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Abstract 

Purpose - To analyse health reforms carried out in a sample of European countries. 
Method - Using a country-specific approach, outstanding health reform features such 

as: greater competition between sickness funds in Germany; fund-holding practices in the 
UK; Managed Care models in Switzerland; health networks in France; and healthcare system 
decentralisation in Italy are analysed. 

Finding - There have been different approaches to controlling healthcare costs. Some 
states relied on public sector competition by creating quasi-markets (UK), insurance sector 
competition, particularly in Switzerland and Germany, organizational reforms in France by 
creating health networks and decentralization in Italy. 

Implications

Limitation - Societal and legal aspects are not discussed.  

 for research, practice and/or society - Comparing healthcare reform 
effectiveness. 

 
 

Introduction 
 

Although the Bismarck and Beveridge doctrines inspired European health systems, 
both clashed during the second half of the 20th

 

 century. The Bismarck model dates back to 
1880 and covers the working population (for accidents, diseases, disability and retirement). 
Three laws: (i) 1883 (sickness insurance); (ii) 1884 (work injury insurance), which later 
became the statutory industrial accident insurance; and (iii) 1889 (disability and elderly care), 
which became the statutory pension insurance, laid down its foundations. The Bismarck 
doctrine was based on paid work. Social security benefits were only granted to those who 
worked; health services and financial contribution depended on income level. Unemployed 
and pensioners, on the other hand, were excluded from the system. Nevertheless, it offered a 
generous protection to workers; for example, the first industrial laws held firms responsible 
for work injuries. Its influence was great in Italy, France and Sweden. 

Beveridge (Churchill’s Health Minister) model is a more recent and liberal doctrine. It 
was developed in a working paper compiled in Great Britain and diffused in 1942 under the 
title Social Insurance and Allied Services that came into effect in 1948. It imposed universal 
coverage (which differs from the Bismarck model because it included salaried workers). 
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Beveridge was funded through taxation and also responded to many other non-health 
concerns (e.g., unemployment benefit and retirement pension) while remaining faithful to its 
liberal inspiration. It offered limited compensation and benefits in order to incite individuals 
to return quickly to the job market. Its influence extended to Scandinavian countries where 
benefits were more generous. 
 

While both models inspired European Union (EU) healthcare systems, their impact 
and timing differed greatly across the UK and Germany. The British system opted for a 
radical and rapid transformation in 1948; the German model followed an incremental 
approach with progressive healthcare coverage for its citizens. In the UK, population 
coverage was only 10% when the Beveridge model was adopted and reached about 70% as 
early as 1950 with the NHS’s creation, offering 100% coverage. In contrast, universal 
coverage was achieved much later in Germany, through incremental extension to other social 
groups (Reference 3) such as the self-employed (1972), students (1975) and artists (1981). 
Pensioners were only included in the health/sickness insurance scheme in 1941, some 
disabled people in 1953 and 1957, and all disabled people in 1975. 
 

Discussion 
 

Germany: a Bismarck regime with more competition 
The German state is not responsible for managing health expenditure. These are 

handled by regional and professional (i.e., local) sickness funds; e.g., Allgemeine 
Ortkrankenkassen (AOK); for private companies: Betriebskrankenkassen (BKK), which 
included large companies such as Krupp and Bayer; for corporations, craftsmen and 
tradesmen: Innungkrankenkassen (IKK), which derived from Guild-based sickness funds; 
and farmers: Landwirtschaftliche Krankenkassen (LKK). The AOK fund takes care of blue 
collar workers and employees, even though the latter can turn to a sickness fund for 
employees (Ersatzkassen) if they wish. Civil servants are covered by another insurance 
regime. These organisations, to which low and medium-income citizens must subscribe, 
operate nationally and are partially autonomous; that is, they fix premiums, manage their own 
resources and negotiate fees directly with medical professions. Their activity is regulated 
because patient contribution rates are decided by a committee that meets twice yearly. 
Premiums and health services are monitored by law, which guarantees stability to the current 
health system and offers a safety net to the most vulnerable, e.g., pensioners. Sickness funds 
experienced a concentration of their activities: they were fewer than 500 in 1998 with an 
average 100,000 members per sickness fund. That number fell to 420 in 2000, and on 1 
January 2007, there were 242 statutory sickness funds. Insurance company attempts to 
control German hospital efficiency were unsuccessful (Reference 19). 
 

The German healthcare system was based on the Hospital Financing Act (1972): the 
federal government controls hospital planning and construction; paying for it while the health 
insurance funds finance operating costs. Any sickness fund that accounts for more than 5% of 
the hospital market is involved in hospital budget definitions. The system offers universal 
access to care and preserves patient choice. Additionally, there are about 50 private for profit 
insurers for patients whose gross income exceeds a certain amount: 5,400 Marks or 2,760 
Euros monthly in the former East Germany; and 6,375 Marks or 3,260 Euros in the former 
West Germany in the mid 1990s. In 2009, employees above a certain monthly salary (3,675 
Euros) can opt out of the sickness fund and join a more favourable private insurance. 
Membership to the latter rose to 7.5 million individuals (against 71.8 million individuals 
covered by public insurers) and grew at the rate of 150,000 new insured per year in the mid-
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1990s. However, the system is fragile: as early as the 1970s, rising health expenditure caused 
public officials to consider US-modelled Managed Care. Since 1977, the law controlling 
healthcare expenditure is revisited every two years. A compounding factor, integrating the 
former East Germany, generated additional expenditure. 
 

The healthcare system was partially liberalised after adopting the Seehofer reform. 
The 1992 version led to a switch from a per-bed, per-day payment to global budgeting. It 
included other drastic measures such as suppressing hospital beds and greater physician-
practice regulations. In 1993, fixed budgets were attributed to each hospital and managers 
were free to use budget surpluses. In 1996, flexible budgets were adopted, and included per 
diem payments and payment per cases adjusted to take into consideration local population 
characteristics. Target budgets were added: if spending goes beyond a certain cap defined by 
a global budget then both hospital and insurer must cover the excess. In 1996, 
competition between insurers was instilled into the system, which led to equalising patient 
premiums. The reform instituted choice, which can be terminated by the insured, has 
compensation mechanisms aimed at preserving equity and access to care for all. Competition 
also stimulated insurer concentration and aimed at improving public insurer competitiveness 
against private insurers. However, none of these mechanisms was original. In 1986, the 
Netherlands adopted the Dekker reform leading to more competition between insurers and 
freedom of choice for the insured. The difference with the German model was the priority 
given to health networks. To this were added other measures to foster ambulatory surgery, 
residential care services, prescribing generic drugs and formulating a German health network 
(i.e., Das Deutsche Gesundheitsnetz). Authorities regulated medical staffing because 
physician and equipment density were already high, and experimented with physician 
networks in Berlin. These were close to Switzerland’s gate keeping experiments (Reference 
17)(Reference 29). Though health expenditure stabilised, there were occasional deficits 
(nearly 20 billion Marks in 1995). Lastly, the system was poorly coordinated; there were 
occasional conflicts between social security system and hospitals. 
 

In July 2001, Werner Muller, then Economy Minister, proposed insurance 
capitalisation to replace traditional insurers. Employers' insurance contribution was then paid 
directly to the employee who would choose any private insurance. The contribution to the 
sickness fund would be equally shared by the employee and the employer; this newly-
proposed insurance also aimed to stabilize or reduce employer contribution to sickness funds 
(which can reach up to 15% gross salary). Unlike Switzerland where fees vary across 
cantons, German premiums varied across sickness funds, and another reform objective was to 
reduce variations. However, many healthcare players (e.g., trade unions and public insurers) 
were hostile to the reform. 
 

Decentralisation had been on the agenda before taking the opposite direction in the 
1990s. With the federal government seeking to reduce its involvement in healthcare 
management, regions (i.e., Landers) were to manage hospitals economically: Landers are in 
charge of planning and financing new hospital buildings and other large investments while 
statutory health insurance companies pay for most hospital operating costs. But 
decentralization is neither a cost-containment measure per se nor shared by all nations in our 
sample: the Swiss healthcare system “became more centralized and nationally uniform” after 
the federal Health Insurance Law (Krankenversiche-rungsgesetz) was adopted in 1994, which 
took effect in 1996 (Reference 30). With more than 1000 different sickness funds in the early 
1990s (reduced to less than 500 in 1998), the German system was pluralistic with private, 
social (not for profit) and public components rather than a dichotomous public/private 
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system: there are different private providers for outpatient care and public, social and private 
providers for inpatient care: influential stakeholders are one of the German healthcare 
system’s major problems, as several major health sector reform attempts failed in the 1950s 
and 1960s. This changed in the 1970s and 1980s and the reforms in the 1990s move the 
German system toward a more centralised decision-making. 
 

Current debates concern financing mechanisms, healthcare budget deficits, and a 
switch from a competition between insurers (e.g., price competition) to a competition 
between care providers (e.g., service quality). Currently both health insurance funds and the 
federal government face financial difficulties, and try to curb costs. The federal government 
wants to reduce or at least stabilize the politically sensitive salary contribution to German 
statutory insurers, which can reach up to 15% of the monthly gross salary, shared by workers 
and employers (2009). The Christian democrats suggested decoupling contributions from 
salaries and proposed substituting a flat rate premium. In contrast, Social Democrats 
supported a link between contribution and income (i.e., salary and other sources, levying 
interest on payments and capital gains). 
 

German healthcare is a self-governed private, social (not-for-profit) and public 
operator system. One third of the care providers (e.g., hospitals) are public; one third is not 
for profit and private, and one third is for profit and private. Considering that Government 
action is needed to achieve universal coverage, even with small voluntary health insurance 
schemes (Reference 3), there is little willingness to encourage private operator growth (e.g., 
hospitals). The Bismarck doctrine prohibiting the state from intervening in social issues no 
longer applies. The government takes part in the Advisory Council for the Concerted Action 
in Health Care since the 1990s via a public representative (The Concerted Action in Health 
Care) i.e. a non public regulatory entity whose Advisory Council comprises insurers, care 
providers and employer representatives, public authorities and labour unions. 
 
  Under the current system, patients can choose providers; waiting lists are not a 
problem. So there is less need to adopt another system that allows more choice or provides 
fastest services. Unlike the US where there are all kinds of arrangements between hospitals, 
insurers and patients (e.g., HMOs, PPOs, IPOs) offering more choice for the insured 
depending on his/her ability to pay, German patients are little interested in such 
organisational arrangements, as the payment is negotiated between sickness fund managers 
and providers rather than between patients and providers. Germans remain reluctant to instil 
competition because insurance sector competition occurred primarily between insurers that 
targeted patients with the least medical problems: no pre-existing condition, preferably males 
in their late 20s with higher income (strong correlation with good risk), living in an urban 
area and better educated. These benefited from lower premiums than those in the public 
sector. While the population’s wealthier strata are more likely to be covered by private 
insurers, more vulnerable patients prefer to remain in the public sector because premiums are 
lower, even though the system is more restrictive. Most private insurers offer similar benefits 
but a higher service quality and additional options such as cable TV, a faster reimbursement 
and less paperwork. 
 

 Another private sector limitation was that differentiation strategies were limited to 
minor organisational changes; e.g., health networks, disease management programs and call-
centres. There were attempts to adopt gate-keeping, but these were strongly opposed by 
specialists and patients. Thus other means to help control providers’ cost-escalating 
behaviour are sought after. These ranged from political pressure to technical measures: 
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reducing hospital beds, population-based disease management for chronic patients, 
streamlining care delivery (e.g., processing bills accurately) and adopting Diagnostic Related 
Groups (DRGs). Before, treatment costs varied between hospitals, even for the same disease. 
There was a daily base charge that was the same for all patients, which varied between 
hospitals. Adopting DRGs to replace per diem and per case rates, cost capping became 
possible (Reference 19). Other factors such as long length of stay at the hospital, a high 
number of beds per capita in German acute care hospitals and a high number of specialists 
increase costs. However, hospital closure is difficult politically: like in France, large German 
public hospitals are major economic players, employing thousands of employees in less 
developed parts of the country (Reference 3): whether public or private, a hospital is for 
essential for the local population and like post offices, churches and until recently train 
stations, hospitals must be accessible (within 24 to 30 km of each citizen). 
  
The UK NHS: a dual system 

Since 1948 the British healthcare system was based on a National Health 
Service (NHS), which is accountable to Parliament and financed by taxes (81%), national 
insurance contributions (15%) and other sources. Unlike the US healthcare model, it provides 
universal health care. Health care expenditure and health networks are managed and financed 
by the public sector. See Table I under Results. 
 

Following the Thatcher government’s white paper in 1990 (Working for Patients), the 
NHS set up two distinct organisations to create an internal market: (i) District Health 
Authorities (DHA); and (ii) hospital trusts. The NHS was not privatised (the public was 
against it), but competition was instilled. District Health Authorities were granted a budget 
based on population characteristics. Each DHA was responsible for healthcare planning in a 
designated geographic area and for purchasing services from hospitals and other healthcare 
providers. Hospital status was modified: they gave up their not for profit status and became 
autonomous trusts. Practitioner numbers and hospital beds were capped. Between 1986 and 
1998, the number of hospital beds fell from 210,000 to 138,000; i.e., to 4.5 per 1,000 
inhabitants compared to 8.7 per 1,000 in France. 
 

Decentralising health services occurred by dividing the Department of Health into 
geographic areas (1 per 5 million inhabitants) and districts (1 per 300,000 inhabitants) at a 
lower level. Private insurers and supplementary companies offered services via private clinics 
that complemented the general insurance regime. Although access to hospital care was 
devoid of any financial participation, long waiting lists encouraged private providers and 
insurers (Reference 31). Indeed, waiting lists for hospital consultations had one million 
patients waiting between three to six months for an appointment with a specialist and more 
than six months for surgery. Thus, a private sector financed by the insured coexisted with the 
NHS and nearly four million Britons took out medical insurance, encouraged by a tax relief. 
 
Fund-holding practices: principles and limitations 

Most physicians remained loyal to the NHS. They were bound by a contract that 
defines care, time devoted to care and physician compensation. Under the fund-holding 
system, a budget was transferred from the DHA (responsible for purchasing health services 
for a given geographic area) to family physician group practices in charge of purchasing and 
paying for medical care. Group practices used their budget to treat their patients. A fixed sum 
(i.e., capitation fee), depending on patient pool size (between 1,500 to 1,800 people) and on 
patient type/category (e.g., elderly, pregnant women), was granted to the general practitioner 
(GP). That fee was used to pay for hospital care, prescriptions and GP operating expenses. 
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Premiums were added: (i) for professional training; (ii) to compensate for complex medical 
procedures; (iii) for offering night consultations; (iv) for participating in certain public health 
services (e.g., immunisation programs); and (v) financial incentives to encourage group 
practice or to set up a practice in under-served areas. Over time, variable compensation 
became more important than capitation fees. Certain services such as immunisation, family 
planning and night consultations were paid on a fee-for-service basis and GPs could benefit 
from a retrocession of fees if savings were achieved. Fund-holding practices were close to US 
Managed Care organisations; that is, part of the GPs’ salary was a fixed fee and the GP held 
funds in that system. Fund-holding practices experienced a steady growth (55% of British 
GPs - joined them), which varied geographically, but fund-holding was less popular in 
Scotland. Competition was instilled because acting on behalf of their patients, GPs could 
theoretically choose and pay for the most suitable and effective care. They negotiated the best 
and cheapest treatment available (e.g., specialised services, medical examinations, medicine 
prescriptions) directly with hospital and private clinic staff they chose, playing one care 
provider against another to lower costs and improve service quality. However, DHA 
managers kept most of the resources to pay for expensive treatments and if GPs had not used 
their budgets then surpluses were kept for the following year.  
 

That mechanism offered several advantages. There was little doctor-hopping; that is, a 
patient could not consult multiple physicians as it happens in France. Only consultations with 
a pre-assigned GP were free. The consumption of drugs that required prescriptions as 
opposed to over the counter medicines was lower (i.e., generic could substituted for patented 
drugs). On the other hand, practitioners carried a financial risk. Moreover, fund-holding 
management was complex so the sum allocated by DHA managers was calculated annually. 
The GP must inform DHA staff of budget changes on a monthly basis, which led to 
practitioner discontent. Satisfaction surveys showed mixed results. One study of specialists 
working either full-time or part time in the UK, Australia and New Zealand, showed work 
motivation deteriorated (Reference 25). On the other hand, in London, a qualitative study by 
Newton and Gibbons (1996)(Reference 23) on stress among physicians in two different 
settings: (i) NHS and (ii) a fund-holding organisation, did not reveal any difference: patient 
management, time management and teamwork generated similar stressors, whichever the 
work setting. The government set entry conditions (minimal patient pool/load) for fund-
holding practices and patients changing GPs continued to receive affordable care, even if co-
payments existed (Reference 33).  
 

The new Labour government suppressed the fund-holding system in 1999, except in 
Northern Ireland. A more cooperative approach, i.e., local commissioning led the way. Local 
commissioning meant that family practices, including fund-holding and non-fund-holding 
doctors (and nurses) in specific geographic areas, joined one another to provide care and 
develop health services to treat populations groups whose size varies between 50,000 and 
250,000 people. Starting from April 1999, 481 Primary Care Groups (PCGs) were 
implemented, signing long-term service agreements (three years) with providers. They kept 
surpluses (resulting from savings) for themselves. As such, it is an extension - rather than a 
suppression - of the fund-holding system (Reference 21). Health authorities no longer bought 
healthcare services but continued to monitor PCGs. Primary Care Groups staff managed 
budgets and had to comply with clinical governance programs comprising peer control 
mechanisms designed to ensure high clinical standards. Following the reform, funds were 
allotted to Regional Health Authorities (RHAs) depending on an adjusted capitation formula 
based on population size and deprivation. Funding took into consideration various factors 
(e.g., age, death rate). Primary Care Trusts (PCTs), which connect general practitioners, 
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nurses, social services representatives and patients, to serve a population of 100,000 people, 
eventually replaced GP fund-holders, and the 28  Strategic Health Authorities that replaced 
the District Medical Authorities were eventually suppressed. 
 

Despite other measures (e.g., new hospitals, new job openings for physicians and a 
national campaign on cardiac disease), the NHS raises controversies. The NHS is less 
expensive than other EU healthcare systems (8.4% GDP in 2006 compared to 6.7% in 1998); 
its budget is also lower than other OECD health budgets and its deficit increased from £250 
million in 1999 to £590 million 2005/2006. Additionally, long waiting lists and deaths owing 
to prescriptions errors rose in public hospitals. Moreover, staff shortages were high and 
British hospitals were dependent on foreign personnel. In 2000, 8403 nurses from more than 
24 countries outside Europe were recruited. Nearly one third was Philippine (3,396) and 
many others moved from South Africa, Australia, New Zealand and Malaysia. That figure 
increased to 13,500 in 2002-03. The nurse shortfall was predicted to be 53,000 in the UK by 
2010 (Reference 1). In contrast, the German system has an over-supply of highly trained 
academic staff. Like the US, oversupply may partially explain German healthcare’s higher 
cost. Both the German and British systems suffer from wastage: doctor hopping in Germany 
and missed consultation in the NHS.  According to the Telegraph newspaper, patients missed 
nearly 17 million consultations in 2001 (10.5 millions in 2000).  
 
Switzerland: competition in the private insurance sector 

Switzerland adopted a sickness fund as early as 1911. Previously, firms took care of 
their employee medical coverage (e.g., the Bally Shoe Company in 1885). Switzerland does 
not propose one single insurance model but several because the country has 26 regions or 
cantons and each offers basic healthcare coverage. Each has its own laws and regulations on 
health, hospital, social-aid programs and makes investment decisions (e.g. medical 
equipment. The national health system is complex: it involves public (e.g., hospitals) and 
private providers (e.g., physician group practices). It is also heterogeneous; health service 
fees vary from one canton to another. After the insurance law was modified in 1994, 
affiliation to a sickness fund was mandatory. There is a basic insurance to which every 
citizen is entitled - identical for all, which can be supplemented by a private insurance. 
Cost control is a priority: GDP 10.4%, i.e., $2,611 or 3,222 international dollars (Reference 
24) per capita were devoted to health in the late 1990s, placing Switzerland at the top of 
European health care spending along with France and Germany. Sickness fund (i.e., 
LAMal) laws meant that providers must pay attention to treatment costs (article 32), which 
often led to tough negotiations between healthcare players. A new fee scale was introduced; 
i.e., the TarMed, with a new formula to calculate health service costs that takes into account 
new criteria such as treatment duration, associated risks and medical procedure complexity. 
 

Although Switzerland’s interest for managed care appeared early in the 1970s, it only 
became a major feature in the mid 1980s. Starting from October 1985, several sickness fund 
managers created an Action Group for Alternate Models of Health Insurance (Communauté 
d' Intérêts pour les Modèles Alternatifs d’Assurance - CIMA). The first European Managed 
Care Organisation was launched in Zurich in 1989. Others followed, modelled after the HMO 
staff model. The first three HMOs were: (i) Zurich-Wiediken (1990); (ii) HMP Medizinisches 
Zentrum Helvetia; and (iii) the HMO of the City of Basel. All were city-based because 
potential savings were higher and amortisation was easier to achieve (large patient pools are 
harder to build in the countryside because the consumption of health care services is also 
lower). Other managed care organisations appeared after 1994 following a new law, 
subjected to referendum in 1995, came into effect in 1996. It authorised new insurance 
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models with a limited choice of physicians. Although IPA can be likened to physician 
networks, they are restrictive. Some employ physicians paid on a capitation basis (i.e., 
physician payment does not correlate to activity) and continue to treat patients not covered by 
an HMO. Others are more flexible: they pay physicians a fee-for-service rather than a 
capitation fee, but fees are lower for patients who are affiliated to the HMO. There are 
also Preferred Provider Organisations (PPO) in which practitioners do not share the financial 
risk with the insurer and there are other models with financial retrocession to thrifty patients. 
Patient financial contributions or premiums can also be reduced from one year to the next if 
the patient makes few claims. Other measures included creating health networks. In early 
1998, the canton of Vaud launched a network (FARMED) under the aegis of the Fondation 
of Vaud for Asylum Seekers (Fondation de Vaud pour l’Accueil des REquérants d' ASile or 
FAREAS). Lastly, as in the US, the government authorised drug mail-order sales, a business 
that insurers (Helsenam and Visana had 1.2 million insured each) developed further. 
 

Managed care enrolment grew rapidly. At the end of 1997, these organisations 
accounted for 6% insured. In that same year, HMO had 160,000 insured (Reference 
16)(Reference 5), primarily in French speaking Switzerland. While managed care models had 
initially attracted patients in good health (e.g., working young men) with lower premiums, 
adverse selection was not a major issue: HMO risk structure got gradually closer to that of 
traditional insurers. On the whole, Swiss MCOs were credited for reducing costs by one fifth 
(e.g., lower drug consumption, fewer hospital admissions and shorter hospital stays) 
(Reference 35). It was estimated that MCOs resulted in a 10-20% premium reduction in 2002 
(Reference 9). In 2001, about 7% of the Swiss population chose a managed care policy, most 
with a general practitioner acting as a gatekeeper (Reference 34)(Reference 6): in exchange 
for lower premiums, insurers oblige patients to consult a pre-assigned GP  (except for 
emergencies). At the end of 1999, 380,000 patients, many of whom lived in German-
speaking Switzerland, had a gate-keeping physician against 27,000 at the end of 1997. Gate-
keeping health outcomes were studied at Geneva University - nearly 336 people, aged 
between 18 to 44 years and living in Geneva, participated in the survey (Reference 13). 
Researchers found that speciality services were transferred to primary care. Between 1992 
and 1993, the proportion of insured consulting specialists fell 10% while the proportion 
consulting a general practitioner increased 12%. No modification in the number of visits, 
hospital admission rates, hospital care intensity and drug consumption was observed before 
and after the introduction of a managed care. At Geneva University (Reference 27), patient 
health remained unchanged. Satisfaction with coverage increased, but on the other hand, 
those covered by traditional insurance were more satisfied with service quality (e.g., 
continuity), which had not deteriorated. In Geneva, the Delta network brought together HMO 
physicians to treat 5,000 patients using a gatekeeper (Reference 28). It led to a durable cost 
reduction over four years. Costs were 26 to 33% lower compared to a control group and 
service quality remained unchanged. Another study (Reference 26) of 1,027 patients covered 
by an MCO with a gatekeeper, a private group practice and hospital practices in Geneva, 
gave mixed results. Patients consulting a private practice physician were more satisfied than 
those consulting a gatekeeper or a university hospital physician.  
 

But in spite of lower premiums designed to attract new patients (savings made lower 
premiums possible), Swiss HMO development stagnated for four years. In 2006, HMO 
networks with gatekeeper physicians had enrolled 390,000 insured against 380,000 in 1999. 
This stagnation resulted from dissatisfied insured (e.g., lack of choice, a fear of low quality 
care) and physicians being anxious about future revenue and a loss of autonomy. Besides, 
specialists opposed gate-keeping. Dual financing (e.g., sickness funds and government 
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financing) and lack of integration between care providers and insurers did not facilitate 
network implementation or any other mechanisms that allowed insurers to manage care 
parsimoniously.  
 

While some Swiss insurers are akin to US HMOs, it did not signal a will to adopt 
MCOs and Switzerland did not experience spill-over effects associated with the US Managed 
Care model (e.g., accessibility - the State subsidises in part or completely the premiums paid 
by the destitute - lawsuits, physician exclusion from HMO panels). There had not been any 
report of care being refused to a patient because he or she lacked money while these cases 
were frequently reported (e.g., in case of transplants, access to emergency services) in the 
US. According to World Health Organisation (WHO), the Swiss healthcare system was the 
most responsive (i.e., access to care). Admission to Swiss emergency departments does not 
require authorisation from an insurer (unlike US HMOs). Physician status varies from one 
organisation to another - they are either paid by the sickness fund or manage a budget granted 
by the sickness fund. Lastly, because compensation is fixed, Swiss HMO physicians are not 
encouraged to ration care, and unlike the US, the compensation of Swiss HMO physicians is 
not based on premiums or bonuses commensurate with physician activity. Swiss HMO 
physicians report higher job satisfaction than their American counterparts. Quality 
management programs (e.g., quality circles) encouraged team work between general 
practitioners, interns and nurses (Reference 22). Second opinions and information exchange 
benefited patients. 
 

Cost-control remains an important concern, but competition in the insurance sector 
alone will not be enough to curb healthcare growth. Since the 1994 Health Insurance Law, 
Swiss households must purchase a private health insurance from one of 90 private insurance 
carriers (Reference 14). Since it is the individual - not the employer or any other intermediate 
body (as in Germany or France) - who pays the insurance premium directly to the insurer, the 
latter is theoretically incentivized to adjust its offer to patient needs. In practice however, 
though premiums are directly paid by the patient, it does not seem to have any impact on 
healthcare costs: these remains high (health care spendings rose to 11.7% of the GDP over 
the last decade, and ‘basic package’ premiums have increased by an average of 5% per year), 
(Reference 9). Competition is limited because of price regulation: while insurers are allowed 
to compete on prices, price changes are subjected to oversight from the Federal Office of 
Social Insurance. For insurers, that oversight prevents them from engaging in price wars. So 
while the insured is encouraged to become cost-conscious, the insurer is not, and as a result 
savings are minimal: competition between Swiss insurers has lowered annual administrative 
expenses per enrolee from $98 in 1996 to $92 in 2001 (Reference 15). Even consumers 
cannot play the competition to its full extent: public information comparing hospital 
performance is lacking and patients - when choosing basic healthcare coverage - cannot 
select a hospital in other cantons. Besides, there is virtually no exit threat as public hospitals 
are guaranteed to be on the preferred care provider cantonal list unless cantons want to reduce 
overcapacity. As a result the Swiss healthcare system is more akin to a mosaic of fragmented 
markets rather than a truly competitive market. Other elements explain high costs of the 
Swiss health care system such as longer hospital stays, a fee for service payment mechanism 
- an incentive to over-service and high equipment and high specialist costs.  
 
France and the adoption of healthcare networks 

Reflections on the creation of the Social Security go back to 1920 when President 
Millerand first proposed a social security system for the working class. That led to the 
national social security law enacted later in 1930. France borrowed from Bismarck and 
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Beveridge to create a universal social security system. That system, called “régime general”, 
was originally restricted to private sector employees; contribution depended on workers’ 
affiliation. However, unlike the Bismarck doctrine that prohibits the State from intervening in 
social issues (public funds were not supposed to finance health expenditure); the French 
system granted the government more authority on health affairs.  
 

Managed care does not exist in France because: (i) patient freedom (e.g., 
consultations, care consumption); (ii) little competition between insurers; and (iii) state-
controlled low prices that lessen the need for price competition between care providers. 
Pharmacy chain quasi-absence makes Pharmacy Benefit Managers (PBM) unlikely to exist. 
Managed care’s rise, a much talked-about issue in France in the mid-1990s, was hindered by 
other factors: the National Commission on Computerisation and Individual Freedom 
(Commission Nationale Informatique et Liberté or CNIL) adopted measures to protect 
individual freedom and medical file confidentiality. It prohibited or limited pharmaceutical 
firms’ access to patient files and other medical information. Physicians were reluctant to 
accept a system that monitors their prescription patterns. French patients enjoy the current 
system’s freedom (e.g., physician choice), a freedom that US managed care does not permit. 
Health reforms thus concerned other aspects of care delivery with limited impact on 
physicians’ day-to-day practices; e.g., in 1991, efforts to regulate health expenditure led to 
the creation of national budget targets (e.g., for hospitals, nursing care). 
 

The Juppé reform (April 1996 decree) revamped the health system. A fixed budget 
was allocated to each medical profession and public sector wages were frozen. There were 
other structural measures: regional hospitalisation agencies (or Agences Régionales of 
Hospitalisation) fixed hospital budgets according to activity. The agency is responsible for 
introducing new technologies. Diagnostic related groups (DRGs) became instrumental in 
budget allocation and their calculation stemmed from the Programme de Médicalisation des 
Systèmes d' Information (PMSI). Medical files were computerised. These measures affected 
care providers more than they affected patients and some were close to the German reforms 
(e.g., cap on medical expenditure). Hospital concentration increased and hospitals with low 
occupancy rates were closed. Health networks were created and more resources were devoted 
to the evaluation of the quality of care, particularly hospital care, through the National 
Accreditation and Health Evaluation Agency (or Agence Nationale pour l’Accréditation et 
l’Evaluation in Santé). The ISA scale (or Indicateur Synthétique d' Activité) was adopted. 
The aim was to facilitate activity-based payments rather than global budgeting. These 
measures were a testament to the State’s increasing role, not a sign of its withdrawal from 
health affairs, as many health players had feared. Implementation was not easy: hospital 
closure is difficult because it creates unemployment. The mayor often sits on the hospital 
board of directors; s/he - not the government - controls the hospital and may be against 
hospital closure. 
 

 A dispersed French population prevents a pooling/clustering of care providers (each 
medium-sized city wants its own small hospital). Moreover, funding varies significantly from 
one region to another. Contracts with capitation payments were tested regionally; for 
example, the national insurer (Caisse Primaire d' Assurance Maladie or CPAM) pays a local 
health networks a fixed sum per individual per year to run a small-scale emergency unit in 
Lens city to alleviate the emergency department workload of public hospitals. 
 

Health networks (more than 300 currently) aimed at encouraging communication 
between healthcare professionals, looked for complementarities between hospital specialists 
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and general practitioners, and attempted to improve coordination. Health networks stirred 
interest among care players. Unfortunately, solo-practice physicians, a French healthcare 
system characteristic and its disconnection from any budgetary constraints (unlike the British 
fund-holding system) did not facilitate health network implementation. Global health 
networks were launched at the National Physician Trade Union’s initiative (or Syndicat 
National of Médecins de Groupe or SNMG), the French Mutuality (or Mutualité Francaise), 
the insurer Groupama and the Sickness Fund for Independent Professions (or Caisse 
Nationale d’Assurance Maladie des Professions Indépendantes - CANAM) to provide care 
and data on public health needs and costs, but projects differed. Some focused on a single 
pathology, often a chronic disease (e.g., asthma, diabetes, depression) or a severe ailment 
(e.g., HIV, cancers) for a population, which may be highly vulnerable because of additional 
non-medical problems (e.g., homelessness, alcoholism, drug-addiction and physical 
disability). Other health networks coordinate healthcare professionals in charge of a 
population in a particular geographic area rather than a patient group with a particular 
disease. These mechanisms reduced exclusion risks and offered a response to both medical 
and social problems. As for insurers, AXA developed a project in 1999 to which more than 
6,000 GPs (12%) had adhered. The AXA organisation was paid 1,600 Euros a year for each 
insured person to purchase care at the best price. It intended to put an end to the Social 
Security monopoly. However, AXA did not obtain the right to manage patients’ healthcare 
expenditures because the government refused to delegate that role to private insurers. The 
AGF proposed a similar concept with optician and dentist networks. Competition between 
insurers was evoked but it has been limited so far: private insurers such as Mutuelles 
emphasise solidarity: premiums and contract provisions tend not to vary with subscriber risk 
and unlike other countries (e.g., UK), private insurance does not allow the insured to jump 
public sector queues, or to be treated by top healthcare providers. Rather, it reimburses co-
payments for services that are poorly covered by the public health insurance (Reference 7). 
The insured can choose any insurer, thereby creating price and service competition with some 
benefits for the insured (e.g., reimbursement will not be delayed). While insurer competition 
already exists for some civil servants and students (still one cannot speak about perfect 
competition: there are only two supplementary insurers for the student population, and these 
operate with governmental authorization i.e., “public service delegation”), it could be 
extended to the private sector. However, evaluating potential savings is difficult because 
these organisations have to invest in marketing to promote themselves, which raises costs.  
 

In 2005, gate-keeping was adopted to control access to speciality care. But 
experiments were short-lived. Only five percent of French citizens adopted a gate-keeper, and 
two years later the system was dropped. A High Authority on Health was created in 2007 to 
define care guidelines and evaluate medical procedures cost/utility covered by the general 
insurance regime (i.e., Social Security). The 2007 hospital plan aimed at harmonising fees 
between private and public sectors. It tried to simplify the healthcare system by attributing a 
greater role to regions, encourage co-operation between healthcare providers and improving 
coordination among insurers. Generic prescribing caught up fast in France; it accounted for 
only 3.1% of reimbursed drugs in 2001, against 15% in Europe and nearly 40% in Germany 
and US. While generic drugs sold in 2007 represent only 11% of the total number of drug, 
sales grew from 500 million Euros in 2002 to 1.6 billion in 2007. “Listed” Generics - 
medications for which a generic drug exists - represented 31% of the reimbursed medications 
in 2007 against 23% in 2002 (Reference 38). 
 
Italy’s decentralisation 
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Before the 1978 reform, a national health system took care of worker health. It did not 
cover the population, though the article 32 (constitution of 1948) considered healthcare a 
basic right for every citizen. In this Bismarck regime, there were private insurance 
companies, but these were fragile because they were financed by employers and employee 
contributions. Health service quality and costs differed between insurers. Since they could 
not influence prescriptions, they had little capacity to control costs. The National Institute for 
Health Assistance (or Istituto Nazionale Assistenza Malattia - INAM), was then the most 
important insurer. It covered 75% of the population and ran a care provider national network. 
It had its own infrastructures, paid general practitioners a capitation fee, though practitioners 
could continue working solo with a private clientele (Reference 32).  
 

Growing dissatisfaction among citizens, an increasing public deficit, insurer 
indebtedness, partial care provision and more importantly a leftist coalition at the country’s 
helm paved the way for a major reform in 1978. Restructuring was different from other 
foreign reforms. While US managed care (HMO Act, 1973) emphasised cost-control (health 
expenditure - as a share of the GDP - rose steadily), the Italian reform aimed at improving the 
system’s generosity by adopting universal coverage. Financial considerations were given a 
backseat. Also, while US HMOs led to a State disengagement from healthcare issues, the 
1978 reform was the Italian government’s testament to intervene actively in health affairs. 
Another major development, with the adoption of universal coverage (instead of restricting it 
to workers), the Italian healthcare system passed from the Bismarck to the Beveridge model. 
 

Among other changes, health service planning and decentralisation were encouraged 
(these were also stated in the 1968 Hospital Services Reform Act ). To delegate more 
authority to regions, Italy was divided into 600 Local Sanitary Units (or Unità Sanitarie 
Locali – USL) in charge of: (i) healthcare planning; (ii) evaluating local provider 
effectiveness; and (iii) allocating hospital resources. The USLs were divided into smaller, 
district-level Sanitary Units; a scheme that was supposed to stimulate decentralisation, 
encourage disease prevention and facilitate public health programmes. Decision making 
powers were also redefined. The central government was responsible for fund collection. 
Services provision (e.g., investment decisions and cost control) was carried out by regions. 
Parliament’s national health plan meant that central government redistributed budgets to 
regions and subsequently to USLs. There was a double objective: (i) restore local community 
power; and (ii) favour underprivileged areas. For various reasons (regions’ excessive power 
over smaller USL, complex planning and USL political management), these objectives were 
not achieved. Rising healthcare costs and strong geographic disparities were compounding 
factors. Moreover, the reform did not emphasise cost control. The USLs often exceeded their 
budgets and resorted to loans. Macro-economically, regional and USL under-financing forced 
the central government to make-up the deficits and patient financial participation was also 
increased. Moreover, national healthcare plan approval led to difficult parliamentary 
negotiations. Lastly, these mistakes encouraged the private sector’s birth, which 
supplemented - rather than replaced - the public sector (Reference 20).  
 

After some limited reforms following 1986, new regulations (e.g., price hikes and 
more restrictive drug lists), rising budget deficits and increased public indebtedness, drastic 
reforms were needed. Law 502, to reduce public deficits, was created in 1992. It defined new 
national priorities that came into effect in the regions late 1994. The entrepreneurial model 
gave a central role to market mechanisms and attempted to transpose modern management 
practices, tried and tested in the private sector, to hospitals. The USL’s power and 
responsibilities were extended. More service quality control mechanisms were adopted and a 
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National Health Plan specified health outcome indicators (e.g., costs and benefits). Regions 
controlled (e.g., efficiency, financing and quality) the USLs and public hospitals. While 
health remained a public good, priorities switched from access to care (i.e., universality and 
equality), the 1978 reform’s basis, to costs and quality. 
 

Care provider integration was reinforced so that GPs collaborated with USLs. After 
the 1992 reform, small-scale autonomous Sanitary Enterprises (Aziende Sanitarie) provided 
care to the local population, either on their own premises or in institutions bound by 
contractual agreements. There were about 200 of these in the 1990s, more in the South than 
in the North. Strict management criteria were adopted; e.g., an Aziende Sanitarie cannot be in 
deficit for more than two consecutive years. General practitioners were paid a capitation fee 
and acted as gate-keepers, referring patients to specialists or hospitals. Speciality care is 
either provided by hospitals or USL physicians or by an independent physician paid on a fee-
for-service basis. Patients enjoy full access to care (e.g., coverage is not lost if they move to 
another area) and are free to choose a care provider (physician and hospital), but there are 
long waiting lists. 
 

Nearly one hundred hospitals were turned into independent organisations managing 
their budgets while others remained USL-controlled. Lastly, rising health expenditure 
prompted hospitals to adopt DRGs and the government raised patient copayments for 
purchasing speciality care and drugs. However, a significant population share (e.g., deprived 
and pregnant women) is exempted from such constraints. Moreover, certain essential drugs 
remain free. On the whole, a quarter of the population is exonerated from financial 
participation, while others are normally required to pay for speciality care or drugs. 
Computerising medical files and health networks have improved (Reference 10). Law 
Number 3 (2001) modified the constitution to delegate more powers to regions. These were 
granted legislative power to amend regulations regarding health coverage and supplementary 
insurance. The State/Regions conference stipulated that national social security was only to 
offer a safety net with some minimum medical assistance. Compared with other countries 
(e.g., UK and US) where group practice is encouraged, most Italian general practitioners 
continue to work alone, even when they are paid a capitation fee. Care providers, whether 
public or private, must meet certain performance targets and competition between providers 
is encouraged. They must comply with a legal framework that meets collectively-defined 
goals (i.e., health ministry defined national priorities). See Table II in Results. 
 

Procedures for Collecting Data 
 

Using a country-specific approach, outstanding health reform features such as: greater 
competition between sickness funds in Germany; fund-holding practices in the UK; Managed 
Care models in Switzerland; health networks in France; and healthcare system 
decentralisation in Italy are analysed. 
 

Results 
 

There have been different approaches to controlling healthcare costs. Some states 
relied on public sector competition by creating quasi-markets (UK), insurance sector 
competition, particularly in Switzerland and Germany, organizational reforms in France by 
creating health networks and decentralization in Italy. 
 
Table I: UK: The Beveridge model under Managed Care 
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 Gate-

keeping 
Insurer 
Competition 

DRG 
introduction 

Health 
Networks 

UK Yes Weak 1992 Yes 
Germany No Strong Partial 1995, 2003 Yes 
Switzerland Yes Strong 1997 Yes 
France No Limited 1997 Yes 
Italy Yes Limited 1994 Some attempts 
 
Table II: 
 

Health expenditure 

Country 2006 Total 
expenditure on 
health % gross 
domestic 
product 

2006 Total 
expenditure on 
health /capita, 
US$ 
purchasing 
power parity 

2006 Tot. exp. 
Pharm and 
other % total 
expenditure 
on health 

2006 Public 
expend on 
health % total 
expenditure on 
health 

France 11 3449 16.4 79.7 
Germany 10.6 3371 14.8 76.9 
Italy 9 2614 20 77.2 
Switzerland 11.3 4311 10.5 60.3 
United 
Kingdom 

8.4 2760 12.6 87.3 

Source: OCDE Statistics 
 

Conclusion 
 

On the whole, country reforms are similar and no bold reform has marked the 1990s 
except the NHS where it led to a complex system with outcomes below public expectations 
(Reference 8). These countries have universal coverage, thus responding to national pressure 
from professionals and patients. They also show different ways to achieve universal 
coverage: the UK via a centrally-controlled system (i.e., NHS); and Switzerland by 
mandating health insurance and subsidising insurance premiums. The selected countries also 
prove that universal coverage is associated with high healthcare outcomes (in contrast, the 
US does not offer universal coverage and has poorer healthcare outcomes on certain 
dimensions such as children mortality rates). However, even the boldest reforms had 
limitations: British fund-holding physicians were unable to exert significant bargaining 
powers over providers. Commissioners were much smaller than providers they buy from and 
fund-holder physicians, who were eventually replaced, were not sufficiently organized to 
have any effect on providers (e.g., hospitals); for instance by playing providers against each 
other. Transaction costs were higher under that regime; but physicians became more cost-
conscious following internal competition and partnership/contracting more prevalent 
(Reference 21). In Switzerland, greater competition between insurers and rising consumer 
empowerment (e.g., the patient - rather than the employer - pays the insurance premium 
directly to his/her insurer) were not enough to curb healthcare costs. In all countries, 
physician dispersion has always been a barrier to reforming the primary care sector, 
particularly in France, Italy and Germany. Physicians working in private practices are 
difficult to control: monitoring physician prescription patterns by a third party (e.g. insurer, 
government) is difficult because access to patients’ medical information is forbidden by 
confidentiality laws, while patient data cannot be transferred from physicians to insurers. As 

http://www.ecosante.org/OCDEENG/708.html�
http://www.ecosante.org/OCDEENG/709.html�
http://www.ecosante.org/OCDEENG/713.html�
http://www.ecosante.org/OCDEENG/724.html�
http://www.ecosante.org/OCDEENG/726.html�
http://www.ecosante.org/OCDEENG/726.html�
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such, it is difficult to reform the primary care sector, or to rely on physicians working in 
private practice to monitor costs. Each physician has his/her own beliefs and agenda and is 
pressured by patients to provide - rather than restrict - care, even if governments and insurers 
take administrative measures to do so. The failed attempt at adopting gate-keeping in France 
and Germany shows how influencing physician behaviour is difficult. Besides, gate-keeping 
seems unable to contain costs. According to two European surveys (not including 
Switzerland), one by Albrecht et al., (2005)(Reference 2), the other by Barros 
(1998)(Reference 4), gatekeeper systems have no healthcare expenditure explanatory powers. 
Switzerland was the exception - it successfully adopted gatekeepers because early research 
(Reference 28) showed that it could lead to substantial and durable cost savings un-
attributable to a mere risk selection (Reference 36). Switzerland’s gate-keeping success also 
stems from its experience and a different implementation mode: gate-keeping was an 
experiment more than 15 years ago on a sequential basis: small voluntarily experiments 
provided opportunities to learn before the scheme was extended to the general population. It 
certainly yields better results that the German and French approach, which attempted to 
generalize the scheme in an all-or-nothing approach.  
 

Reforms that strengthened insurers, increased consumer choice and led to more 
intense competition, particularly in the insurance sector, were adopted in Germany and 
Switzerland: private insurers’ entry into the market instilled competition in Swiss and 
German healthcare: the Swiss insured are free to change insurer twice a year. But competition 
is constrained by heavy regulations. In Switzerland, health insurers must comply with 
uniform fees; the Federal Department of Home Affairs sets the maximum allowable prices 
for drugs and hospital per diem rates are subject to government regulation. While these 
regulations ensure service quality, they are not enough to control costs. Insurer competition 
does not appear to control provider costs. Neither the Swiss reforms that encourages the 
insured to play one insurer against another (the Swiss insured - not the employer – choose 
their insurance), nor the German reforms that encouraged new entrants into the insurance 
sector could control providers’ costs. Other reforms will be needed to monitor providers’ 
costs. 

Systems without a single government-run health insurance (e.g., in Germany, there 
are 17 healthcare budgets or one for each Land, and one federal budget) or a self-governing 
pluralistic healthcare system where the federal government has no prominent role 
(Switzerland’s where health policy is determined by 26 cantons) seems to reform faster. 
Conversely, non-competition based healthcare systems with a strong central government 
(e.g., France) had a slower reform pace. Public legitimacy and physician attitude are also 
factors: in Germany, “there is a more legalistic tradition and a much stronger public and 
political legitimacy of the state” (Reference 18), and while German doctors may be reluctant 
to change, they are resigned to accepting them because they are legal and backed by their 
professional associations (Reference 11). Germany’s physician unemployment has left them 
with little bargaining power and many had no other alternative than to comply, albeit 
regretfully, with State reforms and to accept insurance companies’ growing  power.  
 

Decentralization has often been invoked with Germany, UK and Italy making partial 
attempts to decentralize part of their healthcare system. But decentralization is not per se a 
cost-containment measure (e.g., Switzerland has decentralized healthcare and its costs are 
still highest in Europe) that often prevents competition from achieving its full potential (e.g., 
lower prices or higher service quality). In Switzerland, competition is limited to lower levels 
(e.g., cantons), but does not occur at a higher administrative (e.g., federal) level. In the UK, 
decentralization (e.g., the Department of Health was divided into geographic areas - one per 
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five million inhabitants - and districts - one per 300,000 inhabitants - at a lower level) was 
not designed to lower costs but to bring providers closer to the patient. Cost was not an issue, 
but greater responsiveness certainly was. There is also no evidence that the Italian healthcare 
system is cheaper following decentralization. So why was decentralization a German, British 
and Italian healthcare reform?  It was not driven by cost concerns but by the New Public 
Management theory that made a late but strong inroad in the healthcare sector in the 1990s 
(Reference 37). 
 

Price competition is difficult to implement: British fund-holders were unable to play 
one care provider against another to get cheaper care for their patients. Swiss patients rarely 
switch insurers to obtain better contract terms such as lower insurance premiums: individuals 
changing insurers twice a year dropped from 5.4% in 1998 to 2.1% in 2000 (Reference 12). 
Nevertheless, a common point between countries is that none supported US Managed Care, 
despite a strong but short-lived interest among all nations in our sample in the mid 1990s. 
The US Managed Care model remains marginal in Europe because EU health systems are 
heavily regulated and must satisfy basic principles (e.g., solidarity and fairness). The US 
healthcare system is more expensive than any EU health scheme and still unable to provide 
universal coverage – points that most healthcare sector decision-makers know. Besides, the 
EU electorate is generally willing to accept a higher tax burden to finance generous public 
health systems. 
 

International and Managerial Implications 
 

Comparing healthcare reform effectiveness. 
 
Limitation  

Societal and legal aspects are not discussed.  
 

References 
1. Aiken, L.H., Buchan, J., Sochalski, J., Nichols, B., Powell, M. (2004), “Trends in 

international nurse migration”, Health Affairs, Vol. 23, pp.69
2. Albrecht, J., Neyt, M., Verbeke T. (2005), “Bureaucratisation and the growth of 

healthcare expenditures in Europe”, Working Paper 2005/335, Faculty of Economics 
and Business Administration. Gent University. 

–77. 

3. Bärnighausen, T., Sauerborn, R. (2002), “One hundred and eighteen years of the 
German health insurance system: are there any lessons for middle- and low-income 
countries”, Social Science Medicine

4. Barros, P.P. (1998), “The black box of healthcare expenditure growth determinants”, 
Health Economics, Vol. 7, pp.533-544. 

, Vol. 54 No.10, pp.1559-87. 

5. Baur, R. and Braun, U. (2000), “Bestandsaufnahme besonderer Versicherungsformen 
in der obligatorischen Krankenversicherung”, Aspects de la sécurité sociale, No. 15. 

6. Becker, K., Zweifel, P. (2004), Flexibilisierung moglichkeiten in der Schweizer  
Krankenversicherung, Soziale okonomisches Institute, Zurich University, Zurich, 
Zwitzerland. 

7. Buchmueller, T.C., Couffinhal, A. (2004), Private Health Insurance in France, 
working paper No.12, OECD Health, Paris, France. 

8. Contandriopoulos, D. (2000), “L’expérience du marché interne dans le NHS 
britannique, une rétrospective critique”, Revue Francaise des Affaires Sociales, Vol 
54 No. 3-4. pp. 163-202 



   

 17 

9. Daley, C., Gubb, J. (2007), CIVITAS Institute for the Study of Civil Society , 
available at:  www.civitas.org.uk/nhs/switzerland.pdf. 

10. Del Torso, S., Bussi, R. and DeWitt, TG. (1997), “Primary care pediatrics in Italy: 
eighteen years of clinical care, research, and teaching under a national health service 
system”, Pediatrics, Vol. 99 No. 1, p.8. 

11. Dent, M., Howorth, C., Mueller,  F. and  Preuschoft, C. (2004), “Archetype Transition 
in the German Health Service? The Attempted Modernization of Hospitals in a North 
German State”, Public Administration, 

12. Dormont, B., Geoffard,P., and Lamiraud, K. (2007), “ The influence of 
supplementary health insurance on switching behaviour: evidence on Swiss data”, 
Working paper no. 07-02, Institute of health economics and management, Lausanne, 
May. 

Vol. 82 No. 3, pp. 727 - 742. 

13. Etter, J.F. and Pernegger, T.V. (1997), “Introducing Managed Care in Switzerland: 
impact on use in health services”, Public Health, Vol. 111 No. 6, pp. 417-22. 

14. European Observatory of Healthcare Systems. Healthcare Systems in Transition: 
Switzerland (2000).http://www.euro.who.int/document/e68670.pdf.  

15. Hertzlinger, R.E., and Parsa-Parsi, R. (2004), “Consumer-Driven Health Care: 
Lessons from Switzerland”, Journal of the American Medical Association, Vol. 292 
No.10, pp.1213-1220. 

16. Hill, S. (1997), Managed Care in Switzerland, Atag Ernst and Young, Switzerland. 
17. Himmel, W., Dieterich, A. and Kochen, M.M. (2000), “Will German patients accept 

their family physician as a gate-keeper ?”, Journal of General Internal Medicine, Vol. 
15 No. 7, pp. 486-502.  

18. Kickert, W. (1993), “Complexity, Governance and Dynamics: Conceptual 
Explorations of Public Network Management”, Kooiman, J. (ed.), Modern 
Governance: New Government – Society Interactions, Sage, London, pp. 191–204. 

19. Lungen, M., and Lapsley, I. (2003), “The reform of hospital financing in Germany: an 
international solution?” Journal of Health, Organisation and Management, Vol. 
17 No. 5, pp. 360-372. 

20. Marcon, G. and Panozzo, F. (1998), “Reforming the Reform: changing roles for 
accounting and management in the Italian healthcare sector”, The European 
Accounting Review, Vol. 7 No. 2, pp.185-208. 

21. Mousquès, J. and  Paris, V. (2002), “Le fonctionnement des hôpitaux dans six pays 
étrangers”. CREDES (Centre de Recherche d’Étude et de Documentation en 
Economie de la Santé). Paris, France. 

22. Meyer, P.C., and Denz, M.D. (2000), “Social change in the physician’s role and 
medical practice caused by managed care in Switzerland”, Gesundheitwesen, Vol. 62 
No. 3, pp. 138-42. 

23. Newton, J.T. and Gibbons, D.E. (1996), “Stress in dental practice: a qualitative 
comparison of dentists working within the NHS and those working within an 
independent capitation scheme”, British Dental Journal, Vol. 180 No. 9, pp.329-34. 

24. OECD (European Observatory on Healthcare Systems). (2000), Healthcare Systems 
in Transition. Country analysis: Switzerland, Copenhagen, WHO Regional Office for 
Europe on behalf of the European Observatory on Health Systems and Policies. 

25. Perkins, R.J., Petrie, K.J., Alley, P.G., Barnes, P.C., Fisher, M.M. and Hatfield, P.J. 
(1997), “Health service reform: the perceptions of medical specialists in Australia, the 
United Kingdom and New Zealand”, Medical Journal of Australia, Vol. 18 No.167, 
pp. 201-204

26. Perneger, T.V., Etter, J.F., Raetzo, M.A., Schaller, P. and Stalder, H. (1996a), 
“Comparison of Patient satisfaction with ambulatory visits in competing healthcare 

. 

http://www3.interscience.wiley.com/journal/118519412/home�
http://www3.interscience.wiley.com/journal/118761632/issue�


   

 18 

delivery settings in Geneva, Switzerland”, Journal of Epidemiology & Community 
Health, Vol. 50 No. 4, pp.463-8. 

27. Perneger, T.V., Etter, J.F., and Rougemont, A. (1996b), “Switching Swiss enrolees 
from indemnity health insurance to Managed Care: the effect on health status and 
satisfaction with care”, American Journal of Public Health, Vol. 86 No. 3, pp.388-93. 

28. Raetzo, M.A. (2000), “Continuing education, motivation for cost control, a Swiss 
experiment”, Gesundheitswesen, Vol. 62 No. 3, pp. 143-7. 

29. Ratajcak, T. (1998), “Approaches to Managed Care in Germany”, Medicine and Law, 
Vol. 17 No. 4, pp. 545-51. 

30. Reinhardt Uwe, E. (2004), “

31. Richmond, C. (1996), “NHS waiting list have been a boon for private medicine in the 
UK”, Canadian Medical Association Journal, 

The Swiss Health System: Regulated competition without 
Managed Care”, Journal of the American Medical Association, Vol. 292 No. 10, p. 
1227. 

Vol. 154 No.3, pp.378-381.
32. Roland, M. (1998), “Le forfait à la capitation pour les soins primaires: une revue de la 

littérature international”, Santé Conjuguée, Janvier, pp.71-83. 

  

33. Sargeant, A. and Kaehler, J. (1998), “Factors of patient satisfaction with medical 
services: the case of GP practices in the UK”, Health Marketing Quarterly, Vol. 16 
No. 1, pp.55-77. 

34. Schaller P.,  Raetzo M.A. (2001), HMO et réseaux de santé, de la théorie à la réalité, 
l’expérience genevoise. 26 April 2001. http://www.gmo.ch/delta/fr/HMO%2010%20 
ans%20apr%E8sla%20Vaudoise.htm 

35. Schmid, T. and Heer, H. (1999), “Dossier Santé. La limitation du choix du médecin 
aide réduire les coûts”, http://www.interpharma.ch/info/wissens/DG/99_2/f/A3.html 

36. Schwenkglenks, G., Preiswerk, R., Lehner, F.W., and Szucs, T.D. (2006), “Economic 
efficiency of gate-keeping compared with fee for service plans: a Swiss

37. Simonet, D. (2008), “

 example”, 
Journal of Epidemiology and Community Health, Vol. 60 No.1, pp. 24 – 30. 

The New Public Management theory and European health-care 
reforms”, Canadian Public Administration,

38. Steiner-Champliaud, M.F. (2008), Trends for Prescribing Generic Drugs in France, 
International Biopharmaceutical Association Publication, International 
Biopharmaceutical Association, August 2008.  

 Vol. 51 No. 4, pp 617- 635.  


	Healthcare Reforms and Cost Reduction Strategies in Europe: The Cases of Germany, UK, Switzerland, Italy and France
	6TImplications6T for research, practice and/or society - Comparing healthcare reform effectiveness.
	Discussion
	Germany: a Bismarck regime with more competition
	The UK NHS: a dual system
	Since 1948 the British healthcare system was based on a National Health Service (NHS), which is accountable to Parliament and financed by taxes (81%), national insurance contributions (15%) and other sources. Unlike the US healthcare model, it provide...
	Fund-holding practices: principles and limitations
	Table I: UK: The Beveridge model under Managed Care
	6TTable II: 6THealth expenditure
	Conclusion
	Comparing healthcare reform effectiveness.
	References

