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Foreword 
Ensuring universal access to quality care demands greater efforts to improve the effectiveness, accessibility and resilience of health systems in all EU countries. This new edition of Health at a Glance: Europe stresses that more should be done to improve the health of populations in EUcountries and, in particular, to reduce inequalities in access and quality of services. This is necessary to achieve more inclusive economic growth and to deliver on the Sustainable Development Goals(SDGs), in particular SDG3 to ensure healthy lives and promote well-being for all at all ages.
We need more effective health systems. Policy action is needed to reduce the number of people dying prematurely and increase the number of years that people live in good health. Public health policies and the quality of care have undoubtedly improved over the past two decades, contributing to steady gains in life expectancy. In most EU countries, people can now expect to live beyond the age of80, a gain of six years on average since the early1990s. Moreover, the proportion of people dying after being admitted to hospital after a heart attack has dropped by nearly40% across EUcountries over the past decade alone. Yet, despite these gains, in2013 more than 1.2million people in EU countries died from a range of communicable and non-communicable diseases, as well as injuries that could have been avoided through better public health and prevention policies and the provision of more effective health care. Many lives could be saved if the standards of care were raised to the best level across EU countries.
Globally, one of the health-related targets of the SDGs is to reduce the number of premature deaths due to non-communicable diseases(NCDs). This report looks at the impact that NCDs have not only on people’s health, but also on the economy in terms of lower labour market participation and productivity. NCDs lead to the premature death of more than 550000people of working age each year across EUcountries, resulting in the loss of 3.4million potentially productive life years. This amounts to an annual loss of EUR115billion for EU economies, a figure which does not even include the loss from the lower employment rates and the lower productivity of people living with such chronic conditions.
Broad and coherent strategies are needed to address the many socioeconomic determinants of health and risk factors that are leading to many chronic diseases and premature deaths, particularly among disadvantaged groups. Notable progress has been achieved in reducing tobacco consumption in most EUcountries, through a mix of public awareness campaigns, regulations and taxation. Still, more than one in five adults in EU countries continues to smoke every day. It is also crucial to step up efforts to tackle obesity and the harmful use of alcohol. More than one in five adults in EU countries report drinking heavily on a regular basis. And one in six adults across EUcountries is obese, up from one in nine in2000. Greater efforts are needed to tackle these major public health issues.
We need more accessible health systems. Universal health coverage is a goal that has been embedded in the European Pillar of Social Rights and is another key objective of the Sustainable Development Goals. Most EU countries ensure that the whole population is covered for a core set of health services and goods, but some still need to address current coverage gaps for some segments of their population. In addition, too many Europeans, particularly those from the most vulnerable and disadvantaged groups, have difficulties in accessing necessary health care because of cost. In2014, on average across EU countries, poor people were ten times more likely to report unmet medical needs for financial reasons than rich people. Any increase in unmet care needs may result in poorer health status for the population affected and contribute to even greater health inequalities.
Universal access to care also relies on the right number of health workers, with the right skills, working in the right places to deliver health services to the population, wherever they live and whatever their ability to pay. While the number of doctors per capita has increased over the past decade in nearly all EU countries, the number of specialists grew more rapidly than generalists, so that there are now more than twospecialists for every generalist across EU countries. This threatens access to primary care, particularly for people living in rural and remote areas.
We also need more resilient health systems. Greater flexibility and innovation, including finding better ways to address the health needs of ageing populations and reaping the benefits of new technologies, requires changes in how we deliver health services. Following the global economic crisis in2008, health spending growth has slowed significantly across Europe. This has triggered a wide range of initiatives to increase efficiency in public spending on health, notably by reducing the lengths of stays in hospital and pharmaceutical costs, and also by lowering administrative costs.
Looking ahead, more pressures on health systems will come from population ageing and from new technologies. The latter promise better and earlier diagnoses and a greater range of treatment options, but also come at a cost. These changes can be afforded, but only if European health systems become more efficient at channelling resources where they have the most impact on health outcomes. In particular, a greater focus on primary care can help to promote more integrated and patient-centred care.
Health at a Glance: Europe2016 is part of the renewed co-operation between the OECD and the European Commission to implement the Commission’s two-year State of Health in the EU cycle. We will be working closely with our partners at the national and international level to support EU Member States to deliver effective, accessible and resilient health systems in the EU, so that all European citizens can enjoy longer, healthier and more active lives.
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Angel Gurría, Secretary-General, Organisation for Economic Co-operation and Development
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Vytenis Andriukaitis, European Commissioner for Health and Food Safety
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Executive summary
More effective prevention and quality care are needed to achieve further gains inpopulation health and reduce health inequalities in EU countries
Life expectancy across EU member states has increased by more than six years since1990, rising from 74.2years in1990 to 80.9years in2014, yet inequalities persist both across and within countries. People in Western European countries with the highest life expectancy continue to live over eight years longer, on average, than people in Central and Eastern European countries with the lowest life expectancy. Within countries, large inequalities in health and life expectancy also persist between people with higher levels of education and income and the more disadvantaged. This is largely due to different exposure to health risks, but also to disparities in access to high-quality care. 
More than 1.2million people in EUcountries died in2013 from illnesses and injuries that might have been avoided through more effective public health and prevention policies or more timely and effective health care. A wide range of actions are needed to address the many environmental and behavioural risk factors that are leading to premature deaths from diseases such as acute myocardial infarction (heart attack), lung cancer, stroke, alcohol-related deaths and other potentially avoidable deaths. Notable progress has been achieved in reducing tobacco consumption in most EU countries through a mix of public awareness campaigns, regulations and taxation. Yet, more than one in five adults in EU countries continues to smoke every day. It is also important to step up efforts to tackle the harmful use of alcohol and obesity, which are growing public health issues in many EU countries. More than one in five adults in EU countries reported in2014 heavy alcohol drinking at least once a month. And one in six adults across EU countries was obese in2014, up from one in nine in2000.
The quality of care has generally improved in most EU countries, yet disparities persist. Improved treatments for life-threatening conditions such as heart attacks, strokes and several types of cancer have led to higher survival rates, but there is still room in many countries to improve the implementation of best practices in acute care and chronic care.

Ensuring universal access to care is critical to reducing health inequalities
Steady improvements in population health and reductions in health inequalities can also be achieved by ensuring universal access to high-quality care. Most EU countries have achieved universal (or near-universal) coverage of health care costs for a core set of services. However, four EU countries (Cyprus, Greece, Bulgaria and Romania) still had more than 10%of their population not regularly covered for health care costs in2014.
Making sure that all the population is covered by public (or private) health insurance is an important indicator of access, but it is not sufficient. The range of services covered and the degree of cost-sharing applied to these services can also have an important impact on direct out-of-pocket expenditure by patients and financial accessibility. In most EU countries, the share of the population reporting unmet care needs due to financial reasons is fairly low and decreased in the years before the economic crisis, but this share has gone up since2009 in several countries, particularly amongst the lowest-income households. In2014, poor people were ten times more likely to report unmet medical needs for financial reasons than rich people on average across EU countries. Any increase in unmet care needs may result in poorer health status for the population affected and thereby increase health inequalities.
Ensuring effective access to health care also requires having a sufficient number and mix of health care providers in different geographic regions in the country. Since 2000, the number of physicians per capita has increased in nearly all EU countries, on average by 20% (rising from 2.9doctors per 1000population in2000 to3.5 in2014). However, the number of specialists grew more rapidly than generalists, so that there are now more than twospecialist doctors for every generalist across EU countries. In many countries, there are also persisting or growing problems regarding the uneven geographic distribution of doctors, with people living in rural and remote areas often being under-served. Many EU countries have taken measures in recent years to strengthen access to primary care providers for all the population wherever they live, to reduce inequalities in access and avoid unnecessary hospitalisations. 

Strengthening the resilience, efficiency and sustainability of health systems
Population ageing, combined with tight budgetary constraints, will require profound adaptations to the health systems of EU countries, in order to promote more healthy ageing and respond in a more integrated and patient-centred way to growing and changing health care needs. On average across EUcountries, the share of the population aged over65 has increased from less than10% in1960 to nearly20% in2015 and is projected to increase further to nearly30% by2060. Currently, around 50million EU citizens are estimated to suffer from two or more chronic conditions, and most of these people are over65.
In2015, health spending accounted for 9.9%of GDP in the EU as a whole, up from8.7% in2005. In all countries, the health spending share of GDP is projected to increase in the coming years due mainly to population ageing and the diffusion of new diagnostic and therapeutic technologies, and there will also be growing pressures on governments to respond to rising needs for long-term care.
As EU countries take up these challenges, there will be a need to further improve the planning and organisation of services to improve the resilience of health systems to be able to respond to new needs in the most efficient way. Health systems will also have to remain fiscally sustainable. Achieving further efficiency gains in hospital, pharmaceutical spending, administration and other health spending items will be crucial to meet the growing demands with limited resources. Many of the required improvements in health systems will involve at least some upfront investment. As countries consider how best to allocate any additional health spending, it will be important to maintain a good balance between investments in policies to improve public health and prevention, and policies to improve access, quality and efficiency in health care delivery. 

Monitoring and improving the State of Health in the EU
Health at a Glance: Europe 2016 presents the most recent trends on health and health systems across the 28 EU member states, five candidate countries and three European Free Trade Association countries. It is the result of a strengthened collaboration between the OECD and the EuropeanCommission to improve country-specific and EU-wide knowledge on health issues as part of the Commission's new State of Health in the EU cycle (see http://ec.europa.eu/health/state).


Readers’ guide
Health at a Glance: Europe2016 presents key indicators of health and health systems in 36European countries, including the 28EuropeanUnion member states, fivecandidate countries and threeEuropean Free Trade Association countries.
This new edition of Health at a Glance: Europe contains two main new features: 1)twothematic chapters at the beginning of the publication analyse in more depth the links between population health and labour market outcomes, and the need in all EUcountries to strengthen primary care systems; and 2)a new chapter at the end of the publication on the resilience, efficiency and sustainability of health systems. This new chapter is designed to align more closely the content of this publication with the2014 Commission Communication on effective, accessible and resilient health systems which proposes an EU agenda with tools and mechanisms to improve the performance of health systems in European countries.
The data presented in this publication are mostly official national statistics and have in many cases been collected through questionnaires administered jointly by the OECD, Eurostat and WHO. The data have been validated by the three organisations to ensure that they meet standards of data quality and comparability. Some data also come from European surveys co-ordinated by Eurostat, notably the EuropeanUnion Statistics on Income and Living Conditions Survey(EU-SILC) and the second wave of the European Health Interview Survey (EHIS) and from the European Centre for Disease Prevention and Control (ECDC).
Structure of the publication
This publication is structured around eight chapters:
	Chapter 1 on The labour market impacts of ill-health draws on recent OECD methodologies to assess the labour market outcomes of selected modifiable risk factors to health (smoking, alcohol consumption and obesity) and related chronic diseases (e.g.diabetes, cancer, arthritis and mental health problems), in terms of employment opportunities, wages, productivity, sick leave, early retirement and receipt of disability or unemployment benefits. It concludes with a discussion on the potential of prevention policies and health care policies to improve the management of chronic conditions that might generate benefits both in terms of better health status for the population and better employment and economic outcomes.

	Chapter 2 on Strengthening primary care systems uses a number of indicators to measure access to primary care and its effectiveness and quality, either directly or indirectly through potentially avoidable hospital admissions. It identifies possible policy options that countries might consider to strengthen their primary care systems to better address the needs of ageing populations, drawing lessons from the recent series of OECD Health Care Quality Reviews and other relevant OECD work.

	Chapter 3 on Health status highlights the variations across countries in life expectancy and healthy life expectancy. It also presents more specific information on different causes of mortality and morbidity, including both communicable and non-communicable diseases. Wherever possible, it highlights the often substantial disparities between gender and socio-economic groups.

	Chapter 4 on Determinants of health focuses mainly on non-medical determinants of health among children and adults that are related to modifiable lifestyles and behaviours, such as smoking and alcohol drinking, the consumption of illegal drugs, nutrition habits, physical activity, and overweight and obesity. It also includes an indicator on air pollution, as another important factor affecting the health of children and adults.

	Chapter 5 on Health expenditure examines trends in health spending across European countries, both overall and for different types of health services and goods. It also looks at how these health services and goods are paid for and the mix between public funding, private health insurance, and direct out-of-pocket payments by households.

	Chapter 6 on Effectiveness and quality of care looks at potentially preventable deaths and amenable deaths (deaths that might have been avoided through the provision of optimal quality of care), based on the Eurostat lists of avoidable mortality. It then goes on to review more specific indicators of quality of care for chronic and acute conditions, cancers and communicable diseases, using the results from the OECD Health Care Quality Indicators data collection. The chapter also includes some indicators related to patient safety as measured by healthcare-associated infections and to tuberculosis outcomes, using data from the ECDC.

	Chapter 7 on Access to care presents a range of indicators related to access to care, starting with health care coverage and self-reported unmet needs for medical care and dental care. It also includes indicators on the availability of human resources, focusing on doctors and nurses (given the predominant role that they continue to play in most countries), and the availability of physical/technical resources, as well as the actual use of health services in hospital and outside hospital. It concludes by presenting trends in waiting times for some elective surgery (e.g.cataract surgery, and hip and knee replacement).

	Chapter 8 is a new chapter looking at the Resilience, efficiency and sustainability of health systems. It provides a small set of indicators related to how countries have responded to recent economic or other shocks on their health systems, and efforts to improve the efficiency of health systems to respond to growing needs with limited resources. It ends with some indicators related to the sustainability of health systems in terms of human resources and fiscal resources.


An annex provides some additional tables on the demographic and economic context within which different health systems operate, as well as additional data on health expenditure trends.

Presentation of indicators and calculation of EU averages
Following the first two thematic chapters, all indicators in the rest of the publication are presented in a user-friendly way over two pages. The first page provides a brief commentary highlighting the key findings conveyed by the data, defines the indicator(s) and discusses any significant national variations from that definition which might affect data comparability. On the facing page is a set of figures. These typically show current levels of the indicator and, where possible, trends over time. For those countries that have a relatively small population (less than 1million), three-year averages have been calculated for several indicators in the chapter on health status and effectiveness and quality to minimise random errors due to small numbers.
The average in the figures includes only EU member states and is generally calculated as a population-weighted average of the EUmember states presented (up to28, if there is full data coverage), unless otherwise stated. This is an important difference from previous editions of Health at a Glance: Europe where EUaverages were calculated based on an unweighted average (which gave the same weight to all countries, regardless of their population size). There remain, however, a few cases where the average is still calculated based on the unweighted average of EU countries for various reasons, notably to ensure consistency with owners of the data and authors of related reports (for example, the indicators on risk factors among children taken from the HBSC survey in Chapter 4 still use some unweighted average).

Data and limitations
Limitations in data comparability are indicated both in the text (in the box related to “Definition and comparability”) as well as in footnotes to charts.
Readers interested in using the data presented in this publication for further analysis and research are encouraged to consult the full documentation of definitions, sources and methods contained in OECDHealth Statistics2016 for all OECD member countries, including 22EU member states and fouradditional countries (Iceland, Norway, Switzerland and Turkey). This information is available in OECD.Stat (http://stats.oecd.org/index.aspx?DataSetCode=HEALTH). For the ten other countries (Albania, Bulgaria, Croatia, Cyprus, the Former Yugoslav Republic of Macedonia, Lithuania, Malta, Montenegro, Romania and Serbia), readers should consult the Eurostat Database for more information on sources and methods: http://ec.europa.eu/eurostat/data/database.
Readers interested in an interactive presentation of the European Core Health Indicators (ECHI) indicators can also consult DGSANTE’s ECHI data tool at http://ec.europa.eu/health/indicators/indicators/index_en.htm.

Population figures
The population figures for all EU member states and candidate countries presented in the annex and which are used to calculate rates per capita and the population-weighted EU averages in this publication come from the Eurostat demographics database. The data were extracted at the end of May2016, and relate to mid-year estimates (calculated as the average between the beginning and the end of the year). Population estimates are subject to revision, so they may differ from the latest population figures released by Eurostat or national statistical offices.




Chapter 1. The labour market impacts of ill-health

This chapter looks at the labour market impacts of chronic diseases and related behavioural risk factors, including obesity, smoking, and harmful alcohol consumption. Chronic diseases lead to the premature death of more than 550 000 people aged 25 to 64 each year across EU countries, resulting in the loss of some 3.4 million potential productive life years. Chronic diseases such as cardiovascular diseases, respiratory problems, diabetes, and serious mental health problems also have important labour market impacts for people living with these conditions: reduced employment, earlier retirement, and lower income. Using the latest data from the SHARE survey (Survey of Health, Ageing and Retirement in Europe), this chapter shows that the employment rate of people aged 50-59 who have one or more chronic diseases is lower than that of people who do not suffer from any disease. The same is true for people who are obese, smokers, or heavy alcohol drinkers. The labour market impacts of mental health problems such as depression are also large: across European countries, people aged 50-59 suffering from severe depression are more than two times more likely to leave the labour market early. The burden of ill-health on social benefit expenditures is huge: 1.7% of GDP is spent on disability and paid sick leave each year on average in EU countries, more than what is spent on unemployment benefits. Greater efforts are needed to prevent chronic diseases among the working-age population, and better integration is needed between health and labour market policies to reduce the detrimental labour market impacts of ill-health, and thus contribute to better lives and more inclusive economies.



Introduction

Health and work are interrelated in many ways: health problems can reduce labour market participation and income, and conversely, bad employment conditions or unemployment can negatively affect physical and mental health.

This chapter assesses the labour market outcomes of people with chronic (non-communicable) diseases (such as cardiovascular diseases, diabetes, cancer, musculoskeletal diseases, and mental health conditions) and related behavioural risk factors (such as obesity, tobacco and harmful alcohol use). Chronic diseases and related behavioural risk factors may result in the premature death of people still in their working age or reduce their employment prospects and earnings. Ill-health can cause recurrent sick leave or long-term absence from work, and increases the probability of early exit from the labour force. This can result in increased welfare payments for disability, sick leave, unemployment, or early retirement.

Preventing chronic diseases through properly designed public health and prevention policies may lead to substantial economic and employment benefits via a healthier and more active workforce. Through closer integration, health policies and labour market policies can also play an important role in reducing the detrimental labour market impacts of ill-health, and contribute to better lives and more inclusive economies. 

This chapter reviews the latest evidence on the impacts of chronic diseases and related behavioural risk factors on labour market outcomes in European countries, building on previous OECD work (Devaux and Sassi, 2015). Eurostat data on mortality are used to estimate the number of potential productive years of life lost due to non-communicable diseases (NCDs) among the working-age population. The chapter also analyses the latest results from the Survey of Health, Ageing and Retirement in Europe (SHARE) to assess the labour market impacts of people living with chronic diseases and related risk factors. Labour market outcomes include employment status, productivity measures such as absence from work due to sickness and wages, and early exit from work.




Chronic diseases cause many premature deaths and a huge loss in potential productive life years

This section provides some estimates of the number of premature deaths due to NCDs among the working-age population and how this translates into the loss of potentially productive life years. The approach is based on some fairly simple and crude calculations, not accounting for all the productive life years lost due to greater morbidity and disability (which is discussed in the following sections, using a different dataset).

In the European Union, about 555 000 people aged 25 to 64 died from major NCDs (cardiovascular diseases, cancers, respiratory diseases, and diabetes) in 2013. This corresponds to a rate of about 200 per 100 000 population in this age group (Table 1.1). Premature mortality rates from NCDs among the working-age population were particularly high in Bulgaria, Hungary and Latvia (with a rate at least two-times greater than the EU average).


	
Table 1.1. Premature deaths and potential productive life years lost related
to non-communicable diseases among people aged 25-64, EU countries, 2013




	Premature NCD deaths

	Potential productive life years lost




	Number

	Rate per 100 000 population

	Number

	Rate per 100 000 population






	EU28 total

	555 065

	201

	3 412 060

	1 236




	Austria

	7 736

	165

	47 694

	1 018




	Belgium

	10 307

	173

	62 115

	1 042




	Bulgaria

	16 828

	410

	103 766

	2 527




	Croatia

	6 894

	293

	40 015

	1 701




	Cyprus

	558

	116

	3 786

	789




	Czech Republic

	14 711

	244

	79 195

	1 316




	Denmark

	5 177

	178

	29 755

	1 023




	Estonia

	2 013

	280

	11 230

	1 562




	Finland

	4 961

	174

	27 997

	980




	France

	57 318

	169

	355 707

	1 046




	Germany

	86 545

	195

	522 522

	1 179




	Greece

	11 325

	188

	76 390

	1 270




	Hungary

	22 947

	411

	129 389

	2 319




	Ireland

	3 564

	143

	24 014

	966




	Italy

	48 231

	147

	312 026

	952




	Latvia

	4 439

	400

	29 731

	2 682




	Lithuania

	5 910

	372

	39 220

	2 466




	Luxembourg

	450

	147

	2 961

	969




	Malta

	368

	159

	2 063

	889




	Netherlands

	15 618

	173

	94 067

	1 042




	Poland

	67 050

	305

	378 167

	1 722




	Portugal

	9 827

	170

	66 294

	1 147




	Romania

	40 621

	361

	247 952

	2 203




	Slovak Republic

	9 148

	289

	53 324

	1 685




	Slovenia

	2 380

	200

	13 384

	1 122




	Spain

	38 003

	142

	256 969

	960




	Sweden

	6 726

	138

	40 104

	821




	United Kingdom

	55 410

	166

	362 228

	1 084




	Note: Non-communicable diseases include cardiovascular diseases (ICD-10: I00-I99), cancers (C00-C97), respiratory diseases (J40-J47), and diabetes (E10-E14). Potential productive life years have been calculated as the difference between the age of death and age 65, using the EU28 average of employment rates for the population aged 25-54 years and 55-64 years.


	Source: OECD estimates based on Eurostat data.


	StatLink  http://dx.doi.org/10.1787/888933430238





Assuming that these people would have been employed until age 65 at the same employment rate as the rest of the population, the associated potential loss for the economy is estimated to be around 3.4 million potentially productive life years across the 28 EU countries in 2013. This corresponds to a rate of 1 236 productive life years per 100 000 population in that age group. Based on the average annual earnings of workers in EU countries of about EUR 33 800, this amounts to EUR 115 billion in potential economic loss each year (or 0.8% of GDP in the European Union).

Most premature deaths due to NCDs were for people aged 45-64. In 2013, about 508 000 people aged 45-64 died from NCDs in the EU. This corresponds to a loss of some 2.5 million potentially productive life years.




Chronic diseases and related behavioural risk factors reduce employment

In most cases, people of working age do not die from chronic diseases, but continue to live with them for several years (sometimes for the rest of their lives), with more or less severe levels of morbidity and disability. This section focuses on the employment impacts of chronic diseases and related risk factors such as obesity, smoking, and heavy alcohol drinking. Descriptive analyses are supplemented with econometric analysis of longitudinal survey data when possible to address at least partly possible reverse causal links (Box 1.1).



Box 1.1. Assessing the impact of nonfatal health outcomes of chronic diseases on labour market outcomes: Methodological challenges and data sources

The link between health and work is complex and difficult to explore because of its two-way causal relationship. The rest of this chapter illustrates this relationship using the latest data available for a large number of European countries, and aims to measure the impacts of health on labour market outcomes using econometric analysis to partly control for reverse causal links where possible.

Longitudinal data with information on both health (diseases and behavioural risk factors) and labour market outcomes were used for the causal analysis. The analysis used the two most recent waves of the Survey of Health, Ageing and Retirement in Europe (SHARE) in 2011 and 2013. The SHARE collects information on employment, retirement, chronic diseases diagnosed by a doctor (such as high blood pressure, diabetes, cancer, chronic lung disease, heart problems, stroke, arthritis, and ulcer), and health behaviours (such as obesity, smoking and alcohol drinking) among people aged 50 and over. The analysis is restricted to the population aged 50-59.

An econometric analysis based on longitudinal data from the SHARE assesses the impact of ill-health on labour market outcomes, at least partly addressing the endogeneity issue due to reverse causality. Logistic and negative binomial regression models accounting for clusters by country are used to assess the effect of lagged health outcomes (in 2011) on current labour market outcomes (in 2013). The control variables include: behavioural risk factors, age, age squared, marital status, education level, and country fixed effects. Further details (e.g. definition of variables, sample size) are provided in endnotes.

The rest of this chapter also provides some insights on the value of production potentially lost from illness due to adverse labour market outcomes. The evidence comes from many national or international studies using different definitions and valuation methods. The results are therefore not always strictly comparable across countries.



People with chronic diseases have lower employment rates

People with chronic diseases have reduced employment prospects, in part because they leave employment earlier or have greater difficulties re-entering the job market. Figure 1.1 shows that among people aged 50-59, 70% of those with one chronic disease...
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