies: actions though universal, should be allocated proportionally to the population need, so
they should accelerate the rate of improvement for the most disadvantaged (along improving the
health of all).

The Joint action on h  ealth equity in Europe  , which will end later in 2021, will provide the input
to the work on access indicators adapted to the national context. Its objective is to support Member
States to develop monitoring system on health inequalities adapted to the nati onal contexts, well
suited to policy requirements and sustainable over time. One of its goals isto support the development
as well as the use of health inequalities indicators for health policy evaluation and prioritization and
where applicable to integrate them in EU health infor mation systems. It also supports the design and
implementation of regional, national and local strategies, policies and programs for reducing

inequalities in access to health and sowiefiettivelger vi ces

23



advance. The Joint Action focuses on vulnerable groups lagging in access to health and related social
services e.g. loneparents with young children, people who have a physical, mental or learning
disability, or poor mental health, the in w ork poor, the older people who are in vulnerable situations,
people in unstable housing situations (e.g. the homeless), prisoners (or exprisoners in vulnerable
situations), people living in rural/isolated areas in vulnerable situations, the long -term
unemployed/inactive (not in education, training or employment), survivors of domestic and intimate
partner violence, irregular migrants, asylum seekers, and refugees.

The impact of other policies on narrowing health inequalities should be measured

Accessible health systems are not enough to resolve the persisting problem of health inequity. The
European Health Equity Status Report ( Healthy, prosperous lives for all, WHO, 2019) stressed that
there is no single indicator to measure health inequities, and no single solution to solve the challenge
of inequities. The decomposition analysis used in the report showed how various contributing factors,
that differ systematically between socio-economic groups, explain differences in health between these
groups. This method allowed assessing which factors produce health inequities by estimating their
relative weight in contributing to inequities (for a range of health indicators, such as mental health,
limiting illness and well -being).

The analysis demonstrated the multisectoral conditions that impact on health inequities even when
effective health systems are in place. Only between 10% and 12% of the health inequities in self
reported health, mental health and life satisfaction seem to be associated with health services,
involving quality and affordability of health care services, as well as waiting times to access hem.
Income insecurity is the largest contributor to health inequities and between 35% and 46% of the
health inequities in self-reported health, mental health and life satisfaction are associated with income
security and social protection. As far as other factors are concerned, between 22% and 30% of health
inequities in self-reported health, mental health and life satisfaction are associated with living
conditions; between 6% and 10%- with employment and working conditions; between 7% and 19% -
with social and human capital.

The European Health Equity Status Report highlights that making a difference in the action on
health equity requires shifting to the m ore integrated governance based on the combination of
policies and interventions. Differences in health are explained in the first instance by differences in
income security and social protection, then by housing conditions, working conditions, human
capital and to a lesser extent by differences in quality and accessibility of health care. Even ff
countries are able to narrow inequities in relation to one factor, inequities may still remain in others,
emphasizing the importance of taking a complex approach to tackling health inequity.

The role of social security is becoming even more fundamental. The income security will decline due to
the worsening situation on the labour market in the aftermath to the COVID - 2019 crisis and will have
an impact on health. The corona virus outbreak has imposed the greatest cost on those already worst
off, because people with lower socieeconomic status are particularly vulnerable to labour market
fluctuations resulting from macroeconomic shocks. Risks related to new forms of work (short term
work contracts, platform work, etc.), including in -work poverty, bad working conditions, weaker social
protection associated with these jobs, come even more to the fore. They can have enduring negative
health effects and induce higher costs for public budgets through increasing demand for health, but
also when bad health affects capacity to work-other branches of social protection (sickness benefits,
unemployment benefits, etc.).

Therefore, measuring gaps in acces to healthcare to reducehealth inequalities should be accompanied
by capturing problems in other areas. The comprehensive set of indicators needed to nake a difference
should, according to the European Health Equity Status Report , include:

x Health Services i indicators and interventions related to the availability, accessibility,
affordability, and quality of prevention, treatment, and health care services and programmes.

x Income Security and Social Protection 1 indicators and interventions related to basic income
security and the reduction of health -related risks and consequences of poverty over the lifecourse.

x  Living Conditions T indicators and interventions relating to differential opportunities, access and
exposure to environmental and living conditio ns, which each have an impact on health and
wellbeing.

x  Social and Human Capital i indicators and interventions related to human capital for health
through education, learning and literacy, and relating to the social capital of individuals and
communities i n ways that protect and promote health and well-being.
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x  Employment and Working Conditions 1 indicators and interventions related to the health impact
of employment and working conditions, including availability, accessibility, security, wages,
physical and mental demands, and risks of work.

The European Health Equity Status Report stresses that concerted efforts on all the relevant policy
fronts are feasible and have a clear economic return. The report estimates that comprehensive
interventions to remove the barriers created by poor health and well-being can deliver reductions in
health inequities even within 21 4 years. A 50% reduction in inequities in life expectancy between
social groups would provide monetized benefits to countries ranging from 0.3% to 4.3% of gross
domestic product (GDP).

To conclude: more holistic interventions to mitigate consequences of accumulated social, economic
and health disadvantage are more effective than single factor interventions to deal with unhealthy
behaviours which tend to cluster in certain social groups. The health sector must also work with other
community partners to improve coordination and integration of services, and promote equitable
access to services by reducing barriers.

1.3 Adaptation of existing tools providin g comparable data across Europe

Adaptation of existing tools, providing the comparable data at European level, is an opportunity, which
could be explored in the longer-time perspective. There are three possibilities: adapting EU SILC to get
more granular data, crosslinking EU SILC and EHIS surveys through statistical matching, adapting
MISSOC tables and social statistics.

Figure 1.4 Adaptation of existing tools

Crosdlinking
EU SILC and

EHIS surveys

‘Adapting E
SILC to get

more granular
data on

barriers in

more effective tools to
measure access to healthcare
at European level

Cross -linking EU SILC and EHIS surveys

EU SILC survey and EHIS could be crosslinked to get better understanding of accessibility problems.
EHIS collects data on diseases and chronic conditions suffered by the interviewee and on accidents
and injuries. EHIS provides also some information on the socio-economic background, such as
country of origin of parents, educational attainment level, activity status, household type and size as
well as monthly net income. It could be considered to cross the answers to questions posed via both
surveys and getmore explanation on who people having forgone needs are. This could be achieved
through statistical matching.

Statistical matching would allow the better use of existing data (using complementary variables) at
minimum costs. This would require carrying out methodological work, identifying and testing
statistical algorithms, suitable criteria for assessing validity of findings and production of
methodological guidelines and recommendations for further implementation in Eurostat and Member
States.

Adapting EU SILC to get more granular data on barriers in access to healthcare

Adapting EU SILC would provide a wealth of information to policymakers about which groups have
coverage and access problems and whether it relates to lacking insurance, lacking benefitshigh cost-
sharing, waiting times, distance, unavailability, disability or discrimination. This could be achieved
through the following:

U Respondents of the EU SILC could provide extra information (other than age) on their formal
(legal) health coverage and social status and on their condition, using multiple -choice options
according to the International Statistical Classification of Diseases and Related Health Problems.
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0 With regard to the question on unmet need due to financial reasons, respondents could be asked if
they face financial barrier because they (1) lack insurance, (2) their insurance does not cover the
specific service/ good, (3) cost sharing requirements are too high, (4) upfront payments in
ambulatory care are too high (costs at point of sewice), (5) advance payments in hospital care are
too high (fees required before admission and reimbursed after the service according to particular
rules). 4

U Extra questions could be considered such as whether people had an unmet need due to functional
capecity (disability) and discrimination.

U Adaptations should also take into account requirements related to the development of the
monitoring framework for the Council Recommendation on Access to Social Protection, namely a
need to collect data on access to kalthcare coverage in relation to various forms of employment
contract or employment status.

U Currently the questions also do not include the option that a service is not available at all.

U Lastly, the results of EU-SILC could be published both for the population as a whole, and for those
who had an actual need. This would provide additional insight for those countries where unmet
need overall is low, but where there may be small groups of people who have a legitimate access or
coverage problem.

Adaptatio n of the Mutual information system on social protection (MISSOC) and
social protection statistics

MISSOC tables provide the qualitative data on the accessibility parameters of healthcare systems, such
as information on applicable statutory basis (with references to regulations stipulating general
accessibility conditions), basic principles (scope of universality), population coverage (beneficiaries,
exemptions from compulsory insurance, voluntarily insured, eligible dependants), conditions such as
qualifying period and duration of benefits, organisation of access (medical consultations and hospital
care). The MISSOC tables alsoprovide some information on conditions of getting access to benefits,
explaining how the choice of doctors and hospitals is organised and how their services are charged.

Furthermore, the tables provide information on access to selected services and medical goods: dental

car e; prosthesi s, spectacl es, hearing aids; phar mac e
benefitsé. The | ater does not provide for structur e
information on services such as physiotherapy, psychotherapy, preventive care, home care provided by

nurses, costs of travelling to get access to services. This reporting is largely incomplete, for example

while accessibility conditions to medical care at home is reported for Austria, Denmark, Germany,

Latvia, Poland, Romania, Slovenia showing huge differences is access conditions, it is not reported for

other countries at all. Access to rehabilitation, mental care and psychotherapy is not reported

systematically either and if reported, it shows big differences in accessibility conditions. Access to

preventive care is rarely reported, with exceptions such as Sweden, reporting coverage for prescribed

physical activity in the national health basket.

There is no clarity on whether and to what extent some critical (essential) services are included in
healthcare baskets. MISSOC tables could be adapted to capture this important information and give
more clarity on the extent of coverage of these services.

4 This could also apply to EHIS.
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CHAPTER 2

SURVEY ON NATIONAL EXPERIENCE

HEALTHCARE

IN ASSESSING ACCESSIBILITY OF

This chapter summarises findings from a survey carried out with the Expert Group on Health Systems
Performance Assessment on national experience in using more granular accessibility metrics. The
objective of the survey was to provide policy makers with useful insights into more precise ways of
identifying gaps in access to healthcare and into ways of capturing cumulative effects of various
barriers in access to healthcare. The survey provides also a valuable input to the work on the
improvement of the accessibility measurement framework undertaken by the Commission in co -
operation with the Social Protection Committee Indicators Subgroup, building on the 2019 State of
Health in the EU Companion Report. Finally, it reinforces the focus on effectiveness of health
coverage: access to services, which arbetter adapted to the needs of the population.

Figure 2.1. Objectives of the survey

collecting and comparing
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vulnerability in access to
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providing policy makers
at national and European
level with useful insights
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cumulative effects of
various barriers in access
to healthcare
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challenge of the growing
proportion of the
population with chronical
diseases which is
associated with changes
in demand of healthcare,
which increasingly
require improvements in
the types and quality of
available services, better
integration throughout

the health care system
and a continuing focus on
prevention

healthcare

2.1 Survey design and method

The survey was designed by DG SANTE (annex 2) on the basis of the discussion at the HSPA Group
meeting on 4 December 2019 and conclusions of the 2019 State of Health in the EU Companion
Report, which brought forward some ideas about strengthening the evidence-base on access to
healthcare. The survey was sent to HSPA Members on 20 December 2019. Nin&en countries
responded, including four countries, which do not measure the accessibility of healthcare system
through HSPA.

The survey included questions of general nature on the use of HSPA to assess the performance of
accessibility of healthcare systems (standalone analyses, focused on certain aspects), on the scope of
HSPA used in countries and their impact on coverage policies design and implementation.

Figure 2.2. Scope of the survey

Dimensions of access monitored through HSPA

APopulation coverage
AFinancial coverage
ABenefits
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Identification of people who fall through the cracks /face particular vulnerabilities in

accessing healthcare

AMinorities

APeople living in underserved areas

Apeople suffering from specific health problems / diseases/ having specific clinical characteristics
APeople with certain socio-economic characteristics (age, income, gender, etc)

APeople in new forms of work (with unstable, non -standard contracts)

AOther groups

Use of HSPA for the assessment of the completeness of the statutory coverage

APeople who are in need of care that is not covered under the benefits package (what kind of services are
problematic to get).

APoeple in need of goods and services that are subject to high cpayments and /or high accumulation of co -
payments or to restrictions (volume) or limitations (e.g. age): mechanisms for user charge reduction or co-
payment exemptions, i) patients who fall outside the existing mechanisms for user charge reduction or co-
payment exemption ii) patients faced with user charges that are not taken into account by the existing
mechanisms for user charge reduction or co-payment exemptions.

APeople who have good financial access to care but face other barriers (problems of physical availability,
functional capacity, discrimination, etc).

Policy impact

Als HSPA in your country used to define allocation of resources according to epidemiology challenges and
match the supply of health services with demand? If yes, through which methods and how results are used?

ADo you use HSPA to draw conclusions on the impact of coverage policies on health outcomes?

ADo you use any aggregated / more comprehensive methods of assessing accessibility in HPSA: index
indicators, other?

ADo you measure the impact of in-kind health benefits on distribution of resources among income groups
and the effect on poverty reduction?

AHow does HSPA input to the policy decisions in other sectors affecting access to healthcare: public
transport, social inclusion and poverty reduction, regional policy, etc.

2.2 Analysis of results of the survey

This section presents conclusions of the survey, showing dimensions of accessibility most frequently

covered by HSPA. It also provides an assessmenotf the state of play in terms of capturing complexities

of access to healthcare according to various personal and clinical characteristics, showing a wide

spectrum of practices across Europe. It summarises how HSPA is used to assess the completeness of
healthcare coverage and the impact of other barriers to accesshealthcare. Finally, it shows
policy impacts.

2.2.1 SWOT

The analysis of responses confirmed that there is some room to exploit more sensitive metrics to
capture various layers of vulnerability in access to healthcare. There are many good examples and
approaches on how to capture complex accessibility issues and countries found some ways to
circumvent the limited choice of comparable indicators. The renewed focus on access to healthcae is
an opportunity and there is certainly some room for progress in redressing socioeconomic and clinical
inequalities in access to healthcare through better tools. A stratification of the population groups with
areas according to health and social needswould facilitate the development of approaches ensuring
more equal access to healthcare. However, some challenges in refining the measurement frameworks
for access to healthcare would need to be addressed, mainly in relation to data protection issues and
risks of misusing the data and stigmatising people in vulnerable situations.
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Figure 2.3. SWOT analysis: survey on national practices
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approaches ensuring more equity in access to
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2.2.2 Policy impact
HSPA makes various impacts on accessibility policies

The survey showed awide spectrum of ways of using HSPA in policies. Some countries used HSPA to
prepare and carry out specific reforms focused on accessibility of healthcare (Belgium, Ireland,
Sweden), while other countries used HSPA to set targets in national strategies andmonitor their
impact (Austria, Estonia, Ireland, Latvia, Lithuania, Spain, Sweden), or to draw the attention of
decision makers to important challenges (Hungary). The table below provides a snapshot of various
situations and approaches.

Table 2.1. Use of HSPA in policy decisions on access to healthcare

A Belgium : reform of maximum billing, which established annual out -of-pocket payment ceilings for
healthcare expenditure accor thdomey(2002y thé refars expandirdg shie
healthcare coverage for independent workers (2010); third party payer system for consultations with GPs for
all vulnerable patients (2015).

A Ireland : input to the Slaintecare 10 year reform program aiming at the transformation of the healthcare
system towards the universal healthcare coverage and free of charge access to primary care. Accessibility wal
an area of focus in 2020 with particular attention to enhanced community care, improvement of hospital
productivity an d scheduled care transformation.

A Sweden : HSPA reports used to follow up reforms and assess their impact, e.g. National Health Guarantee

Act, setting uE certain minimum standards of care.

A Austria : improvement of access to healthcare through negotiation of targets within the healthcare reform
(so-called target-based governance), as well as in the Austrian Health Targets process, with one target
specifically addressing fair and equal opportunities for he alth (Target 2).

A Estonia : monitoring of the level of achievement of targets set in the National Health Plan in relation to
some accessibility metrics including out-of-pocket payments, healthcare coverage, population assessment of
accessibility.
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A Ireland : monitoring of targets set in the annual access plan for acute hospitals and access to cance
services.

A Latvia : monitoring of targets for service availability (e.g. rehabilitation, specialist consultations).

A Lithuania : monitoring of the level of achievement of targets set in the Health Strategy 2014-2025 in
relation to some accessibility metrics including out -of-pocket payments, a number of doctors and nurses, the
share of population at risk of poverty and monitoring o f the implementation of the governmental
programme including metrics on accessibility of medicines and waiting times.

A Spain : monitoring of vaccination coverage.

A Sweden : tailored-made analyses to analyze very specific problems and report on implementation d set
objectives.

Putting important challenges into policy focus

A Hungary :summary reports are presented to policy-makers and touch upon issues such as improving health
status of the population, financial protection and provision of services adapted to needs of the population.

A Norway : regular monitoring and publishing information on issues related to access to healthcare (through
reports and web-dashboards).

Source: own compilation
Some tools can reduce the gap between needs and use of services

More effective measurement frameworks for access to healthcare should help ensure that the resources
required to deliver relevant, appropriate and cost-effective health services are as closely matched to
need as possible. They should therefore help reduce the gp between needs for healthcare and use of
services and at the same time assist policymakers in defining limits of acceptable variation in
healthcare acces#bility across the population. Belgium, as shown in the box below, provides a good
example of the methodology used to capture these complexities.

Figure 2.4. Case study: needs  -based resource monitoring

CASE STUDY: NEEDS -BASED RESOURCE MONITORING IN BELGIUM

Belgium developed a methodology, which puts into perspective the demand for healthcare, supply and use of
healthcare services at subnational level. Dimensions included in the analysis of accessibility are:

- financial access,
- availability of qualified workforce,
- waiting times for consultations with specialists an d geographical accessibility,

- percentage of people with insurance (by age, gender, location, social status) with at least one contact with a
health professional (type of professional) per year, which allows comparing variation in utilisation of healthcar e
with the practice variation (a new indicator added to the spectrum of measures capturing the use of healthcare
services).

The tool has many advantages. It allows combining various factors of accessibility: health outcomes, health
literacy, affordability, density of professionals and some characteristics of the health system organisation. On this
basi s, it is possible to better understand trends
needs and to provide policy feedback with the aim of adaptations of the system (e.g. to minimise the use of acute
care services through earlier interventions provided to patients who tend to deter care). The use of such a model
is conditional to: relevant analytical capacities, access to necessary di, solving the issue of the use of sensitive
data.
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- it provides for better understanding D|SSEM|NAT_|ON IN OTHER
of available data on access to COUNTRIES:
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decisions on the design of the
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; : or no data from private providers),
-it captures problems experienced by | sensitivity about linking data on

v.ulnera.ble groups, the socio-economic status with data
-it provides for the use of _ on the clinical status (this is not just
multifactorial data, which puts into a technical issue),

focus all the important factors q q

affecting access to healthcare along ino anaéygﬁéﬁﬁfg;:ggttg analyse
the patientds patI\Q\%"ﬁp, :
-it allows making a better use of data

on health utilisation.

The survey showed also other practices or confirmedthe on-going reflection on using accessibility
metrics in the allocation of resources according to health care outcomes and to drive the supply of
health services according to the demand. While some tools arealready used in Austria, Hungary,
Spain, Sweden and the UK, such tools are being considered in Finland and Ireland.

Table 2.2. Use of HSPA in allocation of resources

Allocation of resources

A HSPA is used as one of the tools to support decisions on the allocation of resources to different segments o
the population, services or areas requiring improvements, taking into account health outcomes and
discrepancies between the supply and demand Bel gium, Hungary, Spain, Sweden, and the UK.

A Austria: adifferent (than HSPA) tool is used for healthcare planning: the on-line atlas tool.

by

Czech Republic: HSPA informs reimbursement policy and subsidies decisions.

A Latvia : HSPA is used to decide on the allocsion of additional resources to improve service availability on
the basis of an in-depth analysis of the waiting times for services in different areas, for example, in-patient
services, scheduled inpatient surgeries, rehabilitation, waiting times for special i st s6 consul
also used to define resources allocation parameters according to epidemiology challenges (e.g. immunization
coverage of infants, incidence rate of tuberculosis etc.).

A Finland: tools being considered.

A Hungary: indicators used in HSPA are defined according to priority areas for public health and major
causes of death. The objective is to assess capacities to deliver services according to needs.

A Ireland: as part of the Slaintecare reform programme, there are plans to move to a population-based
approach to planning of the health and social services and the HSPA framework under development will be
involved in this reform.

Source: own compilation
Tools are tailored to monitor areas with specific shortcomings

The survey showed that there are examples of HSPA used specifically to provide better access to
healthcare in underserved areas (Czech Republic, Finland) or to improve access to certain healthcare
services (Austria, Belgium, Czech Republic, Ireland, Latvia, Spain) or to analyse very specific problems
with access, whether in relation to disease groups or groups with certain social characteristics
(Sweden, Belgium, Hungary). In Austria and Sweden HSPA provided for operational improvements.

Table 2.3. Use of HSPA to  tackle specific challenges with access to healthcare

Improving access to healthcare in underserved areas

A Czech Republic : maps of coverage for medical professions (built on the basis of maximum travel time
bet ween patientés home and nearest provider) ar e
areas, mainly for primary and dentist care.

A Finland : access to halthcare is assessed as part of the overall evaluation of healthcare and social service
performance. The Ministry of Social Affairs and Health uses results of regional HSPA in policy design,
discussion and collaboration with regions.
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Improving access to  certain services

A
A

Austria : due to the pandemic, psychotherapy is now also available via online/ phone consultations.

Belgium : HSPA provided input to the 2016 White Paper on Access to Services promoting access to primary
care for people without statutory h ealthcare coverage.

Czech Republic : HSPA provided input to maps of coverage of medical professions, which promote access
mainly to primary care and dental care.

Ireland : the Hospital In -Patient Inquiry (HIPE) system feeds into annual access plan to acute hospital care
and is used to monitor the results of accessibility of acute care. In cancer services, weekly data is produced
on access to urgent colonoscopy services broken down by individual hospital.

Latvia : input to the Plan on improving access to primary healthcare and Plan to improve access to mental
and oncological healthcare.

Lithuania:  monitoring a set of the indicators helps the National Health Insurance Fund to plan and

allocate resources among the territorial branches according to needs of mtients. Results of monitoring

showed significant regional disparities and on this basis it was decided to set up a single country wide
waiting list. Patients can see the waiting list in different health care entities and choose one where the
waiting list is shorter (for hip replacement, dental prosthetics and other).

Spain : monitoring of key NHS indicators allows planning and decision making at management level
(Ministry of Health responsible for co -ordination of the NHS with regional health authorities). Results of the
monitoring of healthcare coverage, accessibility of medicines and dental care are currently considered in
modifications of the public basket of services. The monitoring of the surgical waiting list indicators is a basic
tool for setting at macro level maximum time requirements for services (coronary surgery, knee prosthesis
etc.). The same indicators at intermediate level are used to increase accessibility to health services wher
there is a surge in demand (e.g. monitoring the incidence of influenza cases, which facilitates planning of
hospital beds, staffing of hospital emergency services when the an influenza epidemic peak is detected).

Improving access to healthcare for certain groups

A
A

A
A

Austria : high-priced medication for people with spin al muscle atrophy is being reimbursed since late 2020.

Belgium : the 2016 White Paper on Access called for measures to improve access for vulnerable groups
through setting up in all large towns a low -threshold healthcare system, providing for multidiscipli nary care
(including also social services, interpretation services, cultural mediators, guidance mechanisms) for people
who have no access to formal care (the longterm objective is to reintegrate patients into the standard
primary care). It called for imp roving access to healthcare for prisoners, homeless people, people with
mental disability, migrants, young households, low -income households, single parents, people with lower
education levels.

Hungary: the first HSPA report focused on people suffering from myocardial infraction and tuberculosis;
the secondi on access to primary care.

Norway: mental health services and services for addicted are prioritized in analyses.

Sweden : tailored -made analyses ofvery specific problems of particularly vulnerable groups.

Operational improvements

1

Austria : In the course of the target-based govenance reform, efforts to reduce fragmented care for people
with chronic illness are ongoing.

Sweden : HSPA used for standardisation of healthcare pathways, reorganisation of primary care,
benchmarking of healthcare providers, improvement of clinical procedures.

Source: own compilation

Some people experience particular difficulties in accessing health services. People with mental health
issues are among systematically underserved population groups in Europe. This group experiences
substantial problems in accessing healthcaredue to fragmentation of services, complex needs, stigma,
fear and mistrust. These problems are difficult to measure. As the Irish example described in the box
below shows, specific strategies are needed to improve access to appropriate health services for pgete
with mental health problems. A right approach should allow early detection of mental health problems
and the effective delivery of mental health services. This involves ensuring that health professionals
receive appropriate training in preventing, diagnosing and treating mental ill health, especially in
primary care. This also involves raising awareness about mental ill health and reducing the stigma at
all levels of health service delivery and in society more generally.
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Figure 2.5. Case study: population -based planning of access for underserved populations

CASE STUDY: POPULAT ION -BASED PLANNING OF ACCESS TO HEALTHCARE FOR
UNDERSERVED GROUPS IN IRELAND

The overall objective of the Irish reform is to maximise access to early interventions and minimize use of acute
care for patients with mental health issues. A redesign of the system of services will potentially drive a more
comprehensive way of measuring gaps in access to services. The planned change of the system should addre
persisting challenges related to unsustainability of current solutions with low availability of servic es especially in
rural areas, weaknesses in ceordination of services and continuity of care, the lack of involvement of patients in
the design of service delivery, weak primary prevention and early intervention, problems in getting access to
interventions at community level, the lack of digital interventions, concerns about quality and patient safety , and
weaknesses in reporting.

The envisaged solutions should bring various services together, provide for population-based planning of services
according to needs, ensure involvement of patients at early stage, and fill the gaps in early prevention servtes.
The system would adapt primary healthcare settings through the use of digital health solutions, talking therapies,
peer support and social prescribing (referrals to social, non-clinical services), expansion of community mental
healthcare teams with relevant therapists, combination of primary care and community support.

As far as the implementation of the new model is concerned, it envisages crossdepartmental co-operation,
involvement of relevant actors, clear governance and accountability arrangements, and linking funds with

outcomes.

[
: BARRIERS TO
ADDED VALUE: DISSEMINATION IN OTHER
COUNTRIES:

- comprehensive strategy to address
gaps in access to healthcare for people
with mental health problems ,

- model of services designed to meet
needs of people, who are direclty
involved in the deisgn of the system,

-solutions shifting a focus from
institutional support to multpile

points of access at local level and early
intervention (consultation lines,
deployment of specialsts, support
groups).

- no political support, no sufficient
budget,

- barriers related to healthcare
systems' organisation (countries
which remain hospital centric
would not be able to have several
entry points at local level),

- underdevelopped comunity -
based care,

- lack of openess to solutions such
as social prescribing.

Measuring relationship between accessibility and health outcomes is rare

Access to healthcare should translate into health improvement. Therefore, the measurement
framework for access to healthcare should ideally help monitor if services are effective enough to
improve health, and at the same time, given the scarcity of resoures, if they are costeffective.

Examples of using HSPA in linking accessibility metrics with health outcomes are not frequent.
Though in some countries health outcomes are put into perspective, for example Hungary reports on
survival rates for cancer by type of cancer, place of care, paent characteristics; Latvia i on 5 year
survival rates for cancer patients, health outcomes of people using neonatal or psychiatry care; Ireland
and Latvia T on mortality and morbidity rates, links with typical accessibility indicators are rare or
even non-existing. In Austria accessibility indicators are presented in the outcome measurement
framework. Ireland is planning to include in its HSPA measurable and quantifiable outcome -based
indicators linked to specific health policies and strategies. The survey showed also a use of different
than HSPA tools; for example, Spain uses the Strategy of Patient Safety, Swedeh targeted reports and
analyses and more subjective measures through the population survey. The UK concentrates its
assessments on outcomes disggregated by group characteristics, e.g. deprivation level, gender, region,
local authority, age, ethnicity, using a selected set of indicators. The table below provides for some
details of existing solutions.
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Table 2.4. Measuring relation between acces sibility and health outcomes

Measuring relation between accessibility and health outcomes

A Austria: Access indicators are presented in the c

A Latvia: used HSPA to draw conclusions on the impact of coverage policies on health outcomes and resulting
rearrangements of neonatal, psychiatry and oncology care.

A Ireland: plans to include in HSPA measurable outcome-based indicators linked to specific health policies
and strategies.

A Spain: within the framework of the Strategy of Patient Safety, specific programmes have been developed,
that have an impact on health outcomes, not only on reducing mortality (the most frequently measured
health outcome). For example, the Zero Pneumonia programme has contributed to the reduction of the rate
of pneumonia associated with mechanical ventilation to less than nine episodes per 1,000 chays of
mechanical ventilation nationwide, which means a 50% reduction with respect to previous rates (2000 -
2005) and a 25% reduction in recent years with respect to the rates for 2009-2010.

A The UK: the government constantly monitors health outcomes by group characteristics and makes
adjustments to local healthcare services, including targeted measures if appropriate to improve equity of
outcomes. HSPA and other tools, especially the General Practice Patient Survey are used to provide input to
policies to level out inequalities. Reduction of inequalities is an objective of the NHS -measured by
i mprovement against indicators in the NHS Outcon
health institute (Public Health England) is expected to reduce health inequalities i measured by
improvement against indicators in the Public Health Outcomes Framework (PHOF). O utcomes are
disaggregated by group characteristics, e.g. deprivation level, gender, region, local authority, age, ethnicity,
using a selected set ofindicators: potential years of life lost from causes considered amenable to healthcare,
health-related quality of life for people with long -term conditions, under 75 mortality rate from
cardiovascular disease, under 75 mortality rate from cancer, infant mortality, unplanned hospitalisation for
chronic ambulatory care sensitive conditions, emergency admissions for acute conditions that should not
usually require hospital admission, patient experience of GP services, access to GP services, life expectang
at 75, life expectancy at birth, healthy life expectancy at birth.

A Sweden: more subjective assessment t hrough popul ati
heal t hier and living |l ongero; AHow wel | d o ¢lew dbes
healthcare contri but e tThe assessmeatismaried oat atghationd! lehebwath brebk?
downs for regions, municipalities, and units, encompassing public providers, as well as private and non-
profit organisations (within the scope of publicly funded services).

Source: own compilation
Using index measures is not practiced

The survey also inquired about the use of more complex or aggregated measures of accessibility in
HSPA, for example index measures. Using such measures, combing various dimensions of
accessibility, is not a common practice. Hungary would wish to develop a more complex tool, while the
UK believes that disaggregated indicators are more useful. Some alternative solutions reported by
countries include e.g. specific surveys and studies in the context of the national health reform in
Austria, a grid based data d population attributes (socio -economic factors, age groups, education) is
now under analysis and is being used to calculate accessibility to primary care and specialized care
services in Finland.

Measuring the redistributive impact of health benefits is not common either

The HSPA is not used either to measure the impact of inkind health benefits on distribution of
resources among income groups and their effect on poverty reduction. The only exceptions are
Finland, which develops a stand-alone approach to assess the distributional effects of healthcare

benefits and Bel gi um, whi ch i ncl ud e dHove equithble &sthal ysi s i

Belgian health system6 .
HSPA can have a wider policy impact

Access to healthcare is affected by public polices beyond the health system: fiscal, social protection,
education, employment, transport and regional development policies. The survey provided some
insight into the use of HSPA in the policy decisions in these sectors. In some cases processes of €o
operation with other sectors, mainly social, education, regional development are established and HSPA
provides input for debates, plans of joint work, for example in Finland, Latvia, Hungary or the UK. The
results of such co-operation may result in very specific measures, for example in Latviai planning of
new public transport delivery models to improve timely access to healthcare. The Austrian programme
O0Early Childhood | nt er v e-edtablishedcoaperatienrbetveegnahe pocia and f
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health sector in supporting families in raising healthy children. Spain integrated air pollution in the
policies of access to healthcare to respond to the increased needs of care due to high levels of nitrogen
dioxide, CO2 and noise. As a way of improving acces$o preventive measures, Spain ensures the cross
sectoral co-operation with the food sector and with schools to improve the quality of food for children
and increase the physical activity of pupils.

Table 2.5 Wider policy impact of HSPA

Impact on other  policies

1 Austria : the national programme for Early Childhood Interventions is a good practice regarding
collaboration of the social and health sector. The main objective of the model is to reach and support
families in need (due to stressful living conditions or circumstances) during pregnancy or in the first three
years of l'ife of a c¢hil d.-professionglhas weHll asl muki-seztoral approaohw
(investing in networking esp. with services from the health and social sector) to support families in raising
healthy children. The programme is voluntary and ensures access of families through direct contact and
through professionals, such as health and social workers, who can identify and refer them.

A Processes of ceoperation with other sectors established, mainly with education, social, regional
development policies and HSPA provides input to debates, plans of joint work: Finland, Latvia  and the
UK. In Hungary, the HSPA demonstrated the possible scope of ceoperation with other sectors.

A Lithuania: monitoring of the level of achievement of targets set in the Health Strategy 2014-2025 related to
environmental factors: greenhouse gas emissions and proportion of the population claiming to suffer from
noise. Regular adult lifestyle surveys are conducted to analyse changes in the quality of food and physical
activity of the adult people and school age children and how those changes affect health status of the
population.

A Sweden: HSPA may affect other sectors in a very general way, as part ofnhe discussion on how to improve
access to healthcare and the health status of the population.

A Spain: air pollution integrated in policies on access to healthcare (monitoring of hospital admissions for
specific pathologies and of mortality attributable to air pollution plays an important role in the design of
policies); cross-sectoral co-operation with the food sector and schools to improve quality of food and
increase physical activity of young people (objective: improve access to preventive measures).

Source: own compilation
Alternatives to HSPA in assessing accessibility of health systems

Countries, which do not have HSPA established, take recourse to other analytical methods. Romania
reports accessibility indicators within the National Report on the H ealth Status of the Population and
in the Report of progress of the National Health Strategy 2014-2020, which feeds into regional plans
for health services. This monitoring provides for some granularity of data, especially in relation to
rural areas and certain age groups. The Slovak Republic has not established yet the HSPA either. Some
other existing tools have potential to feed into the future HSPA framework with data on accessibility.
The adopted in 2013 Strategic Framework for Health 2013-2030 comprises a set of indicators, which
could be used in HSPA. However, this framework has not been monitored or updated. Some semi
strategic papers, for exampl e: AiVval ue for moneybo
paper 0 whi ch f o cduascessibility havegals@adomet pgtentiah though there is no regular
reporting according to indicators established in these papers.

2.2.3 Accessibility dimensions covered in HSPA across Europe

National specificities are by far the main driver of what underpins the selection of
indicators and approaches used

There is a huge variation in problems with access to healthcare across Europe and within countries.
An analysis of replies to the survey suggests that national specificities are by far the main driver of
what underpins the selection of indicators and approaches used to measure the accessibility of
healthcare systems.

Many countries include in their HSPA typical and overarching indicators to measure access to
healthcare without any specific focus on certain groups and / or characteristics of persons. These
indicators normally include: unmet medical needs (EU SILC), out -of-pocket payments and other
issues related to financing (for example pharmaceutical expenditure in Slovenia). Sometimes these
overarching indicators are monitored beyond the HSPA, within other monitoring mechanisms.
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Specific regulations on healthcare baskets may drive more tailored HSPA

Specific regulations on healthcare baskets may drive more tailored HSPA. Sweden has a set of
regulations protecting the most vulnerable groups through defining entitlements according to
population characteristics. The Health and Medical Services Act (2017-2030) puts priority on people
with greatest needs. Furthermore, The Health Guarantee Act specfifies the maximum time of waiting to
get in touch with primary health care, to get a diagnosis, and the maximum time of waiting to get an
appointment and the treatment within the specialized health care. The Patient Act also defines some
rights of patients: right to be informed about illness and treatments available, right to participate in all
decisions about care. The system provides also interpreter services for medical consultations, which
are free of charge. Assessment of the performance of the healthcee system according to these legal
obligations can be included in the HSPA.

There are examples of assessments covering multiple dimensions (e.g. waiting times
measured for certain services or groups of patients or territories)

The HSPA Group survey showedthat waiting times indicators are used regularly and sometimes are

adapted to specific countriesd context reflecting chi
problems faced by groups with certain clinical characteristics. Finland measures for example waiting

times for non-urgent primary care consultation s, Norway- for specialist care, Ireland - for occupational

therapy or cancer care. Ireland also provides a good example of a waiting time indicator defined

according to clinical characteristi cs, measuring waiting times for mental health for children or for

home care for elderly persons. Ireland and Spain use waiting time indicators to define targets for

waiting times: max.52 weeks of waiting for occupational therapy assessment in Ireland, max. 48 hours

of waiting for consultation at primary care level in Spain. Estonia is working on a new set of waiting

time indicators.

Table 2.6. Tailored made waiting time indicators i examples

Irelamdl

The following indicators are used: waiting times for procedures in acute hospitals, emergency department
patient experience time, therapy waiting lists in community, mental health for children access times, cancer

services waiting times, waiting times for support for older people in their homes, waiting time for elective
procedures in inpatient and day case, percentage of people on the waiting list for occupational therapy for
assessment less than or equal to 52 weeks.

In addition, new indicators are planned:

- A Scheduled Care Transformation Programme which will place a new emphasis on hospital waiting processes
to ensure a robust, evidencebased, datadriven, co-ordinated approach to the planning and delivery of
scheduled care services in line with waiting time guarantees set in Slaintecare.

- A plan to implement the recommendations arising from the Trinity College review on international best

practice for reporting of waiting lists. The Plan will focus on a move towards reporting on waiting times rather

than waiting list numbers for radiology diagnostics, ou tpatients, inpatients and day cases.
Sp@inn

Principal indicators: waiting time for surgical procedures, especially care consultations; % of population that
makes an appointment in primary care in the first 48 hours.

The following indicators, among others, have been used to measure the accessibility of the National Health
System: percentage of the population that makes a PCH appointment on the requested day, percentage of the
population that waits more than one day for a GP appointment, waiting time s for specialists appointment,
patients waiting for non -urgent surgery, waiting times for non -urgent interventions.

For each of the selected indicators, the results of the last available year, the average values of the last 10 yea
and the difference between the results of the tenth and first year studied are analysed to obtain an approximation
of the NHS performance trend in the last decade.

At macro level (country) the analysis focuses essentially on showing the trend of each phenomenon measured by
indic ators through a regression line with a scatter plot of a ten-year period.

The analysis is broken down by regions.

Source: own compilation

The OECD i n Waiting timest for chgalth éservicesd (2020) notes that OEC
increasingly measure waiting times beyond elective treatment, including for primary care, cancer care
and mental health services. Some countries establish targetsi maximum waiting times or develop
Owai ting tidme Tdhtirsatheagpipesns more often for cancer <care
study refers to various policy options targeting supply and demand side to reduce waiting times,
emphasising the role of new technologies in increasing access to healthcare. Arimportant aspect of
measuring waiting times is the way of measuring them with electronic registers providing an
opportunity for the more accurate picture of challenges. Estonia uses waiting time reports from health
care providers and since mid-2019, the national digital referral and registration system has been in
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place, which will eliminate double bookings. Finland also monitors waiting times through targeted
information systems.

The potential of some important indicators remains untapped

While typical overarching indicators measuring accessibility are quite widely used in HSPA (as
depicted at the bottom of the pyramid below), indicators related to patient satisfaction, healthcare
workforce, insurance coverage and access to certain services, access to hézare for disadvantaged
groups, access to preventive care, geographic accessibility are used to lesser extent:

Patient satisfaction and experience is measured in Austria, Sweden and Estonia. The UK provides
an interesting example of certain granularity o f data to measure patient experience of GP services
as the data is collected by deprivation level, gender, region, local authority, age and ethnicity.

Data on healthcare workforce is used in analyses of accessibility of healthcare systems for example
in Belgium, Hungary, Norway, Slovenia and the Czech Repubilic.

Estonia, Slovenia and Spain use also measures of health insurance coverage.

Access to certan services is sometimes included in analyses of accessibility, for example, Latvia
measures accessibility of services for maternal childcare, oncology and psychiatry.

Access to services for disadvantaged groups can be included in HSPA in Sweden and was lsject of
the first ever HSPA report in Hungary.

Measuring of access to preventive care is limited to vaccination rates (e.g. Spain), screening
services (e.g. Latvia, Spain) or monitoring of determinants of health and risk factors (Hungary).

As far as ge@raphical accessibility is concerned, the Czech Republic provides an example of
measuring maximum travel times and of maps of coverage of medical professions; Hungary carries
out capacity planning taking into account minimum travel times; Finland carries o ut the analysis
of access at regional level with a focus on primary care accessibility, recently adding the
perspective of accessibility for different socio-economic groups and providing data for every
municipality and postal code area; Hungary measures armrival time of ambulance. Belgium and
Sweden also use specific measures of regional accessibility.

Indicators measuring quality of healthcare, access to coordinated and continuous care, professional

attitude of healthcare workers, confidence in public healthcare and health literacy are used even less
(as depicted at the top of the pyramid below). Sweden measures all these dimensions using targeted
surveys and reports. Norway is working on a more comprehensive information system on healthcare

quality in accordance with the national quality framework.

Figure 2.6. Hierarchy of access indicators used in HSPA with examples of indicators

Sweden: via a survey
"what is the guality of
healthcare we
receive?”

Austria: develops a
survey to measure
health literacy

N

Quality of healthcare,
coordination, continuation,
professional attitude of
healthcare workers, confidence
in public healthcare, health

literacy

Latvia: availability of
maternal child care,
oncology, psychiatry

Czech Republic: maximum
travel times and maps of
coverage of medical
professions

Patient satisfaction and experience,
healthcare workforce, health insurance
coverage, access for disadvantaged
groups, access to preventive care,
geographic accessibility, availability of

England: patient certain services

experience of GP
services by deprivation
level, gender, region,
local authority, age,
ethnicity

Typical overarching indicators
of access: unmet needs, QOP,
financing of healthcare, waiting
times, some input indicators

Source: own compilation
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2.2.4 Opportunities to exploit available data
There are opportunities in exploiting available data

Some countries acknowledge that data availability contributes significantly to the choice of indicators
and approaches in measuring access to healthcare. The survey analysis shows that on top of EU SILC,
EHIS, SHA and SHARE, there are many national sourcesof data used and/or available, which either
provide or could potentially provide input to HSPA. They include various administrative data sources,

or data from health insurance claims.

Linking various databases is an opportunity to get a more complete set of information on
characteristics of people who experience problems in accessing healthcare and more targeted policy
responses. A main difficulty in doing it are data protection requirements. Another challenge with
availability of data is lack of more reliable data on private insurance coverage. Nevertheless, the
availability of various data sources (map below) could certainly be explored to make a step forward in
revealing better how differences in covered services and medical goods relate to socioecononai
characteristics or clinical needs and to understand better use of healthcare patterns according to
various personal characteristics.

Figure 2.7. National sources of data on access to healthcare

Sweden: Mainly national sources (local
N 3 units/regions report data to the national
Belgium: Data from the Institute for database), either quantitative databases or
health and disability insurance, data qualitative/semi-qualitative
from various databases, including

) questionnaires/surveys [patients or ctizens
data from healthcare providers. .

that report data to the national database). For
specific reports or aspects also other kind of
qualitative methods can be applied, such as
interviews, focus groups, questionnaires,
systematic reviews, research reports, etc.

The UK: The GP Patient survey collects
disaggregated data with breakdowns for gender,
age, ethnicty, working status, parent/guardian,
working status, carer, deaf using sign language,

smoker, sexuality, religion and long-term

condition. The Health Survey for England also

provides data on health needs and those who Slovakia: Availability of data at
access services. Furthermore, the results are individual level is an
also all available at the individual practice level, opportunity to get information
as well as by territories. on people suffering from

specific health problems /
diseases, with particular clinical
characteristics or socio-

Spain: Different official information economic characteristics.
systems: vaccination coverage, national .
health survey (breast, colorectal and Hungary: On the basis of
cervical cancer screening), surgical waiting medical documentation it is
list system, especially care consultation, possible to analyse age,
health barometer (% of population that gender, location, health status
makes an appointment in primary care in and some data on service
the first 48 hours). providers.

Austria: Data on health outcomes,

national health reports, surveys of Czech Republic: Data from the
the Main Association of Social General Insurance Fund: travel times.

Security Associations (waiting
times), survey among chief dental
officers on children’s dental health,

studies on waiting times for elective
surgeries in hospitals, data on health
literacy.

Source: own compilation
Some countries seize or plan to seize opportunitiesto use various data sources:

- Belgium started to cross-link data coming from sources providing information on health status,
income, education, employment status and healthcare utilisation characteristics.

- Estonia: the 2015 World Bank study The State of Health Care Integration looks at prevention of
chronic diseases with particular attention to the role and functioning of primary care and equity
issues. The study is based on a quantitative analysis of health insurance claims (submitted by
healthcare providers to the Estonian Health Insurance Fund), stakeholder interviews and focus
group discussions. The study provided for some granularity according to certain personal and
clinical characteristics.

- Finland prepared necessary legislation and the IT system to use more widely data ollected
through various sources (case study in the box below).

- Lithuania : one of the main directions of the National E -Health System development is to connect
all components such as Statistics Lithuania, National Health Insurance Fund database, registers
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and othernon-heal t h sector related information to f
needs.

- Sweden:; assessments on access to healthcare can be done by different actors, whether the

government or authorities in charge of health care and social policies. The National Board of

Heal th and Wel fare for example produces annual

indicators and can be either generic or thematic and related to certain diseases (i.e. cancer) or
patient groups (i.e. elderly people, children and adolescents). This Board and the Swedish Agency
for Health and Care Services can also produce reports on demand with a possible focus on certain
patient groups, diseases, followup to a reform or other aspects (for instance private health
insurance, in-depth analysis of capacity and production planning). Finally, regional and local
authorities and clinical units do their own assessments on the basis of data they collect.

- The UK: the population who access GP services is monitored via theGP Patient survey, which
collects disaggregated data. Breakdowns are available for gender, age, ethnicity, working status,
parent/guardian, carer, deaf using sign language, smoker, sexuality, religion and long-term
condition. The results may be compared to the Health Survey for England to analyse whether there

are any differences in underlying health needs and those who access services. The results are

available at the individual practice level, as well as by region, local authority area and deprivation
dediles of local authority area. Some of this information is used in the NHS outcomes framework to
support the assessments, which seek to identify progress across the system on reducing health
inequalities.

Needs-based resource allocation for better access ¢ healthcare requires access to more precise data.
Very few countries currently have the capacity to provide for record linkage within the health sector or
across other sectors. One of the problems is the lack of unique patient identifiers. Linking databases
may facilitate the needs-based resource allocation, although implementation may be challenging for
political reasons.

Figure 2.8: Case study: linking databases to get more granular data

CASE STUDY: RECORD LINKAGE ACROSS DATABASES FOR MORE GRANULAR DATA ON
ACCESS TO HEALTHCARE IN FINLAND

Finland has started to link the administrative data from various registers (biobanks, patient and prescription
data repository, national health and social care registers, health and social care statistics, socieeconomic data).
These data have so far been used in evaluations and research.

Ultimately , it is planned to design the health and social care information system, which would combine various
sourcesof dat a: data from service providers and auth
databases, national client/patient data repositories, national statistics and registers, and other (genomics data,
biobanks, scientific publications, supervision registers). The HSPA system at regional level, which provides many
useful data, for example on timely access to hospital care for various socieeconomic and education groups will
also be used. The project in the pipeline will therefore allow the secondary use of social and healthcare data
through linking systems registering use of services and payment for services, data on income, education, gender,
age and other possible variables.

The precondition to put in place such a system is the existen@ of a unique patient identifier and adoption of the
legal act on the secondary use of health and social data to ensure the compliance with data protection
requirements. Risks in misuse of data can potentially be addressed by licensing and restricted acces in research
data centres.

5 The deprivation level of a Local Authority area is calculated using seven domains (income, employment, health and disability,
education and skills training, crime, barriers to housing and services and living environment). These are then ranked and
grouped by deciles.
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+

ADDED VALUE:

- opportunity to benefit from existing
multifactorial data, which puts into
focus all the important factors
affecting access to healthcare along
the patientds pat

- better understanding of available
data on access to healthcare and it
effective use for decisions on the
design of the healthcare policies.

—
BARRIERS TO

DISSEMINATION IN OTHER
COUNTRIES:

- no political support,

- limited access to data
(incomplete or no data from
private providers),

h-wemgitivity about linking data on
the socio-economic status with
data on the clinical status, which
is not just a technical issue,

-no analytical capacity to analyse

the huge amount of data.

2.2.5 Capturing characteristics of patients

Characteristics of groups, which fall particularly through the cracks are captured only
to some extent

The survey analysis showed that HSPA, but also other tools, are to some extent used to capture
characteristics of groups, which fall particularly through the cracks. These groups include to varying
degree minorities, people living in underserved areas, groups with some socio-economic and clinical
characteristics. Some countries monitor the accessibility in underserved areas, which happens less for
problems faced by minority groups and even less for problems in accessing services due to limitations
related to the type of employment. Countries rarely put both clinical and socio-economic
characteristics in the perspective to assess problems with accessibility and some do it exclusively for
one or the other set of characteristics. The examples show a variety ofapproaches and include both
HSPA and other methods.

Monitoring of gaps in accessibility of healthcare in medical deserts is more common

The survey showed that measuring accessibility of healthcare for people living in underserved areas
can be focused on ertain defined groups. For example, in Austria, access to specialist services in rural
areas can be measured using geographic information systems. In Finland, analyses focus on people
living far from emergency services in the north. Some countries use measires giving a broad overview
of challenges in underserved areas, for example maps of coverage of medical professiais in the Czech
Republic or analyses of regional accessibility in Sweden. England defines deprivation level of local
areas and ranks them acording to seven domains: income, employment, health and disability,
education, skills and training, crime, barriers to housing and services and living environment. The
table below shows the examples of various approaches.

Table 2.7. Various approaches in measuring accessibility of healthcare in underserved areas

Austria Analysis of access inrural areas, and of geographical barriers to get access to some specialists and
treatments (e.g. an analysis of per capita availability of public and private providers is possible for
each region).

Czech Maximum travel time, maps of coverage of medical professionals, taking also into account people

Republic living in border and remote regions.

Estonia The analysis of regional disparities in access included in the World Bank study: The State of Health
Care Integration.

Finland The analysis of problems ofpeople living far from emergency services in the north of Finland.

Hungary On the basis of documentation from the National Health Insurance Fund it is possible to show
differences and trends in the utilisation of health services focusing on people living in areas
according to zip codes and their classifications.

Ireland Reporting is broken down by region which is further sub -divided into individual hospitals or Health
Care Area (in the Acute Hospital area there are 7 Hospitals Groups and data is providedon each
Hospital Group, e.g. % of people waiting less than 52 weeks for first access to Outpatient
Department services). Within each Hospital Group, while the number of individual hospitals can
vary, data for each hospital is provided on a monthly basis.

Lithuania Regional disparities analysed for access to primary, emergency healthcare services, waiting times to
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the specialized health care services, mental health care services, as well as participation in the
cancer screening programs by people living inthe remote areas.

Norway While underserved areas not identified as such, it is possible to identify municipalities, health
districts and city districts in the biggest cities and health districts with different population
characteristics can be compared.

Sweden Regional disparities analysed in annual regional comparisons.

England Targeted monitoring, including regional disparities possible. The GP Patient Survey provides
information on access to GPs at the individual practice level, as well as by region,local authority
area and deprivation decile of local authority area. The deprivation level of a Local Authority area is
calculated using seven domains (income, employment, health and disability, education and skills
training, crime, barriers to housing an d services and living environment). These are then ranked
and grouped by deciles.

Source: own compilation

Some countries monitor problems in access to healthcare for minorities

As far as minorities are concerned, measuring of gaps in access to healthcare (not exclusively through
HSPA) targets clearly defined groups, for example in Estonia: Russian minority, in Finland: Samu
people, In Ireland and Slovakia: Roma minority.

Table 2 .8. Various approaches in measuring accessibility of healthcare for minorities

Estonia Some ad hoc analyses for the Russian minority.

Finland The analysis of access to healthcare for Samu people. The situation of asylum seekers, undocumente
migrant is analysed too, but not through HSPA.
Ireland Data provided mainly on a general population basis, but in some areas it covers certain groups: in the

community healthcare area there are specific indicators for particular groups e.g. members of the
Traveller community (e.g. KPI on the number of people who received information on cardiovascular
health or participated in related initiatives).

Slovakia | No HSPA, but in 2019 the Ministry of Health in collaboration with other sectors published a report
on marginali sed communities, mainly Roma.

Sweden Targeted analyses with a view of assessing the situation of vulnerable groups carried out on demand.

UK Targeted analyses with a view of assessing the situation of vulnerable groups carried out on demand.
The GP patient survey in England provides information on ethnicity.

Source: own compilation

Problems in access to healthcare related to the type of employment are hardly ever
monitored

The survey inquired also about the use of more disaggregated data reflecting the employment status. It
showed that Estonia in its recent analysis looked at health insurance coverage among people with
unstable employment. Otherwise, this is not in the radar. The adoption of the Council
Recommendation on Access to Social Protectionin November 2019 calls for improvements in the
collection of data on access to healthcare and other branches of social protection according to various
employment situations. This should give more clarity on the situation of workers with unstable, non -
standard contracts.

The level of granularity of data provides more information on socio -economic than on
clinical characteristics of patients

The survey analysis showed huge opporturities in using data on personal characteristics of patients,
whether clinical or socio-economic ones. Measuring gaps in access to healthcare according to socio
economic characteristics is much more common than measuring gaps according to clinical
characteristics. Age, gender and income are most often taken into account, while education level seems
to be covered to a lesser extent. As far as clinical characteristics are concerned, the approaches vary a
lot, for example in Finland the morbidity index is used to assess equality of access to healthcare at
regional level, in Spain performance reporting includes screening for some cancers, access to
neuropsychiatric and mental care, access to care for patients with diabetes. The table below provides
more examples.

The 2019 State of Health in the EU Companion Report highlighted that both socio -economic and
clinical characteristics coincide and trigger each other. However, examples of putting both into
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perspective are not very common. Sweden is one of the examples, @wvarious performance reports may
present for selected disease groups comparisons of access to healthcare in municipalities and regions,
by education level, age or gender. Spain is another example, where the soci@conomic gradient is
taken into account together with some clinical characteristics. England follows a different logic,
focusing on patient outcomes, which can be disaggregated by certain socieeconomic characteristics,
being a way to get some information on clinical profiles of those who use heathcare. Moreover, the GP
patient survey in England provides information with breakdowns by long -term health condition and
various socio-economic and personal characteristics. Estonia combined various characteristics of
patients in the report on The State d Health Care Integration: people with depression, dementia,
disability from vision or hearing loss, patients who have a self-management impairing condition and
subpopulations according to income, rural vs urban, Russian minority, gender. Belgium combined
various sources of data providing information about clinical and socio -economic characteristics of

people in the redewmte dHBiPtAa lRleg oird téh e. HBrngdrygseea somér e a |l t h

potential in existing tools to do it.

Table 2.9. Use of data  on personal characteristics

Combination of clinical characteristics and socio -economic characteristics

Belgium: t he 2020 HSRAw Reguwirt al®l e i s t he shBwed lppw sanoushseuaceéstoh
data can be combined to get more granular information on needs for healthcare and patterns of using services.
The analysis drew from data on health status (including reporting on having a particular health condition or
chronical disease), income, education, employment status and healthcare utilization by individuals and
households. The databases do not provide information on certain groups, like elderly people living in residential
care institutions or prisoners. The methodology used a needsadjusted norm value to estimate gaps in access to
healthcare for people sharing certain characteristics.

Estonia : recent analysis of access to healthcare included in the World Bank StudyThe State of Health Care
Integration combines data for some subpopulations people with depression, dementia, disability from vis ion or
hearing loss, patients who have a sefmanagement impairing condition and subpopulations according to income,

rural vs urban, Russian minority, gender. The objective of the study was to account for potential differences in
service delivery capacity and to identify any disadvantaged communities and groups. The study provides also
some granularity on access to diagnostic and preventive procedures for patients according to clinical
characteristics with some focus on diabetes, hypertension, CVD.

Hungary : analysis of trends and differences in healthcare utilization would be possible according to specific
health problems, clinical characteristics, age, gender, location, service providers (on the basis of medical
documentation). Registration of socio-economic data, education characteristics and other characteristics, such as
or family status is not possible on the data protection grounds.

Spain : monitoring through the Health Information System for: cancer screening, neuropsychiatric conditions,
mental illnesses and diabetes and according to gender, income, age. This information is used for annual
performance monitoring.

Sweden : annual open regional comparisons and other reports produced on demand are either generic or have
thematic focus, including on certain diseases (e.g. cancer) or patient groups (i.e. elderly, children, adolescents).
Various reports often provide for variou s diseases: comparisons of municipalities or regions, nationwide
development over time, data by educational level, distribution by age, gender. Some reports have also provided
the in-depth analysis with sociodemographic variables in relation to received healthcare.

UK: not |l inking peoplebs background information to t
outcomes of those who benefited from services. Concentrating on outcomes disaggregated by group characteristics
e.g. deprivation level, gender, region, local authority, age, ethnicity. The makeup of the population who access GP
services can also be monitored via the GP Patient survey, which collects disaggregated data relating to access t
GP services. Breakdowns are available for genderage, ethnicity, working status, parent/guardian, carer, deaf
using sign language, smoker, sexuality, religion and longterm condition. The results may be compared to the
Health Survey for England to analyse whether there are any differences in underlying health needs and those who
access servies. Some of this information feeds into the NHS outcomes framework - used to support the
assessments, which seek to identify progress across the system on reducing health inequalities.

People with specific health People with certain socio -economic characteristics
problems/ diseases/ clinical
characteristics
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Finland : regional morbidity index
used to assess equality in access.

Norway : data on the use of
primary and specialist care,

somatic care i total and specific

treatment / groups (mental care,

substance abuse treatment)
available. Furthermore, data on

access time and care use for cancer
patients, mental health services,

time to acute care for patients with

stroke and cardiovascular diseases,
use of dental care for specific
groups.

Lithuania: used indicators of
results of the primary health care

entities to compare the quality of

services people receive: health care
for children and for adult

population; child screening;

children dental health care; the

implementation of cancer

screening  programs  (Cervical
cancer prevention program;

Mammography screening program

for breast cancer; Early Diagnostic
Program for Colon Cancer; Early
Diagnosis Program for Prostate
Cancer), hospitalization of patients

with chronic diseases; number of
consultations for people with

chronic diseases. The regional
morbidity metrics and access to
mental  health  services are
monitored as well.

Austria: the use of healthcare is monitored by income (at district level)
using geographical information system tools.

Belgium: runs through HSPA a transversal analysis on equity since 2012
and so far the focus was on vulnerable patients having access to a
preferential reimbursement scheme in link with some variables, for
example education levels. Furthermore, the Appropriate Care Unit carries
out analyses of variation in care use according to social status, identifying
unexplained variations in consumption patterns afte r standardization.

Estonia: made an analysis in 2018 which showed how gaps in healthcare
insurance are distributed in the society. It showed the biggest gaps among
men, people in working age, the non-Estonian speaking populations,
people with lower levels of education and interruption of health insurance
for women on parental leaves to take care of children over 3 years old.

Finland : the system captures data on the overall economic situation of
municipalities, low income (on the basis of the national surv ey). Finland is
also working on an indicator, which will provide more granular data on
primary care geographical accessibility for socio-economic groups (linking
multiple data sources, calculations at municipality level and per postal
code area).

Latvia : indicators on age, gender, income.

Norway : in registers of data on service use variables on age, gender,
residence available. Income and education variables only used in dedicated
studies, surveys or projects.

Ireland: data provided mainly on a general population basis, but in some
areas covers certain groups: in acute hospital setting there are specific
indicators for persons 75+ (for example % of all attendees aged 75 years
and over at emergency departments who are discharged or admitted
within 24 hours o f registration); in the community healthcare area there
are specific indicators for particular groups e.g. homeless services (e.g.
number of people who received information on cardiovascular health or
participated in related initiatives) .

Lithuania:  out of pocket payments of the low-income group; age, access
to low-threshold health care services for risk groups.

Source: own compilation

2.2.6 Completeness of healthcare coverage and other barriers in access to healthcare

Another objective of the survey was to understand to what extent HSPA methods are used to assess if
the scope of coverage, both in terms of services included in the healthcare baskets and the degree of
co-payments guarantees access to healthcare accordingp needs.

As far as the depth of healthcare coverage is concerned, the 201%tate of Health Companion Report
referred to some services, which are frequently excluded from healthcare baskets.
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Figure 2.9. Services frequently excluded from healthc are coverage
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* Update on the state of play in Lithuania: optical treatments, dental care for adults, experimental new pharmaceuticals
excluded from the coverage.

** Clarification on coverage of mental health services in Austria: not excluded, but access may be affected by long waiting
times.

Source: 2019 State of Health in the EU Companion Report

Understanding needs for services beyond established healthcare coverage is a
challenge

The diagram below summarises findings from the survey in relation to pract ices in capturing the depth
of coverage. Measuring the demand for services which are not provided in healthcare baskets is not a
common practice. Understanding needs of the population and identification of needs for services
beyond established healthcare coverage is a challenge and knowledge gaps in this area may drive
inequalities. However, estimations can be made, for example Estonia crosslinked the survey
monitoring accessibility with data on the use of healthcare within the dedic ated studies on
accesshility.

Figure 2.10. Measuring access to services ex cluded from healthcare coverage

Measuring the demand for services which are not

provided in healthcare baskets: mixed feelings

Understanding needs Not a common

of the population practice, because
and identification of countries in general
services beyond the believe that baskets
healthcare coverage are broad enough.
is a challenge and Another challenge is
this may be a source a lack of data on

of inequalities. services which are

not included in
public baskets.

SOLUTION?
Estonia sees an opportunity in cross-

linking the survey providing data on
accessibility with data on the use of
healthcare (estimation of needs)

Source: own compilation

In general, it seems that countries do not measure needs for services not included in public healthcare
baskets, because they believe that baskets are broad enough and relatively few services are not covered,
such as dental care. Some countries also belies that the share of the population, for whom coverage of
certain services is not provided, is too insignificant or they simply do not have necessary data to
understand the situation.
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Figure 2.11. Capturing problems in accessing service

s beyond the healthc are baskets

Norway: Dental care is only partly
covered in the public benefits basket.
Statistics Morway collects data on
use and coverage for mentally

Finland: There are relatively few
general services which are not
covered at least to some extent.
Orthedontic services are an example

- no data available on them.

disabled persons, elderly in
institutional care and nursing homes.

Estonia: Tracks services needed, but not
covered by the Health Insurance Fund,
but there is no system to get information
about people needing services that are
not covered, only estimations based on
the survey monitoring the relationship
between accessibility and use of
healthcare would be possible.

Latvia: Relatively few
services are not covered.
Access to dental care is
granted only for children
aged up to 18 and those

suffered from the Chernobyl
accident.

Spain: Based on information sources such
as the Health Barometer and the NHS
survey, it was identified that 0.06%-0.1%
of the population do not have health
insurance. Though characteristics of
persons can be checked, it is not done,
because the share is too small.

Hungary: Household and
population surveys allow
capturing problems in
accessing certain services by
lower income groups.

Source: own compilation

Monitoring of the impact of co -payments happens more regularly

In relation to high co -payments or high accumulation of co-payments or restrictions (volume) or
limitations (e.g. age), their impact is monitored through various ways. England, Spain and Sweden use
input from national surveys and other sources to assess if the level of cepayments provides for
adequate financial protection. Moreover, Sweden puts into perspective some sociceconomic and
clinical characteristics of people to assess the impact of cgpayments on affordability of healthcare.
England carries out regularly case studies and analyses results of surveys, research and other, largely
gualitative evidence. Finland carries out the analysis of distribution al effects of social benefits and
healthcare. Some countries drew attention to measures they have in place to mitigate their negative
effect on low-income groups (e.g. prescription exemption certificate in Hungary). Finally, paying
compulsory health contri butions may be a challenge. Monitoring in Lithuania shows that irregular
payment of contribution or even Oevain ceotain fonms ofc ont r i
employment (working under business licences, selfemployed and particular employment contracts).

b
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Table 2.10. Measuring the impact of high co

Countries refer to exemptions from co-payment as a sufficient measure
to ensure affordability for the most vulnerable

Austria

Hungary

The UK

Lithuania

Some inequalities across the insured due to different cost-sharing
levels of different professional SHI Funds versus regional SHI
funds. Exemptions (low income) and a prescription fee cap.

Exemptions for pregnant women, children up to 18 years old, some

patients with chrenical conditions. The prescription exemption
certificates are used to mitigate the impact of co-payments on low
income groups.

Exemptions for various groups (e.g. on the basis of age, education
status, income, pregnancy, specified medical exemptions,
vulnerable groups), services and treatments (e.qg. infectious
diseases). The Regulations attempt to strike a balance between
ensuring the most vulnerable overseas visitors, such as asylum
seekers, refugees, supported failed asylum seekers, victims of
human trafficking and unaccompanied children, including those in
the UK illegally, are able to access free NHS care, with the principle
that entitlement to free NHS care should be on the basis of
ordinary residence, which must be lawful.

Special reimbursement schemes for pharmaceuticals and medical
devises for various groups {age, income, chronical condition,
pregnancy).

Source: own compilation

2.2.7 Measuring other barriers in access to healthcare

-payments

Ways of measuring the impact of co-payments

England, Spain
and Sweden

Sweden

The UK

Finland

Use input from national surveys and different sources to assess
if the level of co-payments provides for adequate protection.

Puts into perspective some socio-economic (age, gender,
country of origin) and clinical characteristics (dental care in
combination with certain medical conditions, diseases,
disabilities) of people to assess the impact of co-payments on
affordability of healthcare.

Carries out regularly case studies and analyses results of
surveys/research and other, largely qualitative evidence.

Carries out the analysis of distributional effects of social benefits
and healthcare and uses a survey on barriers to access due to
high co-payments.

Problems experienced by vulnerable groups are not captured enough

The availability or affordability does not always translate into access and use of healthcare. The survey
provides some insight into other barriers to healthcare services Even if there are no financial barriers,
even if facilities are physically available, barriers related to language, literacy, culture and various
special needs can impair access. The analysis of the responses shows the wide spectrum of problems.
Some of these problems were revealed already in responses to other questions of the survey, pscially

in relation to territorial barriers in access (e.g. Austria, Czech Republic, Finland) or availability of
healthcare professionals (e.g. Hungary). Lack of measuring some barriers can especially obscure
problems for more vulnerable groups.

Figure 2.12. Capturing other access barriers

Source: own compilation

The Swedish example confirms that even the system that covers the general population may fail to
cover services essential to marginalized populations. Thus, it is crucial to monitor it. Sweden makes
analyses of access to healthcare looking at various aspects: discrimination, confidence in healthcare
institutions, language, co-ordination of care etc. and various patient groups. This analysis shows
particular challenges in accessing healthare for patients with cancers, mental disorders, disabilities,

ethnic minorities, LGBTI people, homeless, people with low socio-economic status, or inhabitants of

underserved areas, asylum seekers.
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