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Purpose
This chapter describes the main features of the financing of health care expenditure in the French health care system. 
Methodology/approach 
This chapter presents key reforms that have been implemented to make the health care system more sustainable in the main dimensions of care: ambulatory, hospital, pharmaceuticals, and insurance coverage. 
Findings
Overall, French public authorities have followed three paths to improve the sustainability of the health care system: reducing public expenses, generalising access to complementary health insurance, and streamlining care toward the most disadvantaged individuals.  Looking in the future, the sustainability of the French health care system will mainly rely on two areas of recommendations. The first area is to respect the national annual target for health insurance spending, with a focus on responsible prescriptions, optimised care pathways, and increased use of primary and ambulatory care where possible. The second area is to increase efficiency on the short to medium terms. This includes an increased quality of the care toward patients with a disability or special needs, a clearer engagement of patients within their care pathways to increase treatment compliance, and more generally a search for coordinated care that is fair and appropriate.
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The French health care system is predominantly characterised by public financing through social contributions and a broad access, close to universal health care. The whole population is covered by a compulsory social health insurance, which is topped-up by complementary health insurance. 

Regarding performance, the French health care system achieved high notoriety in 2000 when it was ranked as the best health care system by the World Health Organization (WHO, 2000). Although the methodology used in this assessment was criticized, French politicians praise their health system as an ideal of solidarity and liberalism that does not face as much rationing as the British National Health Service (Rodwin, 2003). Nowadays, France remains ranked among the highest in Europe regarding life expectancy at birth (85.7 for women and 79.5 for men in 2016) and also had the lowest death rates, with age-standardised rates equal to 859 deaths per 100 000 population in 2015 (OECD/EU, 2018). France also performs well with the lowest rates in Europe of circulatory diseases, communicable diseases, obesity in children, as well as five-year net survival in most cancers (breast, colon, rectal) (OECD/EU, 2018). 
However, excessive centralization of decision-making and chronic deficits incurred by French social health insurance has called successive governments for various reforms reducing wasteful spending and gaining further efficiency and sustainability. The French health system has experienced important changes from the early 1980s, under the pressure of increasing health care expenditure (HCE) on health insurance plans and slowing economic growth. The most comprehensive plan was the plan Juppé in 1996, which has been followed by continuous efforts to control costs and improve the management and organization of the health system. 

In this chapter, we initially describe the main features of the financing of health care in the French health care system. We then present the key reforms that have drawn the current French health care system in Section 2. In Section 3, we develop a selection of measures that have been implemented to make the system more sustainable in the different areas of ambulatory care, hospital care, pharmaceuticals, and in patients' coverage. In the final section, we critically discuss the impact of the different measures and underline where we believe the next efforts for more sustainability will be made.

Financing health care in the French health care system

In France, in 2017 8.6% of GDP (i.e. 203.5 billion euros) were spent on medical goods and services (DREES, 2019a). These expenses are funded by three different means: the Assurance Maladie, which is a social health insurance (SHI), complementary health insurance (CHI) and out-of-pockets expenses (OOP). The structure of the funding mix has been particularly stable since the 1990s (see Figure 1). After a period of growth of the coverage rate by SHI going from 71% in 1970 to 79% in 1995, this rate has then stabilised to a rate of 78.1% in 2018. 

[include here Figure 1]

Patients face co-payments, which can be reinsured by complementary health insurance (CHI) that funds 13.4% of HCE. CHI provides a diversification of funding sources and can be provided by private insurance and not-for-profit organisations (Mutuelles or Instituts de Prévoyance). These CHI are theoretically non-compulsory however more than 95% of French individuals have a complementary insurance. These CHI contracts can be purchased individually, provided by the employer, or subsidised by the State for low-income households. 96% of employees can benefit from CHI through their employer. Young adults are less insured through CHI than the rest of the population. With significantly higher operating expenses[footnoteRef:1] than SHI (21% of premiums for CHI vs. 5% for SHI), CHI contracts are often commanded to increase their efficiency. On the other hand, social health insurance being in a monopoly does not have any marketing costs. Additionally, because all contracts are identical, SHI administrative costs are low.  [1:  The operating costs include general and administrative contract costs and marketing costs.] 


Households finance 7% of the HCE directly with out-of-pocket expenses (OOP). France is the country with the lowest average OOP in the OECD, yet a share of individuals reports foregoing care for financial reasons and therefore, there are concerns over financial barriers in access to medical goods in the French population. 
Health care expenditure has grown steadily from 1960 to 1995; starting at 3.4% of GDP and stabilising around 8.6% of GDP in the mid-1990s (see Figure 1). Volumes of care have driven this significant growth. Whereas prices of HCE grew during the period 1960 to 1970, they decreased slightly from 1970 to 1980. Remarkably, this rate stabilised during the 1990s and has not significantly changed since. Overall, HCE annual growth has significantly dropped over time, from 5% in 2000 it decreased to 3.2% in 2008 and have stabilised around 1.4% from 2009 to 2018. During that period, the drop-in growth rate was driven by a reduction in price and a smaller growth in volumes. 
Overtime, the structure of expenditures has significantly changed. Until 1995, these increases were driven by hospital and to a lesser extent ambulatory care. The share of hospital HCE rose from 41.3% in 1960 to reach its maximum, 54.9% in 1982, and then decreased until the early 2000s. Meanwhile, ambulatory care fluctuated from 26.1% to 28.8%. The rate of pharmaceutical expenditure decreased over the period from 24.9% in 1960, to reach its minimum in 1983 (16.7%) and started increasing steadily from the mid-1980s to the early 2000s through a volume effect caused by the availability of new treatments. The share of transportation expenses and other medical goods has strongly increased since the 1980s, with an average annual rate of 3.2%, due to price effects.

Key reforms in the French health care system

In France, the promotion of the sustainability of the health system was firstly considered through the containment of social health insurance costs. Therefore, various rationalization plans were successively implemented between 1976 and 1995 with the hope of restoring the balance of its accounts deteriorated by the 1974 economic crisis and the increase in health expenses. Since 1976, social contributions were increased by using three combined decisions: (i) removing the ceiling on the salary base of payroll contributions, (ii) improving regularly the rate of contributions, and (iii) enlarging the contribution basis of earnings to other sources than solely wages. Faced with difficulties to enlarge public contributions, the coverage rate of several drugs was also reduced to 30% in 1976, 15% in 1978 and numerous drugs were regularly delisted from reimbursement by the public system since 1986. The coverage rate of several type of medical care was reduced in 1993 as well. A hospital co-payment fee was also introduced in 1982 and increased in 1991. Finally, statutory fees for physician visits, which are considered as the base of the coverage proposed by SHI, were not systematically adjusted in order to follow the inflation and authorization to apply extra-fees were given to a large proportion of specialists since 1980. 
Despite these plans, the accounts of SHI were constantly unbalanced because of the continuous rise in HCE linked to the ageing of the population, the increase in available technological innovations, and the weak performance of the French economy since the 1974 crisis. It is in this context that the Prime Minister Alain Juppé proposed a substantial reform of the health care system in 1996 and the national health authority (Haute Autorité de Santé - HAS) was created in 2004 to reinforce quality in health care and ensure efficiency and sustainability. 

The 1996 reform: the plan Juppé
While it appeared natural for Parliament to be able to vote on the Social Security budget, this was not possible before PM Juppé decided to modify the Constitution. Since 1996, every year at the beginning of October a Social Security financing bill (Loi de Financement de la Sécurité sociale - LFSS) is voted in Parliament. The plan Juppé also marked the introduction of a new instrument with the aim to contain public health expenses in a purely accounting logic: the Objectif national de dépenses d'assurance maladie (ONDAM). The ONDAM is a national target for health insurance spending approved annually. This instrument is designed to define annual targets of SHI expenses by type of care (ambulatory care, public hospitals, private clinics, drugs, etc.), and to apply financial sanctions for health professionals in case of overspending. However, such financial penalties are almost never enforced and as a result, the ONDAM is usually not respected. Moreover, the difficulties in forecasting health care needs in the French population limit the capacity of such instrument to define adequate targets by types of care and to avoid general care rationing, or inappropriate referral by primary care providers to specialists or hospital in order to achieve their specific targets (Petkantchin, 2017).  

In addition to the creation of a financing bill, the plan Juppé focused on hospitals. First, it initiated a form of regionalization of the healthcare system with the creation of Regional Hospitalization Agencies (Agences Régionales d'Hospitalisation - ARH) in charge of the management of regional public hospitals. Second, it created the National Agency for Health Accreditation and Evaluation (Agence Nationale d'Accreditation et d'Evaluation en Santé - ANAES) with the aims to evaluate the medical value of any health care procedures and products reimbursed by SHI and to provide recommendations to public authorities regarding reimbursement decisions and good practices. The ANAES was an attempt to develop a national health technology assessment (HTA) agency, which was eventually embodied in the National Authority for Health (Haute Autorité de Santé - HAS) in 2005. 

The French Health Authority (HAS)
The French government set up in 2005 a health authority, the HAS, to certify health centres and hospitals, to develop recommendations of good clinical practices and to evaluate the efficiency of pharmaceuticals. Following the English NICE example, the set-up of the HAS demonstrated a French effort for better sustainability in the selection of innovative medicines reimbursed by the Assurance Maladie (SHI) looking into their cost-effectiveness and using HTA. HAS uses HTA to evaluate drugs, medical devices, prevention strategies, cooperation protocols between health professionals. These evaluations are undertaken internally within the Public Health and Economic Evaluation commission (CEESP - Commission d'évaluation économique et de santé publique). The CEESP was introduced at the same time as HAS with the mission to lead the economic evaluation of the HAS health care decisions. The CEESP provides recommendations in public health to improve the health and social care in the French population, draft technical reports on the economic and technical evaluations of drugs and medical devices and issue efficiency notice. HTA has become a strong influence in the healthcare system in France helping decision-making regarding reimbursement and pricing, and defining the optimal use of health technology in France. 

Sustainability in the French health care system
The French public authorities through the Assurance Maladie (SHI), have put in place a number of reforms and policies ensuring further sustainability in the health care system. We present selected reforms in each sector of the health care system: ambulatory care, hospital care, pharmaceuticals, and complementary health insurance.

Sustainability in ambulatory care 
For a long time, France has praised the principle of self-regulation of the profession of medical doctors in ambulatory care; while simultaneously assuming need to manage patients from potential moral hazard from insurance. For example, early on patients were empowered about the cost of their care with the use of co-payments and deductibles. Out-of-pocket expenses are often considered as a sustainable way of financing HCE as long as these medical goods and services are relatively inexpensive however, it is not a sustainable option for expensive procedures and high OOP can jeopardise health care seeking. In the face of increasing budget constraints, a set of measures focused on the health professionals and the doctor-patient relationship were developed from the 1990s onward. They consisted in improving the quality of care delivered to patients and reducing public health expenditure by using standards of good practice in the outpatient care sector such as Opposable Medical References and gate-keeping. 

The Opposable Medical References
The Opposable Medical References (Références Médicales Opposables - RMO) introduced in 1993, are guidelines for medical practice by pathology. They were put into place to reduce over-prescription and were announced as being enforced with financial sanctions for non-compliant physicians. However, such sanctions were never applied (Da Silva and Gadreau, 2015). An investigation into the implementation of the RMO system showed that four years after its entry into force, it had not modified deviating medical practices, and it had not met its objectives to limit effectively health expenses (Ogien, 2001). 

From a referring physician to a gate-keeping system
Originally, French patients were free to choose their GP and could self-refer to specialists. However, this ability to cumulate multiple contacts with doctors for a single health care episode was considered as leading to medical nomadism and being wasteful for the Assurance Maladie (SHI). A first reform was introduced in 1998 to limit unnecessary visits to specialists and to improve the coordination of care; it consisted in the identification of a "referring physician", who would facilitate continuity in the health care pathways. However, only 1% of the patients opted for this measure and it was then reinforced in 2005 with the Assurance Maladie urging all insured individuals to choose a preferred medical doctor (médecin traitant) acting as a gatekeeper in a coordinated care pathway. In contrast with the referring physician scheme, the preferred doctor scheme introduced financial incentives to encourage patients to comply. If a patient had not registered with a preferred doctor or did not follow the coordinated care pathway and self-referred to specialists, they would receive a lower reimbursement rate for those health care expenses. Moreover, they could find themselves compelled to pay charges that exceed the statutory fee to physicians. The application of penalties led to the policy being highly respected and more than 90% of the population has an identified médecin traitant. The reform was followed by a slight decline in the number of specialist visits and the number of different GPs seen in a year (Dumontet et al., 2017). There was also a decline in the percentage of patients who seeked care from only one specialist during the course of the year, and a decline in self-reported self-referral (Dumontet et al., 2017). This policy represented another step in the gradual introduction of managed care principles into the French health care system. Additionally, the new requirement that patients choose a médecin traitant led the SHI to develop a list of patients that could be used for pay-for-performance schemes. In France a pay-for performance payment scheme was initially introduced in 2009 with the CAPI scheme (Contrat d’Amélioration des Pratiques Individuelles) and confirmed in 2011 in the newly named ROSP scheme (Rémunération sur Objectifs de Santé Publique). Following these reforms, GPs receive a three-way payment system from SHI: a flat rate for regular follow-up of patients with chronic diseases, a fee-for-service and an objective-based payment. GPs are committed to achieve 16 public health objectives within prevention, a better follow-up of chronic diseases, and an optimised prescription of generic pharmaceuticals. If they meet these objectives, GPs are paid an extra 7 euros per year and per patient. The impact of this GP payment system was evaluated on cancer screening (Sicsic and Franc, 2016; Constantinou et al. 2017). It was shown that the CAPI scheme had very modest effects and the evaluation concluded that the incentives were probably not high enough to generate better practices in the field of prevention and screening (Dourgnon and Naiditch, 2010).

Sustainability at the hospital
In France, hospital funding is mostly public. Since 1997, through the ONDAM, the Parliament annually defines targets of maximum thresholds of hospital expenditures. These hospital targets were reached several times (1997-1999, 2006-2007, 2010-2012) but also exceeded from 2000 to 2005, and in 2008-2009.
Originally, French hospitals regardless of their private, public or not-for-profit status were financed through a retrospective fee-for-service and per diem payment. However, in 1984, a global budget replaced retrospective funding of public and not-for-profit hospitals. These envelopes were renewed every year, inflated according to the increase of health service costs, and were modulated according to the per diem activity. While the global budget had some success in curbing the inflation of hospital costs (Caussat et al. 2003), it was considered inefficient in its allocation as differences in global budget stemmed from past rather than current activities. The payment at the hospital in France experienced substantial reforms with the 2004 LFSS.

Tariff-based activity (Tarification à l'activité - T2A)
In 2004, hospital funding was changed to a tariff-based activity (Tarification à l'activité - T2A) which implemented prospective funding through Diagnostic Related Groups (DRG). This reform was designed to produce information on actual hospital activity to increase an allocative and productive efficiency linking the funding toactual hospital production. 
DRG based funding was invented in the 1970s in the US. Homogenous units of hospital activities are defined and a payment corresponding to the mean national cost of production of the unit is attributed to each unit. Each hospitalisation is coded under a unique DRG and hospitals budgets correspond to the sum of the product of each DRG activity times the corresponding payment. This mechanism encourages hospitals to specialise in activities in which they are relatively more efficient. This incentive is mitigated for public hospitals that cannot select and must treat all patients. Compared to a global budget funding, T2A increased the incentives for hospital to increase their productivity. The effect in term of efficiency was greatest for commercial hospitals that went from a retrospective to a prospective payment. Gobillon and Milcent (2018) have estimated the effect of the reform on quality of care. They found that the reform increased quality in private not-for profit hospital but had no significant effects in public and commercial hospitals.
The implementation of T2A has faced some limits. By nature, DRG based funding risks encouraging a selection of patients, and multiply unnecessary profitable acts. Hospitals have been known to code unfairly hospital inpatient stays using a higher remunerative DRG (DREES, 2019b). Fifteen years after the implementation of T2A, frictions have become apparent: there is a high turnover of professionals and public hospitals are severely indebted. To face these challenges, a reform of hospital funding is currently being developed; one might advise to reduce the share of DRG based funding in the mix, and adding endowment in relation to quality of care.


Hospital at home (hospitalisation à domicile - HAD)
Additionally, DRG-based funding has been used as an effective tool to adjust health care provision; this is the case for the development of hospital at home (hospitalisation à domicile - HAD). Compared to classic home care, hospital at home offers more complex and intensive care and is supplied by specialised health establishments. It offers an efficient substitute to classic hospitalisation; its relative costs are lower and it respects patients’ preference to stay at home. The cost of hospital at home is shared between SHI covering a minimum of 80% and CHI; in contrast to classic hospital stays there are not accommodation costs. 
Dating back to the 1960s, hospital at home only took off after 2004, following a reform of its funding to a DRG based system. Most LFSS (2000, 2004, 2006, 2008, 2013 and 2015) have sought to encourage the generalisation of hospital at home because it is perceived as a lever to increase the efficiency of hospital expenditures. 

Sustainability in pharmaceuticals
Pharmaceuticals represent about 14% of the total HCE in France, their expenses are predominantly financed through SHI and concern prescribed drugs. The co-payments for pharmaceuticals are low with households contributing on average less than 15% of the expenditure.
Over the years, the French government has used standard policies to encourage rational use: promoting the use of less expensive alternatives, optimising value for money in the provision of pharmaceuticals, and negotiating drug pricing.

The use of generic drugs
While nowadays generics and bio-similars play a major role in the regulation of pharmaceuticals expenses in most health systems, France has been slow in adopting generics. It is in the late 1990s that the French Medicines Agency has facilitated the increased use of generics. Since 1999, pharmacists are authorized to substitute according to some precise rules laid down by the legislator: the pharmaceutical dispensed by substitution must belong to the same generic group as the prescribed specialty(?); the doctor has not have specified "Not substitutable" on the prescription; the substitution must not entail any additional expenses for health insurance. Additionally, since 1st of January 2015, any healthcare professional prescribing drugs must use an International Non-proprietary Name (INN), which facilitates the identification of pharmaceutical substances or active pharmaceutical ingredients. It was estimated that between 2010 and 2014, more than seven billion of euros had been saved in France because of the substitution with generics[footnoteRef:2]. Despite an increasing use of generics, France is still behind most of its European counterparts regarding the share of generics among reimbursed pharmaceuticals; it only represents 37% compared to 80% in Germany and 83% in the UK. The low uptake of generics can be explained by the average cost of a standard unit of generic drugs being more expensive in France than in other countries: it is 15 euros cents in France versus 12 cents in Germany and 7 cents in UK and the Netherlands (Pilorge, 2016). Moreover, despite pay-for-performance schemes, French GPs prescribe more expensive drugs than their counterparts in neighbouring countries do. Since pharmacists are provided with financial incentives from SHI to substitute princeps drugs with generics at the point of dispensing; patients are penalised when they refuse their prescription to be substituted with generics and have to make a cash advance to pay for their medicines.  [2:  https://solidarites-sante.gouv.fr/soins-et-maladies/medicaments/professionnels-de-sante/medicaments-generiques-a-l-usage-des-professionnels/article/enjeux-autour-du-medicament-generique] 


A national action plan favouring an increased use of generics is still on going in France with the aim to generate additional savings to SHI. The 2019 PLFSS will tackle further patients refusing substitution with generics, using a reimbursement rate based on the price of the generics. 

A reimbursement based on the added therapeutic value 
In order to be covered by social health insurance, drugs must be registered on the List of Reimbursable Drugs, which is issued by the French Transparency Committee[footnoteRef:3]. The different insurance rates of pharmaceuticals in France are defined according to the drug effectiveness and the severity of the disease, and can be of 100%, 65%, 30%, 15%, or 0%. In 1999, the French Transparency Committee led a comprehensive review of the therapeutic value (called the Service médical rendu - SMR)) of all the drugs reimbursed by the French SHI in order to contain health-spending growth[footnoteRef:4]. Following the review, the Committee recommended removing or reducing the insurance rate of a large sample of drugs from the reimbursement list that had an insufficient SMR. Drugs that were removed from the reimbursement list were still available over-the-counter but were not eligible for reimbursement even if prescribed. This kind of reforms typically aims to ensure the value for money in pharmaceutical coverage to achieving efficient and sustainable health care systems.  [3:  The French Transparency Committee was created following the 1999 Social Security Financing Law.]  [4:  When a drug has been granted a marketing authorization, if the pharmaceutical company wants it to be covered by the SHI, the company has to submit a file with all the studies concerning the drug, especially drug-drug comparative studies, to be assessed by the French Transparency Committee. Drugs are assessed on two criteria: actual or expected benefit and improvement in actual benefit. Actual benefit mainly takes into account the severity of the disease concerned, the level of efficacy relative to known side effects (risk-benefit ratio), and the place the drug is intended to take in the therapeutic strategy. At the end of the assessment, actual benefit is considered as important, moderate, poor or insufficient (to justify inclusion of the drug on the list of products to be reimbursed). After actual benefit is determined, improvement of actual benefit is assessed, comparing the estimated benefit of this drug with one of drugs with the same indication that is already reimbursed, to assess whether this drug will improve the patient’s disease. This can be assessed by direct comparison (two drugs compared in the same clinical trial) or by indirect comparison (separate studies with the same design). There are four levels of added therapeutic value, from I (major improvement) to IV (minor improvement). Level V represents no improvement. This second assessment is always relative to another drug. It never provides an absolute score. For a more detailed description see Le Jeunne (2008).
] 


This optimisation of the pharmaceutical expenses based on the added therapeutic value led to a direct decrease in the number of prescriptions of the drugs that were classified as providing minor or no improvement, and this was not fully compensated by sales over-the-counter. Moreover, it appeared that doctors substituted de-reimbursed drugs with drugs that were being reimbursed when possible. Dumontaux and Pichetti (2009) looked into the case of venous tone treatments, which reimbursement rate reduced from 35% to 15% between 2006 and 2008 and to 0% afterwards. They showed that two thirds of patients have continued using venous treatment but prescribed quantities reduced. 

Tackling overuse: the case of antibiotics
Since 2000, France has tackled antibiotics overuse and inappropriate use raising awareness through public health campaigning and better-informed conversations between providers and patients. Over-prescribing antibiotics were targeted not only because of wasted resources, but also because of the alarming consequences of antimicrobial resistance (AMR). Antimicrobial resistance was identified as a major threat to public health in 1998 (Wise et al. 1998), and was projected to be responsible for as many as 33 000 deaths per year in the EU alone between 2015 and 2050 (OECD, 2018). The first Plan antibiotique was a public health communication campaign aiming at encouraging good practices on the use of antibiotics whose famous motto was "Les antibiotiques, c'est pas automatique" (which can be translated to “antibiotics are not automatic”). The campaign led to a 25% reduction in the prescription of antibiotics between 2000 and 2004, especially in children (Crémieux, 2016). In parallel, hospitals were asked to form a local antibiotics committee with an identified leader to provide advices and control of the antibiotic prescriptions in the hospital which led to a substantial reduction in antibiotics prescription in French hospitals.
Following the WHO "One Health"[footnoteRef:5], France is pursuing efforts to combat antibiotics resistance and increase an appropriate and fair prescription of antibiotics[footnoteRef:6]. [5:  https://www.who.int/features/qa/one-health/en/]  [6:  https://solidarites-sante.gouv.fr/prevention-en-sante/les-antibiotiques-des-medicaments-essentiels-a-preserver/des-politiques-publiques-pour-preserver-l-efficacite-des-antibiotiques/article/lutte-et-prevention-en-france] 


Drug pricing 
France is presented with a both unregulated prices for pharmaceuticals from certain specialties and controlled price for others (Grandfils, 2008; Rachet-Jaquet et al. 2018). There is no price regulation of non-reimbursable drugs. The prices of reimbursed prescription were controlled until 2003 and were determined by negotiation between the pharmaceutical companies syndicate (LEEM - Les Entreprises du Médicament) and the Economic Committee for Health Products (CEPS - Comité Économique des Produits de Santé). The first agreement was signed in 1994 and belongs to a legal framework since the 2003 LFSS. The price is set taking into account the added therapeutic value (ASMR Amélioration du Service Médical Rendu), the price of other drugs with the same indication, actual or forecast drug sales, and anticipated or actual conditions for use of the drug[footnoteRef:7]. The price is then published in the Journal Officiel de la République française[footnoteRef:8]. The 2017 LFSS introduced various criteria to reduce or revise prices when needed.   [7:  Article L.162-16-4 du CSS]  [8:  https://www.legifrance.gouv.fr/] 


Since October 2013, drugs with an added therapeutic value that are likely to have a significant impact on SHI expenses must be evaluated as part of an economic evaluation by the (CEESP). The commission implements the criterion of efficiency in setting the prices of innovative health products in relation with the LFSS. The HAS and the CEESP rely on economic evaluation in order to make health decisions. The efficiency criterion is based on comparing the costs and health gains of alternative treatments. This economic evaluation leads to provide an efficiency recommendation that plays an effective role in negotiating prices, although its use in the decision-making process remains largely confidential (Raimond et al. 2016). Since 2016, the manufacturers must include a budget impact analysis. 
 
At the hospital, the price of pharmaceuticals was completely uncontrolled until 2003 and was determined by negotiation between pharmaceutical companies and hospitals. In this context, hospitals could more easily negotiate reduced prices for drugs for which there was competition, such as generic drugs or biosimilars. However, the need to control hospital pharmaceutical expenditure has led the government to introduce some elements of price regulation. This price regulation concerns medicines that are not charged to the budget from the hospital. It is the case of retroceded drugs that are dispensed to ambulatory patients by hospital due to particular distribution, dispensation or administration, or the need for follow-up in prescribing and dispensing of the drug. It is also the case of innovative treatments for rare and expensive diseases that are prescribed to inpatient patients.

Sustainability in complementary health insurance 
Since the creation of the French social health insurance in 1945, French patients face average co-payments equal to 20% of the cost of all care they received. The primary objective of such co-payments was to allow a share of the market to cooperative unions, which were involved in the provision of health insurance in some professional sectors before World War II (Elbaum, 2011). The second objective was to limit health expenses, especially to avoid potential moral hazard that can be observed when insurance is provided. Those out-of-pockets payments are however, sources of financial burden for ill individuals and can represent financial barriers to health care for the poorest. Such issues of access have been tackled over time with various schemes and complementary health insurance reforms.

Long-term illnesses scheme (Affections de longue durée - ALD)
From 1945, financial barriers that the sickest individuals could face with co-payments were partly anticipated and attenuated by a specific insurance implemented in 1945 targeting patients with diseases lasting between 6 months and 3 years (Le Pen, 2010). This specific insurance was replaced in 1955 with the introduction of an exemption of co-payments for any recognised long-term illness without a maximal duration. This co-payment exemption scheme became the chronic scheme ALD (Affections de longue durée), in 1986. An exemption of co-payments for expensive care, such as inpatient care, was also introduced in 1955 and updated with the introduction of deductibles for hospitalization in 1982. Today, almost 15% of the French population benefit from an ALD status for the care they receive related to one of the 32 listed long-term diseases[footnoteRef:9]. Public health expenses are strongly concentrated on the care of those patients and on hospital care. Consequently, the public coverage of care of individuals, who are not hospitalized during the year and who are not covered for one of the listed diseases, only represents 51% of public expenses (Jusot et al., 2019). [9:  See the full list : https://www.ameli.fr/medecin/exercice-liberal/presciption-prise-charge/situation-patient-ald-affection-longue-duree/definition-ald] 


Employers' provision of complementary health insurance
Despite a quite generous SHI reimbursement in average, the important public expenditure in hospital care and the care of chronic patients, the progressively increasing co-payments since the 1990’s induced a need for a complementary health insurance in order to limit the financial risk associated to both outpatient and hospital care. Since 1985, tax exemptions were given to employers and employees in order to promote collective contracts according to which employers in the private sector provide their employees with a complementary insurance contract. The same type of exemptions was then extended to self-employed and farmers to allow them to acquire CHI. Consistently, 84% of the population was covered by a contract at the end of the 90’s. 
Since 2016, employers from the private sector must provide an employer-sponsored complementary health insurance to all their employees through the Accord National Interprofessionnel (ANI). Employers' CHI must provide at least the minimum coverage defined by law and employers must pay at least 50% of premiums. Unemployed individuals are allowed to benefit from their former employer-sponsored CHI during at maximum 12 months. Since nearly 97% of private sector employees already benefited from CHI coverage before the reform, the ANI actually induced rather a change in the type of coverage from individual to collective CHI, than an improvement in CHI coverage rate (Pierre and Jusot, 2017).
There is a strict regulation of the content of CHI contracts through responsible contracts plan defining minimum and maximum guarantees. 
Historically, most CHI contracts respected the criteria of responsible contract plans and received tax reductions in exchange; in 2018, 95% of CHI contracts were considered responsible (DREES, 2019a). The recently announced plan 100% santé, which provides patients with a basket of dental, optical and hearing care fully covered by SHI and CHI, is expected to change this. The reform increases the minimum reimbursement rates required of responsible contracts. As the minimum reimbursement rates increase, low-cost plans no longer fit the responsible contract conditions; in this context, the rate of responsible contracts are forecasted to decrease in the near future.

Universal complementary health insurance (the Couverture maladie universelle complémentaire - CMU-C)
Since the access of low-income households to individual insurance, especially those who are excluded of the labour market, remained challenging, the French government introduced a universal complementary health insurance (Couverture maladie universelle complementaire - CMU-C) in 2000. The CMU-C offered a free mean-tested CHI. This program insures 7% of the population and has substantially improved the access to care of the poorest (Guthmuller and Wittwer, 2017). In 2005, a subsidised CHI program in the form of a voucher called Aide Complémentaire Santé (ACS) was additionally introduced for the poorest households whose income was slightly above the CMU-C threshold but who could not afford CHI. This program provided financial incentives for uninsured households to acquire a CHI plan. It also partially reimbursed those who had already purchased a policy, and provided them with an incentive to purchase a higher-quality CHI plan. However, a large proportion of low-income households remain uninsured due to the low take-up rate to the CMU-C and the ACS scheme (Guthmuller et al., 2014).
In 2014, only 5% of the French population remained without any complementary insurance coverage, 34% benefiting from a collective contract provided by employers, 53% benefited from a contract individually subscribed and 7% from the CMU-C (Jusot et al., 2019). 

Networks of contracted providers
Whereas health supply is strongly regulated by SHI, CHI have developed, to a lesser degree, some managed-care activities. These activities are concentrated on HCE with minimal SHI participation: optical care, dental care, audio prosthesis, hospital private rooms and complementary medicine (e.g. dietician, osteopath, chiropodist, podiatrist, or sophrologist visits). First interventions consisted on agreements with professionals on negotiated prices and quality standards. In some instances, CHI have developed their own health centres where care is supplied without balance billing and are open to all. Typically, enrolees opting for these preferred providers benefit from negotiated prices.

In the mid-2000s, CHI started creating networks of contracted professionals. Their objectives were to control cost while controlling for quality. Optical care is the sector with the smallest SHI intervention (only 5% of optical care in the HCE are financed by SHI). In these networks, enrolees benefit from negotiated prices and from improved care reimbursement. The first generation of networks concerned contracted providers. To join such a network, opticians had to win a tender within a geographical perimeter. The network had defined a target number of opticians in each area and opticians offering the lowest prices within the area won the tender and were bound to these prices. Networks of contracted providers are complex as prices vary from provider to provider and they demand that new tenders are organised regularly. Therefore, according to whom wins the tender, enrolees must change opticians. Today, any-willing-providers networks have replaced contracted networks. In those any-willing-providers networks, CHI contracts prices for each lenses pair and frame, and ensures minimal levels of service quality. Opticians, who accept these conditions, join the network and are bound to respect these conditions. Overtime, networks have regrouped into platforms, which offer their services to several CHI. In 2016, 75% of the French population benefited from one of the five top networks (Durand and Emmanuelli, 2016).

Networks are successful in orienting enrolees toward opticians practising lower prices. According to the general inspection of social affairs (Inspection générale des affaires sociales - IGAS), prices are one fifth lower in networks. Between 2008 and 2018, CHI contribution to optical care rose from 60% to 74%, thus decreasing OOP payments directly made by households (DRESS, 2019a). Yet, one can question the overall effect of the setting up of networks for the sustainability of health care. Considering networks achieve reducing prices by 20%, this effect is relatively small considering that in France; prices in eyewear are over fifty percent higher than the average European countries (Durand and Emmanuelli, 2016). Additionally, the effects of networks on volume are ambiguous. Whereas, growth in the sector was strong from 2009 to 2012 (+4.6%), volumes were stabilised from 2013 onwards as networks spread. However, recent evidence suggests that ultimately, increases in insurance coverage resulted in growth of HCE in optical care, both through price and volume effects (DREES, 2019a). 

Several notable limits in terms of efficiency must be listed. Through insurance, CHI generates risks of moral hazard, yet these managed-care activities concentrate on price and typically ignore concerns over volumes. In France, all networks are open: CHI are not authorised to restrict patients’ choices and must participate to HCE regardless of the chosen health care provider. This limits the potential effects of networks on sustainability since closed networks are typically more effective in negotiating lower prices from providers than open networks. Additionally, in contrast to SHI, complementary health insurances are subject to competition and are, as such, sensitive to their reputation and how they are presented to patients by health providers. This dependency relation limits their role as a third-party payer in containing costs. Finally, as CHI contracts reimburse health care goods that are also insured by SHI, they risk being crowded-out by SHI and their legitimacy to regulate medical providers is frequently put into questions by health professionals.
Despite the numerous institutional restrictions faced by French networks, professionals have voiced their opposition to them since their creation, sometimes refusing to join, calling upon the Competition Authority and the French Data Protection Authority to restrict their actions (Durand and Emmanuelli, 2016). So far, none of these appeals have been successful. More importantly, the purpose of networks has been particularly key in the context of the reform 100% Santé. As SHI participation to optical care is expected to increase under this reform, the increase is likely to crowd out networks on the market of eyewear. Regardless of these obstacles, CHI interventions in terms of managed care are expected to grow. As CHI insurance contracts converge under the responsible contract scheme, CHI competition should shift to innovative services that improve financial and geographic access to care. 

Critical discussion

Sustainability of the French health care system: what to conclude? 

Overall, it appears that French public authorities have followed three paths to improve the sustainability of the health care system: reducing public expenses, generalising access to complementary health insurance, and streamlining care toward the most disadvantaged individuals.

To reduce public expenses, the successive governments have addressed overuse in order to free-up resources in the health system while enhancing quality in health care through rationalized services. The major areas of actions have been hospitals and pharmaceuticals and to a lesser extent ambulatory care. 
For hospitals, there has been a reduction of unnecessary procedures and avoidable admissions and an increase of the use of hospital at home when possible. For pharmaceuticals, the uptake of generics and biosimilars have been encouraged but it is mainly the repeated assessment of the therapeutic value of all the drugs reimbursed by the French social health insurance that has generated substantial savings. The most recently delisted pharmaceuticals have been homeopathy, whose reimbursement rate will drop down from 30% to 15% in 2020 and to 0% in 2021[footnoteRef:10]. It is important to note that while SHI reduces coverage for some pharmaceuticals, CHI can still cover a part or most of the cost, therefore this measure has not systematically regulated patients' consumption of drugs. [10:  https://www.theguardian.com/world/2019/jul/10/france-to-stop-reimbursing-patients-for-homeopathic-treatment] 

In the hospital, the 2017 LFSS also included new arrangements for the funding of medicines commonly used in hospitals which are now included in "liste en sus". The liste en sus lists highly innovative and costly medicines, which are excluded from the DRG system and paid by social health insurance. Here as well, the therapeutic value is a major criterion for a drug to be on the list. 
For the past fifteen year, the Haute Autorité de Santé has brought more efficiency in the French health care system, seeking better value for money from existing health care decisions and expenditures. The HAS has developed guidelines that provide rational clinical and cost-effective decision-making. Finally, in ambulatory care, financial incentives for providers have been used but they still need to be calibrated to reinforce appropriate behaviours as they have had small to no impact on GPs' behaviours. 

Under pressure to sustain health care along with equity of access, public health authorities in France have aimed at facilitating health care access for the most disadvantaged individuals of the population whether they are the most needed individuals, ill or poor. 
Since the creation of Social Security in 1945, several schemes have been implemented to guarantee an adequate access to expensive care and to limit financial burden of disease for chronically ill individuals, notably the ALD scheme. A real universal health coverage was at the core of the CMU reform in 2000 with the creation of a basic health insurance for the small part of the French population, who was completely uninsured by the previous Bismarkian health system. This share of the population included socially vulnerable individuals such as young adults who were neither covered by their parents' insurance, nor students or employed yet, as well as inactive adults who were neither recognised as disabled nor married with someone insured. A recent reform (Protection Maladie Universelle - PUMa) reinforces this aim of ensuring a coverage as wide as possible with the creation of a unique basic health insurance for the whole French population[footnoteRef:11]. [11:  https://www.ameli.fr/assure/droits-demarches/principes/protection-universelle-maladie] 


With the increase of out-of-pockets payments, complementary health insurance has become increasingly important as one of the payers of public health expenditure in France. Despite the ALD scheme, individuals are exposed to potential catastrophic out-of-pockets payments, often due to hospitalization or care related to chronic diseases. In this context, access to complementary health insurance for the most disadvantaged individuals, has become an important target for public authorities. The second aim of the CMU reform in 2000 was the introduction of a state-funded complementary insurance scheme for the poorest part of the population, the CMU-C, which was then strengthened with the 2005 health reform implementing the ACS scheme aiming to subsidize complementary health insurance for the individuals whose income was just above the CMU-C threshold. In order to reduce the absence of take-up to the CMU-C and ACS schemes, due mainly to a lack of information and transaction costs induced by the coexistence to two distinct schemes, a new complementary health insurance for the poorest has been created in 2019: the Complémentaire Santé Solidaire. France has also implemented from 2000, a specific means tested insurance for poor undocumented immigrants, corresponding broadly to a combination of the French basic health insurance and the CMU-C complementary health insurance (Wittwer et al., 2019).

More generally, the role of complementary health insurance in the French health system has been reaffirmed over the years. Recently, the generalization of the complementary health coverage to the whole population is mentioned among the objectives of the national health strategy defined by the Ministry of Health. The first step of implementation was the employer-mandate for providing a subsidized complementary health insurance to all employees in the private sector (ANI), and the second one was on the harmonization of the basket covered by all complementary health contracts in order to limit residual out-of-pockets payments thanks to the Contrats Responsables reform and the 100% Health reform.  


Sustainability of the French health care system: where next?

French private companies and public services have a unique model of occupational medical doctors organised and financed by the employers. Workplace doctors or nurses monitor the health of employees, provide health care prevention, and assess workplace health risks at the start of a new job, regularly after that and any time when a salaried employee return to work after long-term sick leave or maternity leave. Despite their inability to prescribe treatment, workplace doctors refer workers to their GPs when required and they have been key in providing increased attention to the health and quality of life of employees in general. Nevertheless, longer working life and increased psychosocial risks due to organisational restructuration and technological innovations in the workplace have increased costs related to sick leave. In 2019, 44% of employees have been prescribed at least one sick leave in the last 12 months, and 36% of employees on sick leave had already had a sick leave the previous year. Workers in the public sector particularly experience a high level of absenteeism (8,34 % versus 4,72 % in the private sector). The forthcoming health at work 2020-2024 program[footnoteRef:12] (Plan national de santé au travail) aims to bring more joined governance at the regional level between workplaces and hospitals and strengthen health and safety at work. In particular, the recruitment of occupational doctors has become challenging as their workforce has reduced by 31% between 2005 and 2014. One of the main causes of this shortage is the lack of attractiveness of medical professions, with increased burnout, low financial recognition, and need for better training. [12:  https://www.banquedesterritoires.fr/sante-au-travail-des-agents-un-plan-national-pour-repondre-lurgence] 


This overall dissatisfaction in medical professions is shared with public hospitals, which have been on strike in France for most of 2019[footnoteRef:13]. French public hospitals are in crisis, there are a large number of unoccupied positions of health professionals in public hospitals and doctors are calling for a substantial effort from the government to increase the wages of nurses and health workers. Most doctors (88.5%) report excessive stress related to their professional activity (Hardy et al. 2019). Moreover, the hospital budget has been the most affected by reductions in public expenses and this has led to bed closures and staff shortages, which are now putting patients' safety at risk. At the end of 2019, the health minister Agnès Buzyn has confirmed an emergency investment of 415 million euros to hospitals, which respects the ONDAM. She also presented the reform[footnoteRef:14]  "Ma Santé 2022 - Investir pour l'hôpital" (“my health 2022 – Investing for hospials”), which will include over the 2020-2022 period an additional budget of 1.5 billion euros for hospitals. This reform will adapt the governance and management of hospitals involving further health professionals, increasing their wages across the range of grades and an improving their working positions.  [13:  https://www.theguardian.com/world/2019/dec/16/600-french-doctors-threaten-to-quit-health-funding-row]  [14:  https://www.gouvernement.fr/sites/default/files/contenu/piece-jointe/2019/11/investir_pour_lhopital_dossier_de_presse.pdf] 


The Accident and Emergency departments of French hospitals, which are the most affected by the crisis, also need a set of new measures to be optimised. In 2017, it was estimated that 3.6 million of A&E visits could have been sorted with ambulatory care. In order to unclog emergency care, it has been suggested to create health centres or local hospitals that can act as central points of care, providing basic care and referring severe cases to A&E if needed. This new care entities called Points d'accueil pour soins immédiats (PASI) are increasingly being made available across France.

According to the 2020 Assurance Maladie (SHI) extensive report[footnoteRef:15] the sustainability of the French health care system will mainly rely on two areas of recommendations. The first aspect is to respect the ONDAM objectives. The key ONDAM objectives for sustainability are responsible prescriptions, optimised care pathways, and increased use of primary and ambulatory care where possible. The second aspect is to increase efficiency on the short to medium terms. This includes an increased quality of the care toward patients with a disability or special needs, a clearer engagement of patients within their care pathways to increase treatment compliance, and more generally a search for coordinated care that is fair and appropriate. Regarding providers payment system, an innovative recommendation is to introduce financial risk and/or savings sharing between the health care providers and the Assurance Maladie (SHI). It will be interesting to see with the crisis in public hospitals coupled with the Covid19 pandemic, which of those recommendations are given priorities. [15:  https://www.ameli.fr/fileadmin/user_upload/documents/Rapport_Charges_et_produits_pour_2020.pdf ] 

Appendix

List of acronyms

ACS – Aide Complémentaire Santé
AMR – Anti-Microbial Resistance
ANAES – Agence Nationale d'Accréditation et d'Evaluation en Santé
ARH – Agences Régionales d'Hospitalisation 
CAPI – Contrat d’Amélioration des Pratiques Individuelles
CHI – Complementary Health Insurance
CEESP – Commission d'Evaluation Economique et de Santé Publique
CMU-C – Couverture Maladie Universelle Complémentaire
CSBM – Consommation de Soins et de Biens Médicaux 
DCS – Dépense Courante de Santé 
DRG – Diagnostic Related Groups 
GDP – Gross Domestic Product
HAD – Hospitalisation A Domicile
HAS – Haute Autorité de Santé
HCE – Health Care Expenditure
HTA – Health technology assessment 
LFSS – Loi de Financement de la Sécurité sociale 
OECD – Organisation for Economic Cooperation and Development
ONDAM – Objectif National de Dépenses d'Assurance Maladie
OOP – Out of Pocket
PASI – Point d’Accueil pour Soins Immédiats
PUMa – Protection Maladie Universelle
RMO – Références Médicales Opposables
ROSP – Rémunération sur Objectifs de Santé Publique
SHI – Supplementary Health Insurance
SMR – Service Médical Rendu
T2A – Tarification A l'Activité
WHO – World Health Organisation
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