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European healthcare success challenges evaluation

In times of pessimism and disillusion there is a need for functions of society which work
and deliver. In Europe, healthcare is such an asset. It gets better with every year,
saving lives, curing disease and strengthening quality of life among the public. And, in
the era of Trumpism, largely, it is affordable to almost all Europeans.

This is not the same as claiming that everybody gets the care they need or that
healthcare is a well-oiled, faultless wonder. But as the Euro Health Consumer Index
(EHCI) has shown for more than ten years, the publicly funded healthcare systems of
Europe have steadily improved. The Index scale is a way to measure to what extent
each one of the 35 countries meet expectations of good, consumer-friendly healthcare.
In the 2008 EHCI the champion country scored 84 %; 2016 the winner scores no less
than 93 %, wit h 11 countries scoring above 80 %. In the low end there is a similar
development, from the 45 to 50 percent score level (meaning, sadly, that the
performance gap between old and newer EU members remain). The whole block of 35
countries advances.

In the In dex report there are numerous examples of the successful improvement of
systems performance. There is great potential of further progress, at least if mutual
cross-border learning potential accelerates:

A What would it mean to shorter waiting, cost of queu ing and personal inconvenience if
many more countries offered the same prompt access to care as Belgium or the FYR
Macedonia?

A with prevention still a largely unexploited resource for better health and care,
imagine if Norway, the leader in this EHCI sub-discipline, could set the standard to
copy and implement around our continent?

A As more and more countries get close to reaching the Index ceiling for treatment
outcomes it seems that not only big spenders but as well medium wealth countries
such as Finknd, Iceland, the Czech Republic and Slovenia have found costefficient
solutions for inspiration.

Value-for-money health systems are in the international searchlight. What will be

affordable and sustainable to countries with aging populations, funding de ficits and
shortage of workforce? This is a tough nut to crack to national governments as well as

to the European Commission and the OECD. We dare say that there is today enough
knowledge to repair failing systems - but is there enough determination?

The ongoing progress of performance requires not only a more challenging scoreboard
but as well a new approach re. what indicators can grasp the full potential of modern
healthcare. The EHCI (and additional HCP measurements) will have to develop with the
changing face of healthcare. 2017 will be the year of re -designing the EHCI. Read more
about this process on www.healthpowerhouse.com 1 and welcome to tell us how you
think we ought to proceed!

Johan Hjertqvist
HCP Founder & President

The EHCI 2016 was producd with no outside financial support, 7e. 100% of the costs
were borne by the Health Consumer Powerhouse, Ltd.



1. Summary

The Euro Health Consumer Index 2016 is only a partial update of the 2015 edition. This
is for two main reasons:

A) The EHCI 2016 has been produced with no external financial support, /e. with
the expense covered entirely by the Health Consumer Powerhouse.

B) The continuous improvement of healthcare service performance (also right
through the fAfinanci al cri si singicatorsanggrer ed i |
score cut-off values obsolete and/or indistinctive.

In spite of financial crisis-induced austerity measures, such as the much
publicized restrictions on the /ncrease of healthcare spend, European healthcare
keeps producing better results. Survival rates of heart disease, stroke and cancer
are all increasing, even though there is much talk about worsening lifestyle
factors such as obesity, junk food consumption and sedentary life. Infant
mortality, perhaps the most descriptive single indicator, also keeps going down,
and this can be observed also in countries such as the Baltic states, which were
severely affected by the financial crisis.

This means that the next EHCI edition will have to sacrifice longitudinal analysis,
by doing a combination of inventing a number of new, more challenging
indicators, and by raising the cut-off limits between Red/Yellow/Green scores:

Al nternet pharmacopoeiaso existed in only
when the EHCI was started i today, almost every country has them. Infant

mortality when first introduced had 9 countries scoring Green i today, 24

countries do that, with the same limit of less than 4 deaths per 1000 births for a

Green. Similar observations can be made for many indicators.

1.1 General observations i European healthcare improving

11 countries (up from 8 in 2015), all Western European, are scoring above 800 points of
the maximum 1000. The first CEE country, the Czech Republic, keeps closing in, now
only 6 points behind Swedenin 12" place.

1.1.1 Why is there no correlation between accessibility to healthcare and
money spent?

Answer: Because it is inherently cheaperto run a healthcare system without waiting lists
than having waiting lists! Contrary to popular belief, not least among healthcare
politicians, waiting lists do not save money i they cost money!

Healthcare is basically a process industry. As any professional managr from such an
industry would know, smooth procedures with a minimum of pause or interruption is key
to keeping costs low!

1.2 Country performance

The EHCI 2016 total ranking of healthcare systems shows The Netherlands holding out
against the onslaught of Switzerland; the Swiss 904 points would have meant a very
comfortable victory in the EHCI as late as 2014. However, the Netherlands, in 2015



breaking the 900-point barrier for the first time in the EHCI , is clinging on to the top
position by scoring 927 points!

The changes in rank should not at all be dismissed as an effect of changing indicators,
of which there are 48 in the EHCI 2016, the same indicators as in the previous year. The
Netherlands is the only country which has consistently been among the top three in the
total ranking of any European Index the Health Consumer Powerhouse (HCP) has
published since 2005. The Netherlands is sub-discipline winner, or joint winner, in three
of the six sub-disciplines of the EHCI2016. The Dutch healthcare system does not seem
to have any really weak spots, by 2016 having made improvement regarding the waiting
times situation, where some central European states excel. Normally, the HCP takes care

to state that the EHCI i s | i mdleidn s dmeafs ulr e al

systems, /e. does not claim to measure which European state has the best healthcare
system across the board.

However, the fact that it seems very difficult to build an Index of the HCP type without

ending up with The Netherlands on the medal
to actually claim that the winner of the EHCI 2016 coul d i ndeed bthe s ai

best healthcar e Fhere sheuld be anlot © lear fpom dooking deeply
into the Dutch progress!

Switzerland has for a long time had a reputation for having an excellent, although
expensive, healthcare system, and it therefore comes as no surprise that the more
profound research which eliminated most n.a. scores results in a prominent position in
the EHCI.

Bronze medallists are Norway at 865 points; the very high per capita spend on
healthcare services finally paying off, but losing most p oints on their totally inexplicable
waiting list situation !

Belgium (4™, 860 points) seems to have got its act together on Outcomes quality and
monitoring/reporting of results, which in combination with what might be the best
accessibility to healthcare services anywhere in Europe

Denmark (9", 827 points, which is 34 points more than was good for the same rank in
2015!") did gain a lot from the introduction of e -Health indicators. None the less, as can
been seen from the longitudinal analysis in Chapter 5.1, Denmark has been on a
continuous rise since it was first included in the EHCI 2006, until competition tightened
in 2014, and Denmark reduced access to Outcomes information and tightened the rules
for patient access to caregivers.

The Swedish score for technically excellent healthcare services is, as ever, dragged
down by the seemingly never-ending story of access/waiting time problems, in spite of

national efforts such as Vadrdgaranti (National Guaranteed Access to Healthcare); in
2016, Sweden drops back to 12" place with 786 points, which were enough for 10 "

place a year ago. Like most points lost (125 points less than Belgium or Switzerland) is
on Accessibility, where Sweden, Ireland and Poland have the lowest score among the 35
countries.

Portugal, 14" at 763 points, squeezes past the U.K. by a narrow margin i well done!

In southern Europe, Spain and Italy provide healthcare services where medical
excellence can be found in many places. Real excellence in southern European
healthcare seems to be a bit too much dependent on the consumers' ability to afford

private healthcare as a supplement to public healthcare. Also, both Spain and Italy show
large regional variation which tends to result in a lot of Yellow scores for these
countries.
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Some eastern European EU member systems are doing surprisingly well particularly the
Czech Republi¢ Slovenia and Estonia, considering their much smaller healthcare spend
in Purchasing Power Parity (PPP) adusted dollars per capita.

In 2014, the FYR Macedoniamade the most remarkable advance in the EHCI scoring of
any country in the history of the Index, from 27 ™ to 16™ place, largely due to more or
less eliminating waiting lists by implementing their real time e -Booking system! This
situation seems to be sustainable in 2016, with a small drop to 20 ™ place as other
countries improve.

1.3 Country analysis of the 35 countries

1.3.1 The Netherlands!!!

The Netherlands is the only country which has consistently been among the top three in
the total ranking of any European Index the Health Consumer Powerhouse has
published since 2005. The 2012 NL score of 872 points was by far the highest ever seen
in a HCP Index. The 927 points in 2016 are even more impressive, and underlines that
the EHCI 2017 will have to be more challenging in order to register differences.

The Netherlands have also scored 922 points in the Euro Diabetes Index 2014. That
score would normally have been a secure Gold medali in the EDI, that was seized by
Sweden at 936 points on the power of having data on all indicators.

The NL wins four of the six sub-disciplines of the Index, and the large victory margin
seems essentially be due to that t he Dutch healthcare system does nat seem to have
any really weak spots, except possibly some scope for improvement regarding the
waiting times situation, wh ere some central European countries excel.

Normally, the HCP takes care to state that the EHCI is limited to measuring the
ficonsdmérendl|l i nesso of /ié& deed nohatasnrte measyrs whicms ,
European state has the best healthcare system across the board.

Counting from 2006, the HCP has produced not only the generalist Index EHCI, but also
specialist Indexes on Diabetes, Cardiac Care, HIV, Headache and Hepatitis The
Netherlands are unique as the only country consistently appearing among the top 3 i 4,
regardless what aspects of healthcare which are studied. This creates a strong
temptation to actually claim that the lands lide winner of the EHCI 2016 could indeed be
said to have Athe best healthcare system in Eu

1.3.1.1 So what are the Dutch doing right?

It has to be emphasized that the following discussion does contain a substantial amount
of speculation outside of what can actually be derived from the EHCI scores

The NL is characterized by a multitude of health insurance providers acting in
competition, and being separate from caregivers/hospitals. Also, the NL probably has the
best and most structured arrangement for pati ent organisation participation in
healthcare decision and policymaking in Europe.

Also, the Dutch healthcare system has addressed one of its few traditional weak spots,
Accessibility, by setting up 160 primary care centre s which have open surgeries 24 hours
a day, 7 days a week. Given the small size of the country, this should put an open clinic
within easy reach for anybody.

Here comes the speculation: one important net effect of the NL healthcare system
structure would be that healthcare operative decisions are taken, to an unusually high
degree, by medical professionals with patient co-participation. Financing agencies and



healthcare amateurs such as politicians and bureaucrats seem farther removed from
operative healthcare decisions in the NL than in almost any other European country.
This could in itself be a major reason behind the NL victory in the EHCI 2008 7 2016.

1.3.1.2 So what, if anything, are the Dutch doing wrong?

The NL scoreswell or very well in all sub-disciplines, except possibly Accessibility ard
Prevention, where the score is more mediocre i on the other hand, so are those of most
other countries.

The Atraditional 06 Dutch problem of me dat
extent been rectified by 2016. As was observed by Siciliani & Hust of the OECD in
2003/2004, and in the EHCI 2005 i 2016, waiting lists for specialist treatment,
paradoxically, e x i st mainly in countries having
referral from a primary care doctor to see a specialist).

GP gatekeepirg , a Acornerstone of t he dibuhe 1GP bl &
former Dutch Minister of Health and repeated in the Dutch parliament November 2014)
is widely believed to save costs, as well as providing a continuum of care, which is
certainly beneficial to the patient. As can be seen from the references given in Section
7.10.2 on indicator 2.2, there is no evidence to support the cost-reducing hypothesis.
Also, as can be seen in Section4.1, the NL has risen in healthcare spend to actually
having the highest per capita spend in Europe, by 2014 close to what the HCP internally
calls Athe three rich bastardso,; Nor way,
per capita in a class of their own. This was observed already in the EHCI 2009.

By 2014, The Netherlands are at par with Sweden and Germany for healthcare spend!
This has been extensively treated in the EHCI 2013 report?.

The Dutch healthcare system is characterised by overuse of in-patient care (and
institutionalised psychiatric care and elderly care.

It seems that actual modes of operating the healthcare system in The Netherlands could
explain the high per capita healthcare spend, /e. not the multi-payor model. If the
country can afford this, fine; but also for Outcomes and patient quality of life reasons, a
programme to reduce the share of in-patient care would be beneficial for the Dutch
healthcare budget! According to Dutch government sources, and presented at the Irish
Health Summit in May 2016, there is a strategy aimed at saving GEUR 12/year by
switching to less in-patient care.

1.3.2 Switzerland
Silver medallists, 904 points (up from 894 ).

Switzerland has enjoyed a solid reputation for excellence in healthcare for a long time.
Therefore it is not surprising that whenthe n.a6s of [EHG editiansilgve mainly
been eliminated, Switzerland scores high. Considering the \ery respectable money
ploughed into the Swiss healthcare sysem, it should! Along with Belgium, and now the
FYR Macedoniathe only country to score All Green on Accessibility.

In 2016, Switzerland is outdistancing a fi h or n et sdiher N\esernOEurapéan
Countries scoring above 800 points! Swiss healthcare has probably been this good also
before; the highly decentralised cantonal structure of the country has ma de data
collection difficult.

1 www.healthpowerhouse.com/files/ehci-2013/ehci-2013-report.pdf
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1.3.3 Norway

3" place, 865 points. Norwegian wealth and very high per capita spend on healthcare
seem to be paying off i Norway has been slowly but steadily rising in the EHCI ranking
over the years. Traditionally, Norwegian patients complained about waiting times. This
has subsided significantly, but is still where Norway loses most of the points missing: -87
points compared with class leaders Belgium and Switzerland!

The poor accessibility of Norwegian healthcare must be more or less entirely attributed
to mismanagement, as lack of resources cannot possibly be the problem. The fact that it
is cheaperto operate a healthcare system without waiting lists ( Ze. waiting lists do not
save money, the cost money) could actually explain the Norwegian situation. Too much
money can be a curse, hindering rationalization or the learning of efficient logistics.

1.3.4 Belgi um

Perhaps the most generous healthcare system in Europe& seems to have got its quality
and data reporting acts together, and ranks 4" in the EHCI 2016 (860 points). Still not

guite top class on medical treatment results (

1.3.5 Iceland

Due to its location in the North Atlantic, Iceland (5", 854 points) has been forced to
build a system of healthcare services, which has the capability (not dimensions!) of a
system serving a couple of million people, which is serving only 300 000 Icelanders.
Iceland belongs to the group of five countries scoring 288 on Outcomes, which is as
close to a perfect 300 as is possible to get without reaching it .

It also seems that all speculation about the financial crisis affecting Icelandic healthcare
has been exaggerated Basically, Iceland is a very wealthy country, which is also proved
by the speedy recovery from the crisis.

Lacking its own specialist qualification training for doctors, Iceland does probably benefit
from a system, which resembles the medieval rules for carpenters and masons: for a
number of years after qualification, these craftsmen were forbidden to settle down, and
forced to spend a number of years wandering around working for different builders.
Naturally, they did learn a lot of different skills alon g the way. Young Icelandic doctors
generally spend 8 7 10 years after graduation working in another country, and then

frequently come back (and they do not need

shop!). Not only do they learn a lot i they also get good contacts useful for complicated
cases: the Icelandic doctor faced with a case not possible to handle in Iceland, typically
picks up the phone and calls his/her ex-boss, or a skilled colleague, at a well-respected
hospital abroad and asks: Could you take this patient?, and frequently gets the reply:
AiPut her on a plane!

1.3.6 Luxembourg

Luxembourg (6", 851 points), being the wealthiest country in the EU, could afford to

build its own comprehensive healthcare system. Unlike Iceland, Luxembourg has been
able to capitalize on its central location in Europe. With a level of common sense which
is unusual in the in-sourcing-prone public sector, Luxembourg has not done this, and
has for a long time allowed its citizens to seek care in neighbouring countries. It s eems
that they do seek care in good hospitals. Probably for this reason, Luxembourg loses

2 Some would sayoverg e ner ous : a personal friend of t h epetand®

heldd in hospital for 6 days(!) after suffering

(0]

t eam,

a

vag



points on the Abortions indicator i for reasons of discretion, many LUX women probably
has that done outside of the small and intimate Duchy.

The HCP has received sone protest from LUX about the bad score on cigarette
consumption, on the argument that most of those cigarettes are smoked by other
nationalities. From a European public health standpoint, peddling cheap fags to your
neighbours is no better than smoking the m all yourself.

1.3.7 Germany

Germany (7", 849 points) took a sharp dive in the EHCI 2012, sliding in the ranking

from 6™ (2009) to 14". As was hypothesised in the EHCI 2012 report, when patient
organisations were surprisingly negative, this could have been an artefact created by

iGer man pr opensi tig thdt the actgat deterioratiomog the, traditionally

excellent accessibility to health care was less severe than what the public thought, and

the negative responses were an artefact of shock at ihever ything not bei
anymoreo

The 2015 survey results seem to confirm this theory, and it would appear that German
patients have discovered that fAthings are not
Queen of Europe.

Germany has traditionally had what could be described as the most restriction-free and
consumer-oriented healthcare system in Europe, with patients allowed to seek almost

any type of care they wish whenever they wantit ( istr onger on quanti-t
g u a | iTheytradjtional weakness of the German healthcare system: a large number of

rather small general hospitals, not specializing, resulting in mediocre scores on

treatment quality, seems to be improving i a tendency even more prominent in 2016,

when Germany is one of the six countries sharing the highest score on Outcomes.

In a feedback round from national healthcare bodies, the response from the German
Bundesministerium fur Gesundheit (BMG) contained an interesting reference to a study
of waiting times in German primary care. It is irrelevant what the actual numbers were

in that study; the unit of time used to measure and analyse primary care accessibility
was not months, weeks or days, but minutes!

1.3.8 Finland

8", 842 points. As the EHCI ranking indicates, Finlnd has established itself among the
European champions, with top Outcomes at a fairly low cost. In fact, Finland is a leader
in value-for-money healthcare.

Somewai ting times are stildl | o n @s catpracosurgesyi on o f
and dental care is limited and that out of pocket -payment, also for prescription drugs, is
significantly higher than for Nordic neighbours.

This probably means that the public payors and politicians traditionally were less
sensitive to fAcar e cmoaffleent coantriess T situaticen seemsrno ot h e
have been put right in recent years, with Finland being among the top scorers for Range

and Reach of Healthcare Services.

1.3.9 Denmark

9" place, 826 points. Denmark was catapulted into 2" place by the introduction of the
e-Health sub-discipline in the EHCI 2008. Denmark was in a continuous rise since first
included in the EHCI 2006. Interestingly, when the EHCI 2012 was reverted to the EHCI
2007 structure, Denmark survived this with flying colours and retained the silver medal
with 822 points! Denmark has also made dramatic advancement in the reduction of

11



heart disease mortality in recent years. Denmark was one of only three countries scoring
on fAFree choi ce o fafterthe cetgrin weeertightemed to imagch tBdJEd)
directive, and also on having a hospital registry on the Internet showing which hospitals
have the best medical results.

However, in 2013, the introduction of the Prevention sub -discipline did hot help
Denmark, which lost 20 points on this sub-discipline relative to aggressive competitors.
Although the causality is hard to prove, that Danish score drop did coincide in time not
only with the removal of Outcomes data from its hospital quality information system . It
also coincided with the tightening of access to healthcare, with only two telephone

numbers being available to Danish patients; the number of their GP, or the emergency
number 112!

1.3.10 Austria
Austria (10", 826 points) suffered a drop in rank in 2012.

In 2016, Austria makes a comeback among the top countries, which score >800 points.
The introduction of the Abortion indicator does not help: Austria does not have the ban

on abortion found in Poland and three more countries, but abortion is not carried ou t in
the public healthcare system. Whether Austria should deserve a Red or ann.a. score on
this indicator could be a matter of discussion i there are no official abortion statistics.

1.3.11 France

815 points. Dropped out of the top 10 after reducing formerly liberal access to specialist
services around 2009. Otherwise a technically competent and efficient system, with a
tendency to medicalize a lot of conditions?®, and to give patients a lot of drugs!

France has long had the lowest heart disease mortality in Europe, and was the first
country (1988), where CVD was no longer the biggest cause of death. Also, France was
#1 in the recently published Euro Heart Index 2016 4.

1.3.12 Sweden

Sweden tumbled in the EHCI 2013 from 6" place to 11" at 756 points, which was only 6
points down from the 2012 value of 762 points. In the EHCI 2016, Sweden drops further
to #12, at the same 786 points as in 2015. In 2016, with 11 countries scoring above
800, the seemingly never-ending Swedish problems with healthcare waiting lists sends
the country out of this top group .

Sweden scores surprisingly well in the sub-discipline Prevention, considering that the
countryds healthcare system has a | ong tradit
up time for their doctor unless really sick.

Sweden enjoys the companionship only of a number of CEE countries having more than
30 abortions per 100 live births, which in CEEprobably is a remnant from before 1990.
In Russia, abortion is still used as a common contraceptive, with 55 abortions per 100
births (and that is down from >200 inthe early1 99006 s ) .

At the same time, the notoriously poor Swedish accessibility situation seems very
difficult to rectify, in spite of state government efforts to stimulate the decentralized
county-operated healthcare system to shorten waiting lists by throwing money at the
probl em -biikQuU eSwedsmdnpow has the highest healthcare spend per capita,

3 Wadham, Lucy; The Secret Life of France Faber Faber, 2013.

4 www.healthp owerhouse.com/publications/euro-heart-index-2016/
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(after the three super -wealthy countries, see Section 4.1) together with The Netherlands

and Austria. T hartowa ngr onminemod i s obviously nu
problem-solving. The HCP survey to patient organizations confirms the picture obtained

from the official source www.vantetider.se, that the targets for maximum wa iting times,

which on a European scale are very modest, are not really met. The target for maximum

wait in Sweden to see your primary care doctor (no more than 7 days) is underachieved

only by Portugal, where the corresponding figure is < 15 days. In the H CP survey,

Swedish and Irish patients paint the most negative pictures of accessibility of any nation

in Europe. Particularly cancer care waits, not least in the capital Stockholm, seem

inhumane!

Another way of expressing the vital question: Why can FYRMacedonia reduce itswaiting
times to practically zero, and Sweden cannot?

1.3.13 The Czech Republic

The Czech Republic has always been the star performer among CEE countries, and in
2016 remains at #13 (78 0 points), only 6 points behind Sweden and leading the group

of CEE countries squeezing ahead of the United Kingdom. Good for accessibility to

healthcare services!

1.3.14 Portugal

14™; 763 points (and ahead of the UK). A very impressive climb: In 2013, 16 " place on
671 points (up from 25™ place in 2012). In 2014, Portugal advanced to 13" place with
722 points. There was a small setback in 2015, mainly due to patients being less positive
about waiting times, resulting in a score of 691 points and 20 " place (in the middle of
the ranking, a small score change can result in dramatic ranking change). Does well in
the Bang-for-the-Buck analysis!

1.3.15 United Kingdom

15" place, 761 points. A 2014 survey to the public of the |
essence of being British?06 got t hse tnoo stth ec oNihBoo!
Nevertheless, the UK healthcare system has never made it into the top 10 of the EHCI,

mainly due to poor accessibility (together with Poland and Sweden the worst among

European healthcare systems) and an autocratic top-down management culture.

Mediocre Outcomes of the British healthcare system are improving, with the UK scoring
Green on Infant Mortality for the first time in the EHCI.

The country, which once created the Bletchley Park code-breaking institution would do
well to study the style of management of professional specialists created there’!

1.3.16 Slovenia

16™ place, 740 points.

When the HCP team first visited the Slovenian Ministry of Health in 2006, the MoH
representatives proudly stat &dve #raVan Aastriamn no't a
province, which had bad luck in 1918! 50

Slovenia has a GDP/capita which is 37 4 times that of the other ex -Yugoslav countries
(except Croatia at ~75% of the Slovenian GDP). This difference was not created in just

5 McKay, Sinclair; The Secret Life of Bletchley Park chapter 17, *Aurum Press, London (2010).
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over two decades i in 1985, Croatia and Slovenia together produced 75% of the GDP of
Yugoslavid

With a population of only 2 million people, it sometimes takes only a limited number of
skilled and dedicated professionak to make a difference in certain medical specialities.
This has been observed in hepatitis, where Slovenia ranked #2 in Europe in the 2012
Euro Hepatitis Index®, and also in diabetes and CVD Slovenia ranking #6 in the 2014
Euro Diabetes Index” and 5" in the Euro Heart Index 20164,

1.3.17 Estonia

729 points. Not exceptional on any of the sub -disciplines, Estonia has done well in the
EHCI for a number of years, not least in the context of the quite limited economic

resources of this small country. Leader in the Bang-for-the-Buck adjusted Index (see
Chapter 4). One of very few countries managing to keep resistant infection rates low i
restrictive antibiotics prescribing?

1.3.18 Spain

709 points. Very regionally decentralised. Spanish healthcare seems to rely a bit too
much on seeking private care for real excellence; however, Spain is doing better on the
Outcomes indicators in 2016 than historically.

1.3.19 Croatia

19" place, 703 points, which is essentially at level with 2015, but results in a minor drop
in rank. Croatia (and even more Slovenia) were the remarkable success stories among
the ex-Yugoslavian countries, until the Macedonian wonder in 2014. In spite of a
GDP/capita, which is still modest by Western European standards, Croatian healthcare
does excel also at advanced and costly procedures such a kidney transplants: the
Croatian number of 50 transplants per million population is among the top countries of
Europe.

1.3.20 Former Yugoslav Republic Of Macedonia (FYROM)

FYROM was the absol ute @ Ro &ikgel6" wihfa sdofe ef 700ear o i 1
points, up from 555 points and 27 ™ place in 2013. This also makes the country the

AEHCI Rocket of alll Ti meo; no country ever ga
one year!

It keeps its score in 2016 with 699 points, giving 20" place.

The country has made a remarkable breakthrough in electronic booking of appointments
T since July 2013, any GP can call up the booking situation of any specialist or heavy
diagnostic equipment in the country in Real Time with the patient si tting in the room,
and book anywhere in the country with a few mouse clicks. This has essentially
eliminated waiting times, provided that the patient is willing to travel a short distance
(the entire country measures approximately 200 km by 130, with the c apital Skopje
located fairly centrally). It seems that patients have caught on, with FYROM receiving
top scores for accessibility.

6 http://www.healthpowerhouse.com/files/euro -hepatitis-index-2012/Report-Hepl-HCR121104-2-w-
Cover.pdf

7 http://www.healthpowerhouse.com/files/EDI -2016/EDI-2016-report.pdf
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Much of this can probably be attributed to firm leadership, with the Minister of Health
declaring dl want runhiggton 3uly 4,t2818; basid Taen ystem
(Al Z1 S0) al-Pescrigione | udes e

The FYROMIZIS system is well worth a study trip from other countries! The message to

all other European ministers and other persons in charge of healthcare systems: i Go d a n

do | i k®d&Mhisiadviee does not exclude that e-health implementation most often may
need some time to settle and that down -sides can occur over time, before patients get
used to their newborn power and choice.

The area, where FYROM still has a way togo is on actual medical treatment results.
There is no quick fix for this; even with very determined leadership, it will probably be a
matter of ~5 years to produce significant improvement.

1.3.21 Ireland
21 place, 689 points.

Ireland has detailed official statistics on waiting times all over healthcare, and that data
was been allowed to prevail up until EHCI 2013. However, for several EHCI years, Irish
patient organisations have been radically more pessimistic in their responses to the
survey conducted as part of EHCI research. It is well known that customers/patients
have long memories for less good things. As the same pessimistic results reoccured in
2016 i Ireland, the UK and Sweden had the worst patient organisation feedback on
Accessibility anong the 35 countries i doubts must be raised on the validity of official
statistics.

As a matter of principle, in the EHCI 2014 i 2016 it has been decided to use the patient
organisation feedback to score Ireland on Accessibility. This accounts for the drop from
rank 14 to 22 in 2014, with a slight recovery in 2016.

Unfortunately, this was confirmed by the Irish HSE and MoH after the release of the
EHCI 2015 report, when they said in a memo that the programme initiated to reduce
healthcare waiting timesinl r el and ai ms at a target of
for a specialist appointment. Even if and when that target is reached, it will still be the
worst waiting time situation in Europe.

The fact that Ireland has the highest % of popula tion (> 40 %; down from 52 % three
years ago’) purchasing duplicate healthcare insurance also presents a problem: should
that be regarded as an extreme case of dissatisfaction with the public system, or simply
as a technical solution for progressive taxation?

Ireland no longer has a total ban on abortion. The requirement that a woman wishing

an abortion becomes subject to judgement on if the pregnancy should be regarded as a
serious health hazard, including suicide risk, is a very minor step indeed towards
abortionasaw o me n 6 s hemnce thehpurple score on this indicator .

1.3.22 ltaly

682 points. Italy has the largest internal difference of GDP/capita between regions of
any European country; the GDP of the poorest region is only 1/3 of that of Lombardy
(the richest). Although in theory the entire healthcare system operates under one
central ministry of health, the national Index score of | taly is a mix of Northern Italian
and Rome Green scores, and Southern Italian Red scores, resulting in a lot of Yellows.

8 Luke 10:37
9 OECD Health at a Glance, 2012.
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1.3.23 Slovakia

678 points, up 25 since 2015, which is required just to hang on in the ranking. The fairly
recent Slovakian system of private (additional) healthcare insurance has not yet
produced a significant change in the EHCI scores.

1.3.24 Serbia

24"pl ace, 670 points, up 116 points since 2015,
year 0!

After Serbiabs first i nrshingdaisty therei were someverg H C | i n
strong reactions from the Ministry of Health in Belgrade, claiming that the scores were

unfair. Interestingly, there also were reactions from organisations of medical

professionals in Serbia claiming that the Serbian scaes were inflated, and that the EHCI

did not take corruption in healthcare systems seriously enough. The only directly
corruption-related indicator is Under-the-table payments to doctors, where Serbia does

score Red.

The major part of the impressive climb is the effect on Waiting Times by licensing and
implementing the Macedonian IZIS system for direct specialist care booking, plus e-
Prescriptions. Serbia being a larger country than FYROM, the full effect has not
materialized fully by the time of EHCI 2016 publication.

There is also anecdotal evidence that corruption, which has long been a plight of the
Serbian healthcare system, is being significantly reduced Unfortunately, not yet to
warrant an improved score on this indicator.

1.3.25 Malta

666 points. Up from 663 points in 2015. Decent accessibility, but not too strong on
treatment results. Also, there seem to be gaps in the public subsidy system of Maltese
healthcare. This is particularly prominent for drug subsidies; many Maltese do not bother
with receiving a subsidy. The result is that Malta has little data on drug use!

1.3.26 Cyprus

623 points, up 28 points since 2015. Very difficult to score in the EHCI, as Cyprus does
not really have a public healthcare system in the general European meaning. As the
EHCI normaly does not reward a country for such services obtained by paying privately,
it is possible that the score in reality should be lower.

1.3.27 Lithuania

620 points. In 2015, Lithuania recovered from the nosedive to 510 points and #32,
which the country took in 2014. This shows that the EHCI can sometimes be sensitive to
small changes in responses from the often limited number of patient organisations
responding to the HCP survey. In 2016, Lithuania is almost back on its long time trend
(see Figure 5.1).

1.3.28 Greece

Greece was reporting a dramatic decline in healthcare spend per capita: down 28 %
between 2009 and 2011, but a 1% increase in 2012! This is a totally unique number for

Europe; also in countries which are recognized as having been hit by the financial crisis,
such as Portugal, Ireland, Spain, Italy, Estonia, Latvia, Lithuania efc, no other country
has reported a more severe decrease in healthcare spend than a temporary setback in
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the order of < 10 % (see Appendix 2). There is probably a certain risk that the 28%
decrease is as accurate as the budget numbers, which got Greece into the Euro.

Greece has markedly changed its traditional habit as eager and early adopter of novel
pharmaceuticals to become much more restrictive. However, the graph below shows
that as late as 2012, Greece still had the 3" highest per capita consumption of
pharmaceuticals in Europe, counted in monetary value! Part of the explanation for this is
unwillingness to accept generic drugs. It would seem that pharmacists (and doctors?)
are not keen on communicating to patients that generics are equal to the branded
drugs.

What has partially changed in Greece is the readiness to adopt new drugs. As Indicator
6.5 (new arthritis medication) shows, Greece has in some cases radically changed its
previous generous attitude to the introduction of novel, expensive pharmaceuticals. Also,
the position of Greece in the drug expenses league has dropped from #3 in 2012, to

#11 in 2014.
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Pharmaceutical sales per capita (2014), MEUR p.m.p.

Source: EFPIA Key Data 2016
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Figure 1.3.28a .

Greek pharma expenditure is possibly affected by the fact, that Greece (and lItaly) are
the two countries in Europe, where the levels of corruption *° exceed what could be

expected against the poverty level.

10 www.euractiv.com/section/health -consumers/news/novartis-under-scrutiny-for-alleged-pharma-scandal
in-greece/?nl_ref=28487074
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Figure 1.3.28b  Corruption scores vs. GDP/capita. On the corruption scale, a score of 100 denotes a
corruption-free country; the lower the score, the more severe the corruption. There is a quite close
correlation (R = 90%) between poverty and corruption. Deviating negatively ( /Ze. more corrupt than should
be expected) are Italy, Greece and Ireland. Very honest, in relation to their economic means, are Estonia
and Finland. The three rich countries LUX, CHand NO have been left out 7 their GDP/capitais 50 1 100%
higher than that of any other country.

Greece leads Europe by a wide margin in the number of doctors per capita (below), and
also has the highest number of pharmacists per capita. Still the picture of Greek
healthcare, painted by the patient organisation responses, does not at all indicate any
sort of healthy competition to provide superior healthcare services.
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Figure 1.3.28b. Physicians per 100000 population (broad bars) and Number of doctor
appointments per capita (yellow narrow bars).

It would seem almost supernatural that Greece can keep having the large number of
doctors and pharmacists, unless these have taken very substantial reduction of income.

It deserves to be mentioned that the indicators on Outcomes (treatment results) do not
show a worsening of results for Greece.

1.3.29 Latvia

589 points. Being every bit as victimized by the finance crisis as Greece, Latvia together
with Lithuania has made a remarkable comeback. Both countries show improvement on
the really vital indicator Infant mortality; Latvia has achieved an improvement from
6.2/1000 births (Red score) in 2012 to 3.9/1000 (Green score) in 2014, 3.8 in 2016. This
seems sustainable i in a small country, these humbers would be sensitive to random
variation.

1.3.30 Hungary and Poland

Hungary (30" at 575 points) and Poland (315 at 564) are two countries, which have not
done well in the EHCI in recent years, despite having good and plentiful medical
education and a long tradition of solidarity -financed public healthcare.

The reason(s) for this is not obvious. However, there could be a common factor
between the two countries: It is well known from management practice, that if top

management starts focussing on things other than producing the best products or
services, the quality of products/services declines. 1 n a cor porati on,

Mot he

be Business For Fun such as fisexy0 company ac

hunting trips with posh people, or whatever.

In recent years, the governments of Hungary and Poland seem to have focussed on
things other than the optimal running of the country. In Hungary, things like keeping out
1200 refugees per year i a pathetic number, anyway. In Poland, killing off the free
press and banning abortion in all but the most extreme circumstances.

Since the start of the EHCI, ongoing political discussions on fundamental reform in
Poland (as well as in Romania and other CEE countries) has yet delivered very little. In
Hungary, one of the oldest publicly funded CEE healthcare systems has failed to
transform from the old Semashkostyle mentality into the modern world of patient -
centered healthcare.

The public and the medical profession of both countries deserve better.

1.3.32 Albania
32" place, 551 points, up 27 since 2015.

Albania was included in the EHCI at the request of the Albanian Ministry of Health.
Albania, as can be seen in Section 4.1, does have very limited healthcare resources. The
country avoids ending up last chiefly due to a strong performance on Access, where
patient organizations also in 2016 confirmed the official ministry version that waiting

times are a minor problem.

The ministry explanation for this was that

doctor when ceerundemtdizatiorhcd the fdealthcare system. This is an
oversimplification; Albanians visit their primary care doctor more than twice as often as
Swedes (3.9 visits per year vs. 1.7)!
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Albania shares one problem with all the Balkan states, with some exception for Slovenia:
it is difficult to evaluate which healthcare services are accessible without under-the-table
payment.

1.3.33 Bulgaria
33 place, 526 points.

Bulgaria made a remarkable advance between 2012 and 2013 by the power of patient
organisations in 2013 giving much more positive responses on survey questions on the
EHCI sub-discipline Accessibility. Such an improvement is very difficult to achieve if it is

not the result of a system reform such as the FYROM booking/referral system. The HCP
team has checked the accuracy of those reports, and they seem to be founded on

reality. Unfortunately, Bulgaria loses points on Outcomes and Range & Reach of HC
Services.

1.3.34 Montenegro

34" place, 518 points i 34 points up since 2015, enough to avoid last place. One
circumstance historically favouring Montenegro was a massive influx of Russian capital,
which at the time of writing this report seems to be endangered by the low prices of ail
and sanctions against Russian capitalists after the seizure of Crimea.

The country has only 650 000 inhabitants, making it possible for reforms to take effect
rapidly.

1.3.35 Romania

35th place, 497 points.

Romania does have severe problems with the management of its entire public sector. In
healthcare, discrimination of minority groups such as romani (3%2 - 4% of the
population) shows as poor Qutcomes ratios.

Also, Albania, Romania and Bulgaria are suffering from an antiquated healthcare
structure, with a high and costly ratio of in -patient care over out-patient care (see Figure
below).
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Figure 1 .3.35 The higher the share of in-patient care, the more antiquated the healthcare
provision structure. If Dutch, Swiss and (possibly) Italians prefer long hospital admissions, they
can afford it; Bulgaria, Romania and Albania cannot! They should receive professional support to

restructure their healthcare services!

1.4 Less wealthy countries on the recovery from f inancial
crisis?

The overall total scores seem to indicate what could be a macro effect of the financial
crisis. The top end of the ranking in 2014 did show a concentration of the wealthier
countries, which was more obvious than in any previous edition. It would seem that
these countries were able to avoid the (rather modest) effects of the financial crisis,
which have affected less affluent countries. This can be interpreted that the financial
crisis did result in a slight but noticeable increase of /nequity of healthcare services
across Europe.

In the total 2016 scores shown in Figure 4.1 below, this equity gap has diminished
slightly; the 8 least wealthy countries have gained on average 53 points between 2014
and 2016! This could indicate that also poorer European states are on the recovery from

the crisis.
When results are analysed at indicator level, some tendencies seem to be detectable:

1.4.1 Outcomes quality keeps improving

Indicators such as Cancer Survival or Infant Mortality keep showing improvement over
time. This is true also for countries such as the Baltic states, which have undergone a
financi al st eel b at h 0 ith thathit seutherm Burope anjireland mp ar a b |
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As an example, both Latvia and Lithuania have shown remarkable improvement in Infant
Mortality right during the period of the worst austerity measures.

This is probably a positive effect of doctors being notoriously difficult to manage 1
signals from managers and/or politicians are frequently not listened to very attentively.
This would be particularly true about providing shoddy medical quality as this would
expose doctors to peer criticism, which in most cases is a stronger influencing factor
than management or budget signals.

1.4.2 Delays and/or restrictiveness on the introduction of novel
pharmaceuticals

As is shown by Indicators 6.3 T 6.5 (section 7.10.6), saving on the
introduction/deployment of drugs, particularly n ovel, patented (expensive) drugs, seems
to be a very popular tactic for containing healthcare costs in many countries. This has
been observed also in previous HCP Indices!.

This is particularly obvious for Greece i a country, which traditionally has been a quick
and ready adopter of novel drugs. The Greek public bill for prescription drugs was 8
billion euro as late as 2010, for 11 million people. As a comparison, the Swedish
corresponding number was 4 billion euros for 9% million people i and drug prices have
traditionally been /ower in Greece. That Greek readiness to introduce new drugs has
dropped dramatically, along with the introduction of generic substitution.

Still, the Greek drug consumption by monetary value was the third highest in Europe as
late as 2012! By 2014, that had shrunk to be the 11 ™ highest.

1.5 BBB; Bismarck Beats Beveridge 1 now a permanent
feature

The Netherlands example seems to be driving home the big, final nail in the coffin of
Beveridge healthcare systems, and the lesson is clear: Remove politicians and other
amateurs from operative decision-making in what might well be the most complex
industry on the face of the Earth: Healthcare! Beveridge systems seem to be operational
with good results only in small population countries such as Iceland, Denmark and
Norway.

1.5.1 So what are the characteristics of the two system types?

All public healthcare systems share one problem: Which technical solution shoud be
used to funnel typically 8 T 11 % of national income into healthcare services?

Bisma rck healthcare systems: Systems based on social insurance, where there is a
multitude of insurance organisations, Krankenkassen etc, who are organisationally
independent of healthcare providers.

Beveridge systems: Systems where financing and provision are handled within one
organisational system, /.e. financing bodies and providers are wholly or partially within
one organisation, such as the NHS of the UK, counties of Nordic states etc.

For more than half a century, particularly since the formation of the B ritish NHS, the
largest Beveridge-type system in Europe, there has been intense debating over the
relative merits of the two types of system.

11 The Euro Hepatitis Index 2012, http://www.healthpowerhouse.com/files/euro -hepatitis-index-
2012/Report-Hepl-HCR121104-2-w-Cover.pdf
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Already in the EHCI 2005, the first 12-state pilot at t e mpt , it was observ
general, countries which have a long tradition of plurality in healthcare financing and
provision, ie. with a consumer choice between different insurance providers, who in
turn do not discriminate between providers who are private for -profit, non-profit or
public, show common features not only in the waiting | ist si

Looking at the results of the EHCI 2006 i 2016, it is very hard to avoid noticing that the

top consists of dedicated Bismarck countries, with the small-population and therefore
more easily managed Beveridge sysems of the Nordic countries squeezing in. Large
Beveridge systems seem to have difficulties at attaining really excellent levels of
customer value. The largest Beveridge countries, the U.K,, Spain and Italy, keep clinging
together in the middle of the Inde x. There could be (at least) two different explanations
for this:

1. Managing a corporation or organisation with 100 000+ employees calls for
considerable management skills, which are usually very handsomely rewarded.
Managing an organisation such as the Engish NHS, with close to 1% million
staff, who also make management life difficult by having a professional agenda,
which does not necessarily coincide with that of management/administration,
would require absolutely world class management. It is doubtful whether public
organisations offer the compensation and other incentives required to recruit
those managers.

2. In Beveridge organisations, responsible both for financing and provision of
healthcare, there would seem to be a risk that the loyalty of politicia ns and other
top decision makers could shift from being primarily to the customer/patient.
Primary loyalty could shift in favour of the organisation these decision makers,
with justifiable pride, have been building over decades, with justifiable pride,
have been building over decades (or possibly to aspects such as the job-creation
potenti al of such organisations in politici

2. Introduction

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

promoting consumer-r el at ed healthcare in Europe. ATomor |
accept any traditional borderso, we decl ared i
statement is already becoming true; the 2011 EU Directive for patients6 r i ghts t o «cr
border care is an excellent example of this trend. In order to become a powerful actor,

building the necessary reform pressure from below, the consumer needs access to

knowledge to compare health policies, consumer services and quality outcomes. The

Euro Health Consumer Indexes are efforts to provide healthcare consumers with such

tools. Not only do consumers gain from the transparency of benchmarking, the quality

and function of healthcare systems improve as outcomes are displayed and analysed in

an open, systematic, and repeated fashion.

This understanding now seems to be shared by the European Commission, during 2016
initiating the for mation of an assessment system aimed to identifying successful national
health systems. The ultimate purpose is said to be strengthening pan-EU best practices
to provide better for value healthcare.
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2.1 Background

Since 2004 the HCP has been publishing a widerange of comparative publications on
healthcare in various countries. First, the Swedish Health Consumer Index in 2004 (also
in an English translation). By ranking the 21 county councils by 12 basic indicators
concerningt he desi gn of 0 Bsunset chaics, sepvicd lével gnd accessdo
information we introduced benchmarking as an element in consumer empowerment. In
two years time this initiative had inspired i or provoked i the Swedish Association of
Local Authorities and Regionstogether with t he National Board of Health and Welfare to
start a similar ranking, making public comparisons an essential Swedish instrument for
change.

For the pan-European indexes in 20051 2008, HCP aimed to basically follow the same
approach, /e. selecting a humber of indicators describing to what extent the national
heal thcare sysftremsnddrye, Aiushars providing
national systems.

Furthermore, since 2008 the HCP has enlarged the existing benchmarking program
considerably:

In January 2008, the Frontier Centre and HCP released the first EuroCanada
Health Consumer Index, which compared the health care systems in Canada and
29 European countries. The 2009 edition was released in May, 2009.

The Euro Consumer Heart Index, launched in July 2008, compares 29 European
cardiovascular healthcare systems in five categories, covering 28 performance
indicators. A new edition was published in 2016.

The first edition of Canada Health Consumer Index was released in September
2008 in co-operation with Frontier Centre for Public Policy, examining healthcare
from the perspective of the consumer at the provincial level , and repeated 2009
and 2010.

The Euro Consumer Diabetes Index, laurched in September 2008, provided the
first ranking of European diabetes healthcare services across five key areas:
Information, Consumer Rights and Choice; Generosity, Prevention; Access to
Procedures and Outcomes.A new edition was published 2014.

Other Indexes published include the Euro HIV Index 2009, the Euro Headache
Index 2012 and the Euro Hepatitis Index 2012.

This year's edition of Euro Health Consumer Index covers 48 (+ a COPD
mortality indicator) healthcare performance indicators for 35 countries.

Though still a somewhat controversial standpoint, 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 and action. To governments,

authorities and providers, the sharpened focus on consumer satisfaction and quality
outcomes will support change. To media, the ranking offers clear-cut facts for consumer
journalism with some drama into it. This goes not only for evidence of shortcomings and
method flaws but also illustrates the potential for improvement. With such a view the
EHCI is designed to become an important benchmark system supporting interactive
assessment and improvement.

As we heard one of the Ministers of health saying when seeing his country® preliminary
resul ts: iltEs good to have someone sti/l
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2.2 Index scope

The aim has been to select a limited number of indicators, within a definite number of
evaluation areas, which in combination can present a telling tale of how the healthcare
consumer is being served by the respective systems.

2.3 About the author

Project Management for the EHCI 2016 has been executed by Prof. Arne Bjoérnberg,
Ph.D., Chairman of the Health Consumer Powerhouse.

Dr. Bjornberg has previous experience from Research Director positions in Swedish
industry. His experience includes having served as CEO of the Swedish National
Pharmacy Corporation (OApoteket ABO), Direct ol
IBM Europe Middle East & Africa, and CEO otthe University Hospital of Northern Sweden
(ANorrl ands Universitetssjukhuso, Ume-=).

Dr. Bjornberg was also the project manager for the EHCI 20057 2015 projects, the Euro
Consumer Heart Index 2008 and numerous other Index projects.

Dr. Bjornberg is Visiting Professor at the European Center for Peace and Development, a
faculty of the United Nationsdé University of P
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3. Results of the Euro Health Consumer Index 2016

EuroHealth Consumer Index 2016

Sub-

discipline Indicator
1.1 Healthcare law based on Patients’
|Rights
1.2 Patient organisations involved in
decision making

1.3 No-fault malpractice insurance

1.4 Right to second opinion

1.5 Access to own medical record

1.6 Registry of bona fide doctors

1. Patient rights 77 Wwep or 247 telephone HC info with
and information

1.8 Cross-border care seeking financed
from home.
1.9 Provider catalogue with quality ranking

]n ap

1.10 EPR penetration

1.11 Patients’ access to on-line booking of

2
1.12 e-prescriptions

Subdiscipline weighted score
2.1 Family doctor same day access

2.2 Direct access to specialist

2.3 Major elective surgery <90 days
2.A ibility
(waiting times for 2.4 Cancer therapy < 21 days
treatment) 2.5 CT scan < 7days
2.6 A&E waiting times

Subdiscipline weighted score
3.1 Decrease of CVD deaths

3.2 Decrease of stroke deaths

3.3 Infant deaths

3.4 Cancer survival

3.5 Potential Years of Life Lost
3. Outcomes |55 irsA infections

3.7 Abortion rates

3.8 Depression
3.x COPD mortality

Subdiscipline weighted score
4.1 Equity of healthcare systems

4.2 Cataract operations per 100 000 age

|65+
4.3 Kidney transplants per million pop.

4 4.4 Is dental care included in the public
¥ healthcare offering?
Range and reach 4.5 informal payments to doctors
of services o P
provided i 7

4.7 % of dialysis done outside of clinic

4.8 Caesarean sections

'Subdiscipline weighted score
5.1 Infant 8-disease vaccination

5.2 Blood pressure

5.3 Smoking Prevention

5.4 Alcohol
5.5 Physical activity

5. Prevention

5.6 HPV.

5.7 Traffic deaths

score 65 101 95 65 71 83 77 95 65 101 95 89 101 83 89 113 95

6.1 Rx subsidy

6.2 Layman-adapted pharmacopoeia?

6.3 Novel cancer drugs deployment rate |

6.4 Access to new drugs (time to subsidy)

6. Phar ical 6.5 Arthritis drugs
6.6 Statin use
6.7 Antibiotics/capita na. [
score 33 81 76 48 57 62 62 81 62 81 86 62 86 57 52 62 86
Total score 551 826 860 526 703 623 780 827 729 842 815 699 849 593 575 854 689
Rank 32 10 4 33 19 26 13 9 17 8 11 20 7 28 30 5 21
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