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Background: The EU directive on patients’ rights and cross-border care is of particular interest to small states as it
reinforces the concept of health system cooperation. An analysis of the challenges faced by small states, as well as
a deep evaluation of their health system reform characteristics is timely and justified. This paper identifies areas in
which EU level cooperation may bring added value to these countries’ health systems. Method: Literature search is
based primarily on PUBMED and is limited to English-language papers published between January 2000 and
September 2014. Results of 76 original research papers appearing in peer-reviewed journals are summarised in
a literature map and narrative review. Results: Primary care, health workforce and medicines emerge as the salient
themes in the review. Lack of capacity and small market size are found to be the frequently encountered
challenges in governance and delivery of services. These constraints appear to also impinge on the ability of
small states to effectively implement health system reforms. The EU appears to play a marginal role in
supporting small state health systems, albeit the stimulus for reform associated with EU accession. Conclusions:
Small states face common health system challenges which could potentially be addressed through enhanced
health system cooperation at EU level. The lessons learned from research on small states may be of relevance
to health systems organized at regional level in larger European states.
. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .

Introduction

In the aftermath of the financial and economic crisis, there is
renewed interest in small state studies.1 Traditionally, literature

on small states has largely focussed on international relations and
economic concerns. Whereas some authors contend that small
states perform relatively well in terms of economic growth and
that small size plays a less significant role than generally ascribed
in determining outcomes,2 others emphasise the inherent
vulnerabilities that characterise small states. Vulnerabilities
associated with small size and geographical isolation, (in the case
of islands) include lack of economies of scale, limited capacity and
significant exposure to external economic shocks.3 Whilst there may
be disagreement about the extent to which small size constitutes a
disadvantage in the global economy, small state scholars generally
agree that good governance and social capital are particularly
important for building resilience in small states.3 The European
Union (EU) has been described as an important source of shelter
and support for small states through its ability to enlarge their
capacity for action.1 Despite the growth of health systems as an
economic sector, literature on small states has not yet addressed
the specific challenges that health systems in small states
encounter. Specifically, the role of the EU as a potential ‘shelter

provider’1 for health systems in small states does not appear to
have received much attention. This is possibly due to the fact that
the Treaty emphasises Member State (MS) competence for health
systems as well small states seeking support for their health systems
through bilateral alliances with larger states. The recently imple-
mented EU directive on patients’ rights and cross-border care4 is
highly relevant from a small state perspective. Firstly, patient
mobility consistently emerges as being more important to citizens
in small states.5 Secondly, the directive provides an important legal
basis for health systems cooperation through the development of
European Reference Networks, networks for Health Technology
Assessment and e health networks.4 However, in order that appro-
priate health policy responses which provide clear added value from
a small state perspective be made at EU level, it is necessary to have
information on specific challenges facing health systems in small
states. Mapping of literature on small state health systems can
provide vital information for EU level health policy analysis. This
article therefore includes a narrative literature review, which explores
the following questions:

What are the challenges experienced by health systems in small EU
Member States (MS)?
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What are the characteristic features of health system reforms in small
EU MS?

What role does the EU play in influencing small state health systems?

There is ongoing debate as to how one should define a small state
but it is generally agreed that the ‘small state’ concept is relative and
its utility lies mainly as a ‘comparative focussing device’.6 In this
study, we define a small EU state as having a population under three
million and therefore include Cyprus, Estonia, Latvia, Lithuania,
Luxembourg, Malta and Slovenia in our scope (The Forum of
Small States (FOSS) within the United Nations comprises
countries with a population under ten million. The World Bank
and the Commonwealth define their cut off point at countries
with a population under 1.5 million. The recently established
WHO network for small countries takes a population under one
million as its cut off point.). Selected comparative data on demo-
graphic, economic and health financing indicators for these
countries is presented in table 1.

Methods

Combinations of the following MeSH terms: ‘health system’, ‘health
facilities’, ‘health manpower’, ‘policy’, ‘health planning’, ‘delivery of
health care’, ‘health care reform’ with any one of the following
terms: ‘Malta’, ‘Cyprus’, ‘Luxembourg’, ‘Lithuania’, ‘Latvia’,
‘Estonia’, ‘Slovenia’, were searched in PUBMED. The searches
were carried out during September 2014. Articles were restricted
to those published between 2000 and 2014 in order to incorporate
the immediate EU pre-accession period for those MS that joined in
2004 while keeping the search feasible. Articles had to be published
in the English language and have an abstract available for review in
order to eliminate letters, commentaries and editorials. Searches
carried out in Ministry of Health websites of the MS under study
and other websites for example, the European Observatory on
Health Systems and Policies, yielded two additional relevant
articles. The publication abstracts were screened by two researchers.
A third senior researcher screened dubious abstracts. If the relevance
of the publication was uncertain, the full-text was reviewed. In con-
sidering the relevance of publications, the following criteria were
applied: the publication had to be based on the analysis of
primary or secondary data including at least one of the countries
of interest and address at least one of the research questions. We
used the technique of interpretive synthesis, reading and re-reading
the primary sources and using narrative to summarise the key
findings.7 Each article was independently analysed by at least two
researchers from the team. The literature was initially mapped
drawing upon a commonly used frameworks for health systems.
The evidence was then categorised in tabular form and is reported
in line with the research questions.A consensus meeting was held to
discuss and agree upon the key findings.

Results

Five hundred and seventy-seven records were initially identified, of
which 76 finally met the relevance criteria as indicated in figure 1.

The commonest reasons for exclusion were that the publications did
not address at least one of the research questions or that none of the
countries of interest were actually studied.

Characteristics of the publications

Twenty-three publications were multi-country publications
featuring at least one of the countries included in this review.
There is considerable variation in research output between
countries; Lithuania nineteen publications, Cyprus ten, Estonia
ten, Slovenia eight, Malta three, Latvia two and Luxembourg one
publication. More than half (52%) of the publications analysed were
published in the last 5 years of the 15-year period under review. This
is indicative of increased research output from these countries in
recent years. The full list of articles included in the review is available
as supplementary material. Forty-one publications are policy
analyses based on existing data and secondary data analysis (with
the exception of three studies that also included primary data
collection). Twenty-six publications collected their own data
through surveys. The remaining publications were economic
analyses,4 case studies,2 one bibliometric analysis, one observational
study and one experimental intervention.

Mapping of the literature and analysis of findings

The literature map in figure 2 classifies the publications reviewed
according to research topic and illustrates the number of publica-
tions on a particular topic. Nine publications are generic health
system overviews. The most commonly researched topics are
primary care with eleven publications, followed by health

Table 1 Characteristics of small states included in this literature review (Source European Health for All Database)

Cyprus Estonia Latvia Lithuania Luxembourg Malta Slovenia

Population (2013) 1 141 166 1 324 612 2 013 385 2 956 121 543 202 423 282 2 060 484

GDP per capita in US$ (2013) 25.249 18.478 15.375 15.538 111.162 22.780 22.729

Life Expectancy at birth (years) (2012) 81.8 76.6a 74 .1 74.2 82.2 81.0 80.0b

Total Health Expenditure % GDP (2012) 6.6 5.9 6.1a 6.7 8.2c 10.0 8.8

Public Health Expenditure % GDPd (2012) 3.5 4.5 3.5 4.2 5.9 5.8 6.6

a: Data for the year 2011.
b: Data for the year 2010.
c: Data for the year 2009.
d: WHO estimates.

Figure 1 Flow chart of the selection process
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workforce eight and medicines seven publication. It is relevant to
note that some publications are related to several aspects of the EU
directive on patients’ rights and cross-border health care, namely
cross-border health care organisation four, e health three and
health technology assessment also three publications. Some topics

appear uniquely for specific countries, for example dental health for
Cyprus and reproductive health for the Baltics.

The articles were then analysed according to the theme of the
research questions. The findings from this analysis are presented
in table 2.

 General Health System Overview     
Bankauskaite, V., & O'Connor, J. S. (2008);     
Albreht, T., et. al. (2009);                     
Albreht, T., & Klazinga, N. (2009)
Mitenbergs, U.,et. al. (2012);                            
Theodorou, M., et. al. (2012)                                     

Lai, T., et. al. (2013);                                            
Murauskiene, L., et. al. (2013);                         
Azzopardi Muscat, N., et. al. (2014);                
Fi, N., et. al. (2014)

Health system inputs Service DeliveryGovernance

Health Financing                
Health Insurance                             
Markota, M., & Albreht, T. (2001)
Cylus, J., et. al. (2013)                           
Out of pocket payment            
Habicht, J.,et. al. (2006)        
Danyliv, A., et. al. (2014) 

Health Workforce                
Albreht, T., & Klazinga, N. (2002) 
Lovkyte, L., et. al. (2003)           
Kairys, J., et. al. (2008)                 
Filej, B., et. al. (2009)               
Buivydiene, J. et. al. (2010)   
Grech, V.,et. al. (2011)      
Starkiene, L., et. al. (2013)  
Hadjigeorgiou, E., & Coxon, K. 
(2014).   

Medicines
Merkur, S., & Mossialos, E. (2007) 
Volmer, D.,et. al. (2008)           
Theodorou, M., et. al. (2009) 
Garuoliene, K., et. al. (2011)    
Vogler, S., et. al. (2011)
Lionis, C., et. al. (2014) 
Petrou, P. (2014)                    

Health technology 
assessment (HTA)
Danguole, J. (2009)
Vanagas, G., & Padaiga, Z. (2012)
Jankauskiene, D., & Petronyte, G. 
(2013)

E health 
Duplaga, M. (2007)                                
De Lusignan, S., et. a. (2013) 
Lluch, M., & Abadie, F. (2013)        

Public health      
Albreht, T., & Klazinga, N. S. 
(2008)                                       
O'Connor, J. S., & Bankauskaite, V. 
(2008)    
Alcohol policy                         
Paukste, E.,et. al. (2013)

Quality and Standards             
Bero, L. A., et.al. (2013) 
Potocnik, M. (2005)     de 
Beaufort, C., et. al (2012)  
Jędrzejczak, J.,et. al. (2013)                

Research
Delnoij, D. M., & Groenewegen, P. 
P. (2007)                                        
Knabe, A., & McCarthy, M. (2012)      
McCarthy, M. (2012)

Ethics
Virbalis, R. (2002)         
Bankauskaite, V., & Jakusovaite, I. 
(2006)                                         
Lazarus, J. V., et. al (2008)

Health System 
Performance Assessment 
(HSPA)
Polluste, K.,et. al. (2006)      
Jeremic, V., et. al. (2012)  
Lunevicius, R., & Rahman, M. H. 
(2012)                                         
Luengo-Fernandez, R. et. al. 
(2013)

Primary health care      
Lember, M. (2002)                 
Polluste, K., et. al. (2004)   
Albreht, T. et.al. (2006)             
Atun, R. et. al. (2006)        
Liseckiene, I., et. al. (2007)  
Liseckiene, I.et. al. (2012)  
Oleszczyk, M.,et. al. (2012) 
Groenewegen, P. P., et. al. (2013) 
Kringos, D., et. al. (2013)      
Polluste, K. et. al. (2013) 
Zachariadou, T.,et. al. (2013)

Cancer                              
Nicula, F. A., et. al. (2009)   
Charalambous, A., et.al. (2014) 

Mental health                      
Polubinskaya, S. V. (2000)  

Jaruseviciene, L., et. al. (2014)

Reproduc�ve health
Kalediene, R., & Nadisauskiene, R. 
(2002)                                       
Lazarus, J.,et. al (2004)                      

Dental health
Charalambous, C., et. al. (2013)          
Charalambous, C., & Theodorou, 
M. (2013)

Tuberculosis
Pehme, L., et. al (2007)

Cross-border health care                                                         
Köhler, F., et. al. (2005),  Olsena, S. (2014),  Saliba, V.,et. al. (2014), Schwebag, M. (2014)

Geriatric care
Lesauskaite, V. et. al. (2006)

Figure 2 Literature Map: Health Systems in Small Research in European States

918 European Journal of Public Health

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article/26/6/916/2616272 by U

niversiteit M
aastricht user on 29 O

ctober 2021



Challenges

The lack of capacity is an issue that gives rise to several common
challenges. Health services research is comparatively weak in small
countries8 with some small states additionally reporting a lack of
national guidelines, quality assurance systems and accreditation pro-
grammes.9 Others report inadequacies in national guidelines in areas
of highly specialised care, for example paediatric diabetes10 or
epilepsy.11 Healthcare providers tend to follow standards and
guidelines fixed at international levels, or by foreign bodies,
frequently without adaptation at a national level.12 This gap arises
primarily from limited technical and human capacity. An example of
this lack of capacity is evidenced by the need to prioritise health
technologies for assessment due to the inability to undertake several
HTA’s simultaneously.13 Furthermore, another emerging challenge
is the limited capacity to provide highly specialised treatments for
rare diseases. Small countries need to come to a decision as to
whether such diseases are treated within the country (self-
sufficient model) or if these patients should be treated abroad.
The decision largely depends on the respective overall national
plans for health care, the available funds and the number of
patients. Successful bilateral cooperation programmes, for example
the generic agreement between Malta and the UK,14 or the
programme between Germany and Estonia for congenital heart
disease,15 can lead to the development of a modified self-sufficiency
model.

Cyprus and Malta exhibit specific problems arising out of their
split public and private service provision. This is especially true for
primary care, which is classified as weak in both countries.16 Weak
primary care systems are furthermore associated with irrational pre-
scription of medicines and a high level of out of pocket payments.17

There is also some evidence that the medical profession is a strong
veto player in small health systems18 where decision-making often

lacks the active participation of patients and the public.19 For
example, in Slovenia, health care management is largely the
domain of the medical profession,20 whilst in Cyprus physician
dominance is reportedly associated with medicalisation of
childbirth and a high rate of Caesarean sections.21 Outward
mobility of health care professionals is another salient policy
problem for certain small states. This was further exacerbated by
EU membership.22,23 Evidence on pharmaceutical pricing is mixed.
Whilst a study in Cyprus showed high prices of medicines,24 another
study focussing on generic medicines in Lithuania showed the pos-
sibility to obtain relatively good prices.25 Measures affecting the
pharmaceutical industry during the financial crisis raise concerns
about medicines availability, which has been an issue, especially
for small national markets in European countries.26 The power
asymmetry faced by small states in dealing with multinational
industries is not limited to the pharmaceutical industry but is also
manifested in other public health issues. In the case of Lithuania, a
series of proposals to restrict alcohol in response to public health
consequences of increased consumption were initially implemented
but the proposed advertising ban was eventually overturned. This
policy U-turn was partly due to pressure from the international
alcohol industry.27

Health system reforms

Successful reforms are exemplified by the implementation of
primary care reforms in Estonia. The importance of a coordinated
approach encompassing legislative change, organisational
restructuring, modifications to financing and provider payment
systems, creation of incentives to enhance service innovations,
investment in human resources and support by civil society are
highlighted.28 Another positive example of policy implementation
comes from Lithuania and describes how the implementation of

Table 2 Key Findings from analysis of articles by theme and country

Challenges Reforms Role played by EU

Lack of capacity for health services researcha Successful implementation of primary care

reformc, Barriers to primary care reform

implementationg

EU accession as a boost to political transform-

ationc–e

Lack of capacity to produce national guidelines,

quality assurance systems and accreditation

programmesa,f

Timely implementation of human resource

reforms to overcome brain drain facilitated by

proximity of research and policy

communititese,g

Strengthening of patients’ rights legislation

through implementation of cross-border

directived,e

Limited capacity to provide highly specialised

treatment for rare diseasesc,g
Resistance to reform by powerful elitesg,h Initial development of speciality of family

medicine following EU accessionc,d,e,g

Weak primary care associated with high out-of-

pocket paymentsb,g
Lack of resources, lack of leadership and insti-

tutional capacity are key barriers to reformd,e
Changes in alcohol policy exacerbated increased

alcohol consumptione

Split public/private provisionb,g Delays and postponements in reform imple-

mentation e.g. health insurance reformb
EU working time directive led to increased need

for specialist medical workforce supplyg

Medical profession strong veto playerb,g,h Cooperation on HTA at EU level supports

visibility and development at national levele

Decision-making lacks public and patient

participatione
Application for financial bail-out as a stimulus

for implementation of health insurance

reformb

Outward mobility of health professionalsc,e,g

Power asymmetry faced by small states in

negotiating with powerful multinational

industries e.g. pharmaceuticals, alcoholb,e

Lack of economies of scale in health financing

systemsc–e

a: Multiple countries,
b: Cyprus,
c: Estonia,
d: Latvia,
e: Lithuania,
f: Luxembourg,
g: Malta,
h: Slovenia.
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recommendations of research studies relating to physician
emigration from Lithuania attracted the attention of policy-
makers, health-care managers, and professional organizations.
Appropriate and timely responses were taken including the estab-
lishment of human resource monitoring systems. This success is
attributed to the proximity of researchers to the policy making
community.29

Despite the sporadic success in health system reforms in small EU
MS, several publications provide examples that indicate a general
inertia and difficulty in health system reform implementation. Lack
of financial and technical resources, weak inter-sectoral cooperation,
strong industry pressure, insufficient separation between policy de-
velopment and policy execution, lack of leadership and institutional
capacity are described as key barriers.30 For example, in Cyprus,
implementation of the health insurance system has been delayed
for more than 10 years.17 In Slovenia, although some public health
reforms were introduced, these are not described as ‘far reaching’ as
the Ministry of Health reportedly sought to avoid radical reform
which would have led to open confrontation with powerful
medical elite.31 Another case study dealing with trauma services in
Lithuania listed several barriers to health system reform such as lack
of political, academic and public will, absence of a national injury
policy, no specialized injury research institute, no system of trauma
centres, no injury surveillance system as well as the lack of a specialty
of Emergency Medicine.32 Similarly, primary care reform implemen-
tation in Malta was resisted by key stakeholders.22 All three Baltic
countries decentralized their health financing systems in the mid-
1990s as part of the political post-Soviet transition but later reverted
back to a more centralized system of financial administration33 due
to a lack of economies of scale.

Role played by the European Union (EU)

Out of the seven small states considered in this review, six acceded to
the EU in 2004. The EU accession process was characterised by a
sense of positive expectation although it also brought about certain
challenges. For example, EU accession is considered to have created
an additional boost for the political transformation process in the
Baltic States. More recently, in Latvia and Luxembourg, a positive
development in patients’ rights legislation and implementation was
expected due to obligations associated with the directive (2011/24)
on patients’ rights and cross border care.12,34 In Cyprus, the
application for a financial bail-out acted as a stimulus for recom-
mitment to implement health insurance17 and the Troika recom-
mendation was viewed positively by domestic actors as an
opportunity for reform.35 On the other hand, EU membership is
also reported to have created certain challenges. In Lithuania relative
price reduction of alcohol due to cancellation of import tax,
exacerbated public health problems associated with alcohol con-
sumption.27 In Malta, difficulties in coping with the requirements
of the working time directive within the hospital sector led to
the need to increase doctors in certain specialities, for example
paediatrics, leading to a concern that the overall market would be
oversupplied.36

Small states continue to harbour expectations of the EU. With
regard to cancer screening, there is a perceived need to support
coordination between screening centres at European level.37

Cooperation at EU level on HTA is also perceived as a major
factor influencing development of HTA at national level by
increasing its overall visibility.38 In primary care, although EU
accession required the creation of family medicine as a specialty,
the initial enthusiasm of implementing family medicine has
declined with the lack of initiative from the EU to support and
sustain primary care development being cited as one of the
reasons.39

Discussion

Lack of capacity and small market size emerge as the key challenges
for small state health systems. These in turn impact on elements of
health system governance, health services delivery and the ability to
implement health system reforms effectively. EU accession has un-
doubtedly provided a much needed incentive for reform in small
states. However, apart from the stimulus for reform associated with
EU accession, the EU to date appears to have played a marginal role
in supporting small state health systems. Whilst the small states
covered in this review have different health system policy reform
objectives, stemming from their diverse historical, geographical
and economic needs, common challenges and characteristics have
been identified. Political ideology and financial crises emerge as the
most common reasons for initiation of reforms. Powerful elites,
including a patriarchal medical profession, appear to be more
important in shaping the course of reform than popular support
or civil society. A review of reform experiences in other small
countries outside Europe40 showed that dominant values, institu-
tions and interests also play an important role in shaping outcomes
of national health policy. Whilst in terms of effective implementa-
tion, small countries are often reported to be in a position to act
faster than large nations, particularly in countries with strong central
governments and weak or absent civil society in other cases, it was
shown that organized stakeholders with strong veto power thwarted
reforms. Findings from our review concur with these observations.

Methodological considerations

We present a narrative synthesis of health system specificities found
in small EU MS. As our review explores the claims that authors make
concerning innovations in research methods, we searched publica-
tions from peer-reviewed journals so that authors’ claims were
scrutinised by others in the field, indicating that the claims were
deemed reasonable. We limited the search to relevant MeSH terms
and key words and may have therefore missed articles that were not
indexed using the terms we selected. We acknowledge that certain
results are based on findings from one or two articles and may have
inadvertently assumed that a particular issue is a characteristic of
small states when further research is necessary to examine transfer-
ability across different small states. Whilst the significant variations
between the country health systems that we included in this review
detract from their comparability, we have sought to focus on themes
that are relevant to the common factor, namely small population
size.

Implications

Our review indicates that small states face certain common health
system challenges, most notably linked to lack of capacity and a
dominant medical profession. This lack of capacity also manifests
itself in the sparse research on health systems, although it is noted
that in the past years the capacity for publication in the field of
health systems research in small states appears to have increased.
Lack of capacity generally leads small states to adopt modified
models of self-sufficiency in areas such as guideline development
and provision of highly specialized care. Small states determine
what is feasible to be accomplished at national level versus relying
on technical capacity and resources found in larger countries. We
believe there is the potential to address some of these challenges
through enhanced health system cooperation at EU level although
further research is required. Such initiatives may strengthen health
system resilience in small states. As decentralization of responsibility
for financing and organization of health systems to the regional level
becomes more widespread in Europe, lessons learnt from the social
ecology of health systems in small states could also be relevant to

920 European Journal of Public Health

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article/26/6/916/2616272 by U

niversiteit M
aastricht user on 29 O

ctober 2021



regional health systems in larger states as these often face similar
issues related to lack of capacity.

Conclusions

Our review has shown that small states do share some common
health system challenges and reform characteristics. There is a
notable gap in the literature on the influence of the EU on health
system developments and reforms in small states. The high level of
power asymmetry that is experienced between the European insti-
tutions and small states on the one hand and the benefits that can be
reaped from enhanced collaboration on the other hand renders this
topic an important priority for research on the future of European
health policy.
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Key points

� Lack of capacity and small market size give rise to common
challenges in governance and delivery of health services in
small states
� Apart from the stimulus for reform associated with EU

accession, the EU to date has played a marginal role in
supporting small state health systems
� Lessons learned from research on small states may be of

relevance to health systems organized at regional level
� Enhanced health system cooperation at EU level has the

potential to strengthen health system resilience in small
states
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Background: The Dutch Public Health Status and Forecasts report (PHSF Report) integrates research data and
identifies future trends affecting public health in the Netherlands. To investigate how PHSF contributions to
health policy can be enhanced, we analysed the development process whereby the PHSF Report for 2010 was
produced (PHSF-2010). Method: To collect data, a case study approach was used along the lines of
Contribution Mapping including analysis of documents from the PHSF-2010 process and interviews with
actors involved. All interviews were recorded and transcribed ad verbatim and coded using an inductive
code list. Results: The PHSF-2010 process included activities aimed at alignment between researchers and
policy-makers, such as informal meetings. However, we identified three issues that are easily overlooked in
knowledge development, but provide suggestions for enhancing contributions: awareness of divergent; con-
tinuously changing actor scenarios; vertical alignment within organizations involved and careful timing of
draft products to create early adopters. Conclusion: To enhance the contributions made by an established
public health report, such as the PHSF Report, it is insufficient to raise the awareness of potential users. The
knowledge product must be geared to policy-makers’ needs and must be introduced into the scenarios of
actors who may be less familiar. The demand for knowledge product adaptations has to be considered.
This requires continuous alignment efforts in all directions: horizontal and vertical, external and internal.
The findings of this study may be useful to researchers who aim to enhance the contributions of their
knowledge products to health policy.
. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .

Introduction

Public health status and forecasts report

The Dutch National Institute for Public Health and the
Environment (Rijksinstituut voor Volksgezondheid en Milieu,
RIVM) has published a Public Health Status and Forecasts Report
(PHSF Report) every four years since 1993, most recently in 2014.1

The PHSF Report integrates research data on public health and
identifies future trends in public health in the Netherlands.

Since the first edition, both the format and the focus of the PHSF
report have changed repeatedly, reflecting developments in public
health. An important moment in PHSF history was the establish-
ment of its official status in the policy cycle by the Dutch
Public Health Act (Wet Publieke gezondheid) in 2002. The PHSF
Report provides the policy themes for the next step in this
cycle: the publication of the ‘National Health Memorandum’ by

the Public Health department on behalf of the Minister of Health2

(figure 1).
Another interesting development is the translation of the national

PHSF Report into local PHSF Reports by Community Health
Services since 2006, in line with the decentralization of healthcare

to municipality level in the Netherlands.3

Despite its established use for the National Health Memorandum,
improvement of PHSF contributions to health policy-making is still
an issue. It remains challenging to use the report as effectively as
possible. Both RIVM and the Ministry of Health (MoH), Welfare

and Sport want the PHSF Reports to serve as a knowledge base for
policy-makers; not only for policy-makers of the PH department
acting as the principal, but also for policy-makers of other MoH
departments. For this study, we formulated the following research
question: What improvements need to be made to the PHSF process

in order to enhance PHSF contributions to national health policy
in the broad sense?
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