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The UPIGO General Assembly took place this year in Strasbourg, France, from September 28th to September 30th 2012.

UPIGO’s President, Professor Guy Schlaeder opened the general assembly with an introductory welcome speech. He was very pleased to introduce several new members:

from Denmark: Dr. Charlotte TOBIASSEN

from Italy: Drs Gabrielle VALLERINO and Pier Angelo MARCHIOLE

from Mauritania: Professor Aïssata BAL-SALL

from Switzerland: Dr. Jacques SEYDOUX

and finally from France: Prof. Jean-Jacques BALDAUF and Dr. Jacques FAIDHEMBE

He then reiterated the role of the UPIGO and its position among the international organizations. 

The Secretary General, Annik Conzemius, recalled events since the last GA in Bratislava, Slovakia: the cancelling of the GA in Ukraine and the joint meeting of the UPIGO bureau with the SYNGOF in Hammamet, Tunisia.

Dr. Faidherbe gave the Treasurer’s report in the absence of Dr. Belaiche. A detailed review was given at the meeting. Accounts are well balanced. As at 30 June 2012, the balance amounts to 31.077,34€.
DELEGATIONS’ ROUND TABLE DISCUSSION

After the introductory speech, the GA’s work got underway with the delegations’ round table discussion, allowing each country to highlight specific problems encountered in gynaecology and obstetrics at home. It was clear that there are great differences in terms of financial resources and healthcare policies.

Germany

There are large differences between doctors and health insurance organizations/funds in terms of price negotiations. While health insurance organizations make huge profits (in the region of 23 million euros), doctors have noticed a drop in their fees.

Politicians want to abolish the 10-euro mandatory patient contribution to consultations, while doctors’ claims fall on deaf ears. A strike was avoided in October, but the conflict is worsening.

Some essential medical services are not covered by the health insurance organizations. For example, 2nd trimester morphological ultrasounds scan, genetic advice in prenatal diagnostic testing, the triple test, etc.

Many interventions are only reimbursed if patients have private health insurance, which is not the case for the majority of patients, who then have to make the choice either to pay out of their own pocket or waive the tests.

The quality of medicine has decreased considerably in Germany and the profession is no longer attractive to young doctors. The number of gynaecology consultation practices is decreasing dramatically.

Denmark
In Denmark medical fees have been capped. Fee negotiations with public insurance organizations have only foreseen an increase of 1% for medical fees between 2011 and 2012.

The response to this by doctors has been to reduce their activity, resulting in wait times of 8-10 weeks for patients and a reduction of the quality of medical healthcare.
Another problem has been the attack on private clinics, compared with public hospitals. Following the suspicion of diagnostic errors in detecting breast cancer by mammography or ultrasound in certain private clinics, the minister of Health decided to impose visits in order to carry out an annual check in private clinics, even though the suspected errors were not later proven. The media campaign linked to this matter caused significant damage to private clinics. 

France

A growing number of hospitals in France are confronted with financial difficulties due to the economic crisis and some, as is the case for the CHU in Caen are almost "bankrupt". Can we speak of a French hospital going bankrupt?! 

Similarly, across the population, the number of individuals seeking care has dropped, in particular care relating to prevention. For example, we have noted a reduction of 3% in participation in cytology screening programmes. 

The problem of excessive PLI (Professional Liabilty Insurance) premiums will be developed as one of the key topics, since this is a matter of great concern for French gynecologists.

In the same way, under the main topic that relates to abortion, it is worth pointing out that abortions are free of charge in France (this is a very recent development, which only came into force last week), which is not always the case for contraception. Since last week, contraception is also provided free of charge to 15-18 year-olds. Certain pills and IUDs are, however, not reimbursed.
Greece 

The financial situation is disastrous in Greece. 

In just one year, hospital doctors have seen their salaries shrink by 40 %. Some doctors earn a monthly salary of 1500-1600 euros.

Pensions have also been cut by 40%.

The population is slowing medical consumption: fewer births, less dental treatment and a reduction in preventive medicine.

From a fiscal standpoint, doctors are subject to taxation even if their fees have not been paid. Generally speaking, taxes have been raised for those who are still in a position to pay them.

With a birth rate drop of 20%, there is a real risk of closure for private maternity clinics and the situation is particularly acute for young doctors, who have no future. An upturn or recovery in the situation is not yet on the horizon. 

Italy

In Italy healthcare quality has decreased considerably following budgetary restrictions.

Medicine is no longer the same for everyone since free provision of care has been greatly reduced.

Hospital budgets have decreased hugely and there are also great differences between the North and the South of Italy.

Professional insurance is continuously increasing and medico-legal pressure is more and more strongly felt. 

For example, the rate of caesareans is very high in Italy (40% in the North, more than 60% in the South and sometimes even higher in private clinics) because of the growing number of lawsuits. 

A bill is being prepared in Italy, both to reduce the rate of criminal prosecution and to ensure that clinics participate in legal costs.

Another problem in Italy is the training of gynaecologists, which is only done in a university setting. Students have no practical training and do not fulfil the operating requirements necessary for the specialty (for example, students have to go to training centres in France for laparoscopy training).

In future, public hospitals should be authorized to provide practical training for students. 

Luxembourg

In Luxembourg, 90% of gynaecologists are private practitioners and all doctors have a mandatory convention with the Caisse de Santé (health insurance organization).

A new convention is currently being drafted but its mandatory nature has not been called into question politically, and nothing has been undertaken to stem the growing flow of specialists who establish themselves in Luxembourg.

In a system where the Health budget is limited by a global amount, doctors fear a reduction in their fees and feel discriminated against by cross-border doctors who can practice in the private sector on the other side of the border.

An additional problem for Luxembourg gynaecologists has been the introduction of operating quotas for breast cancer treatment, in line with European directives, which cannot be applied in such a small country, both where liberty of therapeutic treatment and free choice for the patient are rightly enshrined in the mandatory convention. Although medical treatment for breast cancer is very fast and very personalized in Luxembourg, since the number of interventions is not the sole quality criterion, the creation of one or two special centres of competence for the country as a whole runs the risk of penalizing both patients and doctors. 

Mali

Due to the rebellion in the North of the country, Mali has lost its legendary stability.

Al-Qaeda troops have massacred and pillaged hospitals.

Doctors have fled to the South of the country or to neighbouring countries such as Niger, Mauritania and Burkina Faso.

The situation in Mali is dire: numerous victims, lack of medicines, increase in maternal mortality.

The country was unable to implement its plan to reduce the number of maternal deaths, which is in the region of 465 per 100,000 births.

Similarly, due to the unstable situation, UPIGO had to suspend its plan for the prevention of post-partum haemorrhage.

Hope for the future is reliant on the new government that was elected a month ago.

Mauritania

Mauritania has a very low standard of health. At present, the large number of refugees from Mali is also impacting on the already fragile structure of the country.

30% of the population has no access to healthcare because of the country’s extensive surface area. In order to go to a health centre, a patient has sometimes to travel a distance of more than 400km.

60% of the population is illiterate.

The rate of maternal deaths is among the highest in Africa with 626 maternal deaths per 100,000 births.

Mauritania has set challenging goals for the millennium: to reduce malaria, AIDS, infant and maternal mortality.

Professor Aïssata Bal-Sall is a member of the group charged with coordinating new health reform programmes and is extremely committed to supporting cooperation projects with the UPIGO.

Switzerland

Switzerland has not yet felt the impact of the economic crisis.

One of the problems in Switzerland is the shortage of trained doctors per year (700 trained doctors per year instead of 1000-1200). Consequently, many foreigners, in particular many Germans, come to Switzerland to practice.

Training of gynaecologists is well structured on 3 different levels: basic, surgical and a very specialized level for senologists and cancer specialists for example.

There are 1200 gynecologists per 8 million inhabitants, and a gynecologist earns approximately 200,000 euros / year.

Breast specialists are concentrated in special competence centres and are trained in gynaecology, surgery and plastic surgery. 80% of gynaecologists perform breast surgery.

Regarding abortions, Switzerland has the lowest rate of abortions in Europe: one in 10 births, although contraception is not reimbursed. Education and prevention appear to bear fruit in this area and a specific time frame has to be observed.
	1ST KEY TOPIC: PROFESSIONAL LIABILITY INSURANCE (PLI)


A SURVEY ON PROFESSIONAL LIABILITY INSURANCE (PLI) IN SEVERAL EUROPEAN COUNTRIES by Guy Schlaeder, in cooperation with Raymond Belaiche and Jacques Faidherbe

While private gynaecologists exercise in the full context of the specialty (obstetrics, surgery, antenatal ultrasound scans) and are exposed to the same risks, insurance premiums vary greatly from country to country. 

The cost of the PLI premium is increasing across all European countries and is particularly high in France, Germany and Italy (20,000-40,000 euros). In Switzerland, the cost of the insurance premium is 12,000 euros, in Luxembourg 6,000-8,000 euros, in Greece 2,000-2,500 euros, in Slovakia 500 euros, in the Czech Republic 100 euros. In Denmark, premiums are also very low, about 300 euros/year, which is due to the no fault compensation system.

In all countries, salaried doctors are financially better off than private ones, and their insurance premiums are either very low or completely covered by the hospitals.  

The maximum compensation amount for victims also varies greatly across Europe, fluctuating between 3 and 12 million euros. 

It is the same for the maximum amount of health insurance coverage, i.e. from 1 to 17 million euros.

In many countries, there is a "guarantee gap", which can lead to a gynaecologist’s ruin. France is the only country that set up a guarantee fund to cover exorbitant compensation amounts exceeding the maximum covered by insurance or compensation claimed following the expiry of the insurance contract.

This guarantee fund is financed by a mandatory annual contribution of 15-25 euros for all liberal doctors and depending on their activity.

France is the only country where health insurance fund is financially contributing to PLI instead of raising medical fees.

It must be noted that there is currently in Europe no set price (price for giving birth in Switzerland: 3,000 euros, in Germany: 300 euros), neither in insurance premiums, nor under compensation systems.

In Scandinavian countries, compensation rates are low, but legal recourse is rare. One can only dream of this system, which is based on national solidarity.

In Germany and in Switzerland, mediation or conciliation systems play an important role in reducing the number of legal actions.

While France has the therapeutic hazard and the guarantee fund, some European countries have no sufficient legal protection.

A detailed article on PLI will be published in the SYNGOF review in December 2012. 

PROFESSIONAL CIVIL LIABILITY OF THE GYNECOLOGIST IN ITALY by Pier Francesco Tropea

In the practice of medicine, doctors are required to show maximum diligence and prudence.

If the medical care has been wrong and if serious fault can be proven, the doctor is compelled to provide compensation for the damage caused as provided for under Art. 2043 of the Italian Civil Code.

Italy has recognized compensation claims for several types of harm (damages for loss of assets, moral damages, biological damages, existential damages) and furthermore, damages following to the patient’s loss of opportunity of obtaining a useful result caused by the medical intervention.

The doctor has a duty to obtain patient consent for surgical interventions, since the patient must be able to consent or withhold consent for the surgical intervention, pursuant to Art. 32 of the Italian Constitution. 

Italian case law has recognized the doctor’s responsibility if the latter has failed to recognize foetal malformations in the course of ultrasound scans, since this would effectively prevent the pregnant woman from exercising her right to interrupt the pregnancy. 

	2nd KEY TOPIC: LEGAL AND ILLEGAL ABORTIONS


HIGH-RISK ABORTIONS IN MALI by Bouraima Maiga, Moustapha Touré and Mariame Diakité

Over a period of 29 months, 101 high-risk abortions were registered at the CHU in Bamako, giving a total of 274 abortions out of a total of 2,797 births.

Induced abortions are a real problem in Mali. In the main, young and single patients are affected. Main complications are haemorrhage, acute endometriosis, pelvic inflammatory disease, cervicovaginal lesions and uterine perforation. 4% of our patients died due to complications. 

It is imperative to expand contraception coverage in our land.

RISK FREE ABORTIONS IN EUROPE AND IN AFRICA by Dr Faidherbe (Montpellier, France)

It is in the countries where abortion is illegal that complications are most common in terms of mortality or morbidity.

Worldwide, 47,000 women die every year as a result of an abortion (13%), 5 million women suffer after-effects.  

Repressive policies, which lead to high-risk abortions, should be abolished.

WHO recommendations are provided in the "Safe abortion" publication and can be summarized in a few brief principles:

· good sex education

· pregnancy planning

· access to medical services

· liberal legislation

In Africa there are also problems linked to access to contraception, teenage pregnancies and the very low number of health centres.

	3rd KEY TOPIC: FIGHTING AGAINST MATERNAL MORTALITY IN AFRICA AND COLLABORATION PERSPECTIVES


The collaboration project between UPIGO and Mali to fight against maternal mortality has been put on hold because the UN’s rejecting the budget on the one hand, and on the other, because of the extremely dangerous political situation in Mali.

Political development in Mali will have to be closely followed in order to relaunch the project on prevention of maternal haemorrhage.

In Mauritania, a substantial budget has been allocated to reduce maternal and infant mortality, which is the highest in Africa.

Professor Aïssata Bal-Sall was appointed to manage the projects and arrange training.

Cytotec is commonly used in Mauritania to stop post-partum haemorrhage (rectal, sublingual or jugal administration of 2-4 pills).

Professor Aïssata Bal-Sall hopes for cooperation actions to develop the training programmes.
"VIVA LA MAMMA" PROJECT by Dr Gabriele Vallerino, Dr Pierangelo Marchiole (Italy)
In the context of maternal mortality being so high in Africa (670 deaths/100,000 births in Mali in 2008) the project "Viva la Mamma" is aiming to facilitate access to healthcare, covering travel expenses to a health centre and obstetrical fees. 

Thanks to the support from NGOs, from service clubs such as the Rotary Club, from the state and local communities, financial resources were obtained and served to create a health insurance scheme (mutual fund).

This fund covers:

· three prenatal consultations

· normal and obstructed births

· all obstetric emergencies

· three postnatal visits to the mother and the newborn

The 1st prenatal consultation includes:  measuring blood pressure, doing an internal exam, laboratory tests (blood count, stools, urine, vaginal swab, HIV and VDRL tests), 3 Fansidar pills (Malaria), iron and folic acid tablets (60 pills).

The health insurance mutual fund also covers all equipment costs (gloves, compresses, disinfectant, surgical knives, antibiotics, etc.).

Financial participation of the patient is symbolic: 0, 90 euro/woman.

The fund has pledged to pay for services and ensure that the services provided are in line with services provided under the register of consultations, births and operations.

Quality is assessed at the patient’s home via satisfaction survey. 

This ambitious and long-term project is based on the “third-party” payment system.

It involves patient participation, village communities and the state.

It allows the involvement of local healthcare structures, being private or public, and the training of local personnel.

	OTHER TOPICS


WHAT DOES THE FUTURE HOLD FOR THE ANNUAL GYNECOLOGICAL CHECK-UP? By Dr Jacques Sedoux (Switzerland)

Dr Seydoux questioned the future of the annual gynaecological check-up.

According to Dr. Seydoux, the annual gynecological check-up, including the Pap Test, gynecological and breast exams, accounts for an annual cost in the region of 250 million euros per year. A cost far too high, the test being carried out on asymptomatic patients. 

Dr. Seydoux recommends cervical cytology screening (Pap-Test) every 3 years for patients between the ages of 21 and 65. From the age of 30, either the same cytology screening could be offered every 3 years, or a combined Pap Test and HPV test every 5 years. 

There is no medical evidence in favour of undertaking a gynaecology examination to detect infections (gonococcus, Chlamydia) or cancers (cervical or ovarian), or within the context of a pre-contraception check.

This examination can only be justified for symptomatic patients and its abolition would save a lot of money because it would then be performed on patients who do really need it.

For uterine and ovarian cancers, no valid screening test exists; palpation alone has proved insufficient.

Urine testing is generally sufficient for Chlamydia screening.

Likewise, breast palpation only makes a minimum contribution to early detection of breast cancers.

According to Dr. Seydoux, the annual check-up in its current state is obsolete and should be replaced by a more comprehensive health check visit, which could include:

· advice on contraception, sexually transmitted diseases, preconception, menopause, osteoporosis.

· a full health case history.

· detection of cardiovascular disease (blood pressure, weight, diabetes, cholesterol, etc).

· promoting healthy eating and regular exercise.

· combating obesity and smoking.

· treatment for depression and domestic violence. 

Dr. Seydoux’s presentation gave rise to several discussions on excessive cytology screening, screening carried out by nurses or patient self-testing, the HPV test via DNA or RNA, etc. 

The debate is still ongoing and discussions will return at the next GA.  

HEALTH SYSTEM REFORM IN DENMARK by Hans Henrik Wagner
Following the extensive media coverage of some particular lawsuits and the lack of reaction from professional associations, the Ministry of Health has decided to control medical practices in private clinics. 

In this targeted attack against the private sector, two doctors from the Ministry of Health have been assigned to assess procedures and guidelines, for example in the case of breast cancer treatment, post-menopausal bleeding, hormone replacement therapies, cervical cancer, etc.

These assessments are being made by people who do not know anything about gynaecology and without any checking criteria, neither of the equipment nor the files.

The inspection, which began with gynaecologists in October 2013, will be extended to other specialists.

The second reform deals with medical fees. 

The budget negotiated with the health insurance, which covers 95-99% of gynaecologists’ fees, is not allowed to exceed more than 1% of that for 2011-2012. Gynaecologists’ response to this will be a reduction in medical activity, an increase in wait times for patients, and poor medical care.

CROSS-BORDER HEALTH CARE COOPERATION by Jean-Jacques Baldauf

There is a long history of cooperation projects between Alsace and Germany : « stroke centre », hand surgery, SAMU, dialysis, just to name a few. 

Following the introduction of the new European directive on cross-border care, the question that now arises is the coverage of screening programmes for cross-border patients.

After giving a reminder of the care regulations in EU and non-EU countries, Pr Baldauf insisted on the need to extend prevention campaigns to cross-border workers.

In Alsace, there are 3 screening programmes:

« EVE » for cervical cancer screening

« ADEMAS » for breast cancer screening

« ADECA » for colorectal cancer

In these prevention campaigns, patients are reimbursed at 90% of the fees. Cross-border workers, who account for 5% of the population, are excluded from these programmes (56,900 cross-border workers).

Thanks to a local and pioneer cooperation of private voluntary health insurance companies, patients are receiving newsletters and are free to enter or not screening programmes.

The response rate to this action that is specifically aimed at cross-border workers is 40% for breast cancer, 33% for colorectal cancer, 24% for cervical cancer.

In future, a better cross-border cooperation should be developed in order to safeguard public health actions for prevention, the health care system and the financial equilibrium of the reimbursement system.

STATUTORY GENERAL ASSEMBLY

Members present: Germany: Klaus König Denmark: Charlotte Tobiassen, Hans Henrik Wagner France: Jean-Jacques Baldauf, Jacques Faidherbe, Guy Schlaeder Greece: Nicolas Tsatsaris Italy: Giovanni Adinolfi,Pierangelo Marchiole, Pierfrancesco Tropea, Gabriele Vallerino. Luxembourg: Gilles Paul Carré, Annik Conzemius Mali: Mariame Diakité, Moustapha Touré Mauritania: Aïssata Bal-Sall Switzerland: Jaques Seydoux.

Re-elected: Guy Schlaeder President, Klaus Koenig Vice-President, Annik Conzemius Secretary General, Raymond Belaiche Assistant Treasurer.

Elected: Moustapha Touré Vice-President, Charlotte Tobiassen Vice-President, Jacques Faidherbe Treasurer, Jan Stencl Past-President.

Next General Assemblies:

2013 in Germany

2014 in Switzerland

Topics selected for the next GA in Wiesbaden, Germany, October 4th-6th 2013:

Follow-up of women’s health, the annual check-up: Jacques SEYDOUX.

The scope of professional activity within the practice of gynaecology: Klaus KÖNIG.

Convenience around the birth (delivery, inducement of birth, caesarean section): Jean-Jacques BALDAUF

Report written by Annik CONZEMIUS secretary general and Guy Schlaeder president.

