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Rudi Thomaes:

When I worked in the telecom industry (Alcatel), there was a lot of hype about broadband applica
tions, such as tele-learning and e-health. In the period 2002-04, we were very busy promoting e-health but it was more of a technology push and the problem was to find out whether there was any market pull.

When I changed jobs in 2004 and after having studied the key challenges of my new job (collective bargaining and political work), I started on this subject. In this country we have challenges in respect to entrepreneurship. It is a big issue because the young are not oriented towards entrepreneurship, but more tempted by the traditional status of employee and its protected situation. Secondly, our labour market doesn’t function properly. About 500,000 people are supposed to look for work, whereas there are around 100,000 vacancies which are not filled. On the demand side, there is the cost and flexibility issue; on the supply side, we would need another 200-300,000 additional jobs to finance the bill of the ageing society which is becoming a reality in Belgium as in many other countries. This would bring the rate of activity to 70% which is the goal of the Lisbon Agenda. 

We need to work on the supply side to make it attractive for employers to hire more people. On the demand side, there is the issue of the activity rate of those aged 55 and over. In the next five years, this category will grow by 150,000: 100,000 above the age of 55 and 50,000 below this age.  So if we want people to fill vacancies, we need to work on the activity rate on those above age 55 (which is today 30% of the workforce and in some countries 50-60%). Our unemployment benefit system is part of this equation: today, you may start at age 22 as unemployed and retire as unemployed at age 65! The support system has no time limit, which is relatively unique in Europe. The compensation is not very high, but it is unlimited which doesn’t favour dynamism in the job search.

Other important issues involve energy, space and environment to build factories and warehouses, since Belgium is a logistics centre. The public service is too costly. Too many people are working in the public sector, and too few in the private sector. If we manage to change this, we could inject this money into the private sector, thus reducing the costs of the employer in terms of social security payments, and attract more people. Availability of capital to finance company creation and administrative simplification are also essential to entrepreneurship.

Fiscal and parafiscal burden: Belgium is the world champion in terms of the difference between gross cost per employee and takehome pay (Sweden is close, but needs to work on this to beat us.)

There is a lot of talk about innovation, by politicians and unions. Innovation should not become an excuse for deferring social reform; it is an indispensable element, but politically it is always easier to speak about innovation, than about curtailing pensions or changing the retirement age, etc.

If the Belgian Federation of Enterprises speaks about the internationalisation of medical services, it is one element in a big puzzle.

Globalisation: we need to be competitive to finance the ageing society. Many EU member states are losing market share; this also has to do with the product/service mix on the market. Are we sufficiently modernising our service offer on the international market? Which will be the new service professions for our children? The medical sector is one possible avenue. Security is another, as well as education which will be a gigantic market. I believe strongly that this country could play a major role in leisure services.

Telemedicine (both commercial and as part of development cooperation): the EU is spending 42 bn euros per year on Africa, and a large part is spent on health. You have heard about Mr. Buffett’s small contribution to the Gates Foundation: billions of dollars. The biggest issue for health care in Africa is human resources, and this is where telemedicine and e-learning will play an important role.

Concerning foreign patients in Belgium, is it possible to welcome more patients? We did a survey:  the figure is not very impressive as the country is small, but we can take 50,000 patients for treatment per year. We have a relatively high quality of care according to rankings, as well as technological strengths (e.g. medical imagery).

Is the moment right? Telemedicine is developing, patient mobility is increasing. More and more centres are operating internationally and some authorities encourage mobility: the Swiss are doing this kind of trials with the south of Germany, Norway and Sweden are working together, etc.

A Belgian company, Eurad Consult, is now treating 40,000 scans per year for the UK and other countries: there are two readings, then a language check to ensure that the medical terminology corresponds to that of the foreign country. Health Onboard is a program developed by Global Medical Logistical Assistance, aiming at making Belgium the world centre for providing care to sailors aboard large ships worldwide, using satellite broadband for communicating.

Telemedicine has many applications: dermatology, clinical pathology, virtual coloscopy. The FEB will organise two workshops on these issues in Canada in November 2006 with the support of Agfa and Alcatel.

Today, 35,000 foreign patients are being treated in Belgian hospitals. The EU market is 100,000 but it is very difficult to make a reliable market analysis for the non-EU demand. Our capacity is 50,000 and we could create an additional 5,000.

When I encountered the press recently, many reactions concerned waiting lists. We need to create a coordinating observatory, an independent watchdog to monitor the impact on Belgian patients and guide the influx of foreign patients when necessary. And if you are marketing your medical services, the market is constantly moving: the Netherlands is taking action (half of the 35,000 patients treated are Dutch) as well as the UK to limit the flow. In the meantime, Switzerland is sending patients over, etc. The market is developing, and we also have to look to outside countries, such as Russia.

We also need to change a few regulations to make sure we don’t lose our shirt in the operation. The price per day must be adapted to include investment costs; foreign patients must be registered separately not to disturb the financing of the Belgian hospitals. Today, the law stipulates that Belgian hospitals must treat even non-EU citizens at the same rate as Belgian patients, which is of course absurd.

What is our role in this? The Belgian Federation of Enterprises looking for new members by creating a new sector. It needs to organise itself, define its selling proposition abroad, ensure quality and fair pricing and liaise with investors for hospital extensions, negotiate agreements with insurance companies, etc.

Johan Hjertqvist:

As we have seen, we cannot yet see the pull side of patient empowerment and the willingness to pay. But it will come. As patients become more informed and strong consumers, there is a value shift from listening to the doctor, to becoming the manager of your own health. This creates a demand, and a pull, for different opportunities. What makes this intriguing is that comparatively few people move across borders for health care provision. Exceptions are densely populated areas, such as the Dutch-Belgian border.

Yet this small population has proven sufficient to break the critical barrier. The European Commission has promised an initiative on an internal market for health care services. This will add to the platform of building more transparent conditions for health care consumers moving across borders.

The initiative we just heard about is interesting for a number of reasons. If you look on health care as being, not a burden on the public budget, but a growth sector for a number of European countries, you must implement transparent pricing, competition rules and this will change the way the health care sector used to work. It is likely therefore, that these ideas which are emerging all over Europe will contribute to making health care more sustainable and efficient. 

Are people interested in these developments? Looking at the research done by Health Consumer Powerhouse, comparing EU health care, and the polls done by the Stockholm Network, it is clear that patient expectations are considerable. We know that a large majority of populations around Europe expect that travelling for treatment will be quite common in the future. By 2020, three out of four people think that travelling overnight for treatment will be common; national borders will not be an obstacle anymore. But this kind of increased mobility implies timely access to well reputed doctors and hospitals, access to more advanced treatments than in your home country and better control of the medical procedures.

People are demanding better information: a Stockholm Network poll indicated that three out of four people polled think it equally important to have more information and to have a high quality outcome. Our index, the Euro Health Consumer Index, which ranks the national systems according to 28 indicators, shows that only one country provides a catalogue to patients comparing the quality of care among providers. 

Only three of the 26 systems examined (EU plus Switzerland) provide access to information on consumer-friendly pharmacopeia (a handbook on side-effects of medications). One single country, Estonia, provides e-mail addresses to primary care physicians. Most systems don’t cope with new technologies and still expect you to telephone your doctor and sit in waiting lines. From our Health Consumer Diagnosis surveys, we know that two out of three people are unable to locate information about alternative providers, outside of hospitals and doctors close to their home.

Europeans have a very fragmented picture of how information on health care will be provided by 2020, but there is little support for the idea that government should somehow control this. Our Index shows also that patient requirements for ownership of medical records are limited around Europe. People don’t trust individual control of medical records as a support for their own strategies. This dissatisfaction in terms of information also applies to medication; we know from our survey that three out of four governments systematically delay the introduction of new medicines into the reimbursement system.

There are many things to do to build a stronger position for patients; and without access to information and a clear legal picture, it will be difficult to use the options offered by cross-border patient mobility and the potential of health care systems. There needs to be a parallel development of patient information and legal platforms, as well as developing the industrial attitude to health care.  But if we manage to combine these, I am convinced that the future will be much brighter for European health consumers.

Discussion

Austin Aszalos (Budapest Healthcare):

Our company is run by Hungarian, UK and Dutch owners, and we are seeing increasing competition from the East, especially Romania, Bulgaria and Turkey. We have a waiting list of up to 3 months in dental care for British patients, but we fear that we will lose our attractiveness quite soon, as people will travel further, to Romania. In terms of pricing, the Belgian price is 30% less than the UK price; if you deduct another 20% you reach the Hungarian price, and an additional 15% below is the Romanian price. I wonder whether there is a long-term plan for making one European country the centre for health care.

Eventually, people will go further; many people already travel to India, but this may seem too far for some. The Ukraine is quite close, and you only need a couple of good doctors, a nice website, good marketing and people will fly. 

Rudi Thomaes:

Let me be very clear: our initiative has one basic principle, i.e. at the end of the day, we can never win on price. This is crystal clear. We will have to select a certain number of pathologies on which we enjoy a good reputation, and people will have to pay a price which compensates for investments etc. We will only win on quality, not on pricing. But even today, without any form of publicity, there is great interest from abroad. We are convinced that, with a little bit of management, we could easily double the number of patients. But this means 35,000 additional patients which doesn’t leave much room.

Our initiative is not very ambitious; we cannot do much more than doubling the number. I’m not worried about pricing and lower prices elsewhere. One example is fertility clinics: these have an excellent reputation and are much cheaper than for instance US clinics (one fifth to one tenth of the price). But if countries like Hungary or Romania start specializing, everybody can find his place in the market which will have many subsegments.

Peter Menu (Pfizer Belgium):

It seems that Belgian health care is excellent on access but relatively poor in terms of outcome. According to the VBO-FEB, we have quite high quality of care, despite scoring poorly on five parameters in the Euro Health Consumer Index. There is a distortion to be solved here. 

Rudi Thomaes:

This is extremely important: to the extent we want to position ourselves, we need to find out what the data really are and how we are rated. This is probably not the strongest part of our work; we need to refine our exercise to translate the general comments and our own perception of the quality into more objective data. We need to look for quality labels so that we may first improve, and secondly use these improvements in the selling proposition.

I’m not too nervous about this, because I’m confident in the overall quality; the general feedback is very positive from all sides, but it needs to be translated into hard data.

