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Foreword

J

It gives me great pleasure to introduce and commend this publication of case
studies on patient mobility, one of the first set of results to come from the
Sixth Framework Programme’s policy-oriented research strand in the area of

health.

Indeed, the Europe for Patients project (e4p) is one of the first to be supported
under the “Scientific support to policies” (SSP) activity of the Sixth
Framework Programme. This SSP project initiative aims to provide scientific
underpinning and the evidence base needed by European Union (EU) policy-
makers to take concerted and coordinated action to allow Europe’s citizens/
patients to benefit from enhanced mobility in Europe.

These first results of the Europe for Patients project represent a continuation
of a series of research publications developed under the EU Framework
Programmes, including the BIOMED 2 project “Impact of the Single
European Market on Member States”, that substantially contributed to the
health policy process at European level. The patient mobility issue was
brought to the fore through findings that identified four main areas that
required attention. These were: waiting lists and free capacities; centres of
excellence/reference centres; closer cooperation in border regions; and health
care for persons undergoing long-term stays. The project also builds on earlier
work by the high-level reflection process on patient mobility and health care
developments in the European Union and its follow-up by the European
Commission.

This account of practical experience comes at an interesting moment in the
policy debate over health care and the role of the European Union, particularly
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in the light of the Lisbon Agenda and the discussion on the social implications
of the EU internal market. It brings together the rich cross-border experiences
in different areas, and these practical accounts will help to better shape
policies in the area of patient mobility, and health systems and health care
services in general. Thus, Europe for Patients is proving to be a value-added
resource for policy-makers, demonstrating the importance of a coherent policy-
oriented research effort at European level in the field of public health and
health systems.

Looking to the future, the Commission recently presented a proposal for a
specific part under the Seventh Framework Programme to include more
extensive research on optimizing the delivery of health care to European citizens.
It will focus on practical and implementation aspects, such as translating
clinical outcome into clinical practice, quality, efficiency and solidarity of
health systems, health promotion and disease prevention, evidence-based
medicines and better and appropriate use of new health therapies and technologies.
All this will contribute towards strengthening policy research at EU level.

The Europe for Patients project results and their policy relevance highlight the
strong link between research and policy, being both responsive and coherent.
We believe this book will provide policy players throughout the EU with
better insight and evidence for enhancing policy decisions — ultimately for the
benefit of all European citizens. It should also demonstrate that first class
research leads to high-quality policies.

The patient mobility issue is, I believe, an issue that will remain on Europe’s
agenda for some years to come, and will increase in importance. EU research
funding is ideally placed to serve the needs of policy-makers in this domain
and we look forward to further results and policy contributions from the SSP
activity and under the new direction provided for in the Seventh Framework
Programme.

Octavi Quintana i Trias

Director, Health Research Directorate
Directorate-General for Research
European Commission
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As we seek joint approaches to shared problems concerning the mobility of
patients across the European Union, I am always keen to ground our
European discussions in reality. These case studies provide an invaluable
account of real experience of both the benefits and challenges arising from
patient mobility in Europe. They show cases where Member States are keen to
collaborate in capacity sharing and in the creation of centres of reference, for
example. So if the conditions are right, there does seem to be scope for more
cooperation at European level to bring benefits to all patients throughout the
Union, whether they exercise their rights to move between countries or not.

This work has emerged at just the right time. The recently established EU
High Level Group on Health Services and Medical Care is preparing concrete
proposals for considerations by ministers. The work of the High Level Group
has been dynamic, with active contributions from all Member States and solid
progress on key issues including the facilitation of cooperation in cross-border
care, centres of reference, and the establishment of a European network for
health technology assessment.

The Europe for Patients research team, led by IESE Business School, has made
a valuable contribution to the patient mobility debate, as have other projects
under the Commission’s research programme. In the present case the research
group has been working closely with the High Level Group and with the
Commission. I believe that these practical accounts will be of great value in
this process, and I look forward to further results from the project in the future.

Robert Madelin

Director General for Health and Consumer Protection, European Commission
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Chapter 1

Patient mobility: the
context and issues

Magdalene Rosenmdller, Martin McKee, Rita Baeten, Irene A. Glinos

J

Introduction

A decade ago, there was little discussion of the issue of patient mobility at a
European level. The Treaty of Amsterdam made clear that health systems were
a matter for national governments. It was recognized that freedom of movement
of people within Europe required that those people who travelled could obtain
health care should an emergency arise and this had been taken care of by
Council Regulation (EEC) No. 1408/71, which had established the E111
system. It was also recognized that there may sometimes be benefits to health
systems from collaboration across borders, for example to avoid the need to
duplicate specialized facilities. This could be addressed either under the E112
system or through one of the many bilateral agreements that existed.
Furthermore, the number of people who moved across borders was still
relatively few, and most of those who did were unlikely to need health care.

This situation has changed, in many ways. The extent of mobility within
Europe has increased markedly. Many people from northern Europe have
decided to spend their retirement years in the warmer climates in the south.
The growth of budget airlines means that many people whose parents might
never have travelled beyond the nearest large city may take several short breaks
each year in a different part of Europe. These same airlines allow a growing
number of people to commute weekly between a home in one part of Europe
and work in another. This new European generation, accustomed to crossing
frontiers with ease and able to purchase goods and services from any part of
the European Union, is less likely to accept constraints on where it can obtain
health care. As a consequence, a succession of individuals has challenged the
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status quo and, in many cases, the European Court of Justice has upheld their
arguments. At the same time, Europe’s politicians have avoided legislation that
would provide a clear framework for the new reality, in part because of
apprehension about the risks of opening Pandora’s box, but also because it was
not clear what should be done given the complexity of health care. But what is
this reality? The individuals whose cases have been heard by the European
Court of Justice represent only a very small and often atypical selection of
European patients. So far they have come from a small number of Member
States and elsewhere there seems to have been little interest in pursuing a legal
remedy to any problems that may exist. Is it the case that problems elsewhere
have been resolved by other means or are there serious problems that have yet
to be resolved? This book is an attempt to inform the debate that is already
taking place between Europe’s policy-makers, looking at a series of case studies
that illustrate the different aspects of patient mobility within the European
Union and how Europe’s health systems have responded to them. Most of the
case studies presented in this book have been analysed within a project funded
by the European Union’s Sixth Framework Programme — Europe for Patients (e4p).

How much mobility of patients is actually taking place? If it is only a marginal
phenomenon, why should we bother about it? A survey undertaken by the
German Techniker Krankenkasse (2001) found that its members were very
mobile, with 80% going to another country as least once a year. However, of
those, only 2-5% needed health care and this was mainly for ambulatory services
whose costs represented less than 0.5% of the fund’s overall expenditure.
So why should we care? There are several reasons for doing so. First, there is a
substantial amount of so far largely anecdotal evidence suggesting that cross-
border care sometimes falls outside the mechanisms designed to ensure that
the care provided is of high quality and responsive to the needs of the patient,
especially where that patient does not speak the language of the country in
which he or she is being treated or does not understand the health system.
Second, given the continuing imbalance between supply and demand in
Europe’s health systems, it may be that there is scope for greater mobility that
would benefit both patients and health care providers within Europe.

The emergence of patient mobility on the policy agenda

Patient mobility has only slowly emerged on the European health policy agenda.
Although there are some earlier judgments of the European Court of Justice
that relate to this issue, it is generally held that the seminal ones were those in
1998 concerning Kohll and Decker, which unleashed a flurry of political and
academic discussion about the precise implications of these rulings that
established an important principle while offering very little detail of what they
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meant in practice (Busse et al., 2002). In December 2001, a conference held
in Ghent organized by the Belgian presidency of the European Union focused
the attention of many more health policy-makers on the impact of European
law on health care (McKee et al., 2002; Mossialos and McKee, 2002).
The debate continued under the Spanish presidency of the European Union,
in particular at a conference held in Malaga in February 2002, leading to the
Council of Ministers calling, in June 2002, for the creation of a high-level
process of reflection on patient mobility and health care developments in the
European Union. In December 2002 this led to a report under the auspices of
three commissioners (health, social and internal market) that made a series of
19 recommendations in five main areas.

1 European cooperation should enable better use of resources, covering issues
such as the rights and duties of patients; activities to facilitate the sharing of
potential spare capacity; fostering cooperation in border regions; creation of
European centres of reference; and shared evaluation of medical

technology.

2 Better information should be provided for patients, professionals and
providers, with a strategic framework for information initiatives covering
issues such as health policies, health systems, health surveillance,
technological solutions, quality assurance, privacy, records management,
freedom of information and data protection.

3 Care should be accessible and of good quality, covering issues such as
improving knowledge about access and quality issues and analysing the
impact of European activities on access and quality.

4 National objectives should be reconciled with European obligations,
covering issues such as improving legal certainty and developing a
permanent mechanism to support European cooperation in the field of
health care and to monitor the impact of the EU on health systems.

5 The European Union’s cohesion and structural funds should be examined
to find ways to facilitate the inclusion of investment in health, health
infrastructure development and skills development as priority areas for
funding under Community financial instruments.

The Commission responded to these recommendations in a communication
in the spring of 2004 (European Commission, 2004) defining the following
areas of work: rights and duties of patients; sharing spare capacity and
transnational care; health professionals; European centres of reference; health
technology assessment; health systems information strategy; motivation for
and scope of cross-border care; data protection; e-health; improving integration
of health objectives into all European policies and activities; establishing a
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mechanism to support cooperation on health services and medical care;
developing a shared European vision for health systems; and responding to
enlargement through investment in health and health infrastructure.
Additionally it recommended the creation of a High Level Group on Health
Services and Medical Care, which would subsequently develop working
groups on issues such as cross-border health care; health professionals; centres
of reference; health technology assessment; information and e-health; health
impact assessments; patient safety and e-health. The first recommendations
emerged in December 2004.

The Europe for Patients research project

When we conceived the research project “Europe for Patients”, we saw
enhanced patient mobility as a potential opportunity, beginning from the
premise that, in an increasingly integrated Europe, it could bring benefits for
patients, providers and health systems. Benefits for patients were seen in terms
of better access to health care and centres of excellence. Benefits for health
policy-makers and providers were seen in the possibilities of sharing capacities
across borders. This would allow the concentration of European excellence,
mutual learning and exchange of best practices, and would facilitate the quest
for common solutions to common problems. Our main research questions
were whether this hypothesis was correct and, if so, what was required for the
potential advantages to be realized.

This project falls within the scientific support to policies (SSP) component of
the Sixth Framework Programme, designed to support policy development at
EU level. The research team is drawn from academic and policy organizations
across the European Union. The research is proceeding in two ways. One looks
across Europe, for example to understand the legal framework within which
patient mobility is taking place, the contracting arrangements that have been
employed, and the systems in place to ensure quality of care and information
for patients. A second looks in depth at what is happening on the ground, by
means of a series of detailed case studies on cross-border care. These include
arrangements spanning new and old Member States (Slovenia/Austria,
Estonia/Finland); the response to the needs of long-term residents (Spain), the
situation wherein purchasers in one country contract with providers in another
(United Kingdom, the Netherlands, Belgium), mass tourism (Veneto region),
sharing capacity, and the use of centres of excellence (Malta), cross-border
hospital cooperation (France), cross-border contracting (Germany), and the
particular situation on the island of Ireland in which arrangements between
the Republic of Ireland and Northern Ireland have been entered into primarily
for another purpose, the promotion of peace and reconciliation between the
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two populations. This book, which is one of a series that is arising from the
e4p project, focuses on the case studies.

The case studies

The case studies contained in this book provide a wealth of material on the
current nature of patient mobility across national frontiers within the EU.
While they do not claim to be comprehensive, they do paint a very broad
picture of contemporary developments. Each case study describes the extent
of the patient mobility between the featured countries, the scale and nature of
mobility, the reasons why mobility exists, the factors that either facilitate or
hinder it, and the potential impact on the health care systems concerned.
The authors have analysed each situation, indicated opportunities and
challenges, and made recommendations for policy-makers.

Before highlighting what we can learn from these case studies, we would like
to stress the limits to what we have been able to discover. There were two main
problems in obtaining and analysing data. The first is the critical lack of valid
data. Accurate statistics on patients moving across borders is almost nonexistent.
This became clear in almost all the case studies. Often the receipt of health
care by foreign patients is not recorded or the information (such as that on
E111 forms) is lost or details are missing, such as the country of origin and the
volume or type of care provided. Even where forms are completed they are
rarely analysed. In many European health systems the administrative processes
simply do not take account of the existence of foreign patients. Spain serves as
one example: responsibility for health care is decentralized to the autonomous
regions while responsibility for European social security coordination,
including health, remains with the INSS, the social security institute, at
national level. Elsewhere, where relevant data exist, some key stakeholders,
particularly private providers, are unwilling to share data and some public
authorities have adopted restrictive interpretations of data protection laws that
render the information they collect inaccessible and thus essentially useless for
informing policy. As a consequence, some of the case studies have involved the
undertaking of ad hoc surveys although these are not a sustainable long-term
source of information. There have been some expectations that the introduction
of the European Health Insurance Card (EHIC) might improve the situation.
Yet the card is no more than a means of certifying entitlement to care and it is
difficult to see how, without substantial investment in information infrastructure
and systems, it will address any of the problems that we have faced in quantifying
the scale and nature of patient mobility within Europe. Furthermore, while
the lack of appropriate data was an irritation for those conducting the research
reported in this book, it raises questions beyond the scope of pure scientific
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research — how can policy-makers hope to take into account patient mobility
in their planning, budgeting and monitoring if they do not have access to rel-
evant data?

The second major problem is the lack of information about the commercial
sector. Private for-profit providers were the least willing to cooperate with
interviews. Public sector policy-makers are often either completely unaware or
inadequately informed about the practices of commercial providers. This is
especially problematic as this sector is often not subject to effective quality
controls, with Europe’s citizens potentially at risk from opportunistic
behaviour at a time when they are most vulnerable, requiring health care in a
system they do not understand. We gathered considerable anecdotal evidence
of tourists being taken to private clinics by taxi drivers where they were
required to pay out of their own pockets as the E111 scheme was not recognized,
and of general practitioners associated with large campsites who referred
tourists to commercial providers. We also found that many private health
insurers would sell policies while avoiding any responsibility for the quality of
care that patients received abroad.

The nature and extent of patient mobility

Before moving on, it will be useful to first ask — who is the “European
patient”? One can distinguish five categories of mobile patients.

The first category includes those citizens who, while on holiday, need to use
health care services in the country they are visiting. In these cases there are
arrangements throughout the European Economic Area (EEA) to facilitate the
process, based on the E111 form, conferring the right to treatment during a
temporary visit. These are considered in detail in the case studies looking at
tourists in the Veneto region of Italy. However, this group is also considered
briefly in the case studies from Malta, Estonia, Germany and Slovenia.

The second category includes those citizens who retire to a different country
and wish to use the health care system of the country where they are currently
living. These are considered in detail in the case study looking at long-term
residents in Spain.

The third category consists of people sharing close cultural or linguistic links
with the region where care is provided. In regions where a natural community is
divided by a national frontier, people look for treatment close to home — which
happens to be on the other side of the border. This is often the case where a
town that has developed over centuries is divided by a river that forms a country
border. This patient group also includes migrants returning to their country of
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origin to receive care. When access to cross-border care is relaxed, for instance
within the framework of cooperative agreements, these patients are likely to be
the first ones to take advantage of the new possibilities. This is described in the case
studies from Germany, Belgium, Estonia, France, Ireland, Slovenia and Spain.

The fourth category includes those patients who cross a border to receive health
care or to buy health goods. This is often because of perceived advantages
related to quality, accessibility or price, specifically out-of-pocket payments
borne by patients. Examples include patients going abroad to avoid long
waiting lists in their home country and patients seeking treatments that are
cheaper, typically moving from old to new Member States. The case studies
looking at this kind of patient mobility are those from Belgium, Slovenia and
Estonia.

The fifth, and numerically the least significant category concerns those
patients who are sent abroad by their own health system to overcome capacity
restrictions at home. It concerns mainly smaller countries or regions with a low
population density where the domestic health system cannot reasonably
provide a comprehensive range of health care services for its population.
Health care provided in this category is, in general, actively managed by public
authorities, seeking to ensure continuity of care, coverage of extra expenses
and appropriate selection of providers abroad. Some patients cross borders
within the framework of cooperative agreements in order to share facilities,
especially in relation to capital-intensive or highly-specialized services. The
Maltese case study provides an example. To some extent English patients
receiving care abroad and patients from Zeeuws-Vlaanderen being treated in
Belgian hospitals can also be included under this heading, as can the
contracting described in the German case study.

By bringing together this wide range of experiences, we hope that this book
will contribute evidence that can inform the policy debate on patient mobility
in Europe.
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Chapter 2

Cross-border care in the
south: Slovenia, Austria
and Italy

Tit Albrebt, Rade Pribakovié Brinovec, Jurij Stale

Introduction

There are two issues to consider in looking at patient movement between
Slovenia (a new Member State of the European Union) and its neighbours
Austria and Italy (old Member States). The first is the new situation that has
arisen as a result of Slovenia’s accession; the second is some patient movement
that pre-dated the act of accession. There is, however, only a small amount of
information about the situation until now, with one of the few examples being
a paper (Albreht, unpublished paper, 2002) that, for the first time, provided
specific data on patient mobility between Slovenia and Italy and Austria.

Anecdotally, the movement of patients that took place across Slovenia’s borders
was driven by two factors: movement to Slovenia’s health care system reflected
its lower prices; and movement from Slovenia was eased by the existence of
bilateral agreements. However, the scale of movement was very modest.
Slovenia’s accession to the European Union introduces a new situation, and a
greater and more spontaneous flow of patients across Slovenia’s borders might
be expected.

The context

As shown in Figure 2.1, Slovenia borders two European Union Member States
(namely, Italy and Austria) and lies at a crossroads of two major transportation
routes, one leading from the European south-west to the east and north-east,
the other one leading from Europe’s north-west to its south-east. Parts of the
territory that is now Slovenia have, in the past, been part of both Italy and
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Figure. 2.1 Map of Slovenia

Source: UN Cartographic Section

Austria but traditional links have survived the turmoil of the 20th century and
national frontiers have never been a serious obstacle to cross-border cooperation.
Indeed, the degree of cooperation is facilitated by the many special arrangements
made for those people who are former citizens of the neighbouring countries
to enjoy social benefits from both systems. In the past, such cooperation was,
however, more intense in sectors other than health care, providing a stimulus
for actions that would address health-related risks for citizens of the one country
when staying in another country.

Several factors have played a role in promoting cross-border cooperation,
including transit traffic, tourism and cross-border economic cooperation.
The high volume of transit traffic is a result of Slovenia’s geographical position,
while tourism and cross-border economic exchange developed gradually after
the Second World War. Most of the tourism in Slovenia (some of which is for
health-related reasons) originates from Italy and Austria, with much less from
Slovenia to its neighbours. In the 1960s and 1970s a deteriorating economic
situation in the then Yugoslavia drove many Slovenes to seek employment in
the neighbouring regions of Italy and Austria where more opportunities existed.
Then, and throughout the 1980s, Slovene health care developed a reputation in
Italy as a place where one could obtain non-urgent treatment at low cost (for
example dental care, gynaecological treatments and orthopaedic surgery).
An additional factor was the use by Italian women of gynaecological departments
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in Slovene general hospitals and the Clinical Centre in Ljubljana to obtain
abortions in the period before these were legalized in Italy. These links acted
as drivers of intense cooperation between health professionals in both countries
at many levels and in many areas, a situation that has continued to the present.
On the other hand, Austrians have traditionally visited spa resorts to receive
some treatments and rehabilitation services. Their stays have been reimbursed
by the Austrian social insurance system.

The political transition in Slovenia brought privatization of some elements of
health care provision, opening up new opportunities for cross-border movement.
This particularly affected adult dentistry. Italian and Austrian patients were
attracted by the proximity of providers, which were just across their borders,
and their low prices. The concentration of dentists in border areas is not as
marked as in some other regions of Europe (for instance Sopron, in Hungary,
which borders Austria), but it is still quite apparent (Institute of Public Health,
2005).

As the Slovene economy is growing, the flow of ideas, capital and workforce is
becoming more of a two-way stream. In these circumstances, it is likely that
many new links and forms of cooperation will be established, involving some
new stakeholders, with initiatives stimulated by entrepreneurial entities
responding to demand rather than political imperatives.

In Slovenia, the political transition coincided with independence from
Yugoslavia. One element of these processes was the creation of a new health
care system, whose origins actually preceded independence by about a year and
a half. The reform that took place in 1992 re-established a Bismarckian model
of social health insurance funding, with privatization of some elements of the
delivery of health care. It created a framework within which a more service-
oriented health care market could gradually be developed and where more
stress would be put on consumer choice. The reform was medically driven and
physician-centred, with a major, if implicit, goal being strengthening the
power of the medical profession. However, contrary to the original aim,
Slovenia only partially privatized its publicly-owned (that is, by the central
government and municipalities) providers because of concerns from the
government about the potentially destabilizing effects during the delicate
political period of the 1990s. Only some services were partially privatized,
accounting for half of all dentists and about 20% of all general practitioners
by 2003 (Institute of Public Health, 2005). The public sector remained
dominant in the hospital sector; almost all hospital facilities are still publicly
owned.

From the perspective of a potential patient from Italy and Austria, the most
important features of the reformed Slovene health care system are:
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* lower prices for some hospital procedures (such as cosmetic surgery) and
dental treatments performed for direct payment (which would be privately
paid for in the patient’s country of origin);

* development of small, flexible private practices, with incentives to attract
foreign patients;

* medical treatments in spas, either as a supplement to tourism (Italians) or
as part of the basic benefit package (Austria and Germany).

Both of the neighbouring countries included in this research — Italy and
Austria — are currently expanding the share of out-of-pocket expenditure within
the overall health budget. This common phenomenon is both interesting and
curious, as the two countries have different health care systems. However, this,
together with some other factors listed later, is certainly one of the most
important drivers of patient mobility from Italy and Austria to Slovenia.
Private health care now accounts for a remarkable 30% share of overall health
expenditure in the neighbouring regions of Italy and Austria (Donatini et al.,
2001; Hofmarcher and Rack, 2001). In these circumstances, greater patient
movement becomes understandable. The situation in Italy’s north-east is also
characterized by rising market shares of private insurers that offer more
diversified packages to those insured with them.

The perspectives of the different actors

Even before full membership of the European Union, there was already some
possibility of patients moving across Slovenias borders and some providers
have found ways to establish direct cooperation with their neighbours on the
other side of national frontiers. The subsequent sections draw on the research
undertaken within the Europe for Patients project.

The patients’ perspective

Patients have enjoyed the rights enshrined in bilateral agreements that Slovenia
inherited from former Yugoslavia. These agreements existed with all the
neighbouring countries, thus offering coverage that was, in its effect, practically
identical to that provided by the E111 system. The most important agreement
between the former Yugoslavia and Italy was the Udine Agreement, forming
part of a wider package of agreements signed in 1956 (Government of the
Federal People’s Republic of Yugoslavia, 1956). Given Slovenias long border
with Italy, this was one of the more important agreements inherited by the
newly independent Slovenia (Government of Slovenia, 1992). The agreement
facilitates cross-border travel for citizens who live in the former seven
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municipalities of Slovenia, with collaborative arrangements in relation to
social rights and benefits. Slovenia and Italy subsequently concluded a new
and broader convention on social affairs (Government of Slovenia, 1999).
This provides a framework for regulation of social security arrangements for
workers of both states when temporarily in another country for work, and for
those living in the bordering areas and their families. Similar agreements have
been made with Austria.

The providers’ perspective

In our interviews with Slovene and Italian health care providers, it was clear
that neither had any particular incentive specifically to seek foreign patients at
present. Salaried physicians and other health professionals in Slovene hospitals
cannot accept additional pay for the services they would deliver outside their
normal working time. Thus, attracting more patients in an otherwise publicly
financed and regulated system is counterproductive. Slovene providers had
also experienced some negative experiences in the past. The General Hospital
in Maribor had offered to provide the Austrian social insurance fund in the
region of Styria with some plastic surgery procedures but the offer was later
rejected when the Austrians decided that their patients could be treated in
Austria.

Italian providers take different views depending on their legal status and their
position in the system. The region of Friuli-Venezia-Giulia (FVG) has greater
autonomy than most other Italian regions. Its autonomous status enables it to
set its own prices for health services (for example different weights for diagnosis-
related groups (DRGs) compared with the national averages). Local health
authorities in Italy own many hospitals and they can decide, on behalf of the
regional government, whether they will enter into agreements with other
hospitals, regions and countries, taking account of the regional government’s
strategy.

The scale of movement

Cross-border care between Slovenia and its neighbours, Austria and Italy, has
never contributed an important share to the public health care system of any
of the three countries involved. However, it has disproportionately affected
certain medical and dental specialties and facilities, leading researchers to examine
the mobility of patients, professionals and providers (Albreht, unpublished
paper, 2002).

This chapter provides a detailed analysis of in- and outpatient hospital care,
specialist outpatient care and dental care, using the most recent data. However,
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it should be noted that, in secking information, there was a degree of reluctance
to collaborate by spas and private providers, whether they formed part of the
public health care system or not.

The Austrian Federal Ministry for Health and Women provided data on
Slovene inpatients treated in Austrian public hospitals. The University
Hospital of Udine (Policlinico Universitario di Udine), City Hospital of Udine
(Azienda Ospedaliera S. Maria della Misericordia) and Allied Hospitals of
Trieste (Ospedali Riuniti di Trieste) provided data on Slovene in- and
outpatients treated in these hospitals.

Hospitals provided detailed quantitative data on patients who had been treated
between 2000 and 2003. Qualitative and semi-quantitative approaches were
used to assess dental care. Only partial and largely descriptive information
could be obtained about medical rehabilitation in spas and specialist outpatient
care in private settings.

Austrian and Italian patients in the Slovene health care
system

Outpatients in hospitals — are Italians different from Austrians?

Austrian patients accounted for 1140 outpatient attendances in Slovenia per
year between 2000 and 2002. There was an unexpectedly high proportion of
men between 30 and 60 years (57% of all attendances), with men more
frequent visitors than women (36%). Almost 80% of all attendances were at
the hospitals in Maribor and Murska Sobota, close to the Austrian border.
Injuries and poisonings were the main reason for attendance, accounting for
33% of male patients but only 20% of female patients. Similar gender
differences were observed with cardiovascular diseases. About 85% of the costs
were covered through bilateral social security agreements; the remaining 15%
were covered from out-of-pocket payments.

Italian patients contributed 1679 outpatient attendances per year between
2000 and 2002. In contrast to attendances in Austria, in Italy women (55%)
were in a higher proportion than men. Surprisingly, 60% of all attendances
occurred at the Clinical Centre in Ljubljana, while only 30% of all attendances
were at the border hospitals of Izola and Sempeter-Nova Gorica. As with
Austrians, injuries and poisonings were the main reason for visits, followed by
cardiovascular, eye and metabolic diseases. Only 30% of the costs were covered
through bilateral social security agreements; the rest was from out-of-pocket
payments.
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Inpatients — transit causes injuries

Data on hospital discharges of Austrian and Italian inpatients confirmed our
initial assumption that foreign patients would account for only a small fraction
of all discharges in the country (171 cases yearly for Austrians and 155 cases
yearly for Italians). Slovenia’s hospitals typically treat about 330 000 inpatient
cases per year (Institute of Public Health, 2005). Thus there is less than one
Italian or Austrian patient per 1000 inpatient cases. The characteristics of
inpatients were similar to those of outpatients. The leading causes for admissions
were injuries and poisonings, followed by cardiovascular and urogenital
diseases. A similar pattern of cost recovery was seen (76% coverage by social
insurance among Austrians versus 35% coverage by social insurance among
Italians).

Dental care for foreigners — a challenge for researchers

In our study we contacted 730 private dentists and achieved a 40% response.
The number of patients in the years 2000-2002 was a little more than 18 000,
with 11000 patients from Austria and 7000 from Italy. If these figures are
scaled 