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1.Introduction

In Italy the current problems in the relationship between medicine and the market are comprised in the debate, resumed during the last and the current legislature in the government and parliament on both health policies and the redefinition of health rights in the light of the new role that some want to give the Italian National Health Service (INHS).

The purpose of this contribution will take into consideration the indicators of health policy at national level, the main strategies in course with regard to the principles of NHS, as well as the analysis of new equilibrium among State and market in health concerning the role of government and the private sector to find better ways of providing health care and an appropriate balance (or good mix) between the public and the private sector in order to answer to the issues about the impact of market thinking and its impact on equitable access to health care, efficiency of the system, outcome for individual and population, and on the doctor-patient relationship.

First of all, the paper will analyses a brief recent history and description of Italian health care system and the centrality of regions in health policy.

2. A brief recent history of Italian NHS 

In Italy, the National Health System (NHS) “made up of people, means and facilities all committed to the prevention, diagnosis and treatment of diseases and to the promotion of the health recovery of the population in general”, as was established by Law n° 833/1978, according to article 32 of Italian Republic Constitution on the safeguard of citizenship’s health (www.ministerosalute.it).

The 1978 reform (Law n° 833/1978), with which the actual National Health System (NHS) was built, introduced universal coverage to Italian citizens and established human dignity, health need, and solidarity as the guiding principles. The main objectives of the 1978 reform were to guarantee everyone equal access to uniform levels of health care, independently by individual income or geographic location, to develop disease prevention, to reduce inequality, to control health expenditure and to guarantee a public management of the system as a whole.

A mixed financing scheme was established by the combination of general levels of taxation and statutory heath contributions, with the final aim of moving toward a fully tax-based system.

The new NHS was based on a decentralized framework of administrative institutions, on three territorial levels: national, regional and local. National level with the responsibility for determining how many public resource to devote to health care for planning, through National Health Plan. Regional level with the responsibility for the local planning, according with the objectives specified at the national level, managing health care services, and allocating resources to the local units. Local level with the responsibility to create operational territorial agencies, providing for health services, within a slightly mixed framework (public/private). The national level is the national government and the Ministry of Health, the regional level is the government of 19 regions and 2 autonomous provinces and the local level is the Local Health Units and the Municipalities.

Because of this multi-level structure, since 1970s NHS has experimented many jurisdictional conflicts among national, regional and local domains. Legal and administrative responsibility was not clearly divided and health care was not planned coherently. Regional public deficit increased, and the central government had to cover the progressively cumulated regional debt. National level undertook a budget maintenance policy, by introducing user co-payment (so called health care tickets, from 1983) and by setting budget caps, even if these instruments met strong resistances by trade unions.

Moreover, health care treatments were characterized by many differences in north and south, causing concern about the real capacity of NHS to guarantee equal access to all the citizens through out Italian territory.

Facing with these kind of problems, the government to set a new reform of NHS. Legislative Decrees n° 502/1992 and 517/1993 were the first steps of a progressive changing in the direction of a more competitive system, by increasing the responsibility and autonomy of regional authorities in terms of planning, organization and control of local health services and hospitals. The most important aims of this reform were the followings: to decrease the universal coverage, to introduce a financing system devote to containing costs, and to incorporate micro-level incentives for promoting efficiency and enhancing more responsiveness to customer by competition among providers. These aims were pursued using regional quotas of the National Health Fund, derived from the taxation allocated by Parliament with the National Budget and transferred to the regions and autonomous provinces by the Ministry of Health. Local Health Units, besides great Hospitals, were transformed into Agencies directed by independent managers, driven by a market perspective. In this general framework, private and public health structures were expected to freely compete for the delivering of health care according to tariffs established with the diagnosis related group (DRG) international system by the regions within maximum quota adopted by the Ministry of Health.

From 1997 to 1998, the transfert of responsibility from Central government to the Regions happened in many other sectors of the public administration
. This new process of decentralization was founded on the «principle of subsidiarity», which means that the main administrative functions are attributed to the authority, time by time, closest to the citizens, from a geographic point of view. In this way, Regions and Central government maintain coordination, planning and control functions only.

In 1997 current public health expenditure was covered yet by means of general taxation. Additional funds came from direct fiscal imposition (i.e. tickets on medicines, outpatients treatments, diagnostic tests). The overall yearly amount was established on the basis of per capita quotas, which represents the national sum per person guaranteed by the NHS. This policy doesn’t try to avoid a national deficit amounting about to 4807 million euro for 1997, with an overall total health expenditure of 56.218 million euro. This deficit produced a great need of new additional economic resources, which will be covered by the means of: the national government itself, if it didn’t depend on regional choices; the regions, if it depend on regional decisions.

In 1998, because of discontent for 1992-1993 reforms, the parliament authorized the government to proceed in a global reorganization of the NHS, including the relationship between roles of responsibility and management, at national, regional and local level and trying to find a new balance between economic constraints and equity of access. Legislative Decree n° 229/1999, besides of Law n° 59/1997, and further Legislative Decrees, as n° 446/1997  introduced a clearer division of responsibilities among different territorial level, strengthening the role of municipalities and region, which opened the way for a new reorganization of health care services and its economic sustainability. Since Legislative Decree n° 56/2000, which abolished the National Health Fund and setted up the National Solidarity Fund, replacing it by different regional taxes and re-allocating resources from regions to regions on criteria recommended by Standing Conference State-Regions.

The 1999 reform allowed to remove some previously unsolved issues, such as the relationship between health and social services, creating a more integrated organizational framework. Even if the most important reform objective was a clear shift to the market and competition in health care services, through the cooperation among local public authorities and health care private providers.

From 1999 to 2000, the process of decentralization was further strengthened with the modification of NHS organization and structure, according with the logic of «fiscal federalism»
. In the field of health care, it meant more power to the Regions for planning, organizing and managing health services. In local health services and hospital agencies, the legal status and responsibility of private management became identical to, or closed comparable to, those of the market enterprise management. Local institutions, such as municipalities, provinces, mountain communities, were recognized a more important role in district programmes, by participation health and social planning and control.

The Legislative Decree n° 56/2000, concerning with fiscal federalism established by Law n° 133/1999, deeply changed the health care financing system in Italy. The traditional system, where was the Parliament to transfer financing resources to the regions, was replaced by taxation directly attributed to the regions. This changing was expected to reduce historical health expenditure during the next three year. For the regions with greater economic difficulties, was introduced a National Equalisation Fund, financed by VAT revenue sharing, with the objective to guarantee the entire country the accomplishment of the Essential Levels of Health Care ((ELHC, translated in Italian language with LEA - Livelli Essenziali di Assistenza-)).

From 2001 to 2003, each regions was committed to finance its own health care activities with resources not inferior to those setted up to the per capita assistance budget by NHS.

Since 2001, a certain transition is taking place, inspired by the progressive movement toward decentralisation and federalism. As of 2001, the National Health Fund has been abolished. Today the same function is made by taxation yield directly attributed to regions and autonomous provinces. This new health care financing system was integrated by a monitoring and assessing control system, with appropriate quantitative and qualitative indicators.

Now the regions contribute directly to the achievement of finance sustainability objective, also through the selective reduction of their own health care expenditure (according with the stability pact signed by Italy in the European Union).

The recent reform of the Fifth Chapter of the Republican Constitution, which introduced in Italy a federalist order, changed the allocation of decisional power between regions, local authorities and municipalities. In this new institutional framework, the central government maintain the power to define fundamental health addresses by means of Delegate Laws
, and the regions obtain the power to deliberate normative for planning, organizing and monitoring health care services at the local context.

Nowadays Italian citizens are entitled to have health care services, included in the essential levels, without keeping up any costs or upon payment of a small charge for those services that are not fully covered by the NHS. In particular, ELHC practices and services supplied by the NHS, which are considered necessary to satisfy basic needs of promoting, maintaining and restoring health condition of people. They are uniformly delivered throughout the country and guaranteed to everybody under the monitoring of the Ministry of Health.

Identifying essential health care levels was stressed as a priority by the Agreement among the Central and Regional Governments of 8 August 2001. The Legislative Decree n° 347/2001, converted into Law n° 405/2001, dealing with “Urgent Action for Health Care Expenditure”, gave more responsibility to the regions with regard to the organization of health services and to control health expenditures. This law acknowledged to the regions the power to authorise health local units to carry out experimental administration projects (i.e. the participation of private enterprises to manage the health unit itself), giving them the possibility to increase taxation or adopt co-payment charge for pharmaceutical assistance. It is clear that, all over the time, the definition of the essential health care levels will be up to date, according with the development of scientific knowledge and health basic needs themselves.

At the present, the NHS in Italy is conceived as a system where the supply of health care services moved from central to regional governments, under the monitoring of the regions, and the kind of services delivered are divided by means of the EHCL, distinguishing among free charge services (those for what people don’t pay anything) and co-payment services (those for what people pay a ticket). The national and regional governments have to agree upon health objectives to achieve during a period of time, as indicated in the National Health Plan, and it’s a regional competence to establish the best practices needed in order to realise those objectives. Remaining to the central power of the national government the control over the actual achievement of the contents of the National Health Plan as a whole.

In Italy in the 90s and at the beginning of the millennium, in the process of implementation the measures for the reorganization of the NHS, the role of the regions is taking on increasing importance. This is not only in coherence with the importance that had already been identified in the institutional structure outlined by law 833/78 of the health reform, completing it with new functions such as planning the regional health or social and health system and the management as well as distribution of the Regional Health Fund. We have, therefore, witnessed the creation of regional health services, very dissimilar one from the other, but in harmony with the idea of health federalism or neo-regionalism. This autonomy granted to the regions relative to determining the architecture of the social and health system has led to the establishment of different regional models; this differentiation which is moreover foreseeable, in view of the considerable differences regarding the dimension of territorial, economic and socio-cultural nature between the regions which lead to the presence of health policies and levels of service which are very dissimilar. The process of reorganization of the NHS which began in 1992 - and which has continued with the different rules of implementation which have followed on during this decade - has not however led to the complete and uniform affirmation of the reform, especially within the regional health services. This delay is to be attributed both to the regions and to the national governments, which have followed on since the start of the season of reforms. 

However, especially since 1999 health policies attempt to guarantee greater protection of citizen's health, trying to improve quality and efficiency of health care on the hand and, on the other hand - with the introduction of fiscal federalism - to attribute a new role to the regions in the management of care services and programming of resources destined to them

3. The INHS principles are not market-oriented

Health is, according to the Italian Constitution, a fundamental right of each individual in the interest of society (article 32 of the Constitution). The Italian National Health Service basic principles are within a universal system of care and they are:

Human dignity according to which every individual must be treated with equal dignity and have equal rights irrespective of his/her personal characteristics and role in society;

Protection according to which the health of the individual must be protected before it is undermined;

Need according to which those is need have a right to health care and available resources must, as priority, be allocated to the promotion of activities aimed at meeting the primary health care needs of the population and public health;

Solidarity, especially towards the more vulnerable: who demand resources must be allocated primarily to the support of groups of people, individuals and for certain diseases that are socially, clinically and epidemiologically important;

Effectiveness and appropriateness of interventions to which resources must be channelled for services whose effectiveness is scientifically grounded and for individual that can benefit the most from them;

Cost-effectiveness which stresses that when choosing among different supply patterns and types of activities, priority should be given to solutions which offer optimal effectiveness as compared to costs;

Equity which guarantees that no geographical and economic barriers should prevent any individual form accessing the health care system and that information gaps and behavioural differences should be bridged to avoid health discrimination among individuals and groups of people; equal access and availability of health care must be guaranteed in the light of equal needs. 

Concerning equity, on the state of the art of phenomenon of health of immigrants in Italy, we see that it has passed beyond the initial emergency legal and medical phase and is now being consolidated in terms of legal promotion and recognition. The phenomenon also reflects the crucial issue of access and use of public health services that concern non just dependence on the right to health as a function of the existing legislation, but also the capacity of the health services themselves to provide appropriate responses to the health and welfare needs of new patients, whose cultural background are different those of Western patients.

4. Is the National Health Planning changing?

In according with these principles, the fundamental objectives of prevention, treatment and rehabilitation and the general outline of the INHS are contained in the main planning act of the national Government represented by National Health Plan on a 3-year scale (of 1998-2000). The National Plan attributed particular importance of the overall citizen's health needs and not only to the delivery of health care. This attitude is in line with the indications of the World Health Organization and in particular with the "Health for All Strategy". The plan made a strong plea to create a nationwide true "solidarity health pact". The institutions competent for the safeguard of health operators, institutions, voluntary workers, profit and non profit producers of health related goods and services, media and the national and international society. However, this plan also defined some strategies in order to change health care.

As the institutional system in Italy is in a transitional phase rapidly moving towards federalism, the health plan takes a new importance as it also define the basic outlines of health policy as unifying elements of the health system in Italy.

Nevertheless the federal policy requirements have not modified the basic principles of the INHS that still remain fundamental points of reference. These principles, as above mentioned, are right to health, dignity and involvement of "all citizens" (included immigrants), equity within the system, quality of services, attributing responsibilities to the subjects involved, social-health integration, development of knowledge and research, safety for the citizens. Furthermore, efficacy and quality of health care indicators have been identified in agreement with the Regions and defined in the Ministerial Decree of December 12, 2001. The indicators have been divided into several groups: 8 indicators have been identified for the levels of collective health care in life and work environments; 27 of them for district health care levels and 18 indicators for hospital health care.

In the light of these factors, the Ministry of Health has elaborated the draft of the 2002-2004 national health plan that has been preliminarily approved by the National Governments (the centre-right wing) and is presently being evaluated by the Regions (as part of Permanent Conference for Relations between the State, the Regions and the Self-governed Provinces).

The main issues of the plan are: 

· to specify the scope of the guarantees uniformly ensured by the health system to all the citizens (hence, how to realize essential levels of care and how to verify that are actually ensured);

· to define the priority health objectives of the population, in regards to the epidemiological situation registered with the aim to prevent diseases and promote healthy lifestyle as well as to ensure the proper public health awareness;

· to define further strategic objectives, such as the development of scientific research and the upgrading of personnel.

The plan also contains proposals on the main operational measures for carrying out these priority objectives. The central level's role is to guarantee equity of the health system, while the regional level's role is to organize and provide health services. The objectives indicated by the plan are defined in coherence with EU health policies and those of the other international organizations such as WHO and Council of Europe.

Between strategic objectives, for our purposes, are important: 

· implementation of the agreement on essential and appropriate levels of care (see Decree of the Prime Minister's office of 29 November 2001). To achieve this objective and to guarantee an equitable access to health care in a universalistic way, it is necessary to define a monitoring system for the delivery of health care across the Italian territory with appropriate indicators and to reduce and control waiting list for the delivery of health care. At the moment there is another strategy to avoid (to go around) the waiting lists in the access of health care: the health care private sector, but only upper classes-middle can exit from INHS because they pay the access in a market system(see later);

· achieve more equitable conditions in the health system for health care delivery to all the different categories of the population that require such care. Apart from conditions that threaten the health of the "weaker" subjects, other factors must be take into account, such as cultural, psychological and social aspects that cause discrimination in the access to health to health care particularly for the poor and marginalized social classes.

· Other objectives are the following:

· developing emergency services: specific objective is to avoid improper use of emergency wards, to ensure that general medical consulting rooms are open 12 hours a day for seven days a week;

· establishment of an integrated network for health care and social services for chronics patients, the elderly and the disabled;

· guaranteeing and monitoring the quality of health care and biomedical technologies, including citizens charter, certification of the quality of the providers of the INHS, public and private sectors;

· realisation of high-level permanent training in medicine and health care;

· redesigning the hospital network and new roles for excellence Centre and for the other hospitals; 

· promotion of biomedical and biotechnological research and health care research;

· promotion of healthy lifestyles, public prevention and communication for health related issue.

5. Essential Levels of Health Care as health basic needs inside universalistic approach

The Essential Levels of Health Care (ELHC) are services that the INHS is expected to deliver to all citizens, free of charge at the point of access or upon payment of a small pro capita charge. The ELHC costs are covered by public resources that are collected from the general taxation yield. The ELHC can be divided in three large groups:

· collective health care in the life and working environments, including all the prevention activities addressed to the population and to individuals, including protection from the effects of pollution and industrial-accident risks, veterinary public health, consumer protection, prophylaxis for communicable diseases, vaccination and early diagnosis programs, forensic medicine;

· district health care, including the health and social care services distributed throughout the country, from primary care to pharmaceutical assistance, from specialised and diagnostic out-patient units to supplying disabled with prostheses, from home care services for the elderly and chronically ill people to local consulting services;

· hospital care, in emergency wards, ordinary hospitalisation, day hospitals and day surgery, structures for long-term hospitalisation, for rehabilitation and so on.

There are services and activities that are not provided by the INHS (not included in the ELHC) because they are not directly intended to the safeguard of people's health, their efficacy has not been sufficiently proven from a scientific point of view or the results achieved compared to the costs do not prove to be advantageous. The exclusion from the ELHC, for most health services listed (e.g. unconventional treatments, cosmetic surgery and facultative vaccinations), also before the implementation of the decree 29 November 2001, citizens requesting such services had to cover the expense on their own. The main reason for this exclusion is that some types of services are frequently subject to "hyper-prescription compared to the patient's effective clinical needs and, therefore, the balance between INHS costs and patient's benefits is generally considered unfavourable. In any case, the possibility exists also for some health care presently excluded from the ELCH to be reinserted in this list upon a decision of the Region providing specific clinical justifications.

A third group of services to be supplied to citizens only on condition that the principle of clinical and organizational appropriateness applies; the requirements are that conditions of the patients are such that the specific services are deemed to the beneficial (clinical appropriateness); and the delivery system for the service (e.g. ordinary hospitalisation, day hospital and day surgery) guarantees the most efficient use of the resources in relation to the characteristics of the treatment and patient's conditions. In these cases, particular conditions and individual cases shall be subsequently identified by the Ministry of Health and/or the Region. The INHS will continue to ensure certain services (it is the case for certain pharmaceuticals that can be delivered at no cost only to patients, affected by certain types of disease). Moreover, the decree 29 November 2001 lists 43 types of health care that are considered to be at "high inappropriateness risks", because they are too often performed by means of ordinary hospitalisation whereas and, according to the best practice, they should be performed in day hospital or day surgeries. 

6. Some empirical evidences

6.1 Health Financing

From 1995 to 2001, the yearly expenditure of the italian NHS grew of 57,2%, from 48.136 to 75.682 million euro. In the same year, pro capita expenditure reached 1.310 euro. 

	Year
	Expenditure (million euro)

	1995
	

	1996
	

	1997
	

	1998
	

	1999
	

	2000
	

	2001
	


The core problem of the INHS concerns neither effectiveness nor costs. The main deficiency resides in the health service’s inability to be citizen-oriented, in its over-bureaucratisation; it has turned out to be a supply-led service suffering from several organisational problems.

To solve this problem, a key policy theme in the ‘90s was the introduction of elements of competition in the INHS. Under the 1992/93 reforms a “quasi-market” was established, where public and private providers accredited by the NHS compete, on an equal basis, to deliver services, even if since reform of 1999 partially modified the “quasi-market” and the INHS is slowing to move towards a more integrated system (Mapelli 1999a).

The 80s and 90s have been characterised by a continuous growth in the typologies and dimensions of co-payments of health care. They are now deeply embedded in the NHS and their level is among the highest in the European Union. A significant part of the population is nevertheless entitled to partial or total exemption from co-payments: this was the case of 21 millions Italian citizens in 1996, some 37% of the population. The large percentage of citizens entitled to some kind of exemption is not, however, proof of the system’s equity. On the contrary, several commentators raise serious doubts on the fairness of the overall system of co-payments and exemptions in health care, especially with reference to its ability to protect the weakest groups, such as the elderly, the chronically ill and the poor (e.g. Glassier 1995). Co-payments have played an important role in the cost-containment policies of the nineties, which have been characterised, by a strict policy of public expenditure cuts aimed at decreasing the public debt. Health care has been deeply involved in this policy, and its public expenditure has been substantially restrained. Another common feature - shared by health services as well - regards the problems in finding out the real economic situation of applicants and their relatives: in a country characterised by widespread fiscal evasion, it is really difficult to understand whether or not someone (or his/her relatives) has the possibility to co-pay the service he/she is receiving. 

6.1 The new scenario: exit and moving towards market in health care? 

New options for health policy. In the health care debate and practice of the ‘90s the role of exit and market has been crucial. The 1992 legislation provided citizens with the option to opt out of the NHS and opt for a private social insurance, but this option was deleted after one year. The 1992/93 reforms introduced elements of competition in health care. Both the kind of competition and the degree of choice open to the users have been extremely variable from one Region to another. 

Italian health policy is characterised by a complex interaction between different ways of financing and delivering services. The NHS aims at providing citizens with all the services they need. The only private health expenditure should therefore - in theory – consist of that requested by the National Health Service for the co-payments or that due to the purchase of “unnecessary” items not provided by the NHS; but the reality is nevertheless quite different. Why? There is in our country a huge level of private health expenditure, now amounting .………. to some 2.3% of the GNP (almost 30% of the overall health expenditure). More than 50% of private expenditure is used by Italian citizens in the purchase of services already provided by the NHS itself but that - for several reasons - people choose to buy privately (see tab 1). 

	Health Expenditure 
	UK
	USA
	Italy

	Total Health Expenditure on GDP
	5,8
	13,7
	9,3

	Public Health Expenditure on Total Expenditure
	96,9%
	44,1%
	57,1%

	Private Health Expenditure on Total Expenditure
	3,1%
	55,9%
	42,9%

	Total Health Expenditure on Total Public Expenditure
	14,3%
	18,5%
	10,5%

	Total Expenditure (in U. S. $)
	1.303
	4.187
	1.855

	Out of Pocket on Total Expenditure
	3,1%
	16,6%
	41,8%


Source: World Health Report 2000

It means that Italians could get these services from the NHS, either for free or with co-payments, but choose to buy them from providers not linked to the NHS (paying the whole cost). The private purchase of services one could get from the NHS has been in recent years a major cause of the private health expenditure’s continuous growth. 

The high amount of expenditure in private services that the NHS itself provides is explained by the presence of (often long) waiting-lists (as said above), the perceived low quality of services and - for services such as diagnostic tests and specialist consultations – of a really high level of co-payments. A crucial issue deserving more investigation is whether or not the fact that those who can afford private services often use them decreases the quality of the public ones. It is in fact likely that in a situation where the middle-class dismisses its “voice” option to “exit” (in Hirschman’s terminology) at least some services, this can have negative consequences on their quality. But this is an “exit” sui generis, because middle-class people who use private services are in any case obliged to finance (through their contributions and taxes) the NHS. The introduction of a real chance to exit the service, dismissing the duty to finance it for people who would insure themselves with a private insurance, has been widely debated over the last electoral campaign for the general elections in the 2001. This idea is still debated and some parties (i.g. Forza Italia and Lega Nord) in the centre-right coalition flirt with it. 

The “exit” option has probably been the most passionately debated health policy issue of the ‘90s along with the role of the market. As stated above, the 1992/93 reforms introduced “quasi-markets” in the Italian health system (France 1998, Mapelli 1999a). Local Health Authorities are not in charge of directly delivering services to citizens living in their areas any more: public and private providers accredited by the NHS compete - on an equal basis - to provide services to citizens. Regions have now really wide powers in setting their own health care legislation; after the national reforms of the '90s, each Region has thus enacted its own reform in order to apply national legislation to its own context. The differences among Regions have regarded several issues, including the kind of competition among providers and the role of users’ choice. For the former, the actual degree of competition and the typology of contracts used are extremely variable; for the latter, while in some Regions users can directly choose the provider they want, in others they have to use the one their Local Health Authority chooses on their behalf.

Looking for more individual, collective and territorial equity. Over the recent years the issue of equity in the provision of health has gained increasing attention, in terms of both individual, collective and territorial dimensions. The current criteria of eligibility and charging for health are utterly inconsistent as regards different services and different groups of people. When income is taken into consideration, it is often impossible to trust any official documentation (in Italy tax evasion is quite widespread); assets are instead mostly non considered at all. 

6.2. Health care: State and market in Italian public opinion

The long-standing over-bureaucratisation of the Italian health service and its inability to be customer-oriented have been stressed above. The presence of a low degree of satisfaction towards the public provision of health services is in comparison with other EU states, a situation peculiar of Italy. This background of widespread dissatisfaction helps us understand why a lot of people would like to opt out the NHS and enter a private health service and only less of 50% declare to be still loyal to the former (tab. 2).

The hypothesis of “allowing” opting out the possibility from the public health service is still a controversial issue in the Italian political debate; in order to understand it, it is helpful to look at how the population is split between NHS supporters and its opponents.
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Another main issue in the public debate of this decade regards the role of the market and of freedom of choice in health care. There is a widespread perception that the introduction of competition in health care can be an important tool in order to regenerate the whole system. When asked about the possibility to have freedom of choice in selecting between public and private providers, 81% of Italians judge it positively because the citizen is allowed to follow his/her own preferences and just 11% state that it is negative because it can produce waste and duplications in the delivery of health care (tab. 4). It must be stressed that the 90s’ reforms have introduced competition between private and public providers, but the degree of users’ freedom of choice varies substantially from Region to Region.

TAB. 4 JUDGEMENT ON FREEDOM OF CHOICE BETWEEN PUBLIC AND PRIVATE PROVIDERS, %, ITALY, 1998

	
	%

	Positive, because allows own preferences
	81

	Negative, because it’s a way to produce wasteful and duplicated services
	11

	Others 
	8

	TOTAL
	100


Source: Censis, 1998. 

TAB. 5 FREEDOM OF CHOICE AS CITIZENS’S RIGHTS, %, ITALY, 1998

	
	%

	Among patients hosted in public structures
	90,1

	Among patients hosted in private structures under contract with NHS
	94,1

	Health Managers in private structures under contract with NHS
	100

	Health Managers in public Hospitals
	87

	Health Managers of Local Health Units (ASL)
	82,6


Source: Censis, 1998. 

TAB. 6 FREEDOM OF CHOICE AS ADVANTAGEUS, %, ITALY, 1998

	
	%

	Among patients hosted in public structures
	81,3

	Among patients hosted in private structures under contract with NHS
	85,6

	Health Managers in private structures under contract with NHS
	91,7

	Health Managers in public Hospitals
	87

	Health Managers of Local Health Units (ASL)
	78,3


Source: Censis, 1998. 

TAB. 7 FREEDOM OF CHOICE FOR HOSPITAL CARING, %, ITALY, 1998

	
	%

	Among patients hosted in public structures
	85

	Among patients hosted in private structures under contract with NHS
	88

	Health Managers in private structures under contract with NHS
	97,9

	Health Managers in public Hospitals
	60,9

	Health Managers of Local Health Units (ASL)
	65,2


Source: Censis, 1998. 

QUESTIONARIE FREEDOM OF CHOICE (FASANO) …TEXT

While there is an overwhelming majority of people supporting more users’ freedom of choice, attitudes towards health expenditure are more controversial. Italian public health expenditure is – as stressed above - below the EU average: this is the consequence of the tight cost-containment policies implemented over the ‘90s. How to continue to control public health expenditure in the next years is an issue that worries several commentators, while others argue that expenditure should be increased. Italians share the views of their fellow Europeans concerning what level of public expenditure is most appropriate: some half of the population thinks public health care spending should be increased. When asked how extra-resources for health care should be raised, the supporters of this policy answer overwhelmingly (91,5%) “by spending less on other things” - while the EU average on this answer is 79,7% - and only 2,5% of them say “by raising taxes or health insurance contributions” (EU average 11%) (Mossialos 1997). The message is therefore that half of the population would like more public resources to be directed to health care but almost none of them is ready to pay more money for them.

In a comparative interpretation, and in relation to the various forms of “targeting”, a tendency emerges pointing to the selective provision of money, in the sense that, though some costs will be necessarily paid by society as a whole, all the others should be provided by single individuals, in proportion to their specific needs.

Universality vs Selectivity. According to the 1978 reform the service provision was based only on citizens’ needs. At the beginning of the eighties co-payments started to be introduced and they have been more and more widespread thereafter. The public provision of health care depends now on one’s needs and economic resources. Universality is currently at stake not only in provision but also in coverage: in the nineties the idea to exit the National Health Service has entered the debate. 
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