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For the first time: consumer empowerment moves into heart 

care! 

Heart disease is the major cause of death in Europe. Improved cardiac care is of highest 

importance ï good access, efficient intervention and rehabilitation are hallmarks of 

responsible practice and policy. 

In all fields of heart care there are huge variations in policy, resources and outcomes 

around Europe. This very first Euro Consumer Heart Index shows:  

Á Though publicly advocating the importance of prevention, few governments and 

authorities take efficient action; in less than a third of the measured countries there 

is something similar to a national cardiac screening programme. Ambitions re 

exercise in compulsory school seem even lower.  

Á As indicated by the Heart Index in most countries assessed ï also in ñold EUò ï 

there is massive under-treatment of heart patients with high levels of lipids. 

Furthermore, there seems to be a general lack of impact of treatment guidelines, 

raising important questions about how to implement best practice policy and about 

the costs (human, economic) of the present situation. 

Á Only few countries seem to offer efficient rehabilitation to heart patients. This 

means that many people cannot return to an active and productive life. 

Disregarding the human aspects; is this financially wise? 

The core message of the Health Consumer Powerhouse is that weak patients should grow 

into empowered consumers. Life-style, prevention, self-monitoring, choice and 

rehabilitation are areas suitable for such consumer activism.  

One would imagine that governments and care providers would welcome the active 

consumer. Still no more than two out of 29 countries present consumer information about 

available cardiac care providers, facilitating transparency and choice? Action, please! 

We are pleased to notice that other HCP Index initiatives have already inspired (or 

provoked?) action re public reporting and benchmarking of outcomes. We hope for a 

constructive discussion on the Heart Index findings and methodology, supporting the 

development of this tool for policy improvement and consumer awareness. 

The HCP wishes to thank the Heart Index Expert Reference Panel for very valuable input 

and discussions, and for enthusiastic support in the Heart Index work.  

Last but not least, I welcome our co-operation with Pfizer, Inc. providing an unrestricted 

grant for the Heart Index. Health Consumer Powerhouse keeps the full copyright to the 

Index and is independently in charge of the Index design, methodology and conclusions. 

Brussels in July, 2008 

Johan Hjertqvist, President 
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1. Summary of results 

Luxembourg emerges as the 2008 winner of the Euro Consumer Heart Index. This 

coincides with the fact, that this little country, having the highest healthcare spend per 

capita in Europe, can probably afford the best healthcare for its citizens, which in the field 

of cardiac care seems to be significant, particularly as the top group also contains the #2 

and #3 for healthcare spend, Norway and Switzerland. Luxembourg scores 836 out of 

1000 maximum points closely followed by France (832), Norway (830) and Switzerland 

(825). 

Luxembourg, with 400 000 inhabitants, does provide significant parts of specialized care 

by allowing its people to seek care in neighbouring countries. Naturally, this means that 

the neighbouring countries probably can take part of the credit for Luxembourgôs top 

position. 

France makes it into the top group by a strong performance on Prevention. This is not due 

to the famous red wine factor ï that is not an indicator in the Index, and besides, the 

French do not differ much from their Mediterranean neighbours in this respect. 

Behind the four leaders, with a rather large score gap, come a number of competent 

healthcare systems; Austria (769 points), Netherlands (761), and Sweden, Slovenia, U.K., 

Finland, Italy and Denmark, all above 700 points. 

The observation that financial muscle seems to make it easier to attain really good cardiac 

care is confirmed by the fact that the CEE states are being punished by the scores of the 

Euro Consumer Heart Index, much more so than in the previous HCP generalist Euro 

Health Consumer Indexes. 

One exception from the CEE pattern is Poland, which, despite a modest overall score in 

the Index, shows a high level of cardiac healthcare activity, a low heart disease death rate 

(on par with Germany or Sweden) and good case fatality rates for heart infarct treatment. 

If healthcare officials and politicians took to looking across borders, and to "stealing" 

improvement ideas from their EU colleagues, there would be a good chance for a national 

system to come much closer to the theoretical top score of 1000. 

The scoring has intentionally been done in such a way that the likelihood that two states 

should end up sharing a position in the ranking is almost zero. It must therefore be noted 

that Luxembourg, France, Norway and Switzerland are really very difficult to separate, 

and that very subtle changes in single scores modify the internal order of these four top 

countries. 

Subsequent versions of the Euro Consumer Heart Index will in all likelihood have a 

modified set of indicators, as more data becomes available. 
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1.1 General observations 

In specialist clinics in the 21
st
 century, good cardiac care can be found in any European 

country. 

Unlike what has been observed in the Euro Health Consumer Indexes describing 

healthcare systems all over, for cardiac care, countries that can really afford vast 

resources allocated to healthcare come out well in the Euro Consumer Heart Index.  

Most countries seem to have room for significant improvements in the area of Prevention. 

This would require long-term commitment, and could result in very substantial reductions 

of the numbers of cardiac deaths across Europe. 

Access/waiting times is less of a problem for cardiac care than generally ï which is what 

one would hope to see. 

The lack of correlation between the use of vital pharmaceuticals (statins and clopidogrel) 

and the prevalence of heart disease is an area for concern. The adherence to guidelines 

such as ñstatins given to patients having had a cardiac eventò seems to vary a lot across 

Europe, with presumed under-treatment observed, which could be causing significantly 

more cardiac deaths than would be necessary if all patients were medicated according to 

guidelines. For a couple of countries, the per capita use of certain drugs is so high that it 

could actually represent what would be considered over-use of the drug.  

Pre-hospital care seems to be an area, where there is room for significant improvement; 

some countries (Norway, Sweden, U.K., Ireland and the Netherlands) seem to have got 

their act together better than average. 

Information to patients on where to seek cardiac care based on which clinic has the best 

results is still a European disaster area. It is a continued source of wonder why this should 

be so much more difficult to provide in Europe than on the other side of the Atlantic. 

 

 

2. Background 

The Health Consumer Powerhouse (HCP) has become a centre for visions and action 

promoting consumer-related healthcare in Europe. Tomorrowôs health consumer will not 

accept any traditional borders. In order to become a powerful actor, building the necessary 

reform pressure from below, the consumer will need access to knowledge to compare 

health policies, consumer services and quality outcomes. HCP wants to add to this 

development.  

The HCP has been publishing the Swedish Health Consumer Index 

(www.vardkonsumentindex.se, also in an English translation) since 2004. By ranking the 

21 county councils by 12 basic indicators concerning the design of òsystems policyò, 

consumer choice, service level and access to information we introduced benchmarking as 

an element in consumer empowerment.  

http://www.vardkonsumentindex.se/
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For the pan-European indexes in 2005 ï 2008, HCP has been aiming to basically follow 

the same approach, i.e. selecting a number of indicators describing to what extent the 

national healthcare systems are ñuser-friendlyò, thus providing a basis for comparing 

different national systems.  

HCP advocates that quality comparisons within the field of healthcare is a true win-win 

situation. To the consumer, who will have a better platform for informed choice. To 

governments, authorities and providers, the sharpened focus on consumer satisfaction and 

quality outcomes shows them the way to change. With such a view the Euro Consumer 

Heart Index 2008 is designed to become an important benchmark system supporting 

interactive assessment and improvement.  

2.1 About the authors 

Project Management for the Euro Consumer Heart Index 2008 has been executed by Arne 

Björnberg, Ph.D., Vice President Production, R&D for the HCP. 

Dr. Björnberg has previous experience from Research Director positions in Swedish 

industry. His experience includes having served as CEO of the Swedish National 

Pharmacy Corporation (òApoteket ABò), Director of Healthcare & Network Solutions for 

IBM Europe Middle East & Africa, and CEO of the University Hospital of Northern 

Sweden (ñNorrlands Universitetssjukhusò, Ume¬).  

Dr. Björnberg was and is also the project manager for the EHCI 2005 ï 2008 projects. 

Ms. Anne-Marie Yazbeck, MScBA, has been engaged as Senior Researcher on the project 

team. 

Ms. Yazbeck has been on various international healthcare projects involving management 

development in healthcare. She also was employed as Advisor at the Ministry of Health 

of Slovenia, actively involved in the improvement of the quality of care, and worked at 

the WHO Regional Office for Europe, Copenhagen, in the division of Health Systems. 

She is presently also working on her Ph.D. thesis on hospital reengineering at the Faculty 

of Economics, University of Ljubljana.  

 

 

3. Evolvement of the Euro Consumer Heart Index 

The Euro Consumer Heart Index 2008 is based on the methodology developed during the 

work on the first three editions of the generalist Euro Health Consumer Index (EHCI). 

Therefore, the development history of that Index will be described below. 

3.1 Scope and content of the Euro Health Consumer Index 2005 

Countries included in the EHCI 2005 were: Belgium, Estonia, France, Germany, 

Hungary, Italy, the Netherlands, Poland, Spain, Sweden, the United Kingdom and, for 

comparison, Switzerland. 
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To include all 25 member states right from the start would have been a very difficult task, 

particularly as many memberships were recent, and would present dramatic 

methodological and statistic difficulties. 

The EHCI 2005 was seeking for a representative sample of large and small, long-standing 

and recent EU membership states. 

One important conclusion from the work on EHCI 2005 was that it is indeed possible to 

construct and obtain data for an index comparing and ranking national healthcare systems 

seen from the consumer/patientôs viewpoint. 

3.2 Scope and content of EHCI 2006 ï 2007  

The EHCI 2006 included all the 25 EU member states of that time, plus Switzerland 

using essentially the same methodology as in 2005. 

The number of indicators was also increased, from 20 in the EHCI 2005 to 28 in the 2006 

issue. The number of sub-disciplines was kept at five; with the change that the ñCustomer 

Friendlinessò sub-discipline was merged into ñPatient Rights and Informationò. The new 

subdiscipline ñGenerosityò (What is included in the public healthcare offering?) was 

introduced, as it was commented from a number of observers, not least healthcare 

politicians in countries having pronounced waiting time problems, that absence of waiting 

times could be a result of ñmeannessò ï national healthcare systems being restrictive on 

who gets certain operations could naturally be expected to have less waiting list problems. 

To achieve a higher level of reliability of information, one essential work ingredient has 

been to establish a net of contacts directly with national healthcare authorities in a more 

systematic way than was the case for the EHCI 2005. The weaknesses in European 

healthcare statistics described in previous EHCI  reports can only be offset by in-depth 

discussions with key personnel at a national healthcare authority level. This is true also 

for the Euro Consumer Heart Index 2008. 

 

4. Euro Consumer Heart Index 2008 

The project work on the Heart Index is a compromise between which indicators were 

judged to be most significant for providing information about the different national 

healthcare systems from a user/consumerôs viewpoint, and the availability of data for 

these indicators. This is a version of the classical problem ñShould we be looking for the 

100-dollar bill in the dark alley, or for the dime under the lamppost?ò 

It has been deemed important to have a mix of indicators in different fields; areas of 

service attitude and customer orientation as well as indicators of a ñhard factsò nature 

showing healthcare quality in outcome terms. It was also decided to search for indicators 

on actual results in the form of outcomes and also indicators depicting procedures, such 

as ñneedle timeò (time between patient arrival to an A&E department and thrombolytic 

injection), percentage of heart patients thrombolysed or given PCI, et cetera. 

Unlike previous HCP Indexes, the Heart Index contains indicators measuring public 

health status, such as total heart disease mortality. Also, under the Prevention sub-
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discipline, the Heart Index goes outside the scope of healthcare services by including 

factors such as smoking and diet. Such indicators tend to be primarily dependent on 

lifestyle or environmental factors rather than healthcare system performance, as general 

lifestyle factors are governed by so many other aspects of life. In the Heart Index, there 

has been an endeavour to use indicators, which actually do reflect such circumstances, 

which an identifiable group of people (such as a national government) could possibly do 

something about. This means that the Index does not include indicators such as ñthe 

estimated amount of physical exercise per week for the average citizenò, but rather ñthe 

national guideline for minimum amount of hours of physical exercise in statutory schoolò. 

This last indicator is an example of something, that most certainly can be influenced by 

ñan identifiable group of peopleò.  

 

4.1 Sub-disciplines chosen for the Heart Index 2008 

Experience from the three consecutive annual Euro Health Consumer Index editions has 

been evaluated and applied when designing the Heart Index. 

After thorough discussions at several meetings with the Expert reference panel, it was 

decided to compose the Heart Index in five subdisciplines: 

Sub-discipline Number of indicators 

Information, consumer rights, choice 4 

Access (including waiting times) 4 

Prevention 8 

Procedures (including medication) 7 

Outcomes 5 

 

The weight of a sub-discipline is entire independent of the number of indicators under 

each subdiscipline ï it is given only by the applied weight coefficient (see 4.3.1). 

However, the effect of having a high number of indicators in a sub-discipline does reduce 

the relative weight of each single indicator in the final total score (see Table in Section 

4.2.1). 

4.2  Scoring in the Heart Index 2008 

The performance of the respective national healthcare systems were graded on a three-

grade scale for each indicator, where the grades have the rather obvious meaning of Green 

= good (i ), Amber = so-so (l ) and red = not-so-good (h). A green score earns 3 points, 

an amber score 2 points and a red score (or a ñnot availableò) earns 1 point. 

For each of the five sub-disciplines, the country score was calculated as a percentage of 

the maximum possible (e.g. for Prevention, the score for a state has been calculated as % 

of the maximum 8 x 3 = 24).  



 

This report may be freely quoted, referring to the source. © Health Consumer Powerhouse AB, 2008.   

7 

Health Consumer Powerhouse 

Euro Consumer Heart Index 2008 report 

Thereafter, the sub-discipline scores were multiplied by the weight coefficients given in 

the following section and added up to make the final country score. These percentages 

were then multiplied by 100 (see Section 4.2.1), and rounded to a three digit integer. 

One (minor) reason for this somewhat complex scoring methodology has been driven by 

the ñcompetitionò element of the Heart Index, i.e. to reduce the likelihood of two or more 

states ending up in a tied position; the ñEurovision Song Contestò method (where scoring 

was changed in the same direction after 4 countries ending up in a tie for 1
st
 place in 

1969). 

4.2.1 Weight coefficients 

The weighting mechanism used to determine the relative weights of the sub-disciplines 

was originally introduced for the HCP Euro Health Consumer Index 2006. Explicit 

weight coefficients for the five sub-disciplines were introduced after a careful 

consideration, and discussion with the expert reference panel, of which sub-disciplines 

should be considered for higher weight. In the Heart Index, the outcomes sub-discipline 

was decided as the main candidate for a high weight coefficient based mainly on the 

discussion with the expert reference panel and experience from a number of patient 

survey studies, reflecting the philosophy that for grading cardiovascular care, actual 

treatment results should be considered the most vital. 

Thereafter, Prevention was chosen as the second most important subdiscipline. As there 

was a premonition in the research team and expert reference panel that Access problems 

for cardiac care would be less pronounced than for health care in general, Access was 

given a lower weight than in the previous generalist Euro Health Consumer Indexes. 

Here, as for the whole of the Index, we welcome input on how to improve the Index 

methodology. 

In the Heart Index 2008, the scores for the five sub disciplines were given the following 

weights: 

Sub-discipline Relative 

weight 

ñAll Greenò 

contribution to 

max score of 1000 

Points for a Green 

score in each sub-

discipline 

Information, consumer rights, 

choice 

1.25 125 31.25 

Access (including waiting times) 1.25 125 31.25 

Prevention 2.5 250 31.25 

Procedures (including medication) 1.5 150 21.43 

Outcomes 3.5 350 70.00 

Total sum of weights 10.0  1000  

 

Consequently, as the percentages of full scores were added and multiplied by 100, the 

maximum theoretical score attainable for a national healthcare system in the Index is 

1000, and the lowest possible score 333. 
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It should be noted that, as there are not many examples of countries that excel in one sub-

discipline but do very poorly in others, the final ranking of countries presented by the 

Heart Index 2008 is remarkably stable if the weight coefficients are varied within 

reasonable limits. The four states making up the top group in the Index results, remains 

the same also if weights are varied within quite wide limits. It is, of course, possible to 

create subtle differences in the internal order of countries placed close together (see 

Section 5.3) by changing the weights, but such subtle differences should not be the basis 

for any detailed conclusions. 

The project has been testing other sets of scores for green, amber and red, such as 2, 1 and 

0 (which would really punish low performers), and also 4, 2 and 1, (which would reward 

real excellence). The final ranking is remarkably stable also during these experiments. In 

addition, it would probably be grossly unfair to countries scoring Red to give that score 

the numerical value of 0. In 2008, the standards of cardiovascular care in Europe, also in 

states scoring low in the Index, are not so low that a Score 0 would be appropriate. 

4.2.2 Regional differences within European states 

The Health Consumer Powerhouse is well aware that many European states have very 

decentralised healthcare systems. Not least for the U.K. it is often argued that ñScotland 

and Wales have separate HNS services, and should be ranked separatelyò. 

The uniformity among different parts of the U.K. is probably higher than among regions 

of Spain and Italy, Bundesländer in Germany and possibly even among counties in tiny 9 

million population Sweden. 

Grading healthcare systems for European states does present a certain risk of 

encountering the syndrome of ñif you stand with one foot in an ice-bucket and the other 

on the hot plate, on average you are pretty comfortableò. This problem would be quite 

pronounced if there were an ambition to include the U.S.A. as one country in a Health 

Consumer Index. 

As equity in healthcare has traditionally been high on the agenda in European states, it has 

been judged that regional differences are small enough to make statements about the 

national levels of healthcare services relevant and meaningful. 

4.3 ñCUTSò data sources 

Whenever possible, research on data for individual indicators has endeavoured to find a 

ñCUTSò (Comprehensive Uniform Trustworthy Source). If data on the underlying 

parameter behind an indicator is available for all, or most of, the 29 states from one 

single, reasonably reliable source, there has been a definitive preference to base the scores 

on the CUTS. 

As typical CUTS have been considered WHO databases, OECD Health data, Special 

Eurobarometers, scientific papers covering the situation in many countries based on a 

well-defined methodology, etc. 

Apart from the sheer effectiveness of the approach, the basic reason for the concentration 

on CUTS, when available, is that data collection primarily based on information obtained 



 

This report may be freely quoted, referring to the source. © Health Consumer Powerhouse AB, 2008.   

9 

Health Consumer Powerhouse 

Euro Consumer Heart Index 2008 report 

from 29 national sources, even if those sources are official Ministry of Health or National 

Health/Statistics agencies, generally becomes contaminated with high noise levels. It is 

notoriously difficult to obtain precise answers from many sources, even when these 

sources are all answering to the same question. 

This is eminently illustrated by the fact that the project was forced to exclude the 

seemingly simple indicator ñIntensive Care Unit beds per million populationò from the 

Access sub-discipline. After intense contact work with national agencies, 14 out of 29 

states were able to supply a number at all. In one case, the Index project actually triggered 

a national manual count of ICU beds. Alas, as the 14 numbers reported varied from 11 

beds p.m.p. (U.K.) to 840 beds (Luxembourg), it became evident that even such a simple 

indicator was affected by serious definition problems. 

It has to be emphasized, that also when a CUTS for an indicator has been identified, the 

data of that are still checked through procedures described in section 4.5, as there have 

frequently been occasions where national sources, or scientific papers, have been able to 

supply more recent and/or higher precision data. 

4.3.1 The ñRolls-Royce gearboxò factor 

Another reason for preferably using a CUTS, whenever possible, is the same reason why 

Rolls-Royce (in their pre-BMW days) did not build their own gearboxes (but bodies, 

engines etc). The reason was stated as ñWe simply cannot build a better gearbox than 

those we can get from outside suppliers, and therefore we do not make them ourselves.ò 

For the small size organization HCP, this same circumstance would be true for an 

indicator, where a Eurobarometer question, the WHO HfA database or another CUTS 

happens to cover an indicator.
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4.4 Indicator definitions and data sources for the Euro Consumer Heart 

Index 2008  

A more extensive description of the precise questions behind the indicators is found in section 8.2. 
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Table 4.4: Indicator definitions and data sources for the Euro Consumer Heart Index 2008
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4.4.1 Additional data gathering/evaluation - survey 

In addition to public sources, as has been the practice for all editions of the generalist 

Euro Health Consumer Index, an e-mail survey to Patient organisations was 

commissioned from PatientView, Woodhouse Place, Upper Woodhouse, Knighton, 

Powys, LD7 1NG, Wales, Tel: 0044-(0)1547-520-965 · E-mail: info@patient-view.com. 

For the Heart Index 2008, this survey covered all four Information, consumer rights & 

choice indicators, three Access indicators (with exception for ñthe number of PCI centres 

plus the Participation in Screening Programme, Smoking Cessation, Availability of  

Defibrillators and Rehabilitation indicators). A total of 350 responses were obtained on 

this survey patient organisations responded to the survey. 

The results of the survey have been used mainly to assess the ñreal situationò regarding 

some of the indicators. 

4.4.2 Additional data gathering ï feedback from National Ministries / Agencies and 

 particularly  national cardiovascular experts! 

In the second half of May 2008, the individual country preliminary score sheets were sent 

out to several parties where contact has been established such as the respective Ministries 

of Health and / or national agencies and especially cardiovascular experts and their 

respective professional associations of all 29 countries, giving the opportunity to supply 

more recent data and/or higher quality data than what is available in the public domain. 

Gathering data took place primarily throughout March, April and May 2008 in forms of 

personal meetings, telephone meetings and extensive e-mail exchanges with officials at 

national Ministries of Health and/or health agencies and cardiovascular experts. Feedback 

responses were provided by the countries presented in the table below, which shows 

which countries returned an actual updated score sheet with comments. 

In addition to these score sheets, feedback was provided in several ways, both written and 

oral, from all 29 countries except five. 

Country  Responded in 

forms of feedback 

on the preliminary 

score sheet in 2008 

Country  Responded in 

forms of feedback 

on the preliminary 

score sheet in 2008 
Austria -- Lithuania ã 

Belgium ã Luxembourg -- 

Bulgaria ã Malta ã 

Cyprus ã Netherlands ã 

Czech Republic -- Norway -- 

Denmark ã Poland -- 

Estonia ã Portugal -- 

Finland -- Romania -- 

France -- Slovakia ã 

Germany -- Slovenia ã 

Greece ã Spain ã 

Hungary -- Sweden -- 

Ireland ã Switzerland -- 

Italy -- United Kingdom ã 

Latvia ã   

 

mailto:info@patient-view.com
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Corrections were accepted only in the form of actual data and evidence or background 

information and not by merely changing a score. Surprisingly, honesty often prevailed and 

scores were revised downwards after reconsideration of the scores on the individual 

country preliminary score sheets. 

4.5 Threshold value settings 

It has not been our ambition to establish a global, scientifically based principle for 

threshold values to score green, amber or red on the different indicators. Threshold levels 

have been set after studying the actual parameter value spreads, in order to avoid having 

indicators showing ñall Greenò or ñtotally Redò. 

Setting threshold values, for indicators where the data are numerical values, is typically 

done by studying a bar graph of country data values on an indicator sorted in ascending 

order. The usually ñSò-shaped curve yielded by that is studied for notches in the curve, 

which can distinguish clusters of states, and such notches are often taken as starting 

values  for scores. 

A slight preference is also given to threshold values with even numbers. An example of 

this is the ñExercise in compulsory schoolò  indicator, where the cut-offs for Green and 

Amber were set at 800 and 500 respectively, although a mathematical algorithm searching 

for ñnotchesò in the S-curve might have found those at slightly different numbers. 

Also, the HCP is a value driven organisation driving Patient/Consumer Empowerment 

meaning that the development of actively monitoring quantitative and qualitative 

monitoring of healthcare services is of highest importance. As is illustrated by the 

ñQuality information about CVH care providersò indicator, this sometimes leads to the 

inclusion of indicators where only few countries, theoretically none, score Green (in this 

case, only Denmark and the U.K. do).  

4.6 Symmetry of in-data 

It is important to note that there is absolutely no symmetry in the data used for the scores 

in the Heart Index. 

The project has consequently been using ñlatest availableò statistics. As an example, this 

means that the Heart Index compares WHO Health for All data from 1997 from one 

country with 2006 data from other countries. In accordance with the HCP mission of 

driving active quantitative and qualitative monitoring of healthcare services, this is in 

HCP Index projects considered a problem owned by countries not monitoring/reporting, 

rather than a HCP problem. 

For many indicators, perhaps most notably the ñ30-day AMI case fatalityò, in the Euro 

Consumer Heart Index, data from several sources have been piled on top of each other in 

order to obtain what could be considered the least inaccurate picture of the real situation. 

HCP has also allowed itself to test official policy decisions in a patient survey, and also 

by interviews with healthcare officials. In some cases, where real life practice does not 

seem to coincide with official policy decisions, scores have been modified accordingly. 
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5. Where does the European health consumer in 2008 find the 

most user-friendly cardiovascular care? 

5.1 General overview of European conditions 

The situation for European healthcare systems was commented in 2005 by the following 

quote from the WHO European Health Report: 

ñGood health is a fundamental resource for social and economic development. Higher 

levels of human development mean that people live longer and enjoy more healthy years 

of life. 

While the health of the 879 million people in the WHO European Region has in general 

improved over time, inequalities between the 52 Member States in the Region and 

between groups within countries have widened. In addition to the eastïwest gap in health, 

differences in health between socioeconomic groups have increased in many countries. 

Reducing inequality is increasingly vital. As most countries have declining birth rates and 

growing elderly populations, it is particularly important to help children to avoid ill health 

and to become resilient enough to remain in good health long into old age.ò 

This and several other reports provide thorough descriptions of the public health situation 

in European countries. 

There is less good availability of reports on the actual performance of healthcare systems, 

expressed in ñcustomer valueò terms such as quantitative and qualitative output, service 

and information levels and value for money spent. The statistics on European healthcare 

systems has traditionally focussed on quantitative resource inputs such as staff numbers, 

beds and bed occupancy, and at best statistics on procedures such as ñneedle timeò or ñ% 

of patients receiving thrombolysis treatmentò. 

For a country like the USA, where healthcare financing and provision has been looked 

upon as a service industry, statistics on performance quantity and quality are abundant. 

5.2 The Index outcomes 

As is illustrated by the Index Matrix, the Heart Index 2008 consists of a total of 28 

indicators in five sub-areas, describing 29 national healthcare systems. The aim has been 

to select such indicators, which should be relevant for describing a healthcare system 

viewed from the consumer/patientôs angle. 

The performance of the respective national healthcare systems was graded on a three-

grade scale for each indicator, where the grades have the rather obvious meaning of Green 

= good (i ), Amber = so-so (l ) and Red = not-so-good (h), equalling 3, 2 and 1 points 

respectively. 

The total scores are calculated (see Section 4.2) by taking the ñ% of maximum score for 

each sub-disciplineò, multiplying that by a weight coefficient and then normalizing so that 

a country having ñall Greenò gets 1000 points total score. Consequently, the 3, 2 and 1 

point scores do not ñadd upò. 
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