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The Kohll/Deck er judg ments of the Eu-
ro pean Court of Jus tice and more re cent-
ly the Ger aets-Smits/Peer booms cas es, ha-
ve dem on stra ted that health ser vices can 
no lon ger be re gard ed as op er at ing in iso-
la tion from oth er EU mem ber states [1]. In-
creas ing ly there are flows of pa tients from 
one mem ber state to an oth er, some times 
due to in di vid u al choice, some times in-
duced by sick ness funds or even by health 
min istries. Such move ments have the po-
ten tial to stim u late com pe ti tion be tween 
health care sys tems of the mem ber states. 
How ev er, the av er age vol ume of im port-
ed health care ser vices in the EU has be-
en rather small, with ap prox. €1.99 per per-
son as yet (1998) [2]. One ma jor rea son for 
this low vol ume of cross coun try flows is 
the lack of ac cu rate in for ma tion as the ba-
sis for com pet i tive be hav ior. Ac tors in one 
health care sys tem, for ex am ple, sick ness 
funds, do not have suf fi cient in for ma tion 
on ben e fit cat a logues and prices for ben e-
fits in oth er health care sys tems in or der to 
in duce in- or ex ports of health ser vices. So 
far re search has main ly fo cused on health 
ser vices for se lect ed in di ca tions or on the 
com pre hen sive ness of ser vices, but in for-
ma tion on the ben e fit cat a logues, their tax-
on o my, and in clu sion cri te ria in each coun-
try is wide ly lack ing [3, 4, 5, 6, 7].

As one re sult of the pro ject “Health Ben-
e fits and Ser vice Costs in Eu rope–Health 
BAS KET” fund ed by the Eu ro pean Com-
mis sion, this ar ti cle iden ti fies and anal y ses 

the frame work for health bas kets, the tax-
on o my of ben e fit cat a logues for cur a tive 
ser vices, and the cri te ria for in- or ex clu-
sion of ben e fits in nine EU mem ber sta-
tes (Den mark, Eng land, France, Ger many, 
Hun gary, Italy, The Nether lands, Poland 
and Spain). It fo cus es on ser vices of cur a-
tive care, al though an in-depth anal y sis of 
all oth er health sec tors is also avail able as 
part of the pro ject re sults (Re ports of the 
EU Health BAS KET pro ject on health ben-
e fit bas kets in each of the nine coun tries 
are avail able at: http://www.ehma.org/pro-
jects/health bas ket.asp). One of the main 
hy pothe ses of the study is that in the ab-
sence of ex plic it ben e fit cat a logues, in pa-
tient, and out pa tient re mu ner a tion sche-
mes have the char ac ter of (less ex plic it) 
ben e fit cat a logues. Af ter in tro duc ing the 
ter mi nol o gy and meth o dol o gy of the anal-
y sis, dif fer ent reg u la to ry frame works for 
the def i ni tion of the over all ben e fit bas-

ket in each coun try are com pared and an-
a lyzed. Fi nal ly the tax on o my and the in-
clu sion cri te ria of ben e fit cat a logues and 
their sub sti tutes for cur a tive ser vices are 
com pared and an a lyzed.

Meth o dol o gy

In gen er al we dif fer en ti ate be tween the 
terms “ben e fit bas ket” (also “ben e fit pack-
age”) and “ben e fit cat a logues.” The ben e-
fit bas ket refers to the to tal i ty of ser vices, 
ac tiv i ties, and goods cov ered by pub licly 
fund ed statu to ry/manda to ry in sur ance 
schemes (so cial health in sur ance, SHI) or 
by Na tion al Health Ser vices (NHS). In con-
trast, we de fine ben e fit cat a logues as the 
doc u ment(s) in which the dif fer ent com-
po nents of the ben e fit bas ket are stat ed in 
de tail, i.e., which enu mer ate the ser vices, 
ac tiv i ties, and goods in a more de tailed 
way, list ing sin gle in ter ven tions (i.e., spe-

Fig. 1 7 Three di men sions 
of cov er age
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Ta ble 1

Frame work of health care func tion al cat e gories, sys tem of health ac counts

HC.1 Ser vices of cur a tive care
• HC.1.1 In-pa tient cur a tive care
• HC.1.2 Day cas es of cur a tive care
• HC.1.3 Out-pa tient care
   – HC.1.3.1 Ba sic med i cal and di ag nos tic ser vices (pri ma ry health care)
   – HC.1.3.2 Out-pa tient den tal care
   – HC.1.3.3 All oth er spe cial ized care
   – HC.1.3.9 All oth er out-pa tient cur a tive care
• HC.1.4 Ser vices of cur a tive home care

HC.2 Ser vices of re ha bil i ta tive care
• HC.2.1 In-pa tient re ha bil i ta tive care
• HC.2.2 Day cas es of re ha bil i ta tive care
• HC.2.3 Out-pa tient re ha bil i ta tive care
• HC.2.4 Ser vices of re ha bil i ta tive home care

HC.3 Ser vices of long-term nurs ing care
• HC.3.1 In-pa tient long-term nurs ing care
• HC.3.2 Day cas es of long-term nurs ing care
• HC.3.3 Long-term nurs ing care at home

HC.4 An cil lary ser vices to health care
• HC.4.1 Clin i cal lab o ra to ry
• HC.4.2 Di ag nos tic im ag ing
• HC.4.3 Pa tient trans port and emer gen cy res cue
• HC.4.9 All oth er mis cel la neous ser vices

HC.5 Med i cal goods dis pensed to out-pa tients
• HC.5.1 Phar ma ceu ti cals and oth er med i cal non-durables
   – HC.5.1.1 Pre scrip tion medicines
   – HC.5.1.2 Over-the-coun ter medicines
• HC.5.2 Ther a peu tic ap pli ances and oth er med i cal durables
   – HC.5.2.1 Glass es and vi sion prod ucts
   – HC.5.2.2 Or tho pe dic ap pli ances and oth er pros thet ics
   – HC.5.2.3 Hear ing aids
   – HC.5.2.4 Medi co-tech ni cal de vices
   – HC.5.2.9 All oth er mis cel la neous med i cal durables

HC.6 Pre ven tion and pub lic health ser vices
• HC.6.1 Ma ter nal and child health; fam i ly plan ning and coun sel ing
• HC.6.2 School health ser vices
• HC.6.3 Pre ven tion of com mu ni ca ble dis eases
• HC.6.4 Pre ven tion of non-com mu ni ca ble dis eases
• HC.6.5 Oc cu pa tion al health care
• HC.6.9 All oth er mis cel la neous pub lic health ser vices

cif ic tech nolo gies). Thus a ben e fit bas ket 
may be fur ther de fined by one or more 
ben e fit cat a logues.

Ba si cal ly, the cov er age of a giv en pop-
u la tion for health ser vices can be char ac-
ter ized in three di men sions: “breadth” as 
the ex tent of cov ered pop u la tion, “depth” 
as the num ber and char ac ter of cov ered 
ser vices, and “height” as the ex tent to 
which costs of the de fined ser vices are cov-
ered by pre paid fi nan cial re sources as op-
posed to cost-shar ing re quire ments. Ser-

vices or goods which are not cov ered at 
all (i.e., with a “co pay ment” of 100) are 
not con sid ered to be part of the ben e fit 
bas ket. . Fig ure 1 sum ma rizes the three 
di men sions of a ben e fit bas ket. This ar ti-
cle main ly fo cus es on the cov er age of ser-
vices (depth of ben e fit cov er age) [8].

An open ques tion naire was de vel oped 
to ex plore the dif fer ent ben e fit bas kets and 
their un der ly ing ben e fit cat a logues of the 
par tic i pat ing nine coun tries, and this ser-
ved as guide in com pil ing stan dard ized 
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coun try re ports. To scan the dif fer ent 
health sys tems in search for ex ist ing ben e-
fit cat a logues we fol lowed the frame work 
of func tion al cat e gories of “health care ser-
vices and goods” pro posed by the OECD 
in its “Sys tem of Health Ac counts” (. Ta-
ble 1) [9]. As an ini tial step the re searchers 
in each coun try were asked to iden ti fy the 
de ci sion-mak ing pro cess es on the ben e fit 
bas ket as a whole in their coun try. As a 
sec ond step they were asked to pro vide a 
de tailed de scrip tion of the ex ist ing ben e-
fit cat a logues for each func tion al cat e go-
ry, the ac tors in volved in de ci sion mak ing, 
and the de ci sion cri te ria.

Es tab lish ing and shap ing health 
bas kets

A ge ner ic pat tern of es tab lish ing and shap-
ing health bas kets is found in most of the 
coun tries con sist ing of two lev els. At the 
high er lev el, leg is la tion passed by the na-
tion al par lia ments (some times even root-
ed in the coun try’s con sti tu tion, e.g., Po-
land [10]) es tab lish es the gen er al frame-
work by enu mer at ing the ar eas of health 
care, of ten sim i lar to the OECD health ca-
re cat e gories, in clud ed in the ben e fit bas-
ket. At the low er lev el, the ben e fit bas ket is 
fur ther shaped by spec i fy ing cer tain pro ce-
dures pro vid ed with in each area of health 
care as part of the ben e fit cat a logues. The-
se cat a logues con tain rec om men da tions as 
well as ex plic it in- or ex clu sions of ser vices. 
The ex tent to and the way in which this 
shap ing ac tu al ly takes place varies con sid-
er ably from coun try to coun try and with-
in each coun try from sec tor to sec tor of 
health care. There are sev er al ways used 
to es tab lish ben e fit cat a logues such as leg-
is la tions passed by cen tral or re gion al par-
lia ments, de crees is sued by na tion al or re-
gion al gov ern ments, di rec tives is sued by 
self-gov ern ing bod ies or by na tion al and/
or lo cal au thor i ties, and oth er doc u ments 
con sid ered as “quasi laws” (rules with out le-
gal char ac ter, e.g., clin i cal guide lines).

In all coun tries stud ied a gen er al def i-
ni tion of a ben e fit bas ket could be iden ti-
fied at the high er lev el. De pend ing on the 
or ga ni za tion of the sys tem (NHS or SHI), 
the log ic un der ly ing the gen er al def i ni tion 
of the ben e fit bas ket dif fers. In NHS coun-
tries the def i ni tion of a ben e fit bas ket re-
fers to the spec i fi ca tion of the du ties and 

obli ga tions of the pur chas ing or ga ni za-
tion (re gion al health au thor i ties), and in 
SHI coun tries the is sue of the ben e fit bas-
ket is more re lat ed to the spec i fi ca tion of 
en ti tle ments of the in sured per sons. How-
ev er, it can not be said that ei ther NHS or 
SHI coun tries gen er al ly de fine their ben e-
fits more ex plic it ly than the oth er.

In most NHS coun tries a co her ent leg is la-
tion con tains a list of the ar eas of care to be 
pro vid ed by the re spec tive NHS, in clud ing 
“re gion al health ser vices” as part of the ben-
e fit bas ket of re gions in de cen tral ized NHS 
sys tems, for ex am ple, Italy and Spain. Den-
mark rep re sents an ex cep tion from this as 
the leg is la tion con sists of sep a rate acts con-
cern ing the cat e gories of hos pi tal, pri ma ry 
and long-term care, and phar ma ceu ti cals 
[11]. The lev el of ex plic it ness varies con sid er-
ably from coun try to coun try. The vaguest 
def i ni tion of a ben e fit bas ket may be that 
of the NHS Foun da tion Act (1946) in Eng-
land and re lat ed pos te ri or doc u ments, whe-
re the Sec re tary of State for Health is legal-
ly re quired to pro vide ser vices “to such ex-
tent as he con sid ers nec es sary to meet all rea-
son able re quire ments” [12]. The re spon si bil i-
ty for mak ing avail able gen er al prac ti tio ner, 
den tal, oph thal mic, and phar ma ceu ti cal ser-
vices lay un til 2003 with health au thor i ties 
and since then with Pri ma ry Care Trusts. In 
con trast, the frame work of the Ital ian and 
Span ish ben e fit bas kets, each of which was 
es tab lished in re cent ly im ple ment ed le gal 
doc u ments, is struc tured in more de tail [13, 
14]. Com mon to all four, how ev er, is the dif-
fer en ti a tion be tween hos pi tal care and pri-
ma ry care, in clud ing spe cial ist out pa tient 
ser vices, as well as pre ven tive or health pro-
mo tion ser vices.

The lev el of ex plic it ness is not only het-
ero ge ne ous across dif fer ent coun tries, but 
also with in the same coun try. For in stance, 
in Spain some ar eas of health care may be 
fur ther shaped by men tion ing spe cif ic ser-
vices or in some cas es even spe cif ic pro ce-
dures or tech nolo gies be ing in- or ex clud-
ed from the ben e fit bas ket. Thus the def i ni-
tion of the ben e fit bas ket with in NHS coun-
tries does not al ways fol low a sys tem at ic ap-
proach of go ing into fur ther de tail. It rather 
ad dress es short com ings per ceived by de ci-
sion mak ers of each health care sys tem, not 
nec es sar i ly be ing based on ev i dence. Con-
cern ing the or i gin of more de tailed ben e fit 
cat a logues some sim i lar i ties are ob served 

across coun tries with sim i lar or ga ni za tion 
of the health care sys tem or with sim i lar or-
ga ni za tion al de mands (i.e., the need to re-
im burse providers in free prac tice). In the 
two coun tries with re gion al ized NHS, Italy 
and Spain, the mo ti va tion for defin ing a de-
tailed ben e fit cat a logue is to be seen in the 
au ton o mous sta tus of re gions. The na tion-
al ben e fit bas ket can be re gard ed as a min i-
mum bas ket of health ser vices that must be 
pro vid ed by the re gion al health au thor i ties. 
There fore the re gions in both coun tries are 
free to of fer ad di tion al ser vices not in clud-
ed in the na tion al ben e fit bas ket.

Health bas kets in SHI coun tries stem 
from two dif fer ent roots. On the one hand, 
SHI coun tries for mu late the bas ket as an en-
ti tle ment for per sons in sured un der the re-
spec tive statu to ry health in sur ance schemes. 
The main rea son for this lies in the fact that 
SHI schemes have evolved from frag ment-
ed vol un tary/statu to ry health in sur ance 
schemes not cov er ing the whole pop u la tion 
and only cov er ing cer tain ser vices, for ex am-
ple, sick ness ben e fits. Statu to ry health in sur-
ance in Ger many as well as in The Nether-
lands does still not cov er the whole pop u-
la tion [15, 16]. There fore in SHI coun tries 
the health bas ket is also used to in di cate the 
bound aries be tween those in sured un der 
the statu to ry health in sur ance and those 
in sured un der oth er schemes. The sec ond 
root are fee cat a logues which were orig i nal-
ly more preva lent in SHI than in NHS coun-
tries due to the fre quent ly used fee-for-ser-
vice re im burse ment sys tem, at least in am-
bu la to ry spe cial ist care.

An oth er com mon char ac ter is tic of de ci-
sion mak ing on health bas kets in most SHI 
coun tries is the role of the self-gov ern ing 
in sti tu tions. With in a gen er al frame work 
stip u lat ed by laws, self-gov ern ing in sti tu-
tions (e.g., sick ness funds, phy si cian as so ci-
a tions) spec i fy the rules to ex plic it ben e fit 
cat a logues or re mu ner a tion schemes with 
the char ac ter of ben e fit cat a logues, lim it-
ing the scope of ser vice pro vi sion.

As ob served in NHS coun tries, the lev-
el of ex plic it ness also varies con sid er ably 
among SHI coun tries. Poland has by far 
the most ex plic it ben e fit bas ket, which is 
even root ed in the con sti tu tion. Dif fer ent 
le gal acts de fine ben e fit cat a logues spec i fy-
ing de tailed pro ce dures or even tech nolo-
gies be ing pro vid ed. At the oth er ex treme, 
Ger many prob a bly has the vaguest le gal 
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def i ni tion of the ben e fit bas ket among the 
SHI coun tries, with the So cial Code Book 
as a gen er al frame work. For in stance, in-
pa tient ser vices in Ger many are lim it ed 
to only a cer tain ex tent by the di ag no sis-
re lat ed group (DRG) re im burse ment sys-
tem be cause they can be pro vid ed un less 
they are ex plic it ly ex clud ed by di rec tives 
[17]. There is a trend in all SHI coun tries 
to wards more ex plic it ben e fit bas kets. In 
The Nether lands a sys tem of di ag no sis-pro-
ce dure com bi na tions has been in tro duced 
in 2005 defin ing pro ce dures pro vid ed in 
in pa tient care and by spe cial ists in out pa-
tient care [18]. In France a sim i lar list is 
cur rent ly be ing pre pared, while Ger many 
and Hun gary re cent ly up dat ed their out pa-
tient re mu ner a tion schemes spec i fy ing cer-
tain pro ce dures that are re im bursed by the 
statu to ry health in sur ance [17, 19].

Def i ni tion of ben e fit cat a logues 
for cur a tive ser vices

Ben e fit cat a logues for in pa tient care

As in oth er sec tors of the health care sys-
tem, the pro vid ed in pa tient ser vices can 
ei ther be list ed as pro ce dures be ing part 
of an ex plic it ben e fit cat a logue or in di rect-
ly de ter mined by group ing sys tems that 
serve re mu ner a tion pur pos es, for ex am-
ple, DRGs. France, Poland, and Spain have 
de fined ex plic it ben e fit cat a logues, grou-
ped ac cord ing to med i cal spe cial ties, for 
in pa tient ser vices list ing de tailed pro ce-
dures serv ing as pos i tive lists [10, 14, 20]. 
While there are clear de ci sion cri te ria for 
the in clu sion of ben e fits in the ben e fit cat-
a logue in France and Spain, no trans par-
ent cri te ria are ap plied in Poland. In all 
oth er coun tries DRG and oth er group ing 
sys tems serve as a tool for es ti mat ing re-
source con sump tion sup port ing bud get 
assig na tions or pro vid ing the ba sis for re-
mu ner a tion. In gen er al, they clas si fy a sin-
gle ep i sode of care ac cord ing to main di ag-
noses, co mor bidi ties and main sur gi cal in-
ter ven tions into one of a lim it ed num ber 
of groups. Thus each clas si fied ep i sode 
is as sumed to re quire more or less ho mo-
ge ne ous re source con sump tion, in de pen-
dent ly of whether ex act ly the same items 
(e.g., drugs, di ag nos tics) are used. As, fi nal-
ly, mon e tary val ues are at tached to the dif-
fer ent groups, the use of drugs, di ag nos-
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tics etc. is con fined to the giv en mon e tary 
scope of each group.

In our study four coun tries have in tro-
duced DRG sys tems: Italy [13], Ger many 
[17], Hun gary [19], and Den mark [11]. Eng-
land and The Nether lands have DRG-li-
ke group ing sys tems called, re spec tive-
ly, health care re source groups and Di ag-
nose Be han del ing Com bi naties. The main 
fea tures of the DRG and oth er group ing 
sys tems are very sim i lar (. Ta ble 2) [12, 
18]. In each coun try the groups have be-
en de vel oped from data col lect ed on re-
source con sump tion, clus ter ing in ho mo-
ge ne ous re source con sump tion groups. 
The ob served vari abil i ty in the num ber of 
clas si fied groups in each sys tem may be 
ex plained by the dif fer ent cri te ria used to 
clas si fy them (. Ta ble 2). An oth er pos si-
ble ex pla na tion is the cre ation of ad di tion-
al groups in cer tain coun tries to in crease 
the scope for the use of new in no va tive 
tech nolo gies (de vices, pro ce dures, and 
even drugs the o ret i cal ly) which are con-
sid ered to be worth the pro mo tion (i.e., 
be cause of high er ef fi ca cy). This has been 
the case in Italy, where the re gion al health 
au thor i ty of Lom bardy added three new 
DRGs to its sys tem in or der to specif i cal-
ly con sid er the use of drug-elut ing stents 
and to en cour age its util i sa tion [13].

The fact that spe cif ic pro ce dures and tech-
nolo gies drive the de vel op ment of DRG sys-
tems con firms our hy poth e sis that they serve 
as some kind of ben e fit cat a logues. Tech nolo-
gies specif i cal ly men tioned in cer tain groups 
may not be used if less re source con sum ing 
al ter na tives are avail able. In this way a less 
spe cif ic DRG sys tem may act as a hid den 
neg a tive list of tech nolo gies which de fac to 
are not avail able for ben e fi cia ries of pub licly 
fi nanced care since the mon e tary val ue as-
signed to cer tain groups does not cov er the 
ac tu al re source con sump tion as so ci at ed with 
its use. Fur ther more, in most ap plied group-
ing sys tems cer tain groups (e.g., in DRG sys-
tems so-called sur gi cal DRGs) are even de-
fined by spe cif ic pro ce dures or spe cif ic tech-
nolo gies, such as drug-elut ing stents. These 
groups can there fore be con sid ered as a kind 
of ex plic it ly de fined ben e fits, sim i lar to a pos-
i tive list. Thus it can be as sumed that group-
ing sys tems are ap plied as sub sti tutes for ben-
e fit cat a logues, con tain ing in cen tives to lim-
it the pro vi sion of ben e fits for those ser vices 
not be ing ex plic it ly men tioned.

Ben e fit cat a logues for out pa tient 
care

In the out pa tient sec tor ben e fit cat a logues 
are, again, of ten re placed by group ing sys-
tems serv ing re mu ner a tion pur pos es. Al-
though they gen er al ly seem to be more ex-
plic it than the in pa tient cat a logues, the ex-
plic it ness varies even more than in the in pa-
tient sec tor (. Ta ble 3). These dif fer ent de-
grees of ex plic it ness are due main ly to the ap-
plied re mu ner a tion schemes in each coun-
try. If physi cians re ceive fixed bud gets or 
cap i ta tions, the ben e fit “cat a logue” (i.e., the 
pro ce dures that they can of fer) is in di rect-
ly re strict ed by the amount of mon ey al lo-
cat ed to them. There fore in these coun tries 
the ben e fit pack age for out pa tient care is reg-
u lat ed rather im plic it ly through de crees is-
sued by na tion al or re gion al health au thor i-
ties de scrib ing the obli ga tion of physi cians 
to pro vide those ben e fits that are con sid-
ered nec es sary. Ex am ples of these kind of 
im plic it ben e fit cat a logues are the “Health 
In sur ance Treat ment and Ser vices De cree” 
for care pro vid ed by gen er al prac ti tion ers 
in The Nether lands and the “Gen er al Med i-
cal Ser vices Con tract” in Eng land. These de-
crees do not men tion spe cif ic pro ce dures, al-
though in the case of The Nether lands, the 
gen er al prac ti tion ers’ as so ci a tion, the Lan-
deli jke Huis art sen Verenig ing, de fined a ba-
sic gen er al prac ti tio ner ben e fit pack age in 
the 1980s [21].

In con trast, the coun tries re mu ner at-
ing providers on the ba sis of fee-for-ser-
vice schemes need de tailed lists of pro ce-
dures or at least of ser vice com plex es (ag-
gre gat ed mul ti ple pro ce dures) to be able 
to ne go ti ate on price and/or vol umes. The-
se lists can there fore be in ter pret ed as sub-
sti tutes for ben e fit cat a logues, as physi cians 
are usu al ly re im bursed only for those items 
list ed. The ex plic it ness of these lists dif fers 
large ly. Some coun tries is sue de tailed lists 
of all pro ce dures to be per formed by physi-
cians (e.g. the “Com mon Clas si fi ca tion of 
Med i cal Pro ce dures” in France [20]) while 
oth er coun tries list ser vice com plex es mak-
ing physi cians re spon si ble for the pri or i ty 
set ting with in such a ser vice com plex (e.g., 
SHI-EBM or SHI-BEMA in Ger many [17] 
and the Health Care Re im burse ment Sche-
me Fee Sched ule in Den mark [11]).

In ter est ing ly, tax on o my and struc ture 
are very sim i lar in all coun tries. For ex am-

ple, in Den mark, France, Ger many, Hun-
gary, and The Nether lands ser vices are 
grouped ac cord ing to med i cal spe cial ty. 
Cer tain out pa tient ben e fits are also linked 
to in di ca tions or spe cial pa tient groups in 
Poland and Spain [10, 14]. The high de gree 
of ex plic it ness re gard ing the def i ni tion of 
the ben e fit pack age is also un der lined by 
the di verse lists of ex clud ed ser vices, com-
mon in all coun tries. Ex clu sion prac tices 
vary from is su ing neg a tive lists (e.g., Spain, 
Poland) and di rec tives of self-gov ern men-
tal in sti tu tions with the char ac ter of neg a-
tive lists (e.g., Ger many) to ex clud ed ser-
vices with in the frame work of the na tion-
al law (e.g., Eng land). How ev er, most coun-
tries ex clude sim i lar ben e fits such as cos-
met ic sur gery (if not close ly linked to cer-
tain treat ments), vac ci na tion for non stan-
dard dis eases (e.g., for trav el ing pur pos es), 
and cer tain non con ven tion al treat ments 
(e.g., acu punc ture). Ben e fits of den tal ca-
re are ei ther re strict ed to spe cif ic treat ment 
meth ods or age groups (e.g., Ger many).

Dis cus sion

The anal y sis of ben e fits de fined in the coun-
tries un der study re veals that there is a clear 
trend to wards a more ex plic it def i ni tion of 
ben e fit bas kets and their ben e fit cat a logues. 
Those coun tries which re cent ly in tro duced 
new health care leg is la tions, such as Ita-
ly, Poland, and Spain, have more ex plic it-
ly de fined ben e fit cat a logues. Oth er coun-
tries with old er health care leg is la tions, for 
ex am ple, the UK’s En glish-NHS Foun da-
tion Act (1946) and Ger many’s So cial Co-
de Book (1988) have rather im plic it ly de-
fined ben e fit cat a logues, but in creas ing ly 
work with neg a tive lists, based on ev i dence 
pro vid ed by in de pen dent in sti tu tions such 
as the En glisch NICE and the Ger man In-
sti tute for Qual i ty and Ef fi cien cy (IQWiG) 
[12, 17]. Apart from neg a tive lists re mu ner a-
tion schemes, for ex am ple, DRGs and pro-
ce dures cat a logues used for group ing are 
more and more used as ben e fit cat a logues. 
These de vel op ments in di cate that all in clud-
ed coun tries move to wards a more ex plic-
it def i ni tion of ben e fit cat a logues. Ex plic it-
ly de fined ben e fit cat a logues, how ev er, re-
quire clear and trans par ent de ci sion cri te-
ria for the in- or ex clu sion of ben e fits.

Most coun tries of fi cial ly state that (cost)-
ef fec tive ness is an im por tant de ci sion cri te-
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ria. How ev er, fur ther in quiries of ten demon-
strate that there is no ra tio nal pro cess of re-
view ing the avail able ev i dence on spe cif ic 
pro ce dures or tech nolo gies [22]. In re al i ty 
the de ci sion-mak ing pro cess is rather guid-
ed by lob by ing ac tiv i ties of cer tain ac tors 
in the sys tem. Es pe cial ly those coun tries 
with very ex plic it ben e fit bas kets, e.g. Po-
land, of ten lack trans paren cy of de ci sion 
cri te ria [10]. In con trast to this, coun tries 
with rather im plic it ly de fined ben e fit bas-
kets, such as Eng land and Ger many, de fine 
very trans par ent cri te ria for ben e fit ex clu-
sion, al though lists with ex clud ed ser vices 
are mi nor com pared to ex plic it ly ori ent ed 
coun tries. In ad di tion, cri te ria such as cost-
ef fec tive ness and even ef fec tive ness are of-
ten re strict ed to one or few sec tors of the 
health care sys tem, for ex am ple, phar ma ceu-
ti cals or med i cal de vices, and are not gen er-
al iz able to all prod ucts or ser vices [23]. In 
gen er al the trans paren cy of de ci sion cri te ria 
must be im proved in all coun tries in or der 
to achieve ac count abil i ty for all ac tors of the 
health care sys tems as well as con sumers.

This con tri bu tion, as well as the over all 
EU Health BAS KET pro ject, pro vides use ful 
in for ma tion for health care providers and in-
dus tri al com pa nies will ing to in vest in EU 
coun tries but do not have the nec es sary in-
for ma tion on ben e fit bas kets and their un-
der ly ing de ci sion-mak ing pro cess es. How-
ev er, to im prove the en vi ron ment for in vest-
ments and to pro vide con fi dence for for eign 
in vestors, pub lic doc u ments should be reg-
u lar ly pre pared by each coun try giv ing a 
trans par ent overview of the health bas kets 
and the de ci sion-mak ing cri te ria.

The in for ma tion pro vid ed will be ben-
e fi cial es pe cial ly to de ci sion mak ers at 
all lev els of health pol i cy en abling them 
to com pare dif fer ent ap proach es of ben-
e fit def i ni tions in or der to de vel op their 
own po si tion. The need for bench mark-
ing will grow in line with the fur ther de-
vel op ment of cross board er flows and the 
es tab lish ment of co her ent bench mark cri-
te ria as part of the “Open Meth od of Co-
or di na tion” ini ti at ed by EU pol i cy mak-
ers [24, 25]. How ev er, the pro ject re sults 
also demon strate that a har mo niza tion of 
health bas kets of EU coun tries, which in 
the view of cer tain de ci sion mak ers could 
be the fi nal stage af ter iden ti fy ing best 
prac tice in bench mark ing, is not re al is tic 
in the short or me di um term since the def-

i ni tions of ben e fit bas kets vary sub stan tial-
ly. Ad di tion al ly, as shown in the cas es of 
Italy and Spain, es pe cial ly in NHS coun-
tries there is rather a trend to wards mo-
re de cen tral iza tion of de ci sion mak ing on 
ben e fits, del e gat ing to re gions the au ton o-
my to of fer cer tain ben e fits in ad di tion to 
na tion al ly de fined health bas kets [26, 27]. 
On the oth er hand, this could also mean 
that in fu ture a min i mum bas ket of health 
ben e fits may be de fined by all coun tries 
on the na tion al lev el, which could be har-
mo nized on the EU lev el at a cer tain stage 
due to sys tems’ com pe ti tion as a re sult of 
in creased cross-bor der flows. Be yond this 
min i mum bas ket, there could be re gion al 
vari a tions re flect ing dif fer ences in wealth 
and of pref er ences.
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