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EXECUTIVE SUMMARY
The Working Time Directive (WTD), Directive 2003/88/EC aims at providing minimum
standards common to all Member States for protecting workers from health and safety
risks associated with excessive or inappropriate working hours, and with inadequate
time for rest and recovery from work. The last decades have seen major changes in
economy, economic structures and sectors, work patterns and work requirements. The
Commission therefore considers that it is relevant to consider the appropriateness of
the current rules in the light of the trends of the 21st century, and the possible scope
to make them easier to understand and apply by workers and employers.
Indeed, the main elements that are considered in the impact assessment are: the
changes in work patterns that necessitate a reflection whether the legal framework
still corresponds to the underlying economic and social reality; the question whether
the current legal framework provides sufficient legal certainty and clarity; whether it
sufficiently accommodates the need to 24/7 services; whether it provides sufficient
protection of workers’ health and safety; and whether the Directive's provisions can be
clarified and simplified in order to reduce regulatory burden.
Against this background, this study has analysed the financial and organisational
implications of possible changes to the Working Time Directive in the public healthcare
sector, more specifically public hospitals.
The study applies a EU28 perspective and provides examples from eight case study
countries. Identification of Member States for the case studies was based on a
clustering by three dimensions: use of the opt-out, health care expenditures and
means of regulating working time issues.The selected Member States were Czech
Republic, Denmark, Germany, France, Italy, Greece, Hungary and UK. The study maps
the current implementation status with particular attention to the areas where possible
changes are analysed. The selection of countries featured a full range of scenarios
enabling a comprehensive assessment of the possible changes considered.
The assessment of quantitative and qualitative impacts is informed by:
•

A detailed pan-European desk study

Detailed studies in eight case study countries have extracted data and information
that was immediately available at country level, as well as data and information
obtained through interviews with key stakeholders, including organisations
representing employers and employees, public authorities and specific selected
hospitals.
•

Interviews with key pan-European stakeholders.

Pan-European stakeholders consulted include representatives of both the employer as
the employee perspective.
Possible Changes to the WTD that have been analysed
The changes analysed are composed of different combinations of the following possible
changes to the WTD:
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•

Inactive on-call time: Introduction of the possibility to count only 50% or
75% of inactive on-call time as working time which would be combined
with the below change regarding inactive stand-by time;

•

Inactive stand-by time: Introduction of the possibility to count 20% or
40% of the inactive stand-by time as working time;

•

Limitation to the use of the opt-out: Introduction of the possibility to
limit the use of the opt-out where the above new ways of counting inactive
on-call and inactive stand-by time are used;

•

Stricter conditions for the use of the opt-out: Reinforced conditions for
the use of the opt-out consisting of record-keeping and written proof of the
informed consent, a requirement that a signature cannot be requested if
the employee is in a probation period and not within the first month of the
contract, and national compilation and evaluation of the use of the opt-out
including reporting to the Commission

•

Compensatory rest: Compensatory rest for missed daily rest can be
postponed by 24 or 48 hours

•

Reference periods: Reference periods can be extended to six months by
legislation in all cases/sectors as well as to 12 months by legislation

•

Autonomous workers: Clarifying that the derogation on the grounds of
autonomy can only apply where a worker is able to control the volume of
his/her working hours and the organisation of his/her working time (i.e.
how much and when the worker works)

•

Concurrent contracts: In case of concurrent contracts with the same
employer, the limits of the Directive are to be applied on a per-worker
basis

•

Derogations: Simpler and clearer rules for derogations

•

Reconciliation of work and private life: Legal measures to support
reconciliation of work and private life consisting in an obligation to inform
employees in advance about changes to working hours and patterns, and
the right of workers to request changes to their working hours and patterns
and to have their request duly considered.

Conclusions
The study points to the following key conclusions:
•

Little inclination for the alternative way of counting inactive on-call
and stand-by time. While the alternative way of counting does provide
for some flexibility, the order of magnitude is not sufficient to justify the
simultaneous loss of flexibility by not using the opt-out. Further,
stakeholders argue that the new way of counting can be difficult to put into
use in practice. Last, from the employees' perspective it has been
underlined that it may not be the same individual doctor or nurse that will
be able to – with the change – count fewer working hours when on on-call
duty, and count more working hours when on stand-by duty.

•

Where concurrent contracts would currently be commonly found,
significant impact can occur from stricter rules mainly in terms of
increased recruitment needs. The magnitude of the impact depends on the
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extent to which concurrent contracts are used with the same employer and
whether the WTD is currently interpreted to apply on a per-contract basis.
The key impact relates to the need that will arise to recruit more doctors.
•

Limited impact of stricter rules regarding the autonomous worker
derogation. This is because of a number of factors. Firstly, the scope of
the change is relatively small as it rather concerns a clarification, since
under the current interpretation of the derogation by the Court, workers
already need to be able to determine the volume of their working time in
order for the derogation to be applied to them. Tightening the definition
further would in all likelihood only affect a limited number of workers,
possibly in higher hospital management. The impact would also be limited
because the derogation is today not widely used in the healthcare sector.

•

Stricter conditions for the use of the opt-out will have a significant
impact through better pursuing the Directive's objectives while possibly
adding to recruitment needs. The study has shown that information on the
use of the opt-out at Member State level is scarce if not non-existent.
Further, the use of the opt-out may not always be truly voluntary.
Improved information on the use of the opt-out will provide social partners,
managers and decision-makers with a basis for assessing the
appropriateness of its use and identify needs for possible remedial action.
This can relate to protection of the health of staff; to patient safety and to
the Work-Life Balance (WLB) of employees. Stricter conditions will also
help to ensure that an opt-out is voluntary on the part of employees. Thus,
stricter conditions will help to protect workers' health, WLB and patient
safety, however it can lead to a need to recruit more staff.

•

Postponement of compensatory rest adds flexibility, and hence it
contributes positively to work organisation and planning. However, these
organisational benefits come at the risk of reducing the protection of
workers' health and safety and WLB, which may in turn be a source of
threat to patient safety. Hence, the duration of the allowed postponement
needs to be carefully considered – also in the light of the fact that the
current rules already allow a 24-hour continuous shift - and need not be as
long as 24 or 48 hours maximum. Certain stakeholders have argued that
the possibility to postpone rest would be beneficial to the continuity of care
while research indicates that long continuous shifts may lead to a higher
risk of accidents and medical errors.

•

Limited impact from changed rules regarding reference periods,
reconciliation measures and simpler and clearer rules for
derogations. This is due to different factors. The flexibility offered through
the current rules on reference periods is often used, and it is considered to
be overall sufficient to address the needs of Member States. Reconciliation
measures are similarly perceived by stakeholders to have a limited impact.
Clearer rules for derogations need to be specified more than they have
been in this study in order to assess their impacts.

The study has shown that a key factor of the current implementation challenges and
impacts from possible changes to the WTD relates to staffing. Today, staff shortage is
a key concern in many Member States. It is of particular concern in countries that face
overall financial difficulties such as the Southern Member States, and in countries that
experience net emigration of relevant labour such as some Eastern European countries
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and Southern Member States. On the other hand, the study shows that the financial
implications of reducing the average weekly working time (for employees with
long working weeks) can be less significant than what could be expected. If the use
of overtime is reduced, it will lead to a need to recruit mere staff. The additional staff
will provide the working hours previously delivered as overtime. Each additional
recruitment involves a fixed annual labour cost. The total increase in annual fixed
labour costs can be quite substantial. However, there will be a reduction in the
number of overtime hours and in the working hours delivered on top of long working
weeks. This in turn can lead to a reduction in overtime payments and to
improved average efficiency in the sector.
It remains likely that intensified staff shortage issues will imply that the work pressure
on staff in the health care sector increases in the future. Our study has shown that
shortage of staff will be more pronounced in the future and that the health care sector
will face increased demand for its services. The opt-out can provide a way to meet
these challenges. Therefore, the opt-out is likely to be a frequently used possibility in
the future. Other approaches to meet this pressure currently consist in the use of
concurrent contracts and self-employment. If the scope of concurrent contracts (with
the same employer) is reduced, this is likely to translate into increased use of the optout.
At the same time, increased work pressures, e.g. due to the use of the opt-out can
constitute a risk to workers' health and work-life balance as well as to patient safety.
Furthermore, the opt-out leading to longer working hours and poorer management of
the WLB will make the profession less attractive, which in turn contributes to
difficulties in recruitment and retaining staff.
Therefore, at least stricter conditions for the use of the opt-out are essential to ensure
that the WTD provides its intended contribution to workers' health and that patient
safety is not put at risk:
•

Ensuring that an opt-out is always truly voluntary contributes to this even
if workers that voluntarily work more than 48 hours per week still risk the
possibility of an increase in adverse events.

•

Furthermore, social partners, managers, administrators and decision
makers need information on how the opt-out is used in order for them to
assess the appropriateness of the use and to identify possible needs for
remedial action.

•

Explicitly restricting the use of the concurrent contracts is likely to increase
the use of the opt-out, thereby putting more employees that work more
than 48 hours per week under the monitoring system.

•

As the future is likely to see an increase in staff shortages, the opt-out will
be used more frequently, and it will be all the more important to ensure
that information on its actual use is available.

The study provides examples of how the issue of working time can be, and has
been, addressed in the context of work organisation. The opt-out can be an
immediate, yet costly way of addressing staff shortage issues. Furthermore, there is
also a limit to its use, i.e. how many will agree to opt-out, and the number of hours
that can be worked even under an opt-out while ensuring both the protection of
workers' health and of patient safety. Therefore, other actions need to be considered
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as well, including e.g. task shifting, developing new roles and changing the
organisation of work. While such actions can ensure a more efficient health care
system, their identification and implementation also require some lead time. This must
be taken into consideration when framing possible changes to the WTD.
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1

Introduction

This final report presents the results and observations of the study to assess the
economic, financial and organisational impacts on public health care services of
possible changes to the Working Time Directive 2003/88/EC (WTD).
The study concentrates on challenges and impacts on 24/7 public health care services
using hospitals as representatives of these services.
The study analyses four different options and their components, as described below.
Exploring these options will facilitate the identification of the best way forward, taking
due account of new patterns of work and workers' and employers' respective needs.
Option 1 assumes that the Directive remains unchanged, i.e. that no legislative
change is made. Option 1 assesses the current situation and describes how it will
develop if no changes are made to the Directive. Option 1 thus constitutes the
baseline for the purpose of analysing the impacts of possible changes to the Directive.
Option 2 provides additional flexibility regarding compensatory rest. This option
introduces the possibility to change the way in which inactive on-call and stand-by
time is counted and it considers possible restrictions to the use of the opt-out.
Option 3 expands on option 2. It adds flexibility as regards the calculation of
reference periods. It suggests codifying a tighter definition of autonomous workers,
and it clarifies the scope of the Directive with regard to concurrent contracts. It adds
to the Directive measures to support the reconciliation of work and family life.
Option 4 combines the substance of option 2 with additional flexibility for calculation
of reference periods and simpler rules for derogations.
Even when delineated only to hospitals, the public health care sector is a highly
diverse sector. Different countries, different locations within a country, different sizes
of hospitals and different areas of specialties may all face different challenges in
planning for and providing 24/7 services. In recognition thereof, the study does not
make very detailed and concise estimates. Rather, we apply a generalized approach
that provides the order-of-magnitude of the quantitative impacts. The approach rests
on an example-based and semi-quantitative assessment of those impacts that cannot
be quantitatively assessed. While this implies a certain lack of nuance and detail, the
approach provides for fairly robust generalized indications of the direction of change
and of the comparable order-of-magnitude of impacts when looking across options.
Another essential simplification aspect relates to the use, in particular in the
quantitative parts of the study, of two categories of healthcare workers: nurses and
doctors. Not only are there – in reality - many other categories, but the 'nurses' and
'doctors' categories as such also include a number of different categories of staff. The
simpler and generalized approach is motivated by two factors: 1) a desire to make
calculations as simple and comparable as possible, and 2) a recognition that many
such categories are defined nationally, and hence, it becomes very complex to identify
and model the particularities of each category.
Desk research, case studies and interviews with pan-European stakeholders have
informed this study. Case studies were prepared for the Czech Republic, Denmark,
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France, Germany, Greece, Hungary, Italy and the UK. Detailed interview guides and
templates constituted the framework for making the case studies. Furthermore,
interviews were conducted with CEEP, CCRE/CEMR, EPSU, HOSPEEM and FEMS. These
organisations were also presented with our key assumptions and invited to review and
add to those based on their more detailed knowledge of the sector.
The report is organized as follows:
Chapter 2 sets out the methodology.
Chapter 3 provides a detailed overview of the current implementation of the Working
Time Directive in the health care sector in the EU Member States.
Chapter 4 analyses the challenges and trends of the health care sector in Europe.
Chapter 5 sets out the problems and their drivers and relates them to the options
analysed.
Chapter 6 provides the analysis of policy option 1 (the no policy change scenario).
The following Chapters 7, 8 and 9 analyse the alternative policy options 2, 3 and 4
while Chapter 10 provides a comparison of the options.
Chapter 11 presents a sample of ways in which the WTD can be implemented across
the health care sectors of the Member States.
Where chapters 2 and 3 provide the background against which the analysis of the
options is made out, and chapter 4 presents the problems identified and how they
relate to the options, chapters 5 through 8 analyse in detail the identified options.
The present report is the main report of this study. A technical annex provides the
detailed results of the eight specific case studies. They cover the Czech Republic,
Denmark, France, Germany, Greece, Hungary, Italy and the UK.
The analysis of impacts, including of the baseline situation, rests on a combination of
data and information from many different sources. Much of the necessary information
is quite specific. This means that case studies have constituted an important source of
information that could not be obtained through a desk study alone.
The case studies and pan-European interviews aimed to obtain the most recent
information as well as the very specific pieces of information needed to carry out the
study. On many subjects, case studies and interviews have managed to provide more
up-to-date and more specific information than what was obtainable through a central
desk study alone. Still, all data gaps could not be closed and sometimes data could not
be obtained at the level of detail required. Further, updated information was not
always available. Consequently, assumptions have had to be established in order to
compensate for these gaps and shortcomings. The final decision on which data and
assumptions to use for the analyses remains the sole responsibility of the consultant.
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2

Approach and methodology

2.1

Study scope and delineation

The Working Time Directive (WTD), Directive 2003/88/EC aims at providing minimum
standards common to all Member States for protecting workers from health and safety
risks associated with excessive or inappropriate working hours, and with inadequate
time for rest and recovery from work. The last decades have seen major changes in
economy, economic structures and sectors, work patterns and work requirements. The
Commission therefore considers that it is relevant to consider the appropriateness of
the current rules in the light of the trends of the 21st century and the possible scope
to make them easier to understand and apply by workers and employers.
The study analyses the economic, financial and organisational impacts of possible
changes to the Working Time Directive (WTD) in the healthcare sector. A set of policy
options was developed by DG EMPL and they are presented in the section below. This
does not prejudge the decision of the Commission on whether a new legislative
initiative will be pursued or on its possible content and structure.
The study focuses on the public health care sector with a particular focus on hospitals.
The sector includes a wide variety of skills, professions and specialities. The WTD may
pose different challenges to different segments, which in turn may vary according to
specific local conditions and specific framework conditions. While recognising all these
complexities, the study nevertheless provides more generalised results and
concentrates on impacts that can be directly attributed to the WTD and changes to it.
The study assesses the impacts from introducing changes to the Directive. Policy
option 1 corresponds to the baseline against which the impacts of the other options
are assessed. Detailed and specific data are necessary in order to provide sound
estimates of the impacts of changing the Directive. As the level of detail required
means that the necessary data can often not be found through existing and available
data sources and literature and had to be collected, the study concentrates on a
sample of Member States. In-depth studies in the selected Member States are thus
essential means of providing as sound a basis as possible for analysing the impacts.
Even so, the assessment of impacts necessitates a number of critical assumptions.
Essentially, this study concentrates on the following steps of the impact assessment:
•

Establishing the baseline

•

Analysing the options and assessing their impacts

•

Comparing the options and related impacts.

For this purpose, DG EMPL has provided the principal outline of the problem definition,
the building blocks and the policy options that are analysed.

2.2

Policy options

The options analysed consist of different possible combinations of what have been
termed ‘building blocks’. A building block relates to one particular measure of the
Directive. It can be one that exists today (already included in the Directive) and where
the building blocks assume changes to it, or it can be a measure which could come to
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be part of the Directive in the future. The different building blocks are further
described in the table below, which also includes concrete formulations of what the
envisaged changes could possibly consist of. These concrete formulations primarily
serve the purposes of assessing the impacts and of better understanding the direction
and magnitude of these potential impacts.
Table 2-1

Overview of specifications of building blocks

Building block and current
rules

Possible change

Concretisation of
possible change

Comments

On-call time
100% of on-call time is to be
counted as working time
regardless of the level of
activity taken place during
such time

Provision of greater
flexibility in counting
on-call time as
working time

75% or 50% of
inactive on-call time
at the work place to
be counted as
working time

Stand-by time
0% of stand-by time not
spent responding to a call has
to be counted as working time

Provision of greater
worker protection in
counting stand-by
time as working time

40% or 20% of
stand-by time at
home not spent
working is to be
counted as working
time

Other arrangements
as regards stand-by
time

Setting a limit of
either 12 or 24 hours
a week to the volume
of hours that can be
worked in a stand-by
mode as a minimum
standard with a
possibility to
derogate by a
collective agreement

The two building blocks
on on-call time and standby time should be seen as
a combination. If not all
inactive on call time is
counted as working time,
this is assumed to be
counterbalanced by
strengthened protection
elsewhere: partly by
counting some of the
inactive stand-by time as
working time, and partly
through demanding that if
inactive on-call is not
always counted as
working time, an opt-out
cannot also be used.

Reinforced conditions

Keeping records of all
working hours,
consent cannot be
requested prior to an
employment contract,
at the signature of
the contract, during a
probationary period,
or within one month
after the conclusion
of the contract
Written proof of the
informed consent
National authorities
compile information,
evaluate and inform
the Commission

Limitation to the use
of the opt-out

Opt-out cannot be
used simultaneously
with longer reference
periods and/or partial
consideration of oncall time as working
time

Opt-out
Member States may choose
not to apply the provisions of
the WTD as regards maximum
weekly working time under
the conditions specified in Art.
22(1)

This building block shall
be considered both
separately and in
conjunction with the
remaining building blocks
(in particular on-call and
stand-by time and
reference periods); the
possibility of phasing out
shall be considered not
only a stand-alone
alternative, but also in
conjunction with the
limitation of the opt-out
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Building block and current
rules

Compensatory rest
Compensatory rest for missed
daily rest must be taken
immediately after the
extended work period

Possible change

Concretisation of
possible change

Suppression of the
opt-out

Suppression or
phasing-out of the
opt-out over a period
of time

Further flexibility
regarding the timing
of compensatory rest

Possibility to take
compensatory rest
within a reasonable
time, but not
exceeding 48 hours
Possibility of taking
compensatory rest
within 96 hours

Possibility of setting a
6 months reference
period by legislation
and in all cases (not
only for certain
activities)

Comments

To be considered both
separately and in
conjunction with the
possibility of combining it
with a reinforced use of
the opt-out and the new
methods for calculating
stand-by and on-call time
– thereby adding to the
flexibility. Also to be
considered in a broader
option which combines all
building blocks of this
table excluding the one
on derogation.

Reference periods
4 months/6 months for
certain activities (by
derogation by laws,
regulations or administrative
provisions, collective
agreements)/12 months (by
derogation by collective
agreements)

Added flexibility in
the reference periods
for calculating
average weekly
working time

Autonomous workers
Derogations possible for
'managing executives or other
persons with autonomous
decision-taking powers'

Codifying the tighter
definition of
autonomous workers

Derogation shall only
apply where a worker
is able to control the
volume of his/her
working hours and
the organisation of
his/her working time
(i.e. how much and
when the worker
works)

To be considered both
separately and in
conjunction with all the
remaining building blocks
except for the one on
derogations

Concurrent employment
contracts
Not defined. In case of
concurrent contracts for the
same employer construed by
Commission as applicable per
worker

Clarification of the
scope of application
of the Directive

For workers working
under concurrent
contracts for the
same employer, the
maximum weekly
working time shall be
applied per-worker

To be considered both
separately and in
conjunction with all the
remaining building blocks
except for the one on
derogations

Derogations
Complex system of possible
exceptions and derogations

Formulating simpler
and clearer rules for
derogations

Possibility of setting a
12 months reference
period by legislation
(not only by
collective
agreements)

To be considered alone as
well as in combination
with all the other building
blocks except for the one
on derogations. Also part
of an option which
combines it with the
reinforced use of the optout, the new methods for
calculation stand-by and
on-call time and simpler
rules for derogations

To be considered in
conjunction with new
methods for counting on-
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Building block and current
rules

Possible change

Concretisation of
possible change

Comments
call and stand-by time, a
reinforced use of the optout and changed rules for
reference periods

Reconciliation

Legal measures to
support reconciliation
and family life

Obligation to inform
workers in advance
about any substantial
changes to their work
pattern
Right of workers to
request changes to
their working hours
and patterns

To be considered both
separately and in
conjunction with all the
remaining building blocks
except the one on
derogations

Possibility for a
worker to agree that
the worker does not
take an uninterrupted
rest, as provided by
the Directive, but has
the possibility to
interrupt his/her rest
for max. 3 hours and
work again during
this period (e.g.
finish earlier and
work additional hours
later at home)

The selected building blocks have constituted an important background against which
the information gathering process was framed and the case studies and interviews
carried out. This is also reflected in how in particular chapter 3 of this report is
structured.

2.3

Data gathering

To assess the possible impacts of the options, which combine the above described
building blocks, we carried out a thorough desk study, gathered information from
eight case study countries and interviewed five pan-European stakeholders.
We have included a wide spectrum of stakeholders in the case study interviews,
including organisations representing employers and employees, public authorities and
specific selected hospitals. Pan-European stakeholders consulted include
representatives of both the employer (HOSPEEEM, CEEP and CEMR) as the employee
(EPSU and FEMS) perspective1.

1

Furthermore, we also asked the EFN to participate in terms of an interview, but they could not participate.
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Some of the pan-European stakeholders interviewed have made additional data and
information available. Further, they were given the opportunity to 1) review the input
data that we used for quantitative assessments, and 2) provide examples and
concrete illustrations that can substantiate other types of impacts. Their feedback has
been taken into account in the drafting of this report and the views and perspectives
of the pan-European stakeholders are highlighted where relevant2.
All interviews were conducted using detailed interview guides; both interviews with
pan-European stakeholders and case study interviews. The interview guide contains a
number of detailed questions and is organised around three themes:
•

Current implementation of the WTD

•

Situation and trends in the public 24/7 health care sector

•

Implications of changes to the WTD provisions (organised according to
table 2.1 above).

Detailed templates and guidelines were prepared to guide the conduct and reporting of
the case studies. One case study was conducted in advance of the others (Czech
Republic) and subsequently shared with all country experts to facilitate their work.
Case studies were conducted by combining interviews in the country with a countryspecific desk study. All case study reports have been reviewed by those interviewed,
and the comments are attached to the corresponding technical annex.
The below table provides an overview of the field work undertaken to gather detailed
data and information in the case study countries. In each case study country between
7 and 10 stakeholders/organisations have been consulted.
Case study country

Type of stakeholders/organisations consulted

Czech Republic

Workers' organisations
Employers' organisation
Labour inspectorates
Public hospitals

Denmark

Ministry of Health
Workers' organisations
Employers' organisations
Labour inspectorates
Public hospitals

France

Ministry of Health
Workers' organisations
Employers' organisations

Germany

Ministry of Health
Workers' organisations
Employers' organisations

2

The data and assumptions that are used in this later version of the final report differ somewhat from the data and assumptions
that were shared with pan-European stakeholders. However, this is mainly due to additional information on the case study
countries, whereas no specific comments or suggestions for alternative inputs were given by the pan-European stakeholders.
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Case study country

Type of stakeholders/organisations consulted
Public hospital

Greece

Ministry of Health
Regional authority
Workers' organisations
Employers' organisations
Public hospitals
Individual health experts

Hungary

Ministry of Human Resources
Workers' organisations
Employers' organisation
Labour inspectorates
Public hospitals

Italy

Workers' organisations
Employers' organisations
Labour inspectorate
Public hospital

UK

Department of Health
Department for Business Innovation and skills
Health Education England
Employers' organisation
Workers' organisations

2.4

Clustering of Member States

A clustering was made based on the knowledge available in early 2014 to identify the
Member States for the case studies. The clusters were defined by three dimensions:
use of the opt-out, health care expenditures and means of regulating working time
issues. Using only three selection criteria as the basis for clustering is a simplistic way
of categorizing Member States; but nevertheless one that provides a structured
approach to identifying the Member States for the case studies.
The resulting clusters are shown below. The case study countries are marked by grey
shading:
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Central and Eastern European

Health expenditure

Opt-out

Industrial relations

United Kingdom

Health expenditure

Opt-out

Industrial relations
M

M

LT

--

+

C

LV

EL

-

M

PL

+

U

MT

++

X

C

CZ

--

C

CY

-

X

C

SK

++

X

C

C

HU

++

X

C

Sl

-

X

*

X

C

-

C

DE

++

X

M

IT

++

SE

++

C

FR

+

X

U

ES

-

FI

+

C

AT

+

U

PT

IE

--

C

BE

+

C

Opt-out

DK

X

LU
NL

++

x

HR

Opt-out

X

Health expenditure

-

Southern

UK

Industrial relations

*

Opt-out

X

Health expenditure

--

Western European

EE

Industrial relations

C

Health expenditure

Industrial relations

Preliminary clustering of Member States

Nordic

Table 2-2

X

BG
RO

*
X

*

X

*
C

++

M

Notes to the table:
Health expenditure: (-) decrease, (--) significant decrease, (+) increase and (++ significant
increase); Industrial relations: (C) collective bargaining, (U) unilaterally determined and (M)
mixed. (*) marks the countries in which working time is not generally regulated through
collective bargaining, e.g. the EIRO 2012 study3 indicates that in many countries (marked by *),
e.g. Estonia, Latvia, Lithuania, Luxembourg, Poland and Slovenia, working time is not generally
regulated through collective bargaining.

The case studies and the detailed desk review have given valuable insights into the
key features of the public health care sector in different Member States. This insight
has shown that there can be important differences between countries, even within a
specific cluster. Examples of this include the following:
•

3

The doctor/nurse ratio in Greece appears to be quite high, which is not
necessarily the case in the other Member States in the same cluster, and
not necessarily a distinct feature of the cluster, neither compared with
other clusters.

Industrial relations and working conditions developments in Europe 2012, EIRO, 2013.
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•

Italy is the only Member State that applies a wide derogation, which
implies that doctors are not covered by the Directive, by defining them as
autonomous workers4.

•

The extent to which the working time limitations in the case of concurrent
contracts are applied per contract is not concentrated in specific clusters;
there are also differences in the extent to which such contracts are used
and the total number of hours worked by one worker under such contracts.
Likewise, the extent to which the opt-out is used (in countries that allow
the opt-out) varies substantially.

•

There are indications that the sector in some countries has come a long
way in adapting to today's legislative (and financial) framework.

•

Overall, collective agreements appear to be quite widely used in the health
care sector; either through national collective agreements or agreements
entered into at the specific employer level.

Therefore, while the clusters ensured a structured approach to selecting the case
study countries, the detailed case studies have shown that it is not possible to
generalise results from one country to a specific cluster. Thus, we focused on the
assessment of impacts for the eight case study countries individually, and proceeded
with a qualitative analysis on a pan-European level. Nevertheless, we have found that
the current selection of countries features a full range of scenarios enabling a
comprehensive assessment of the building blocks.

2.5

Establishment of the baseline

Policy option 1 corresponds to the baseline, i.e. a situation in which the current WTD
would remain unchanged and developments would lead to stepped-up enforcement
and compliance to it.
Our investigations have shown that there are important differences in the way Member
States implement the Directive. To reflect this, we have analysed two situations. The
difference between the two being that the baseline assumes a higher level of
compliance than can be observed in the current situation. The baseline situation and
the current situation thus mainly differ in that:
•

the baseline assumes that if the opt-out is not used in a Member State, all
doctors and nurses do not work more than the average 48 hours per week
in that country. Today, this is not the situation in Greece and the Czech
Republic.

•

the baseline assumes that only those that have 100% control of their
working time (when, where and how much) can be exempted from the
Directive. That is still not the case in Italy today (although compliance is
expected in 2015).

•

the baseline assumes that inactive on-call time is always counted as
working time and that none of the inactive stand-by time is counted as
working time. This is currently not the case in Denmark.

4

Note that Italy recently adopted legislative measures (enacted on 1 November 2014) which will take effect in 2015 and change
the situation for doctors in public hospitals (cf. article 14 of Legge Europa-2013 bis)
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When establishing the baseline situation, assumptions are therefore established of the
likely path from the current situation to a situation where the health sector complies
with the ECJ rulings on on-call time, lawfully applies the derogation related to
autonomous workers and ensures that the working week does not exceed 48 hours if
the opt-out is not allowed.

2.6

Assessment of the options

The choice of methodology for assessing the options and the building blocks which
compose them is influenced by two key factors: data availability and the nature of the
building block.
For the assessment, it is important to bear in mind that three building blocks relate
mainly to the number of working hours available or provided: the on-call time, the
stand-by time and the opt-out. For these three building blocks, quantitative estimates
are made based on the implications of a change in the rules governing the opt-out,
the on-call time and the stand-by time.
The main method of calculation rests on the following assumptions and data for
doctors and for nurses:
•

The total number to be covered by the Directive and the fraction that
delivers more than 48 hours a week on average

•

The total number on concurrent contracts, and the number of hours
worked under these contracts

•

Average working hours for those that are within the average 48-hour limit

•

Average working hours for those that are beyond the average 48-hour limit

•

Fraction of those within the 48-hour limit that does on-call and that does
stand-by

•

Fraction of those beyond the 48-hour limit that does on-call and that does
stand-by

•

Number of hours currently on-call, including fraction that is inactive

•

Number of hours currently stand-by, including fraction that is inactive.

Results, as obtained, follow a generalized approach. Ideally, one would need to look at
different types of hospital departments, different types of specialities, specific tasks
and responsibilities of different staff categories and other specific conditions. However,
that is beyond the scope of this study. Instead, this study aims to deliver overall and
generalised, communicable results, which are based on sound, immediately
transparent and understandable assumptions and data.
As the options have been framed, the building blocks on 'on-call time' and 'stand-time'
are always applied simultaneously. Further, they should never stand alone, but always
be seen in combination with a possible change to the opt-out clause. Therefore, the
analysis of the on-call and stand-by options is always combined with one of the suboptions on the opt-out, which renders it feasible to carry out a quantitative analysis.
As a second step, we thus integrate in the above calculations of the impacts from 'oncall' and 'stand-by' the possibility that a Member State either does or does not opt out.
In the first case, the opt-out cannot be combined with the alternative options on on-
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call time and stand-by time. In other words, a Member State may either opt out, in
which case all on-call time is working time, or it may not opt out, in which case some
of the in-active on-call time does not have to count as working time. These variants
apply only to Member States that currently use the opt-out, and they are introduced in
the quantitative analysis through a reduction in the average number of working hours
to 48 hours per week for doctors/nurses that are under the opt-out. These two
alternatives are summarised below:
Table 2-3

Alternatives for implementing building blocks on on-call time, stand-by time and
opt-out

Building block

Alternative 1

Alternative 2

On-call time

All on-call time counts as working
time

A certain fraction of on-call time need not count
as working time

Stand-by time

Stand-by time need not count as
working time

A certain fraction of stand-by time need to count
as working time

Opt-out

Opt-out may be put into use

Opt-out must not be put into use

The reference period and the compensatory rest are factors that affect the planning of
work, although they may also come to have an impact on available/provided working
hours. It is not possible within the scope of this more general study to provide
quantitative estimates of the ‘flexibility’ effect that is gained through less strict rules
on these issues. Hence, these effects are considered qualitatively.
We have not found much information on the use of the possibility to derogate from
certain provisions of the Directive in the case of autonomous workers. The case
studies indicate that this option is used to a limited, if any extent in the health care
sector, with the exception of Italy. Since we have obtained only very limited
information on this issue in other Member States, the analysis of this option is mainly
informed by the situation in Italy. One has to bear in mind that in this country, the
situation will become soon compliant with the WTD and therefore will correspond to
the baseline. Indeed, the derogation will no longer be used from 2015 onwards thanks
to recent legislative changes.
As it has proven difficult to find data on how many hours are worked under concurrent
contracts, we will rely on the few countries where some data have been obtained:
Czech Republic and Hungary.
Last, three options are formulated in more general terms: 1) simpler and clearer rules
for derogations, 2) reconciliation and 3) interpretative communication (a variant of
option 1).
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3

Implementation of the WTD

The reporting of the results and observations about the WTD implementation
approaches in the EU starts by looking at the overall implementation approaches in
the Member States. We then report on the insights gained into the implementation of
the different building blocks.
The first sub-chapter on the overall implementation approach thus considers how
working time is regulated nationally, investigates current infringement cases and
overall working-time definitions (weekly working hours, definition of working time),
and explores the main approaches to the treatment of on-call time and stand-by time.
The sub-chapter also summarises the key concerns of pan-European stakeholders
about the current scope of the WTD.
The following sub-chapters elaborate on the specific issues to be addressed by the
study. Under each sub-heading, we provide detailed information on the case study
countries, and we supplement this with available information on other EU countries. It
should be noted though that while the case study information is fairly up-to-date,
much of the other information has been obtained from sources that are not recent,
e.g. the Deloitte report of 2010 and the WTD implementation report of 2010.

3.1

Overall approach to implementing the WTD in the health care
sector
Regulation of working time in the case study countries

This section assesses the extent to which collective bargaining is an important
mechanism for implementing the WTD in the case study countries.
The investigations in the selected case countries indicate that the principal mechanism
for implementing the WTD in the public health care sector is what could be termed a
‘mixed approach’. While at the overall level, working time is regulated by national law,
a certain level of discretion is left to industrial relations partners.
There are other differences relating to the extent to which collective agreements cover
the entire public health care sector, or are entered into at a less centralised level, and
to the types of issues that are covered by collective agreements only, as compared
with the issues covered by national law.
In the Czech Republic, working time is overall regulated by law (in the Labour Code
(262/2006 Coll.), which also limits the issues that can be regulated through collective
agreements. In the health care sector, collective agreements are not applied at
sectoral level, but rather at the employer level. Thus, although the collective
bargaining coverage in the Czech Republic is generally relatively low (37%), collective
agreements have been concluded at virtually all hospitals. The specific issues covered
by collective bargaining relate to monitoring of working time, organisation of work and
extension of reference periods for calculating the maximum weekly working time to 12
months.
In Denmark, working time is at the overall level governed by national law,
nevertheless leaving much discretion to the industrial relations partners. National law
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(chapter 9 of the working environment Act) stipulates requirements for minimum daily
rest, weekly rest periods and the maximum weekly working time for younger workers.
Still, the dominant feature is one of collective agreement, and the decision not to
count inactive on-call time as working time is part of the collective agreements. There
are four different sectoral collective agreements covering different segments of the
labour force in the health care sector: one for junior doctors, one for 'paid-by-fee'
specialists, one for doctors and one for nurses.
In France, working time regulations for nurses and doctors differ. For nurses, working
time is defined by a common framework for all workers in the hospital civil service.
The framework defines working time for different personnel categories covered by the
framework, including nurses. For example, it stipulates that working time for nurses
must not exceed nine hours and 10 hours for nurses working nights5. Doctors are
included in a specific classification called "hospital practitioners", and they are treated
separately. Doctors' weekly working time is 39h, and regulations apply to them on the
number of RTTs6, annual leave and the number of required annual working days.
In Germany, working time issues are generally regulated by national law (ARBZG
('working time law')), including maximum daily working time, required rest periods
and adequate rest periods. Further, the law stipulates that all on-call time is to be
counted as working time. This legal framework can be extended through collective
agreements. It is for example possible to extend the maximum 10 daily working hours
if on-call time falls regularly and to a broad extent under this extension. There are
different forms of collective agreements that set out the detailed implementation.
Also, the law allows for the use of the opt-out provided that this is agreed on in a
collective or labour agreement and provided that on-call service is necessary and
frequent. In such cases, an individual, written consent is necessary.
In Greece, a highly legislative approach is predominantly applied, which also
translates into an implementation approach where working time issues are largely
decided by the employers. Collective agreements in the health care sector mainly
relate to other issues, e.g. remuneration. However, a collective agreement negotiated
in 2008 between doctors and the Ministry of Health defines, among other things, a
maximum working week of 48 hours for doctors and of 58 hours for junior doctors. In
2008, the collective agreement was also incorporated into law 3754 (but not the
agreements on maximum working hours), and this law confirms that compensatory
rest must be given within a week after an extended shift. Ongoing discussions
between doctors' unions and the Ministry of Health seek to solve other issues related
to the current legal case against Greece by introducing limits to overtime.
In Hungary, working time is regulated by law (Act 1 of 2012 and Act 84 of 2003 (on
certain aspects of health care (e.g. rest periods and working time)). The law stipulates
a maximum working week of 48 hours and contains the general regulations on
working time (such as reference period, rest and breaks). Health workers can be
ordered to work overtime up to 416 h/year (a normal working week is 40h). Health
workers may additionally opt-out (written agreement) up to 624 h/year in total (and
with a limit of 24 hour per week if the overtime is solely on-call time). Hungary has

5

However, some units have implemented a specific WTD organisation where anaesthesia nurses and midwifes work 24 hours
without rest.
RTT compensate for the gap between the current 39 hour working week and the former 35 hour working week.

6
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adopted a definition of stand-by jobs7. Further, the law stipulates that the employer is
to define the rules regarding working arrangements8. Overall, while many working
time related issues are covered by law, collective agreements have nonetheless been
concluded at most hospitals (collective agreement are applied at the employer level
and not for the sector) on an extension of the reference period to 12 months,
monitoring of working time and organisation of work.
In Italy, overall working time rules are set by legislation (legislative decree of 8 April
2003), but the national collective bargaining covers many essential elements of
working time, including working time per se as well as other issues such as rest. There
is one such collective agreement for doctors and another one for other personnel
groups working in the health care sector, including nurses. For nurses, the collective
agreement specifies, among other things, a reference period of six months and
maximum overtime of 180 hours per year9. Doctors are currently considered
autonomous and hence, the agreement does not limit their weekly working time, but
the collective agreements define their minimum working time and the remuneration
options for overtime. Local collective agreements detail working time arrangements.
In the UK, working time is regulated by law (Working Time Regulation 1998 plus
subsequent amendments), but many key issues related to the public health care
sector are addressed by collective agreements. Collective agreements at national level
are concluded on topics such as working time and training. For junior doctors, the
maximum working week is set to 56 hours (via the New Deal agreement). Through
collective bargaining, it has been agreed that compensatory rest in relation to
interrupted rest can be taken later.
As explained, all case study countries apply an approach where the WTD is principally
implemented by law but where certain issues are also covered through collective
bargaining, sometimes at the lowest level, i.e. through agreements at hospital's level.
Thus, there is not a clear distinction between the two mechanisms. Yet, it can be said
that in a country such as Greece or France, legislation is the key implementing
mechanism although collective agreements also play a role. At the other end of the
spectrum, there are Denmark, the UK and Italy where the collective agreements can
be said to be a very important means of implementation. In the Czech Republic,
Hungary and Germany, the situation is more mixed. Legislation is fairly detailed, but
at the same time, collective agreements are also applied. In the case of the Czech
Republic and Hungary, the collective agreements apply mainly at employer level and
not at national or sectoral levels.

7
Stand-by jobs are jobs where, due to the nature of the job, no work is performed during at least one-third of the employee's
regular working time based on a longer period, during which, however, the employee is at the employer's disposal; or in the light of
the characteristics of the job and if the working conditions or the work performed are significantly less strenuous and less
demanding than commonly required for a regular job.
8
This includes permitting flexible working arrangements where the employer permits the employee to schedule at least half of his
working time in the light of the unique characteristics of the job.
9
Can in special cases be increased to 250h/year but not for more than 5% of staff
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Table 3-1

Overall implementation approaches of the WTD in the case study countries

Legislation is the main
mechanism

Legislation and collective
agreements are used

Collective agreements are an
important mechanism

Greece

Germany

Denmark

France

Hungary

Italy

Czech Republic

UK

Source: EC, 2010 and case studies carried out in the context of this contract

Current cases of possible non-compliance
Greece, Ireland and Italy10 have been referred to the ECJ for failure to ensure
compliance with the WTD. These cases are summarised below. In addition, this study
also points to other cases where one can question the extent to which national law
and practice is fully in line with the word and spirit of the WTD.
In Greece, working hours for doctors are often in the range of 64 hours, and in some
cases above 90 hours with no legal maximum limit, and often doctors have to work
without adequate breaks for rest or sleep. More specifically, doctors are required by
law to perform on-call duties in addition to their normal working time. Different
obligations of mandatory overtime (and consequent pay built-in the basic salary)
apply in different zones of the country and for different categories of doctors, and
there can be unlimited additional duties that they are additionally obligated to fulfil.
Irish national law respects the requirements of the WTD, but in practice junior doctors
may regularly be obliged to work continuous 36-hour shifts, to work over 100 hours in
a single week and 70-75 hours per week on average, and to work without adequate
breaks for rest or sleep. There is no legal ceiling on the maximum number of
continuous hours doctors can work.
In Italy11, important key rights contained in the WTD (48-hour limit to average weekly
working time and minimum daily rest periods) do not apply to ‘managers’ operating
with the National Health Service. Since 200812, Italy has excluded the application of
the limit to average weekly time of 48 hours to 'managers' employed by the National
Health Service. All doctors that work in public health services in Italy are formally
classified as managers under the national legislation and the collective agreements,
without however enjoying managerial prerogatives or autonomy over their own
working time. It can thus be argued that most of the doctors do not perform any real
managerial and organisational functions and their regular working time is
predetermined by their standard contract. Further, they cannot decide on the
organisation of either their regular working time or their overtime or on such issues as
daily and night duties, on-call duties, holidays and number of operations by day. Thus,
while some doctors may enjoy such autonomy, it can be questioned whether it does
apply to all doctors employed in the public healthcare system. Italy has been referred
to the ECJ due to their interpretation and use of the concept of 'autonomous workers'.
Note that, as an important update of information gathered in the case study, Italy
recently adopted legislative measures (enacted on 1 November 2014) which will take

10

Information provided by DG EMPL homepage. Note that Italy recently adopted legislative measures (enacted on 1 November
2014) which will take effect in 2015 and change the situation for doctors in public hospitals (cf. article 14 of Legge Europa-2013
bis)
11
ibid
12
EC, 2010
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effect in 2015 and change the situation for doctors in public hospitals, putting an end
to this broad use of the 'autonomous workers derogation'13.
Further, the Commission has sent reasoned opinions to France about both the rights of
doctors in training and those of practitioners in public hospitals. For young doctors,
actual working hours can be excessive. They are argued principally to have the same
working obligations as practitioners and on top of that two additional half-days for
university training (and these two half-days do not count against the 48-hour limit).
The young doctors in training are offered additional shifts, but also in this case, it is
not properly counted against the 48-hour limit. For practitioners, issues concern the
48-hour average weekly working time, effective working hours during stand-by time
and minimum rest periods after working extra hours at night. This may lead to a
practice where doctors work excessive hours14.
It should be noted that the above descriptions of the case study countries France,
Italy and Greece concentrate on explaining the compliance issues regarding the
weekly worktime. Other compliance issues, regarding e.g. compensatory rest, are
described below under the respective sections.
Definition and treatment of working time
The definition of working time provided in the directive is "any period during which the
worker is working, at the employer’s disposal and carrying out his activities or duties,
in accordance with national laws and/or practices". Further, the Directive stipulates
that any period that is not working time is rest time. However, this definition leaves
unresolved some grey areas, i.e. intermediate categories of working time. These grey
areas may differ between Member States, but relate in particular to the definition of
on-call time. Since on-call time is not explicitly defined by the Directive either as
working time or as rest time, it has been addressed through specific ECJ rulings15,
which have held that all on-call time at the workplace is to be counted as working
time; regardless of whether it is active or inactive. On-call time occurs when the
presence of the employee is required at the workplace or another location determined
by the employer. In that regard, the ECJ has also ruled that calculating working time
in proportion to the intensity of work on the on-call duty is not allowed.
Stand-by time (a term also not defined in the WTD) may be defined as on-call time
delivered from a location that is not defined by the employer; this can be in the home
of the employee or elsewhere. To distinguish between active and inactive stand-by
time, active stand-by time is time where actual work is delivered - be it from home or
by being called in, while inactive standby time covers situations where no work is
carried out. It is clear from the case law that the inactive part of stand-by time does
not have to be counted as working time, while the time responding to a call does have
to be fully counted as working time.

13

cf. article 14 of Legge Europa-2013 bis

14 Regulatory changes introduced on 8 November 2013 have provided new rules on the implementation of the opt-out and on
stand-by time (Arrêté du 8 novembre 2013 modifiant l'arrêté du 30 avril 2003; JORF n°0267 du 17 novembre 2013 page 18680
texte n° 8)
15
These summaries build on EC (2010) chapter 2 and relate to the SIMAP case, the Jaeger case, the Pfeiffer case, the Vorel case
and the Dellas case
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The below table provides an overview of examples of how working time is defined
under national law.
Table 3-2

Examples of national definitions of working time

MS

Working time definition

Bulgaria:

Any period during which the worker is obliged to perform the work which s/he has agreed
to perform

Czech Republic

A period of time for which a worker is obliged to perform work for his employer and a
period of time for which a worker is ready to perform work at the workplace according to
his employer's instructions

Denmark:

Not explicitly defined

Estonia:

Time during which a worker is required to perform his/her normal duties under the
supervision of the employer

France:

Time during which the worker is at the disposal of the employer and must follow the
latter’s instructions where s/he cannot attend freely to personal activities

Germany:

The period between the beginning and end of work, excluding breaks

Greece:

Definition similar to WTD

Hungary:

The period from the beginning to the end of the time prescribed for working, including any
preliminary or finishing activities related to work

Ireland:

Any time during which the employee is at the workplace or at the disposal of the
employer, and is carrying out his/her activities or duties

Italy

Any period a worker spends at work, at the employer's disposal and carries out his
activities or duties

Latvia:

The period within which the employee performs work or is at the disposal of the employer,
except for breaks

Lithuania:

Includes the time taken to actually do any work, together with hours of duty on-call at
home or at the workplace

Luxemburg:

Any period during which the worker is at the employer’s disposal

Portugal:

Any period during which the worker is carrying out activity or is required to be at the
employer’s disposal

Romania:

Same as WTD plus ‘in accordance with the provisions of the individual labour contract, the
applicable collective agreement and/or national laws in force’

Slovakia

Definition similar to WTD

UK

Definition similar to WTD

Source: EC (2010) and case studies carried out in the context of this contract

The SIMAP/Jaeger rulings implied that some Member States had to revisit their
definitions to ensure compliance with these rulings. More specifically, the rulings
established that all on-call time is to be counted as working time.
The below table shows how are inactive on-call time and active stand-by time
respectively treated in the case study countries. Further, the table shows how inactive
stand-by time, which is typically not counted as working time, is remunerated (bearing
in mind though that the WTD does not rule on levels of remuneration).
In the remaining EU countries on-call time counts as working time; be it inactive or
active time. However, only little information has been obtained on how stand-by time
is remunerated and counted. We have been able to identify five countries in which
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active stand-by time is counted as working time (Bulgaria, Estonia, Romania and
Slovakia) and none where it is not the case. Our interviews and investigations also
indicate that all of the non-case study countries count inactive on-call time as working
time16.
Table 3-3

Overview of treatment of on-call time and stand-by time in Member States

MS

Active and in-active
on-call time is
working time

CZ

Yes

DK

Partly for nurses:
75% of inactive oncall time is working
time while 150% of
active on-call time
is counted as
working time

Only active
on-call time
is working
time

Yes (doctors)

Active stand-by time
is working time

Remuneration of inactive
stand-by time

Yes

Inactive stand-by time: 10%
of average salary

Doctors: Yes

Stand-by time releases a fee
for doctors

Nurses: Counted as
150% of working
time

Inactive stand-by time is
counted as 1/3 of the working
time for nurses

FR

Yes17

Yes

DE

Yes

Yes

EL

Yes

Yes

No information available

HU

Yes

Yes

Determined locally

IT

Yes, but doctors not
covered
(autonomous
workers)

Yes

Approximately EUR 20

UK

Yes

Yes

Inactive time is not
remunerated per se, but there
is a wage premium attached
to working on standby

18

For doctors, for some types of
stand-by time

Source: Case studies carried out in the context of this study supplemented by information from
EC (2010)

The SIMAP/Jaeger rulings caused concerns according to several Member States. The
below table reproduces statements from Member States on the obligation to introduce
a change by which all on-call time is to be counted as working time. The statements
stem from the 2010 implementation report.

16
Source is EC (2010) plus qualitative (generic or example based) statements from the pan-European stakeholders. It should be
noted though that in Ireland it appears as if on-call provisions are only set out for doctors in training.
17
In public hospitals, all on-call time (active and inactive) is included in working time. However, in some non-profit hospitals it is
not counted as working time while it is in other hospitals.
18
In Greece, there is no distinction between on-call time and stand-by time; the same word is used in both instances. Rather there
is a distinction between active overtime and stand-by (or on-call) or simple overtime. Both starts after the normal daylight shift and
active overtime exhausts the remaining period up to 24 hours and takes place on hospital premises. Simple overtime do not require
doctors to be physically present, and is thus more equivalent to stand-by. Additionally, there is an intermediate mode of 'mixed
overtime' which lasts for 6 hours as active overtime and continues for 11 hours until 24 hours are completed. It is paid as 70% of
active overtime.
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Table 3-4

Statements concerning the implications of the SIMAP/Jaeger rulings

MS

Concerns from alignment with SIMAP/Jaeger rulings

Implication (legislative)

CZ

Major negative effects regarding budget implications and
shortage of qualified skilled staff on the labour market including
for doctors. Trade unions at national level however disagree

DK

Reluctance to intervene in collectively-agreed working time
arrangements, which overall provide a high level of protection.
Furthermore, it is considered that treating on-call time as
working time would create significant staffing problems for the
public health care sector

Inactive on-call time is not
treated as working time.
Agreed through collective
agreement

FI

It is extremely difficult for Finland to treat inactive on-call time
fully as working time with the public health service in view of the
continuing shortage of qualified staff in Finland)

Inactive on-call time is not
treated as working time.
Agreed through collective
agreement

PL

Considerable challenges for funding an organisation of the
healthcare services

Introduced opt-out at the
same time as the
amendment concerning oncall time

SK

Serious challenges, both in employing more doctors, and in
reorganising service provision, in order to ensure adequate and
continuous medical care

Introduced opt-out at the
same time as the change
regarding on-call time

Sl

Serious shortages of qualified medical personnel

Introduced opt-out at the
same time as the change
regarding on-call time

SE

The acquis will impose severe restrictions on a subject which has
been regulated for decades by collective agreement to the
satisfaction of both employers and employees

UK

The main concern is in relation to SIMAP and the need for
compensatory rest to be taken immediately before the start of
the next shift

Source: EC (2010)

The below table further illustrates the concerns caused by the rulings. As shown in the
table below, a study from 200419 provided estimates of the workforce and the financial
implications of the SIMAP and Jaeger rulings. Albeit quite rough estimates20, they
nevertheless echo the concerns that existed: fear that a significant number of
additional doctors would need to be recruited and fear that this would lead to
increased costs. Members of the group who carried out the study came from across
the membership of HOPE. Information was collected by way of a questionnaire and
two questions were put forward in relation to the SIMAP case, one of which was:
'What will be the workforce and financial consequences of this interpretation of the
ETWD in your national hospital system?'. The study report does not give any
indications as to how the below estimates have been derived and whether they are
comparable.

19

HOPE (2004)
And also, the report only provides the information in the table. There is no information as to the details behind it nor to its more
concrete delineation. Judging from the report, it is workforce implications in the healthcare sector.

20
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Table 3-5

Implications of SIMAP and Jaeger rulings if more doctors were recruited to comply
with the judgment

Country

Assessed implication

France

10-15% more doctors and an additional 200 MEUR

Germany

27,000 more doctors (25% of current medical workforce) and an additional EUR
1.75 bn (5% of current hospital budget)

Hungary

20-50% more doctors and a similar increase in budget

Netherlands

10% more doctors and a similar increase in budget

Sweden

10-15% more doctors and an additional 200-250 MEUR

UK

Several thousands more doctors and several hundred MEUR

Source: HOPE (2004).

Implications have proven to be less dramatic. First, estimates build largely on an
otherwise Business-As-Usual scenario, which means that the Member States have not
taken into account adaptation measures (e.g. changing the organisation of work to
meet requirements more effectively). Second, cost implications may build on the
assumption that all additional resources require a corresponding increase in full labour
costs. In reality, only part of the labour costs may have been affected and further,
changes to the organisation of work may have enabled a much more effective use of
the on-call time, which have reduced the amount of inactive on-call time.
Nevertheless, the figures illustrate the concerns at that time (2004), and a similar line
of thinking is likely to underpin the concerns of today in some cases. A more recent
and up-to-date and experience-based rough estimate21 for Germany points to the
recruitment of more than 10,000 physicians at a cost of some 500 MEUR/year. It
should be noted though that the study team has not investigated deeper into the
exact methodology of this study and whether it would represent some simplified
calculation features or not. This is indeed a complex exercise as the WTD is one
among many factors that influence how best providing for maximum efficiency and
effectiveness in the public healthcare system.
Weekly working hours in the health care sector
The below table summarises information on the volume of weekly working time
obtained through our case studies in selected Member States. For each Member State,
the table shows information about: 1) standard working weeks, i.e. hours delivered in
excess are to be considered as overtime hours; 2) estimated experienced average
working week where we put together information on the average number of hours
actually worked; and 3) information on possible legal ceilings, or ceilings established
through collective agreements as to the maximum average working hours.

21
The desk studies and the case studies under this contract has not been able to identify more recent estimates of the costs of
bringing about compliance. This is indeed also a complex exercise as the WTD is one among many factors that influence how it is
best to provide for maximum efficiency and effectiveness in the public healthcare system.
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Table 3-6

Maximum allowed and experienced working weeks: overview of case study
countries

MS

Standard
work
week as
defined
by law

CZ

40

Estimated
experienced
average
work week

Maximum
average
weekly
hours in any
week as
defined in
law/
collective
agreement

Explanation

56

Ordered overtime per week: max. 8 hours (maximum
150 hours within a calendar year)
Agreed overtime per week: max. 8 hours (on top of the
maximum 150 ordered overtime hours)

DK

47.5-55.6

Estimates obtained from interviews. Data mainly from
large hospitals. Interviewees indicate that the average is
likely to be higher if small hospitals were included (suffer
more from staff shortage problems)

56-72.5

Estimates for the transitional period. Today, the opt-out
is no longer used, but the frequent use of concurrent
contracts may imply that the individual doctor may still
experience a similar workload

37
Not defined
40-47

DE

40

The 40 hours apply to younger doctors, who also deliver
hours that are not remunerated, and hence not counted
in the system. The 47 hours are reported by some
doctors.
50

The daily maximum of 8 hours/day can be extended
under the condition of collective agreement, and
assuming that the average of 48h/week over the
reference period is not exceeded

60/66

When opted-out and the 66 apply in special cases
Estimates from a survey covering some 3309 physicians

FR

48 or less

25% of the survey (rough distribution)

49-59

50% of the survey (rough distribution)

60-79

25% of the survey (rough distribution)

39
Up to 60

48

Average weekly working time only 48 hours when inactive on-call time is counted on a one-to-one basis.
In very exceptional situations, working time in a brief
period can be increased to 60 hours per week.
Doctors are required to complete 10 "half-days" (on call
time = 2 half days) and doctors in training 11 "half-days"
work per week which may not in total exceed the 48
hours on average.
No worker (agents except nurses) in the hospital service
may work more than 15 hours of overtime per month.
For nurses, the maximum is 18.33 hours
Opt-out For nurses maximum is 18.33 (220 hours per
year).
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MS

Standard
work
week as
defined
by law

Estimated
experienced
average
work week

Maximum
average
weekly
hours in any
week as
defined in
law/
collective
agreement

Explanation

Opt out for doctors: applicable for hours up to 48 hours
per week over a period of 4 months. But no other limits.
EL

4022
50-70

No limit

Anecdotal evidence (35 hours normal week, plus 35
hours

48

In collective agreement, but law sets no upper limit

58
HU

40

48
60

If an opt-out is used

72

If all overtime is stand-by and if opt-out is used

48.4

Resident doctors, but uncertain as to whether this takes
properly into account concurrent contracts

51.1

Specialists, but uncertain as to whether this takes
properly into account concurrent contracts

IT

38

Minimum working time, no further information as working
time for doctors is not monitored

UK

37.5

Through collective agreement
<70

The maximum could be 91 in a particular week, but this
is unlikely to materialise, however, junior doctors
sometimes work about 70 hours per week on average
over a certain period
48
56

39

With an opt-out
Mean of data from Annual Survey of Hours and Earnings.

Source: case studies conducted in the context of this contract

The table below provides an overview for other countries than the case study
countries of available information on overtime and similar stipulations that affect the
maximum volume of the average working week.

22

http://greece.angloinfo.com/working/eu-factsheets-working/working-time-eu/
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Table 3-7

Overview of rules regulating overtime in countries that are not case countries

Member State

Other rules

Austria

A limit of 48 hours on average applies only for medical staff23

Belgium

In the case of opt-out: Up to 72 hours one week and average of 60 hours. In the
case of not-opt out: maximum 50 hours in a given week. Normal work week is 38
hours

Bulgaria

Different ways to extend normal working time (extended working hours,
supplementary work, opt-out, overtime) of 40h
Overtime may not exceed 150 hours per calendar year.
Extended working hours may not be worked more than 60 days per year or 20
consecutive days

Estonia

Stand-by time per month is limited to 30 hours.
Legislation allows up to 200 hours additional overtime (exceed of the 48 hours)
when not harming the health of the worker.
Opt- out: Working time may not exceed 52 hours per week over a period of 4
months.

Finland

Overtime may not exceed 138 hours over 4 months or 250 hours per year. Work
week is 40 hours
Possible to derogate via collective agreements; overtime may not exceed 80 hours
per calendar year.

Latvia

Overtime limit of 9 hours per week.
Opt-out: extended working hours may not exceed 60 hours per week and 240
hours per month.

Lithuania

Total overtime per year may not exceed 120 hours and 180 hours via collective
agreements.

Netherlands

Opt-out: Maximum 60 hours a week including on-call time average over 6 months.

Poland

Maximum overtime per year is 416 hours.
Opt-out: No explicit limit to working time

Portugal

Maximum total hours of overtime of 200 per year.

Slovakia

Mandatory overtime is limited to 150 per year and total overtime may be extended
to 250 hours per year.
Opt-out: Average working week may not exceed 56 hours over a period of 4
months.

Slovenia

Different limits apply meaning that the average working time does not exceed 48
hours a week.
Overtime may not exceed 20 hours a month.
Opt-out: No limits to working time under the opt-out

Spain

Opt-out: May not exceed the 48 hours by more than 150 hours per year.

Source: EC (2010)

23
A legislative change was made on 11 November 2014 which reduced the average weekly working time from 60 to 48 hours. In
order to give hospitals the time needed for organisational changes, however, longer working hours are permitted during a
transitional period pursuant to Article 22 of the Directive (the individual opt-out). The new law lays down that, pursuant to Article
22 of the Directive, 60 hours will be permitted until the end of 2017 and 55 hours until the end of 2020. From 2021, therefore, an
average weekly working time of over 48 hours should no longer be permissible, even pursuant to Article 22 of the Directive
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Views of pan-European stakeholders
Current views on the overall functioning of the Directive vary by interviewees (as for
the specific provisions, the views are presented in the relevant sections of this
chapter).
A brief overview of the statements of interviewees is provided below. It should be
underlined that this section only recaps the views in the form that they were conveyed
to us by the stakeholders and do not constitute as such findings or conclusions of the
present study. They are however illustrative and helpful in cross-checking the analysis
as undertaken in the latter.
In addition, it should be mentioned that employers' organisations tend to explain
compliance issues and challenges by
•

financial concerns

•

lack of flexibility

•

too much detail in the WTD.

The workers' organisation (EPSU) underlines the strength of collective agreements in
implementation and points to a need for intensified enforcement. It states that
compliance issues are likely to exist also elsewhere than in Greece, Italy and Ireland,
and that compliance is likely to be an issue in the context of the opt-out.
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Table 3-8

Stakeholders’ views on clarity and flexibility of the WTD24

Organisation

Views on clarity

Views on flexibility

CEMR

An incomplete understanding of what is
described in the complex provisions of
the Directive can be a reason for noncompliance.

Too strict a framework that offers too
little flexibility to employers.

(regions/employers)

EPSU

Any changes that introduce more
flexibility should be agreed in a
collective agreement.

(employees)
CEEP
(employers)

Too inflexible which makes compliance
difficult.

Not an issue of clarity but about the lack
of flexibility.

Too inflexible which makes compliance
difficult.

Need for clarity as regards on-call time
and stand by time.
HOSPEEM
(employers)

The Directive combines two different
things: safeguarding occupational health
and safety and protection of patients on
the one hand, and economic
compensation for working time on the
other hand.
The need for clarity is not the crucial
factor; rather the level of detail matters.

More detail will not have a positive
effect on health and safety of workers,
but affect the way that working hours
are being compensated.
It is argued that it is not the 48h work
limit that is the problem, but the
detailed regulation.

Source: COWI stakeholder interviews.

3.2

Treatment of on-call time and stand-by time

On-call time and stand-by time are not defined in the WTD. As such, they are not
clearly defined. That said, the ECJ rulings did provide for a clearer interpretation of oncall time by stating that all periods during which a doctor is obliged to reside in a
hospital or health centre counts as working time. In many instances, the previous
practices were such that typically only the active on-call time had been counted as
working time. Stand-by time can be seen as another, yet much less demanding (from
the employee's perspective) way of being available if needed. The case studies
undertaken in the context of this contract have shown that the in-active stand-by time
is never counted as working time.
The options for policy change that are analysed in later chapters include the possibility
to count less than 100% of inactive on-call time as working time. This possible change
is always followed by a requirement that some of the inactive stand-by time should be
counted as working time.
Therefore, on-call time and stand-by time are treated together in this section.

24

The views are conveyed as they were presented by the stakeholders during consultations in June 2014.
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On-call time
Among the case study countries, only Denmark does not count inactive on-call time as
working time. As for other EU countries than the case study countries, the 2010
Implementation report does not identify countries that do not count in-active on-call
time as working time. However, the current and actual practices in other Member
States have not been investigated. In any case, it can be concluded that the
implications of the SIMAP and Jaeger rulings have largely been translated into national
law and agreements, although challenges remain (c.f. the above section on
implementation approaches, which also presents ongoing infringement cases).
In some cases, the challenges of treating on-call time as working time have been met
through opt-outs or by reference to collective agreements. However, other means may
also have been employed, including increased use of temporary or self-employed
personnel. According to HOSPEEM, temporary workers are used in France to close
gaps, and in the Netherlands self-employed are used to address the challenges. As
many as 50% of the doctors in the Netherlands are self-employed according to
estimates provided to us by HOSPEEM25. In Belgium, the use of self-employed
personnel has been quite common for many years. Last, EPSU mentions that, to some
extent, stand-by time can come to replace on-call time. EPSU highlights an example
from Finland where nurses are formally on stand-by at home, but at the same time
have a commitment to be able to meet at work within a fairly short period of time, if
called in. At least one of the case studies has identified a possible trend towards a
similar practice where stand-by doctors stay at facilities established within, or near to
the hospital area. According to EPSU, a similar case has also been observed in France
(on doctors). Further, EPSU points out that even though on-call challenges mainly
concern doctors, it may also be an issue of concern for specialized nurses, e.g. in the
UK, Ireland and the Nordic countries26. Another way of meeting the challenge is
through re-organisation of work. For example, in the UK, work has been re-organised
so that doctors work shifts that comply with the 48-hour limit rather than being oncall. Lastly, it should also be mentioned that multiple (or concurrent contracts) even
with the same employer have also been observed in some case studies as a way of
closing staff gaps resulting from having to count all inactive on-call time as working
time.

25
26

These examples were given to us by HOSPEEM. Further verification has not been obtained.
These examples were given to us by EPSU and are explained here as they were given to us
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In conclusion, treating on-call time as working time is quite widely – yet not fully –
translated into national regulations. However, at the same time the requirement that
all inactive on-call time is to count as working time has been challenging for many
Member States, and it may have had a number of other implications including:
1) the share of ‘staff27’ protected by the Directive may be reduced;
2) the lack of clear definitions of on-call time (and stand-by time) can imply that
stand-by time is used more extensively (and potentially with some limitations
to the ‘freedom’ of the employee) than before.
HOSPEEM believes that the concern that stand-by time is an issue that should be dealt
with nationally through collective bargaining as it is considered too complex to be
included in EU legislation. While calling for more flexibility, the CEEP also calls for
clarity about on-call time. In the same vein, the CEMR also points to the need for
solving the challenge of providing a clear definition of on-call time and stand-by
time28.
Stand-by time
As the information on stand-by time at the European level is imperfect, the following
description relies mainly on the findings of the case studies.
The use of stand-by is more limited than on-call time. The general picture is that
stand-by time is used for some categories of doctors (mainly not-junior doctors) while
it is rarely used for nurses – if at all.
The treatment of stand-by time in the case study countries is presented in the table
below. The table shows that inactive stand-by time is never counted as working time.
However, in some cases a remuneration scheme is attached to inactive stand-by time.
This is the case for example in Greece and Italy. The Implementation Report from
2010 provides information on a few more countries (Bulgaria, Estonia and Finland),
confirming the picture that inactive stand-by time is not working time whereas active
standby time is.
On-call and stand-by time in case study countries
The following table contains definitions of on-call time and stand-by time, outlines
whether on-call and standby time are counted as working time and the use of these
options for each of the eight case countries.

27

Here, the term ‘staff’ is used to as a broad term to cover all those that deliver the relevant service in the public health care
sector: be they permanent staff, temporary staff, self-employed or autonomous workers
The statements of HOSPEEM, CEEP and CEMR are shown here as they were presented to us at meetings in June.

28
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Table 3-9

On-call and stand-by time in the case countries.

Member
State

Definition
on-call time

Definition
stand-by
time

Inactive
on-call
time is
working
time

Use of oncall time

Active
stand-by
time is
working
time

Inactive
stand-by time
is working
time

Use of
stand-by
time

CZ

Not
regarded as
a special
category

Period where
worker is
ready to
work. Takes
place
outside
workplace.

Yes

70% of
doctors,
few nurses

Yes

No

5-10%
of
doctors

DK

Ready for
duty at the
hospital

Ready for
duty at
home

0% for
doctors,
75% for
nurses

70% of
doctors,
5% of
nurses

Yes

0% for
doctors, 33%
for nurses

10% for
doctors
and
<1% for
nurses

FR

No specific
provision
but part of
"actual
working
time"

Period where
the worker
is ready to
work, spent
at home

Yes

Depends
on
unit/sectio
n (80% in
cardiac,
anaesthesi
a,
obstetrics,
10% in
others)

Yes

No

15% of
doctors

Permanent
care at
workplace

Very few
nurses

Mainly
doctors
DE

Periods
where the
worker has
to work if
necessary
and has to
stay at a
place
defined by
the
employer

Periods
where the
worker is
prepared to
work outside
his/hers
regular
working
time.

Yes

Around
95% of
doctors,
few
nurses

Yes

No

Around
10% of
doctors
and no
nurses

EL

Active
overtime at
the hospital

In-active
overtime not
at the
hospital

No

70% of
doctors,
few nurses

Yes

No

70% of
doctors,
few
nurses

HU

Worker is
obligated to
be ready to
work at a
place
specified by
employer

Legislative
definition:
where no
work is
performed
at least 1/3
of the time.
Spent at
place
specified by
worker

Yes

60-80% of
doctors,
few nurses

Yes

No

Some
use

IT

A part of
working

Only night
and
holidays.

Yes

Around
70% of

Yes, when
called to
the

No - including
when
delivering

Around
70% of
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Member
State

UK

Definition
on-call time

Definition
stand-by
time

time

Doctors
available to
perform
work and
able to
reach the
work place
within a
specifically
assigned
time.

No specific
provision
but part of
"actual
working
time"

Period where
the worker
is away from
the health
establishme
nt but is
available to
be called
upon to
deliver a
service and
is within 30
minutes of
travelling
time of the
hospital

Inactive
on-call
time is
working
time

Use of oncall time

Active
stand-by
time is
working
time

Inactive
stand-by time
is working
time

Use of
stand-by
time

doctors,

hospital

services from
home

doctors,

No

Most
senior
doctors
will work
stand-by

Around
10%
nurses

Yes

Limited

Yes

Around
10%
nurses

Source: EC, 2010 and case studies

In the Czech Republic, as of 1 January 2007, on-call time is not regarded as a
special category of working time and is thus fully counted as working time and
included in the 40-hour standard working week. Prior to 2007, on-call time was not
counted as working time and could amount to 400 hours a year subject to the
worker's consent. Around 70% of all doctors in public hospitals are on-call, but only a
very limited share of the nurses. Stand-by time is defined as time during which the
worker is obligated to perform work at an agreed place (not at the workplace).The
current legislation on stand-by time states that inactive stand-by time is not to be
included in working time while active stand-by time is fully counted as working time.
Furthermore, even though inactive stand-by time does not count as working time, the
worker is entitled to 10% of his/her average earnings. The use of stand-by time is
very limited. Around 5-10% of the doctors and only a very limited number of nurses
have stand-by time.
In Denmark, the collective agreements between the Danish employer's organisation
and the organisations of the doctors do not consider on-call time as working time. All
organisations (both sides of negotiations) have assessed that it would not be workable
in practice to count inactive on-call time as working time – i.e. it would lead to a
severe reduction in the active work input of the doctors and with it a sharp reduction
in hospital services. The interpretation is however somewhat different in the collective
agreement for the nurses, where 75% of on-call time is counted as working time.
Stand-by time is not considered as working time in the collective agreements for
doctors, while this is the case for one third of the nurses' stand-by time.
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In France, working time in public hospitals is governed by a special law. From 2003,
all on-call time (active and inactive) has been counted as working time29.The use of
on-call time differs across hospitals and specialities. In some work places, the use of
on-call time reaches 80% while it can be as low as 10% in other places. For nurses at
hospitals stand-by time is limited to one Saturday, one Sunday and one day off per
month and cannot exceed 72 hours in 15 days. In case of stand-by time that does not
require continuous and immediate availability to the employer, only the active part is
counted as working time30. Since the Circulaire of March 2014 came into force, this
has also included transportation time.
In Germany, doctors are often on-call while the share of nurses with on-call time is
limited. Prior to 2004, on-call time was defined as time worked at the employer's
request outside regular working hours. Today, on-call time is defined as periods where
the worker has to work if necessary and has to stay at a place defined by the
employer. On-call time is fully counted as working time. Stand-by time is normally
only done by trained doctors at the German hospitals. Stand-by time is defined as
periods where the worker is prepared to work outside his/her regular working time.
Contrary to on-call time, the worker does not have to stay at a place determined by
the employer. Only the active part of stand-by time is counted as working time.
In Greece, there is no distinction between on-call time and stand-by time. The key
distinction made is between active overtime (on-call time at hospitals) and simple
overtime (outside the hospitals). The active overtime (on-call time) starts after the
normal day shift and may exhaust the remaining period to 24 hours. The active
overtime is fully counted as working time and is fully paid. The simple overtime
(stand-by time) also starts after normal shifts.
In Hungary, around 60-80% of the doctors and a small share of nurses in public
hospitals are on on-call time. In general, on-call time is fully counted as working time.
On-call time should be spend at the workplace and may not exceed 24 hours including
also the duration of scheduled daily working time and overtime work the first day of
on-call duty. Stand-by time is defined as time where no work is performed at least one
third of the time and which is spent at a place defined by the worker. Stand-by time is
only applied for some categories of doctors and nurses in Hungary. Active stand-by
time is fully counted as working time while inactive stand-by time is not. Stand-by
time starts after 4 pm and lasts until 8 am. According to law, a doctor cannot take
more than 10 stand-by and on-call shifts per month. In mixed cases, a doctor cannot
take more than 10 (in total) on-call and stand-by days per month. Finally, the
employers must keep records of the duration of stand-by time. These records must be
updated regularly and they must include the time of commencement and termination
of any regular and overtime work as well as stand-by work.
In Italy, on-call time is applied to around 70% of doctors in public hospitals and to a
limited share of the nurses. In the Italian regulatory system, on-call time is considered
working time. Moreover, workers that are on-call receive a specific allowance of EUR
50 for each on-call shift. Stand-by time is defined as periods where the doctor is
available and can reach the workplace within a predefined time. Stand-by time

29
30

However, in non-profit hospitals the situation varies.
Please note that the "système d'équivalence" is only applicable for non-profit hospitals

May 2015 - 41

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

substitutes "on-call working time" and concerns only nights and holidays. It applies to
all doctors in hospitals but is primarily relevant for doctors and only for a limited
number of nurses. Workers are not allowed more than two stand-by shifts per month.
Stand-by time is only considered as working time when the workers have been called
to the hospitals (active stand-by time). For stand-by time, there is an allowance of
EUR 20 per shift, however allowances may be higher subject to bargaining. On-call
and active stand-by hours are counted and remunerated (through pay or
compensatory rest), but, as said previously there is no limit to the weekly working
hours for doctors due to the use of the derogation on autonomous workers.
In the UK, there has been a move away from medical staff working on-call (e.g.
resident in the hospital and being available for duty when required) to shift-working
patterns where the person is at work for the period of the shift. Some resident on-call
working remains in hospitals, sometimes relating to particular specialities, but not to
the extent before on-call time was classified as working time. In some hospitals, the
facilities required for on-call working – such as rest/sleeping quarters – have been
removed. Standby time refers to the situation where an individual is away from the
health establishment but is available to be called in to deliver a service (for example
by providing advice over the telephone or by being called into the health
establishment). This is sometimes referred to as non-resident on-call. Active stand-by
time is counted as working time while inactive stand-by time is not.

3.3

Opt-out
Overall use and scope of opt-out in the healthcare sector

Concrete information regarding the use of opt-out has been identified for 19 Member
States. The findings show that out of these, 16 Member States allow the opt-out
option in public health care sector. An overview of the use of opt-out can be found in
the table below. Attention should be paid to the fact that the information on the case
study countries is up-to-date whereas the information on countries that have not been
subject to a case study is from the 2010 implementation report.
Table 3-10 Overview of the use of opt-out
Allowing opt-out in public health care

Are not allowing Opt-out in public health care

Belgium, Bulgaria, Cyprus, Estonia, France,
Germany, Hungary, Italy, Latvia, Malta,
Netherlands, Poland, Slovakia, Slovenia, Spain,
the UK.

Czech Republic, Denmark, Greece

Source: EC, 2010 and case studies

Employer stakeholders argue that the extensive use of the opt-out indicates a demand
and a need for it. The motivations for it could be financial concerns and need for
flexibility, which can be said to be two sides of the same coin.31 Along the same lines,
it is worth noting though that in 2000, the UK was the only country to opt-out and
since then, the number of opt-out countries has increased considerably.

31 This paragraph to some extent synthesizes the views presented by pan-European employer stakeholders during consultations in
June. A speculation along the same lines is also that the extensive use of the opt-out (in terms of countries that allow it) today may
be argued to be mainly due to the limits on on-call activity (http://ec.europa.eu/health/workforce/docs/ev_20110207_co05_en.pdf,
presentation by Madeleine Reid, Dg EMPL, 2011)
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One stakeholder (CEMR) argues that the opt-out is a key instrument to ensure that
the functioning of the healthcare system remains within budgetary limits – it makes
things work' - and it is argued that financial considerations (related to the compliance
challenge) often lie behind an opt-out. In the same vein, EPSU indicates that the
existing challenges are not necessarily so much rooted in the on-call time issue, but
more in the 48-hour average limit, and that adhering to this limit can conflict with
financial (and educational) concerns, while HOSPEEM argues that the 48-hour limit is
not the problem, but rather the detailed regulation32.
At the same time, it is argued that there is a need to regulate further the use of the
opt-out (e.g. through collective agreements) to avoid circumvention (EPSU) and a
need for more control and regulation to generate knowledge of how many hours of
work are delivered under the opt-out.
Through the opt-out, the employer gains more flexibility from the employee. This
reduces the need to reorganise work, including contracting self-employed or
temporary workers. At the same time, the wide-spread use of the opt-out can lead
one to question the extent to which workers in the health care sector in Europe are
actually confronted with similar working time regulations; even more so as it can also
be questioned to what extent proper records are kept and reported on regarding
workers' working time.
Although many Member States allow the use of opt-out, they differ significantly when
it comes to the scope of the opt-out. The table below presents an overview of the
extent to which doctors and nurses are using opt-out in the case countries. As said, of
relevance to the health care sector as many as 16 countries allow the use of the optout. In supplement to the table, it should be noted that no one really knows the extent
of the opt-out in the UK, but interviews suggest that it is fairly common for junior
doctors to sign the opt-out.
Detailed observations on opt-out in case study countries
The table below provides an overview of the use of opt-out in the case study
countries.

32

This paragraph summarises views as they were expressed by stakeholders during consultations in June 2014.
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Table 3-11 The scope of the use of opt-out in the case countries
Country

Use of opt-out in public health care

Czech Republic

No

Denmark

No

France

Yes

Germany

Yes

Greece

No

Hungary

Yes

Italy

Yes

United Kingdom

Yes

Source: EC, 2010 and case studies

In the Czech Republic, an additional transitional period (1 October 2008-31
December 2013) for workers in the health care sector was provided during
implementation of the WTD. During this transitional period, it was possible to agree on
additional overtime, albeit to a certain maximum extent. The use of the opt-out in the
transitional period was subject to stricter protective provisions than those provided in
the WTD and in particular to the four following requirements: First, the employer
should notify in writing the competent labour force inspection agency of the opt-out.
Second, the agreement had to be concluded in writing. Third, the agreements could
not be concluded during the first 12 weeks from the date of commencement of the
employment relationship. Fourth, the opt-out could not apply for a period longer than
52 weeks and finally, the agreement could be cancelled without notice within a fixed
period of time without reasoning. However, as of 1 January 2014 the general rules for
calculating overtime are applied in the health care sector, and the opt-out option of
the WTD is currently not used in the Czech Republic and that all on-call time is
working time.
Denmark has chosen not to opt-out from the provisions of the WTD as regards the
maximum weekly working time under the conditions specified in Article 22(1).
In France, the opt-out provision has been implemented for both nurses and doctors.
Nurses who sign an opt-out can work an extra maximum of 220 hours per year.
Almost all public hospitals have implemented the opt-out system for doctors. The
current rules require the individual worker's consent to work more than 48 hours per
week on average. Furthermore, the worker may be asked to voluntarily sign a
supplementary contract to provide a specified amount of overtime over a period of one
year.
In Germany, the average weekly maximum working hours are 48. However, the
German legislation allows going above the 48-hour limit on the condition that the oncall services are regularly used and necessary and that it is agreed on in collective
agreements. Under these conditions, the individual worker can give a written consent
to opt-out. It is estimated that 50% of all doctors working in hospitals have agreed to
opt-out and that they work in the order of between 54 and 66 hours/week. Only
nurses working in functional services (e.g. operation theatre, anaesthesia) use on-call
and can opt-out.
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In Greece, the WTD was transposed through Presidential Decrees and without making
use of modes of flexibility such as the opt-out and the derogations. In practice, some
transitional arrangements were in place for junior doctors. Between 2004 and 2009,
their maximum average working week was 58 hours. It was then reduced to 52 hours
in 2009 and completely abolished on 31 July 2012. Since then, no formal attempt has
been made to use opt-outs or other modes of flexibility foreseen in the Directive. That
said, weekly working hours are largely in excess of the 48-hour limit set by the
Directive.
The opt-out provision is used in Hungary. However, there are no reliable data on the
number of workers having signed an opt-out, the circumstances in which they sign or
the number of hours they work. The National Public Health and Medical Officer Service
is however currently establishing a registry containing data on health activities
performed under contracted services, or through liberal professional employment. The
data necessary for making conclusions related to the number of medical professionals
opting-out will only be available once the system is established and in operation33.
In Italy, working time for doctors is subordinated to local health companies’
objectives. Therefore, as it is foreseen in collective agreements at national and local
level, and as by employees’ unions have stressed, the Italian regulative system does
not guarantee the maximum 48 weekly hour limit of working time. In the case of
doctors, they are defined as 'autonomous' by which definition they are not protected
by the WTD's limit to maximum weekly working hours. No data are available on the
percentage of nurses that has opted out.
The opt-out from the 48-hour average working week is available in the UK. If junior
doctors were to sign the opt-out, then their hours would be limited by the 56-hour
working week average specified in the New Deal agreement. This would not apply to
more senior doctors. It is difficult to know the extent to which the opt-out has been
signed by people working in the health service. Records of those having signed the
opt-out are retained locally – for instance by the local Hospital Trust that employs the
individual. In the report prepared by the Taskforce reviewing the impact of the WTD
on doctors’ activities, reference was made to the opt-out being an important source of
flexibility in meeting the unpredictable element in the demand for health care. Today,
almost 14% of doctors are opted out and about 5% of the nurses.
The opt-out in other Member States
The table below provides an overview of the use of the opt-out in countries, which are
not case study countries.

33

The legislation specifying that the system should be established came into force on 1 January 2014. The deadline for
fulfilling the obligation was 1 July 2014 and the National Public Health and Medical Officer Service must draw up the
register by 31 December 2014.
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Table 3-12

Scope and use of opt-out in Member States that use opt-out in the health care
sector

Member State

Opt-out applies
to:

Belgium

Doctors

Extent of use

Implementation of the opt-out
Limited to jobs with heavy use of on-call time.
Requires prior individual consent but cannot be
included in the contract. The consent has to be
renewed every 4 months.
The worker is paid a special rate and is entitled
to minimum 12 hours of rest after 12 hours of
continuous work

Bulgaria

Doctors

The use is not limited.

Nurses

Requires an express, written agreement. Is not
permitted where working conditions involve a
risk to health or life. Validity is limited to 4
months and may not interfere with daily or
weekly rest.
Employees must keep registers of opted-out
workers (not clear if it contains working hours)

Cyprus

Doctors

The opt-out is used in all sectors.

Nurses

Not specified if consent should be given in
advance but national authorities state that it
should be given in advance.
Employers must be able to provide a written
consent signed by the worker and practice is that
employer must keep track of working time.

Estonia

Doctors
Nurses

France

Doctors

Opt-out is not used
much because it
requires
compensatory rest
or overtime rates of
150%

The opt-out is used in all sectors.

50-60% of doctors

Limited to certain medical and pharmaceutical
staff in the public health care sector (Hospital
Practitioners)

Requires consent from worker.
Employer must keep records of workers who are
opted-out.

Possible on voluntary basis of each hospital
practitioner
A contract must be signed between the hospital
practitioner, the unit responsible and the chief of
pole that represent employers
The contract can be terminated by the hospital
practitioner when he so desires (one month's
notice).
The employer must keep records of workers who
are opted-out.

Germany

Doctors
Nurses

Around half of the
doctors

Limited to jobs with a significant use of on-call
time.

Few nurses

Requires collective agreement and individual,
written consent.
Opted-out doctors may (be collective
agreements) work 54-66 hours in average.

Latvia

Doctors

The employers must keep records of working
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Member State

Opt-out applies
to:

Extent of use

Nurses
Malta

Doctors
Nurses

Implementation of the opt-out
hours for each worker who has opted out.

Opt-out used
regularly

The opt-out is used in all sectors.
Requires a written consent from worker.
Normally, the unions negotiate the contents of
the opt-out for the worker who then signs an
individual agreement.
Employees must keep records of the specific
number of hours worked.

Netherlands

Doctors

Limited to jobs where on-call time is used, where
required for continuity and quality of work,
where it cannot be avoided by different
organisation of work.

Nurses

Requires collective agreement and individual
consent from worker.
Immediate compensatory rest is provided for any
missed daily or weekly rest.
Poland

Doctors

Limited to medical workers performing on-call
time in the health care sector (doctors and other
worker with higher education).
Requires a prior written consent and can be
withdrawn with a one-month notice. Extra time
may only be on-call time.

Slovakia

Doctors

Limited to health care sector workers.

Nurses

Requires individual consent from the worker.
Employers must keep record of workers and
provide relevant authorities with information
when needed.

Slovenia

Doctors
Nurses

Spain

Widely used
although not
statistical
information is
available.

Doctors

Limited to the health care sector.
Requires individual written consent from the
worker.
The agreements should indicate the number of
weekly overtime, and the period the opt-out is
valid.
Limited to doctors and nurses in the public health
care sector and only where on-call service is
necessary.

Nurses

Requires individual, written consent from the
worker.
UK

Doctors
Nurses

There is no record
of how many sign
the opt-out.
Anecdotal evidence
suggest that many
junior doctors sign
an opt-out

The opt-out is used in all sectors.
Requires an individual and prior written consent.
The agreement can be for a fixed period or
indefinitely. Can be terminated by a three-month
notice.
Employees must keep record of opted-out
workers and their working time.

Source: EC, 2010 and case studies

3.4

Compensatory rest

Article 3 of the Directive requires a minimum of 11 consecutive hours of rest per 24hour period. Article 5 requires a minimum uninterrupted rest period of 24 hours for
each seven-day period, plus the 11 hours from article 3. Member States have the
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possibility to make derogations from these provisions in certain cases. For instance, in
accordance with Articles 17(2) and (3)(c) of the Directive, Member States may
derogate from Articles 3 and 5 (daily and weekly rest) by law, regulation or
administrative provision in the case of "activities involving the need for continuity of
service", which is the case of 24/7 hospital activities. Nevertheless, this derogation is
subject to the condition that the workers concerned are afforded equivalent periods of
compensatory rest or appropriate protection, as interpreted by the ECJ in its SIMAPJaeger-Dellas case law. Compensatory rest for missed rest following extended shifts
must be taken immediately after the end of the working period in question, and
cannot be aggregated and taken at a later time.
Daily rest, weekly rest and compensatory rest in case study countries
In the Czech Republic, the minimum daily uninterrupted rest period is set to 12
hours. However, for workers providing services in the health care sector, the rest
period can be limited to eight hours by means of derogation. The derogation requires
that the subsequent rest period is extended by the amount of time by which the
preceding rest period was reduced. The uninterrupted weekly rest for workers
providing health care may be limited to 24 hours, provided that the workers are
guaranteed an uninterrupted rest period of at least 70 hours within two weeks.
In Denmark, the collective agreements for doctors and nurses do not specify that the
compensatory rest must be taken immediately after an extended work period. Still,
most doctors and nurses in practice leave for home after a shift, there are situations
where full compliance is considered by both parties to be disturbing for the doctors
and unhealthy for the patients.
In France, the current legislation requires the compensatory rest for doctors to be
minimum 11 consecutive hours with the possibility of derogation and a weekly rest of
35 consecutive hours. Special rules apply to nurses for whom the daily rest is 12
consecutive hours except when they are working 24 hours continuously (in this
particular case, immediate daily rest of an equivalent length, i.e. 24 hours is
prescribed). The weekly rest is set to 36 consecutive hours. However, legislation (or
the collective agreements) does not contain any requirements about the timing of the
rest. Within two working weeks, nurses should have four rest days of which two must
be taken continuously and one on a Sunday.
In Germany, the minimum daily rest is 11 hours of uninterrupted rest. In hospitals,
the daily rest can be reduced to 10 hours if the reduction is compensated. The
compensating rest in this case should be taken within one month after the missed
rest.
The WTD changed the legislation and the collective agreements on compensatory rest
in Greece. The daily rest in Greece is 12 hours and the weekly rest follows the
provisions of the WTD (35 hours). The current rules determine that compensatory rest
(both daily and weekly rest) must granted in a working day and cannot be postponed
for more than a week. However, it is held to be widespread practice not to make use
of the right to compensatory rest. The stakeholders argue that this is due to concerns
for either the obligations towards patients or in order not to overburden colleagues.
Before the financial crisis in Greece, it was common to accumulate unused rest
periods, which could be paid out to the workers. However, due to budgetary
constraints in the health care sector this practice is no longer allowed.
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In Hungary, the minimum, uninterrupted rest period is 11 hours. The rest period is
set to a minimum of eight hours for workers working in split shifts, continued shifts,
multiple shifts, in season jobs and in stand-by jobs. After an inactive stand-by period,
the employee is not entitled to any rest period. Workers are entitled to 48 hours of
rest a week and in the case of irregular work schedules, the weekly rest may be
scheduled irregularly as well. According to employee organisations, compensatory rest
periods have to be granted immediately after work, i.e. nurses/doctors need the rest
right after overtime work. Furthermore, after six days of work the worker must be
granted one rest day with the exception of workers working on continuous shifts, shift
work or taking up seasonal jobs. Finally, the regulations prescribe that the workers
must be granted at least one rest day on a Sunday every month.
As mentioned previously, doctors are defined as managers (or directors) in Italy34
which means that they currently fall within the scope of the autonomous worker
derogation of Article 17 of the WTD. In the collective agreements, the minimum daily
rest is not defined as a number of hours. Instead, the term 'adequate rest' is used.
Adequate rest means that the workers must have regular rest periods that are
sufficiently long and continuous to avoid patient errors and damage to their own
health due to fatigue. Furthermore, the agreements stipulate that the workers are
entitled to an adequate rest period immediately after a night work shift. Finally, the
agreements state that the worker has the right to a weekly-daily rest (normally on
Sundays). However, the daily rest period may be derogated from when an employer
needs it; still the collective agreements prescribe that adequate protection has to be
considered for workers. Daily and weekly missed rest and thus compensatory rest is
not mentioned in this regulatory framework. To the extent that the local health
companies consider the rest as ‘adequate’, there is no ‘missed rest’ and no need for
compensatory rest. That said, compensatory rest for extended shifts should be taken
immediately.
In the UK, compensatory rest refers to rest that needs to be taken to make up for
missed rest periods and must be taken as soon as the period of work ends rather than
at a later time. For some groups in the NHS, the need to take compensatory rest
immediately is seen as being inflexible insofar as it can result in clinics and treatments
being postponed because the doctor, who may have worked a few additional hours,
needs to take compensatory rest.
In the table below, we summarise the current implementation of daily and weekly rest
as well as the approach to compensatory rest in the case countries.

34

Italy has qualified all doctors as managers and has argued that they all fall within the scope of the autonomous worker
derogation of Article 17 WTD. This situation will change when the new legislation designed to remedy the infringement will enter
into force in November 2015.
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Table 3-13

Rest periods and compensatory rest

Country

Daily rest period

Weekly rest period

Czech Republic

12 hours with possibility of
derogation reducing rest to 8 hours

Can be limited to 24 hours if the
worker is guaranteed an
uninterrupted rest period of at
least 70 hours within 2 weeks

Denmark

11 hours with possibility of
derogation, reducing rest to 8 hours
in hospitals

24 hours – as far as possible on
a Sunday

France

11 hours for doctors with the
possibility of derogation

35 hours for doctors and 36
hours for nurses

For nurses 12 hours except when
agents are working 24 hours
continuously (in this particular
cases, there is immediate daily rest
of an equivalent timing, that is 24
hours)

No requirements about timing of
doctors' compensatory rest

11 hours and possibility of
derogation, reducing rest to 9 hours
in hospitals.

No information provided

Germany

Within two working weeks,
nurses should have four rest
days of which two must be taken
continuously and one on a
Sunday.

Compensatory rest should be
granted within one month
Greece

Hungary

12 hours

35 hours

Compensatory rest must granted in
a working day and cannot be
postponed for more than a week

Compensatory rest must granted
in a working day and cannot be
postponed for more than a week

11 hours and 8 hours for workers
working on shifts.

After 48 hours and after six days
of work, the worker must be
granted one rest day with the
exception of workers working on
continuous shifts, shift work or in
seasonal jobs. The regulations
also prescribe that workers
should have at least one rest day
on a Sunday in every month.

Compensatory rest should be taken
immediately after work.

Compensatory rest should be
taken immediately after work.
Italy

Minimum daily rest is not defined as
a number of hours. Instead, the
term 'adequate rest' is used and it
is possible, and does happen that
less than 11 hours of rest is given
Compensatory rest after an
extended shift should be taken
immediately after, however it is
possible, on the basis of
organisational needs and local
agreements, that the compensatory
is not taken immediately after.

The worker has the right to a
weekly-daily rest (normally on
Sundays). However, the daily
rest period can be derogated
from when the employer needs
it, but adequate protection has to
be considered for workers.
Compensatory rest is not used.
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Country

Daily rest period

Weekly rest period

United Kingdom

Employees are guaranteed an
uninterrupted rest period of 11hours between shifts. If additional
hours are worked, compensatory
rest is to be taken immediately at
the end of the shift so if an extra
hour is worked, the next shift
should start an hour later

An adult worker is entitled to an
uninterrupted rest period of not
less than 24 hours in each
seven-day period during which
he works for his employer; or
two uninterrupted rest periods
each of not less than 24 hours in
each 14-day period or one
uninterrupted rest period of not
less than 48 hours in each 14day period

Source: EC, 2010 and Case studies

The situation in other Member States
The table below summarises the implementation of Article 3 (daily rest) and Article 5
(weekly rest) in the other 19 Member States. No information has been found on the
situation in Croatia.
Table 3-14

Daily rest and weekly rest period as per 201035
Weekly rest period of 35 hours
consecutive rest or more were
implemented (article 5)

Weekly rest period of 35 hours
consecutive rest were not
implemented (article 5)

Daily rest period of minimum 11
consecutive hours per 24-hour
period (article 3)

Austria, Belgium, Estonia,
Finland, Ireland, Lithuania,
Luxembourg, Malta, Netherlands,
Poland, Portugal, Sweden

Cyprus

Daily rest period of minimum 12
consecutive hours per 24-hour
period (article 3)

Bulgaria, Romania, Slovakia,
Slovenia, Spain

Latvia

Source: EC, 2010.

A range of Member States has introduced longer weekly rest periods than specified in
the WTD. In Bulgaria, Estonia, Romania and Slovakia, the standard weekly rest period
is 48 hours. In Luxembourg, it is 44 hours, Latvia grants 42 while Austria, Slovenia
and Sweden provide 36 hours (EC, 2010).
In Italy, the minimum daily rest is not set as a number of hours. Instead, the term
'adequate rest' is used.
The Jaeger ruling set out that compensatory rest for missed rest should be taken
immediately after the end of the working period. However, it appears that this ruling
has not been fully taken on board in all Member States.
In the following paragraphs, we present non-exhaustive examples of how the rules are
implemented in the health care sector across the Member States. For example, in
Austria, Poland36 and Belgium, the compensatory rest for missed daily and weekly rest

35

Article 5 sets out that the weekly rest period should be 24 hours of uninterrupted rest plus the 11 hours of daily rest provided for
in Article 3
36
Missed daily rest in Poland should be taken directly after the work ends.
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should be taken within 14 days, but for doctors in Austria who have completed a shift
between 12-24 hours, the compensatory rest period should be taken at once37 (EC,
2010).
In Cyprus and Sweden, some collective agreements allow derogations from minimum
daily and weekly rest, but there is no binding norm about the timing of the
compensatory rest (EC, 2010). In Ireland, Malta and Luxembourg, there are no
requirements about the timing of the compensatory rest, and in Finland the timing is
stated "as soon as possible" without any specification of what that means. In Slovakia,
Slovenia, Portugal and Spain, the period during which compensatory rest can be taken
is from 30 days up to 12 months (EC, 2010).
CEEP and CEMR argue that there is a need for more flexibility in compensatory rest.
They argue that a more flexible approach (which would still allow rest to be taken
within reasonable time periods) would secure smoother continuation of services.
HOSPEEM also argues that the lack of flexibility in compensatory rest implies that
hospitals need to rely on other resources (e.g. private agencies in case of
emergencies) and that this adds to the financial costs of hospitals. The issue of
compensatory rest was not raised by the ETUC's affiliates as a particular issue. One
should nonetheless be cautious of assessing compensatory rest as a separate building
block.

3.5

Reference periods
Overview of applied reference periods

Article 16 of the Directive states that the maximum average weekly working time
(including overtime) must not exceed 48 hours over a reference period of four
months, allowing Member States to derogate from this by providing a longer reference
period of six months by legislation and 12 months by collective agreements.
The table below gives an overview of reference periods in the health care sector in
Member States. As can be seen, there are only few countries where the four-month
period applies without any derogations for this specific sector.
It should be noted that the table simply presents the reference periods as they apply
to the health care sector. Thus, considerations as to whether it is an overall or a
sector-specific derogation are not provided.
Table 3-15
Member State

Overview of reference periods in Member States
Four months

Extension to six months
(possible)

Extension (up) to twelve
months possible

Austria

X

X1)

Belgium

X

X1)

Bulgaria

X

Czech Republic

X

X4)

X14)

X14)

Denmark

37

X

No timing for daily rest period when working less than a 12-hour shift.
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Member State

Four months

Extension to six months
(possible)

Extension (up) to twelve
months possible

Estonia

X1)

Finland

X1)

France

X

Germany

X9

Greece

X

Hungary

X

Ireland
Italy

X

X13)

X13)

X

X3)

X4)

X3)

X5)

Latvia

X1)
X6)

Lithuania
Luxembourg

X2)

X7)
X1)

Malta
X8)

Netherlands
Poland15

X

Portugal
Romania

X5)

Slovak Republic

X10)

Slovenia

X11)

X

X

X

X9)
X1)

Spain16

X

Sweden

X12)

UK

X
Source: EC, 2010.
1)

Collective agreements can extend the legally established period of 4 months

2)

EU (2010) is not fully clear on this. It appears that the law sets a reference period of 6 months, but with a possibility of
extending it up to 12 months under collective agreements which applies to the main collective agreements

3)

This is justified inter alia as follows: for technical reasons, for reasons arising from the organization of work or on other

4)

Through collective agreements only

5)

The reference period is 3 months

subjective grounds. Should be through collective agreements

6)

Legislation provides for up to 12 months

7)

Only four weeks

8)

There is extensive use of collective agreements, and in services using extensive on-call time it may be agreed to apply a
reference period of 6 months. It is assumed that the healthcare sector falls under this

9)
10)

The derogation of 6 months is applied, and can be extended through collective agreements up to 12 months
It is said that extending the normal four month period through collective agreement can be done in activities with a
fluctuating need for work during the year, but uncertain whether the healthcare sector falls under that category

11)

Legal allowance for up to six months, but in practice overtime rules prevent the weekly working time for exceeding 48
hours

12)

The legal reference period is 4 months, but collective agreements govern the health care sector wherefore it is assumed

13)

Extending to 6 months is possible in the case of workers working in continuous shifts or working stand-by time. Extending

that the factual reference period is 12 months

to 12 months (through collective agreements) is possible for technical reasons or reasons related to the organization of
work
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14)

Not widely used

15)

The maximum reference period is set to four months and may be extended to 6 months for some activities which are
consistent with Article 17(3) of the WTD. Finally, the reference period could by law be extended to 12 months were
justified by atypical organisational or technical conditions.

16)

The reference period is by law set to 12 months.

Reference periods refer to the calculation of average weekly working hours. In most
cases, the normal working week in Member States is lower than the 48 hours as
shown below. However, in many Member States, legislation and collective agreements
allow for overtime meaning that the total, actual working time may be longer than
presented in the table below.
Table 3-16

Statutory maximum for normal working week

48 hours

40 hours

Germany, Ireland, Malta, Netherlands

Austria, Belgium1), Bulgaria, Croatia, Cyprus,
Estonia, Finland, Latvia, Lithuania, Luxembourg,
Poland, Portugal, Romania, Slovakia, Slovenia,
Spain, Sweden

Source: Eurofound, 2014.
Note:
The figures are for a "normal week". Thus, overtime is not included in these numbers.
1. The rule is 38 hours as the lower limit and work beyond 40 hours is considered overtime

HOSPEEM, CEEP, CEMR and EPSU do not see the provision on reference period as one
of the most important issues in the context of working time. It is however important
for financial reasons, i.e. for calculating overtime for workers. Put simply, in many
countries, a banking of working hours is used so that overtime is calculated over a
reference period resulting in a compensation in terms of e.g. pay.
Reference periods in case study countries
The following table summarises the reference period for the country cases.
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Table 3-17

Reference periods in case study countries

Country

Reference period

Czech Republic

Reference period is 6 months for all sectors. Furthermore, it can be extended to
12 months via collective agreements.

Denmark

Normal reference period is 12 weeks – i.e. within the WTD rules of 4 months,
while the possibility to extend this period to maximum 26 weeks via local
agreements is not widely used.

France

Normal reference period is 12 weeks – i.e. within the WTD rules of 4 months

Germany

Reference period is set to 6 month in all sectors and can be extended to 12
months by collective agreements.

Greece

Reference period is set to 6 months in all sectors

Hungary

In general the reference period is 4 months, but it can be extended to six
months in the case of workers working in continuous shifts, working in shifts or
working in stand-by time. Furthermore, the reference period set by collective
agreements is 12 months if justified by technical reasons or reasons related to
work organization

Italy

The reference period is 4 months and be extended to 6 or 12 months via
collective agreements.

United Kingdom

The reference period is six months (26 weeks) for doctors

Source: EC, 2010 and case studies

In the Czech Republic, the reference period for calculating working time is set to 26
weeks according to legislation. Thus, the option to extend the reference period for
calculating weekly working time has been used for all activities. Furthermore, by
collective agreement the reference period can be extended to 52 weeks. The reference
period for weekly rest is one week and by derogation for certain categories of workers
– for example workers in the health care sector – it can be extended to two weeks.
Finally, the reference period for calculating the length of night work is set to 26 weeks
at the most.
In Denmark, the stipulated reference period is 14 weeks – i.e. within the WTD rules
of four months, while the possibility to extend this period to maximum 26 weeks
through local agreements is not widely used. In practice however, a reference period
of 12 weeks is mainly used because it is suitable for managing overtime payments,
i.e. not so much because of the working time rules. Furthermore, it is impractical to
apply longer reference periods as many younger doctors may only be employed at a
given hospital for six to 12 months.
In France, the Labour Code provides that the average weekly working time may not
exceed 48 hours. The reference period is set to 12 consecutive weeks. Furthermore, in
any single week, the maximum limit is 60 hours. However, the average maximum
weekly working time for doctors is unclear.
The reference period in Germany is six months by law and may be extended up to 12
months by collective agreements.
Legislation in Greece specifies a reference period of six months in any case. However,
as no official statistics on working time are produced and no other indicators are
published, it is unclear which reference period is used in practice. If someone works
above the stipulated normal week in one month and less than that in the next month,
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so that on average the overtime threshold is not exceeded, overtime is paid for the
first month and normal pay is effected for the second. (This is an important point in
cases where seasonal needs vary). In the specific context of the WTD, if a separate
time-accounting existed, it would have to average hours over six months (the
reference period); as there is apparently no such separate time accounting system,
one cannot be sure of the relevance of the theoretical reference period of six months.
According to the legislation in Hungary, the general maximum reference period is
four months or 16 weeks with the possibility of extending it to six months for workers
working on continuous shifts, working on shifts or working on stand-by time. Doctors
and nurses working in the public 24/7 services should therefore be covered by these
provisions. The maximum reference period set by collective agreements is 12 months
if it can be justified for technical reasons or reasons related to the organisation of
work.
In Italy, the reference period is four months but can be extended to 6 or 12 months
by means of collective agreements. The reasons justifying such an extension must be
objective - founded on technical or organisational needs. Doctors do not fall within the
scope of the reference period – due to the derogation which defines them as
autonomous workers (see next section). The reference period for nurses is currently
six months.
In the UK, the reference period is six months (26 weeks). The interviews with
stakeholders revealed little enthusiasm for extending the reference period to 12
months because this may result in hours being front-loaded which could cause
problems over the latter period.

3.6

Autonomous workers
Use of the derogation in Member States

In Article 17.1, the WTD provides that derogations from the provisions for managing
executives or other persons with autonomous decision-making power can be made;
the so-called ‘autonomous workers’. Derogations can be made from the stipulations
regarding daily rest, breaks, weekly rest, maximum weekly working time, night-time
work and reference period.
Information on the use of the possibility of derogation is scarce at Member State level.
However, the Commission has referred Italy to the ECJ for failure to ensure
compliance with the WTD regarding the use of Article 17.1. More specifically, Italy
defines doctors as managers and as autonomous workers. Doctors in the public health
care sector in Italy are thus classified as ‘managers’ without necessarily enjoying
managerial prerogatives or autonomy over their own working time38. This can be said
to deprive doctors that are not truly autonomous of their right to a maximum 48-hour
weekly work limit and daily rests39.

38

Note that Italy recently adopted legislative measures (enacted on 1 November 2014) which will take effect in 2015 and change
the situation for doctors in public hospitals (cf. article 14 of Legge Europa-2013 bis)
European.Office@nhsconfed.org, 30 April 2014

39
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European stakeholders40 agree that the opportunity of derogation for autonomous
workers is generally used sparsely in the public health care sector in Member States
other than Italy. The case studies seem to confirm this view. The case of Italy was
also highlighted by CEMR as an example of the search for ‘loopholes’ to circumvent the
provisions of the Directive. Still, according to EPSU, exempting autonomous workers is
not common in the public sector. Instead, EPSU points to other ways of meeting the
challenges of the WTD, such as redefining jobs and using of self-employed workers.
An example of this is German midwives, who have the status of self-employed. This
raises a number of issues, such as private liability insurance.
While only little information can immediately be obtained on the extent to which
health care workers are classified as autonomous without necessarily being so (to a
reasonable extent), the case of Italy nevertheless illustrates that the term may be
used more excessively than intended. The possible implication is that workers
assigned with comparable tasks, responsibilities and levels of autonomy may be
granted different levels of protection as regards working time.
There is a collateral phenomenon to be noted as well with the rise of self-employment
in the healthcare sector. It is our impression from the interviews mentioned in the
introduction that increased use of self-employed workers is one way of ‘dealing with’
the WTD. It should be noted though that while a possible intensive use of selfemployed can be a result of the WTD, it can also be a cultural issue.
Use of the derogation in the case study countries
Current legislation in the Czech Republic does not contain any specific provisions on
exemptions from the organisation of working time and working time limits for
autonomous workers.
In Denmark, derogations from the WTD provisions for "managing executives or other
persons with autonomous decision-taking powers" are not applied to doctors and
nurses. This said, some of the leading doctors might consider themselves as such, as
they can be argued to have autonomous working arrangements.
In France, the current legislation (cf. Labour Code) for autonomous workers is based
on annual working time calculated from the numbers of days worked in a year. In the
case of non-profit organisations assimilated to public hospitals but with classic Labour
Code rules, doctors and nurses employed fall under the rules defined by the collective
agreements. Some of them can consider doctors (and sometime nurses) as
autonomous workers for which the number of days worked per year is applicable.
However, in public hospitals, doctors and nurses have a specific status and are not
considered as autonomous workers.
In Greece, the possibility of derogation through defining doctors as autonomous
workers has never been considered.

40

This paragraph explains what was conveyed to us by the pan-European stakeholders interviewed in June 2014
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In Germany, the possibility of applying the autonomous article is contained in the
current legislation. Legislation defines the groups of workers that can be denied as
autonomous workers. However, doctors and nurses do not fall in this category.
In Hungary, the provisions for autonomous workers are only used for a limited group
of health care managers. Hence, the provisions do not apply to doctors and nurses in
public hospitals, and health care managers are likely to be autonomous in the sense of
Article 17.1.
All doctors in Italy are considered autonomous workers even though they do not
necessarily enjoy managerial prerogatives or autonomy over their own working time41.
Generally, working time for doctors is organised to safeguard the needs of the
hospital. The necessary overtime to meet the needs of hospitals is agreed on a yearly
basis between doctors' unions and the employers. Hence, overtime is compulsory for
doctors. Moreover, doctors can work as freelancers in public health companies.
However, the total working time including freelance work for doctors may not exceed
the workload foreseen by the local collective agreement between doctors and
hospitals. The stakeholders estimate that around 50% of the doctors are working
freelance.
In the UK, doctors and nurses working in the NHS are not autonomous workers.42
The existing literature does not contain any information regarding the use of
provisions for autonomous workers.

3.7

Concurrent employment contracts
Concurrent contracts in Member States

The scope of the provision regarding concurrent contracts is not well defined in the
WTD. Looking at the Pan-European level, the practice as to whether the limits on
working hours per week are per contract or per employee varies considerably across
Member States. The below table depicts the available information at this stage.
Overall, slightly less than half of the considered Member States applies a per contract
approach whereas more than half applies a per worker approach.

41

Note that Italy recently adopted legislative measures (enacted on 1 November 2014) which will take effect in 2015 and change
the situation for doctors in public hospitals (cf. article 14 of Legge Europa-2013 bis)
Note that General Practitioners (GPs) that are partners in a practice have a service contract with the NHS and fall outside of the
scope of the WTD.

42
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Table 3-18

Concurrent employment contracts

Directive applied per contract

Directive applied per worker

Czech Republic, Denmark, Greece, Malta, Poland,
Portugal, Romania, Slovakia, Spain and Sweden,
Hungary4)

Austria, Belgium1), Bulgaria, Cyprus, Germany
Estonia, Finland1), France, Ireland, Latvia,
Lithuania3), Luxembourg, Netherlands, Slovenia, UK

Source: EC, 2010 and case studies
Notes to the table:
1) In Belgium and Finland, the Directive also applies per worker if the worker has more than one contract
with the same employer, but per-contract basis if the employee has more than one contract with
different employees
2) For Latvia the per contract rule only applies in the health care activities
3) If a worker in Lithuania wishes to have two contracts with different employers, he/she must obtain a
certificate from the principal employer with his/her working time and rest time. Then, the second
employer must check that the working conditions on working time and rest comply with the limits under
national legislation.
4) In the case of Hungary, the 2010 Implementation report indicated a 'per worker' definition, however, the
current case study does mention the multiple contracts in a way quite similar to the Czech Republic in
which it is a 'per contract' basis

In general, the European stakeholders do not see this as one of the most relevant
provisions in the context of the review of the WTD. EPSU states that it is rather
obvious that the Directive should apply per worker, irrespective of employer, and that
these provisions should apply for all employees. It is acknowledged that there may be
a practical difficulty in implementing the provisions and that this difficulty will become
even more pronounced when workers are working for different employers. In the case
of working for the same employer, the employer may be vested with the responsibility
of enforcing the provisions, which cannot be the case when working for more than one
employer.
Concurrent contracts in case study countries
The approach to concurrent contracts in the case countries and the use of concurrent
contracts is presented in the table below.
In the Czech Republic, concurrent contracts with the same employer are widely used
in the health care sector. There are no official data, but some stakeholders estimate
that 50-60% of the hospitals and around 70% of the doctors in these hospitals use
concurrent contracts. Stakeholders estimate that only a limited share of specialised
nurses has concurrent contracts. The current legislation does not contain any
limitations to the number of employment contracts between the employer and the
worker. Furthermore, the legislation does not explicitly address the issue of whether
the working time or rest periods are to be considered per worker or per contract.
However, as a general rule concurrent contracts with the same employer are not
allowed if the contracts concern the same type of work.
In the Czech Republic, there is an alternative to a regular employment contract: an
agreement to perform work. These kinds of agreements are subject to the condition of
work and may not exceed 300 hours each calendar year. Furthermore, the average
length of the work may not exceed 1.5 weeks. The general rules for working hours
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and rest periods in the Directive do not apply to these kinds of agreements and the
only condition is that the length of the work may not exceed 12 hours within a 24hour period.
In Denmark, working time rules are applied on a per contract/employer basis and not
on a per worker basis.
Table 3-19

Concurrent employment contracts, case countries

Country

Current legislation on concurrent contracts

Use of concurrent contracts

Czech Republic

Legislation does not explicitly address the
issue of whether working time or rest
periods are to be considered per worker or
per contract. As a general rule, concurrent
contracts with the same employer are not
allowed if the contracts concern the same
type of work

50-60% of the hospitals and around 70% of
the doctors in these hospitals

Denmark

Concurrent contracts applied on a per
contract/employer basis

Some Danish doctors have more than one
employment contract

France

Concurrent contracts applied on a per
worker basis

Some French doctors take on-call and
stand-by time at another public or private
hospital.

Germany

Concurrent contracts applied per worker

Not commonly used

Greece

Concurrent contracts applied on a per
contract basis

Concurrent contracts with the same
employer are mostly used by University
Doctors and other doctors who have the
right to provide afternoon care in hospital
premises. No information exist on the
extent of the use of concurrent contracts

Hungary

The provision is regardless of the workers'
working relationship (self-employed,
worker, volunteer, etc.) and how many
workplaces he/she works in parallel

Concurrent contracts are often used with
different employers in Hungary, primarily
with ambulatory care providers. There are
some indications however that concurrent
contracts may be used more frequently,
and also vis-à-vis the same employer

Italy

Doctors and nurses working in National
Health System are considered employees
in public administration, therefore they are
not allowed to have concurrent
employment contracts

Not relevant

United Kingdom

Concurrent contracts are per worker

Doctors may well have concurrent contracts
with the NHS, for example where they take
on locum duties in addition to their normal
work

Source: EC, 2010 and case studies

In France, the provisions in the WTD are applied on a per worker basis and not on a
per contract basis. The decline in working time over the years has resulted in an
increased use of concurrent contracts. Some doctors may take on-call time in other
public or private hospitals.
In Germany, the legislation stipulates that working time has to be calculated on the
basis of all working contracts per worker regardless of the number of contracts. In
general, it is not common for workers to have more than one contract. One exemption
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is office-based specialists with special admitting rights (Belegärzte) and fee-based
doctors (Honorarärzte).
In Greece, concurrent contracts with the same employer are mostly used by
University Doctors and other doctors who are entitled to provide afternoon care in
hospital premises. Currently, there is no information on the extent of the use of
concurrent contracts due to a general lack of data in the Greek case study. The
provisions of the WTD regarding working time and rest periods are applied on a per
contract basis.
Since 2010, Greece has used an alternative to regular employment contracts (adjunct
doctors). However, the number of doctors employed as adjuncts appear relatively
limited. They are employed on private law annual contracts to close gaps in hospitals
and health care centres.
Concurrent contracts are often used with different employers in Hungary, primarily
with ambulatory care providers but in some cases also with two or more different
hospitals. The total number of hours providing health care services must not exceed
60h per week over a period of six months and 12 hours per day. This provision is valid
regardless of the worker’s working relationship (self-employed, worker, volunteer,
etc.) and irrespective of how many workplaces he/she works in parallel. If the health
worker works in more than one place, he/she has to report to each employer that
his/her working time does not exceed the above-mentioned limits.
In Italy, due to the staff shortages, health care companies have used temporary
contracts or employed health care workers through employment agencies.
Furthermore, the working time of 5000 doctors working as freelancers is not
registered and monitored. The freelancers provide services according to a contract
with one specific hospital or with several hospitals. The freelancers can be young
doctors who – due to the limits on recruitment – have never been contracted. There is
no data on the working time of these freelancers as Italian legislation offers no
possibility of doing this.
In the UK, concurrent contracts are per worker. It is anticipated that doctors – and
other workers – will abide by the WTD, their contracts of employment with their
primary employer, and professional ethics in determining their hours of work. It is
relatively common for some groups of doctors who work as locums in the NHS. If they
do so, there is an expectation that they will abide by the WTD and limits stipulated in
their contract of employment with their principle employer.

3.8

Derogations
Use of derogations

The WTD contains the possibility to derogate from the rules regarding certain specific
provisions – for example the daily and weekly rest periods, maximum weekly working
time and the reference period. This may be the case where activities at stake notably
involve continuity of services (Article 17). Moreover, the use of the opt-out was
described in section 3.3 and the use of the possibility to derogate autonomous workers
was described in section 3.6. As regards autonomous workers, the evidence gathered
from the case studies indicates that the derogation which excludes doctors from the
Directive on the grounds that they are managers, and hence autonomous workers
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appear only to be extensively used in Italy (note that this will be changed in 2015 due
to the recent adoption of amendments to relevant provisions of Italian law, putting
and end soon to this broad application of the 'autonomous workers' derogation in the
Italian public healthcare sector sector).
Section 3.5 showed that derogations as regards the reference period are quite
extensively used. Furthermore, some Member States have made derogations
regarding the provision concerning daily and weekly rest. However, detailed
information on this is not available. Still, a few examples can be given, such as in
Slovakia, where derogations concerning minimum daily rest may only be used in a few
situations and not if the derogation reduces the daily rest to below eight hours, and in
Austria, where the daily rest can only be shorter than 10 hours if agreed so by
collective agreements and in any case it may not be shorter than eight hours (EC,
2010).
Another example is the Netherlands, where detailed arrangements for working and
rest time can be made by collective agreements. However, apart from on-call time,
the daily and weekly rest must be 11 and 36 hours respectively. Once a week, the
daily rest can be reduced to eight hours and the weekly rest to 32 hours but only if
the total weekly rest over two weeks is more than 72 hours (EC, 2010).
The evidence gathered indicates that the opt-out and derogations related to rests are
seen as two possible means of introducing more flexibility in the organisation of work
in the health care sector – which is again seen as a way of meeting the challenges that
a ‘rigid’ implementation of the WTD is perceived to imply (as emphasized by
stakeholders (see section 3.3.1)).
EPSU acknowledges that the possibility of derogation can be a way of creating
flexibility. However, overall EPSU does not see the need for this flexibility.
The CEMR advocates that derogations should preferably be negotiated at the local
level with the social partners.
Derogations in case study countries
The table below provides an overview of the use of derogations in the eight case study
countries.
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Table 3-20

Use of derogations in case study countries

Country

Use of derogations

Provision derogated

Czech Republic

Yes

Daily and weekly rest
Reference period

Denmark

No

-

France

Yes

Compensatory rest

Germany

Yes

Reference period
Compensatory rest

Greece

Yes

Reference period

Hungary

Yes

Reference period

Italy

Yes

Daily and weekly rest
Reference period

United Kingdom

No

-

Source: EC, 2010 and case studies

In the Czech Republic, the possibility in the WTD to derogate from a number of
provisions has been used for uninterrupted daily and weekly rest period. As described
in section 3.4, the uninterrupted daily rest may be reduced from 12 to eight hours if
the worker's subsequent rest period is extended by the time the rest period was
reduced. Furthermore, the weekly rest may be reduced from 35 hours to 24 hours if
the worker is granted a rest period of 70 hours within two weeks. Finally, the Czech
Republic has extended the reference period to six months for all activities.
In Denmark, the system of possible exceptions and derogations does not cause
problems for the collective agreements. Actually, the Danish employers' and workers'
organisations do not really find the system that complex. Most uncertainties are being
made clearer during the collective negotiations.
In France, the derogation from the WTD is used for the provision on compensatory
rest. As described earlier, French legislation contains no requirements about timing of
the compensatory rest.
In Germany, the possibility to derogate is used for the provisions on the reference
period and the compensatory rest. By law, the reference period is six months, and the
daily rest can be reduced to nine hours if the reduction is compensated. The
compensated rest should be taken within one month after the missed rest.
Greece derogates from one provision: the provision on reference periods. In Greece,
the reference period is six months for all activities. The flexibility offered by the
possibility to derogate from other provisions has never been considered.
In Hungary, legislation holds a range of possibilities of derogation. However, only one
of these derogations possibilities concerns the provisions laid down by the WTD; the
provision on the reference period which can be extended to six months in a range of
circumstances. The other derogation possibilities regard the national provisions laid
down in the labour code and concern provisions which are not a part of the WTD.
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In Italy, derogation is used for compensatory rest. As described in section 3.4.1, the
minimum daily rest is not defined as a specific number of hours but instead relies on
the term "adequate rest". Furthermore, provisions on daily rest can be derogated from
if substantiated by employer needs as long as adequate protection of the workers is
considered. Finally, Italy has used the possibility of derogation to extend the reference
period for nurses to six months.
In the UK, there are no derogations relating to the health sector apart from the six
months reference period for doctors.

3.9

Reconciliation

A main trend observed in the health care workforce is the drive towards achieving an
improved work-life balance43. Wide-ranging changes in working time patterns since
the Directive was originally adopted are relevant also to the organization of working
time including ensuring reconciliation – in order to ensure that the Directive meets the
current and prospective needs of workers, businesses and public services including
hospitals.
A good working environment contributes positively to workers’ health, patient safety,
and recruitment and retention of staff in the health care sector. Work-life balance is an
essential part of this44. Today, many areas of the health care sector are dominated by
women, and in areas with traditional male dominance one can also see a trend of
feminization. Thus, the majority of medical students in most European countries are
women: A few examples: women constitute 70% of the intake in UK and almost 60%
of the new graduates in Belgium45.
This issue was also considered in a recent document from the Commission:
"The issue of work life balance is all the more relevant in the healthcare sector
as the participation of women in the workforce has historically been significant
and is increasing. Overall, there were more than 13.1 million women working
in the healthcare sector in 2010, making up more than three quarters of the
health workforce in the EU16. In many Member States, the intake of women
to medical schools is now over 50%. However, so far, this growing
feminization of the healthcare workforce has not always been properly
reflected in measures to improve the reconciliation of professional and private
life. It is a factor which might increase the difficulties to retain the healthcare
workforce in the future"46.
The trend of women constituting an increasing share of the workforce in the health
care sector can further accentuates the need for a focus on work-life balance. The
more the health care sector is seen as an attractive workplace for women, the easier
will it be for the sector to recruit and retain female staff.

43
44
45
46

WHO/European Observatory, 2010.
WHO/European Observatory, 2010.
WHO/European Observatory, 2010.
EC Staff Working Document, 2012
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The examples of Ireland and Greece and Italy (section 3.6) illustrate that there are
cases in Europe involving a high risk that current practices are not in line with the
aspiration to pursue a good work-life balance. This evidence together with the
frequent use of the opt-out (and the apparent lack of knowledge of its appropriate
use) indicates that a proper work-life balance in the health care sector may currently
be at risk in some parts of Europe.
The perceptions and knowledge about what constitutes a good working environment
change over time, also as a result of new and improved knowledge. As the work-life
balance cannot be defined in fixed terms, it is difficult to establish a solid
understanding of the current situation. However, data indicate that current practices
and ways of implementing the WTD may put work-life balance at risk, and that this is
a situation that the worker cannot influence from his/her current
position/employment.
As indicated by the data gathered for this study, working hours can be quite long on
average in several EU Member States' public healthcare sector. This applies in
particular to doctors. Several studies confirm a negative relationship between hours
worked and Work-Life Balance (WLB). As an example, it47 was found that compared to
part-time work (less than 35 h/week), reported impairments to family life increased
by 1.55 for subjects reporting 41-48 hours per week and by 2.28 for those reporting
49-69 hours per week.
The issue of reconciliation was also addressed in the Commission Staff Paper (2012)
stating
"Evidence from some countries shows an increasing turnover in the health
professions. Low pay, but also non financial factors such as long working hours,
stress or difficult work life balance constitute reasons for healthcare workers to
leave their jobs. Preliminary findings from one the largest nursing workforce
studies ever conducted in Europe and the USA, Nurse Forecasting in Europe
(RN4Cast), confirm that, despite considerable differences in health systems, all
twelve European countries studied face problems of nurse burnout and
dissatisfaction due to working conditions. Many European nurses report they
intend to leave their hospital positions, from 19 % in the Netherlands, rising to
49% in Finland and Greece".
When it comes to reconciliation, there are thus important gains to be achieved in
terms of recruitment to the health care sector and retention of staff. Given the aboveillustrated trends of shortages, these are important contributing factors to a good
work-life balance. As an example, we see long working hours in both Greece and Italy
combined with a situation where it is difficult to recruit new staff and even to fill in
existing vacancies.
A weak work-life balance also involves risks of fatigue and burnout and other
symptoms. A study48 covering UK managers thus showed that the self-assessed health

47
48

Grosch et al. (2006) quoted in Annex 1, Deloitte 2010
Worrall & Cooper (1999) quoted in Deloitte, Annex 1 (2010)
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impact by work increases as the length of the working week increases. This is shown
below:
Table 3-21 Self-assessed impacts on health according to the length of working week
Length of working week

< 35 hours

35-40 hours

> 60 hours

Share indicating negative effect on
their overall health by their work

21%

40%

75%

Source: Worrall & Cooper, 1999 quoted in Deloitte, Annex 1, 2010

Similar relations can found in other studies one of which49 finds almost linear
relationships between the amount of hours worked per week and several health
impairments observed, and another50 which finds an increase in the risk of health
problems by 25% for employees working more than 45 hours/week compared to those
that work less than 45 hours/week.
Several studies find an almost linear relationship between the number of hours worked
per week and the frequency of reported psycho-vegetative impairments51 and
depressive systems52. Actually, another study53 shows that each additional hour
worked per week increases the risk of psycho-vegetative impairments and depressive
symptoms by 2%. Long working hours are associated also with musculo-skeletal
problems and other physical health symptoms. However, studies available do not
focus on the healthcare sector and study results can be affected by the types of work
carried out by the sample surveyed.

3.10

Working time and patients' safety

Long working hours can also involve risks for patients. Thus, a recent large-scale
observational study in nine European countries and the USA54 points to a risk that
reducing nurse staffing (increasing the patient/nurse ratio) might adversely affect
patient outcomes. An increase in a nurse's workload by one patient, increased the
likelihood of an inpatient dying within 30 days of admission by 7% (odds ratio 1·068,
95%). While this relates more to the work pressure of nurses, it still illustrates the
importance of ensuring a good working environment.
Sleep deprivation, which can be caused by long working hours, night shifts and other
work schedule factors, increases the risk of errors by medical staff and thus is another
risk factor to patient safety related to long working hours55.
Objective data were gathered in a study by Cappuccio et al. (2009)56 in order to
examine the effects of the 48-hour work week on patient safety, and on doctors’ work-

49

Wirz (2010) quoted in Deloitte Annex 1 (2010)
Ettner and Gryzwacz (2010) quoted in Deloitte Annex 1 (2010)
Mental health, different vegetative symptoms, gastrointestinal disorders, sleep problems, musculo-skeletal symptoms or
cardiovascular diseases
52
See chapter 2.3.2 in Deloitte, Annex 1 (2010)
53
Lammers et al. (2007) quoted in Deloitte Annex 1 (2010)
54
Aiken, Linda H. et al., 2014
55
Weinger & Ancoli-Israel (2020) quoted in Deloitte, Annnex 1 (2010)
56
Cappuccio, F.P., Bakewell, A., Taggart, F.M., Ward, G., Ji, C., Sullivan, J.P., et al. (2009). Implementing a 48 h EWTD-compliant
rota for junior doctors in the UK does not compromise patients' safety: assessor-blind pilot comparison. QJM: An International
Journal of Medicine, 102(4), 271-282. (This wording used has been paraphrased from Deloitte study (2010), annex 1
50
51
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sleep patterns. Reducing working time of junior doctors from 52.4 hours per week to
43.2 hours per week led to an increase in time for sleep and resulted in 32.7% fewer
total medical errors. Landrigan et al. (2004)57 found similar effects in hospitals in the
United States by changing extended (24h) shifts into shorter shifts and reducing
weekly working hours from 77-81 h/week to approx. 63 h/week. Medical staff working
in the intervention schedule made 36% less medical errors than individuals on the
traditional schedule. Both studies reduced not only working hours but also limited the
number of night shifts and added other work schedule improvements. Therefore, it is
not sufficiently clear, if the improvements in patient safety were caused by the
working time reduction alone. However, it could be demonstrated, that careful work
scheduling in conjunction with a work hour reduction can improve not only safety and
health of employees but also of patients in hospitals and care facilities.

57
Landigran, C.P., Rothschild, J.M., Cronin, J.W., Kaushal, R., Burdick, E., Katz, J.T., Lilly, C.M., Stone, P.H., Lockley, S.W., Bates,
D.W. & Czeisler, C.A. Effect of reducing interns' work hours on serious medical errors in intensive care units. The New England
Journal of Medicine 351(18), 1838-1848.
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4

Challenges facing health care systems in the EU

The aim of this chapter is to outline the demands which are being made on the health
care systems across the EU, and to indicate the way in which health care systems
have responded to meeting these demands. Additionally, the chapter presents the way
in which employment in the health care sector has responded to recent changes in the
way health care systems have developed. This provides a basis for understanding the
way in which health care systems, and employment within them, respond to the
external environment and, as such, informs the construction of the baseline scenario
outlined in the following chapters. Some of the themes addressed, e.g. how health
care systems attempt to offset skill mismatches, are returned to in Chapter 11 which
looks in greater detail at how health care systems in the EU have accommodated the
changes required by the implementation of the WTD into national regulations.
Publicly funded health care systems across the EU face a number of challenges in
meeting the demands which are being made upon them by, amongst other things, an
ageing population and constraints on public expenditure. It is useful - before going on
in Chapter 5 to look at the options for reforming the Working Time Directive (WTD) to provide information about the economic and organisational context in which the
debate about the WTD is taking place. This chapter, therefore, provides information
about the other factors that shape the organisation and delivery of health care.
The chapter is structured as follows. The first section looks at the factors that are
driving the demand for health care. This is then followed by a section which addresses
the supply-side. In other words, how health care systems have responded to
increasing levels of demand for health care – and health care workers – through, for
example, the introduction of organisational and technical change. From an
employment perspective, consideration is then given to the extent to which the
demand for labour and skills is being satisfied and the implications of any mismatch
between the demand and supply sides.
It needs to be stated at the outset that many of the changes taking place in public
health care systems do not stem from the introduction of the WTD. There are, for
example, many long running developments in health care systems that have sought to
improve the efficiency and efficacy with which medical care is delivered. The
implementation of the WTD in Member States,58 in some instances, has implications
for these changes. The ECJ judgments relating to SiMAP and Jaeger, for instance, have
affected the way working time is organised in hospitals and clinics. There are,
however, other long-standing pressures on health care systems that have necessitated
changes in the way health care is delivered. This chapter indicates, wherever possible,
how the implementation of the WTD in Member States has interacted with the other
factors driving change.

4.1

The drivers of demand for health care in the EU

The principal factors driving the demand for health care across the EU are those
related to:

58

Via transposition into national regulations.
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•

Demographic changes (increasing life expectancy and population growth)

•

Rising incomes and patient expectations.

•

Medical technological progress

As will be described below, the impact of these changes is to increase the demand for
health care services at the same time as increasing the population’s expectations of
what the publicly funded health care system ought to deliver.
4.1.1

Demographic change (increased life expectancy and population
growth)

Life expectancy in the EU has been increasing. In 2014, life expectancy at birth is
estimated to be 78 years for men and around 83 years for women.59 This means that
life expectancy at birth has increased by 11 years for both men and women since
1960. This trend is expected to continue so that by 2050 life expectancy at birth is
expected to be 83 years for men and 88 years for women (EC 2011). Figure 4-1
shows how the distribution of the workforce is likely to change over the period to
2025. The proportion of the population aged 65 years and over is projected to
increase from 18% in 2013 to 27% in 2050.
Figure 4-1

The changing age structure of the EU population, 2013 to 2025
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2050

18%

19%
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Source: Eurostat (proj_13npms)

With ageing, illnesses and dependencies related to old age arise. This includes
osteoarthritis, osteoporosis, cardiovascular disease, Alzheimer's disease, diabetes, and
stroke. This in turn increases the demand on health services and health professionals.
The impact of an ageing society on the health care system may well vary by Member
State. In Greece, for example, caring for old people is seen as family responsibility,

59

Life expectancy at birth is defined as the mean number of years still to be lived by a person at birth – see (Eurostat, tsdph100).
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but certain conditions, often chronic ones, are age related and this will place additional
burdens on the health as opposed to care systems.
In addition to an ageing population, the EU population continues to grow (see Figure
4-2)
Figure 4-2

Population Change in EU-28, 2005 - 2014
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Population growth is being driven by both natural change and net migration. The
impact of this upon the health care sector is the scale effect it creates: i.e. more
people in demand of health care services. As will be explained below, this needs to be
seen in the context of an ageing society and the balance between the working age and
non-working age populations.
4.1.2

Rising income and patient expectations

Dybczak and Przywara60 have drawn attention to the fact that even though the
population is becoming healthier, expenditure on health care continues to increase.
An increasing share of household and government spending on health care has been
driven by the public’s expectations of what advances in health care might deliver.
Advances in medical technologies, the discovery of new cures, and new therapies for
existing conditions have the impact of both increasing the demand for health care
services but also the expectation of what those services might deliver. The cost of
some of the new treatments, relative to their efficacy, means that publicly funded
health care systems are sometimes reluctant to pay for the treatments at their current
price (Braum 2005). Patients, however, may have an expectation that they will have

60

Dybczak, K. and Przywara, P. (2010)The role of technology in health care expenditure in the EU. Directorate-General for
Economic and Financial Affairs, Economic Papers 400.
http://ec.europa.eu/economy_finance/publications/economic_paper/2010/pdf/ecp400_en.pdf (accessed December 2014)
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access to these treatments. Doctors are increasingly aware that patients will have, in
some instances researched their own conditions, and enquire why various treatments
are not being offered. Health systems, health and wealth are inextricably linked in a
set of mutually reinforcing and dynamic relationships. Increased wealth, other things
being equal, will lead to higher citizen expectations of the health service and add to
the upward pressure on health care. The dynamic relationship stems from the fact that
good health will also contribute to the overall wealth of society (WHO, 2009).
4.1.3

Medical Technologies

A large element of the growth in health care expenditure is accounted for by
investments in medical technologies. Medical technologies includes “the drugs
(pharmaceuticals and vaccines), medical equipment, health-care procedures,
supportive systems, and the administrative systems that can tie all these disparate
elements together.’61 The impact of medical technologies can be twofold:
1.

where new, more efficient treatment is provided to existing treatable
conditions, there will be efficiency savings

2.

but where new technologies allow the treatment of previously untreatable
conditions, this may increase the overall costs of health care (assuming
that the cost of the new treatments is more expensive than the cost of
palliative care previously delivered when the condition was untreatable).

Given that the impact of new medical technologies on demand is potentially working in
two different directions there is a degree of uncertainty attached to the impact of new
technologies on the demand for labour in the health care system. Especially so given
that new technologies can also affect the mix of skills that are needed to deliver health
care (for example, some new technologies may not necessarily require the services of
a doctor, or their time to the extent previously).

4.2

Trends in the supply of health services

4.2.1

Health care expenditure

Levels of health care expenditure vary across Member States (see Figure 4-3). As will
be explained below, in the period before the financial crisis in 2007/8, levels of health
care expenditure across the EU had been increasing in real terms.

61

OECD (1998), Health Policy Brief. Ageing and Technology, Working Party onBiotechnology, DSTI/STP/BIO(97)13 of 17
June 1998, p,9. – quoted in Dybczak, K. and Przywara, P. (2010)
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Public health care expenditure as per cent of total government expenditure
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Figure 4-3

Source: WHO (Public-sector expenditure on health as % of total government expenditure, WHO
estimates)

An indication of how the supply of health care has responded to the changing patterns
of demand is shown in the statistics on health expenditure. These data are likely to
reflect many factors, but nevertheless indicate that in real terms public health care
expenditure has been increasing over time until the onset of the financial crisis in
2008/9. Data on health care expenditure per capita financed by central government
demonstrates that in the period leading up to the financial crisis there had been
relatively strong growth – of around 34% between 2003 and 2011 - but this tailed-off
in the post-recession period (see Figure 4-4).
Figure 4-4

Public health care expenditure pr. capita (2013-prices)

3,000
2,500

Euros

2,000
1,500
1,000
500
0
2003

2004

2005

2006

2007

2008

2009

2010

2011

Source: Eurostat (hlth_sha2m), financed by central government, Eurostat (prc_hicp_aind) and
Eurostat (demo_pjan)

May 2015 - 72

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

Note:

(a) The expenditure data are extrapolated to 2013-prices using the harmonised indices
of consumer prices (HICP). Data are available for: Belgium, Germany, Spain, France,
Hungary, Austria, Poland, Portugal, Romania, Slovenia, Finland and Sweden
(b) Whilst health care expenditure contains both public and private expenditure, in most
EU countries the majority of health care spending is publicly funded –73% – and in
countries such as the Netherlands, Denmark, and the UK it is around 85%.

Figure 4-5 shows that in 2009-11, several European countries experienced negative
growth in health expenditure, reversing the trend in strong growth in the years
leading up to the financial crisis (OECD, 2014). Data from 2012 indicate that
expenditure on health had begun to pick up, but in the Czech Republic, Greece,
Hungary, Italy, Portugal, and Spain it has fallen. In Greece, health spending in real
terms was 25% lower in 2012 than it was in 2009 mainly due to cuts in public
spending (OECD, 2014).

Annual Average growth rate in real
terms

Figure 4-5

Annual average growth in expenditure on health, in real terms, 2000 to 2009 and
2009 to 2011
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Even in countries where there is real growth in health expenditure, this is sometimes
insufficient to keep pace with the costs of delivering health care at their current levels
because of, for example, the cost of delivering new treatments. In the UK, for
instance, even with public spending on health care being exempt from the spending
cuts experienced in many other areas of government expenditure, the NHS still needs
to find efficiencies savings of around 4% a year in its total budget just to standstill.
4.2.2

Overall trends in employment

Increasing demand for health care can also be deduced from an increasing number of
people being employed in the health care sector delivering health services (see Table
4-1). Given the various factors that are driving the demand for health care and the
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way in which it is delivered, this chapter now considers how the demand for health
care workers has changed in practice over recent years.
Table 4-1

Trends in employment in the EU health care sector

GEO/TIME

2008

Human health
Residential care
Total employment in
EU

2009

2010

2011

2012

2013

12,576.3

12,791.4

12,925.7

13,086.4

13,165.6

13,101.3

3,857.1

4,163.0

4,265.8

4,473.3

4,573.2

4,695.0

219,032.3

215,144.8

213,476.3

213,946.7

213,326.7

212,847.3

Source: Eurostat data (NACE_R2 86 & 87: human health activities + residential care activities
for EU-28)

Table 4-1 indicates that employment in the health care sector has fallen in the latest
year for which data are available. A real reduction in the amount spent on health
places pressures on all items of health care expenditure including employment. The
WHO European Employment Observatory62, for example, points to the following
pressures on employment:
•

increased employment insecurity (due to more flexible employment
practices)

•

increased workloads (due to staff cuts or greater performance pressures)

•

increasing working hours for Estonian clinical staff

•

freezing of salaries in Bulgarian and Hungarian hospitals

•

salary reductions with, for example, in Ireland, nurses and midwives facing
a 14% cut in salary.

Labour costs account for a large share of all health care expenditure. Dubois et.al.
found that around 70% of the total health care budget is used to pay salaries and
other costs directly related to employment of the health workforce. Based on Eurostat
data, this indicates that around EUR 445 billion were used on costs directly related to
employees in 2011 in 12 EU countries.63
4.2.3

Organisational and technical change in national health care systems

The combination of rising demand against a backdrop of falling demand inevitably
means that if existing levels of provision are to be maintained, more efficient ways of
delivering the service will be required. This points to the importance of organisational
and technical change in ensuring that national health services are able to supply the
services that their populations demand or expect.
Significant technological innovation has, and will continue to impact upon the health
service in at least three important ways:
•

62
63

as noted above, new technologies potentially make possible the treatment
of previously untreatable conditions and potentially raise life expectancy;

WHO/European Employment Observatory on Health Systems and Policies, 2010
Covers the 12 countries where data are available for the period 2003-2011
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•

new technologies can also automate certain aspects of work thereby
bringing about efficiency savings;

•

by transforming the way in which medical care is delivered by, for example,
making some conditions treatable outside of hospital.

Investments in medical/health technologies are substantial but there are some
constraints to consider (Braun, 2005). Over the last decade, almost all Member States
have made changes to their hospital services. These changes have focused on
delivering better services, increasing the quality of care and patient safety, and
improving the efficiency with which services are delivered in hospitals (HOPE, 2011).
As the statistics reveal below, this has taken place alongside organisational changes
which have sought to reduce the time spent by people in hospital.
Between 1998 and 2008, the number of hospitals decreased by around 6% with the
largest drop in Latvia with around 41%. Looking at the number of hospital beds per
100,000 inhabitants, the data show a decrease of 18% in the same period with a
slightly larger decrease in the first five years of the period. There are relative large
differences inside the EU with the EU15 having more than 20% fewer beds per
100,000 inhabitants than EU12 (HOPE, 2011). Figure 4-6 shows the trend for the
period 2003-2011.
Figure 4-6

Hospital beds per 100,000 inhabitants

Source: Eurostat data, hlth_rs_bds2
Note: Consistent data only available for 15 Member States. For Denmark, the figure for 2011
is not available, therefore the figure from 2010 was used.

While the general trend is for substantial investments to be made in health
technologies, this is not necessarily the case in all countries. In the case of Italy, for
example, in 2012 hospital investment in technology fell by 12% compared with the
previous year. This is likely to reflect the overall economic conditions in Italy. And in
Greece, there are concerns that the full benefits of available technology have not been
obtained because of the difficulties in securing new ways of working that will make
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best use of those technologies. The example of Greece highlights the way in which
technical and organisational change need to work hand-in-hand.

4.3

Employment trends in the public funded health care sector

The foregoing sections have outlined how the demand for, and supply of, health care
services has developed over the recent past. How these trends have affected
employment is considered below.
4.3.1

Trends in employment

Around 8% of the EU’s labour force is employed in the health care sector (EC 2012).
Figure 4-7 shows the way in which employment has responded to the changes in the
demand for health care over the recent past. In general, there has been an upward
trend resulting in an increase of around 9% in the two sectors in the period 20082013. However, the increase has been slowing down in 2012 and 2013.
Figure 4-7

Employment in human health activities and residential care activities

16,000
14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
2008

2009

2010

2011

2012

2013

Human health activities (Nace code 86)
Residential care activities (Nace code 87)
Souce: Eurostat Labour Force Survey, NACE R2 Human Health Activities and residential care
activities
Note: Age group 15 years and above.

4.3.2

Number of doctors and nurses

Of particular interest to the study are changes in the number of doctors and nurses
employed over time. No single source has information on all 28 Member states.
Hence, the two graphs below show the number of doctors and nurses based on
Eurostat data and WHO data.
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Figure 4-8

Number of medical doctors and nursing associate professionals in selected EUcountries (headcount)
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Source: Eurostat data, hlth_rs_prshp1
Note: For the period 2007-2012 data are available for medical doctors in Bulgaria, Czech
Republic, Estonia, Ireland, Spain, France, Croatia, Cyprus, Lithuania, Hungary, Austria, Poland,
Portugal, Romania, Slovenia and UK. For nursing associate professionals data are available for
Belgium, Germany, Croatia, Hungary, Austria, Romania, Slovenia and Finland.

As displayed above, the number of medical doctors has increased in the period 20082012 - from around 450,000 in 2008 to 475,000 in 2012 - while the number of
nursing associate professionals over the period 2008-2011 has fallen from around
188,600 to 184,50064. In order to obtain a fuller picture for more EU Member States,
WHO data are provided below that show the number of physicians per 100,000
inhabitants.

64

The trend is also visible if we only look at the countries where information is available for both categories of workers.
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Number of physicians per 100,000 inhabitants, selected Member States
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Figure 4-9

Source: WHO, Physicians per 100 000 population
Note:

For the period 2003 and 2011 data are only available for a number of all Member States

The trend in the number of doctors employed varies between countries. Data for
Hungary, for instance, suggests that the overall number of doctors has been in decline
since 2004, whereas data for Germany and the UK indicates that the population of
doctors has been increasing. The balance between doctors and nurses varies across
the EU. In general, there tends to be many more nurses than doctors, but in Greece
there is a relatively high number of doctors (26,000 in 2010) compared with a
relatively small number of nurses (36,000). In comparison, data for Germany
indicates that there were 143,000 doctors working in hospitals compared with 313,000
nurses (data for 2012), and in the UK doctors comprise around 10% of the total
hospital workforce compared with nurses who comprise around 40%. Clearly, there
are substantial differences across the EU in the way in which national health systems
are staffed.
There are also issues about how the health staff are distributed across health care
systems. In the Czech Republic, for example, there has been a movement of patients
from smaller hospitals to larger ones. Smaller hospitals have been making cuts in their
capacities. This in practice means that the patients are transferring to larger hospitals,
where the demand for health care has increased but this has not necessarily been
matched by an increase in the amount of staff in these larger hospitals.
The table below provides an overview of the data and information received on case
study countries regarding number of staff.
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Table 4-2
MS

Number of employees and trend in case countries
Nurses

Czech Republic

49,383

Denmark

37,935

Doctors in
training

Trained
doctors
19,497

Trends

The number of doctors has increased by
26% while the numbers of nurses has
increased by 16% since 2000

10,849

8,020

France

243,475

Germany

313,478

Hungary

63,200

16,559

-

Greece

36,240

25,965

Decreasing trend for both doctors and
nurses

Italy
UK

274,600
354,120

117,669

Increasing trend for doctors, while the
employment of nurses is expected to be
more constant

130,941

11,933

110,732

The number of doctors has increased
around 25% since 2003 while the
number of nurses has decreased around
2%.

65

111,221

The number of doctors has been
increasing substantially over recent years
– 3% a year between 2003 and 2013. In
2013 there were 24,000 more nurses
than in 2003, but the number in 2013
was lower than the level in 2010

Source: Case studies

4.3.3

Working time for doctors and nurses

In general, the number of hours worked a week or year has been decreasing over
recent years – not only in the health care sector but across all sectors as well
(Sangheon et. al. 2007). There are, however, significant differences in the scale of
change between Member States. These differences reflect in particular, variations in
the levels of economic development as indicated by gross domestic product. There is
also a clear inverse relationship between working hours and level of economic
performance (Eurofound 2010).
The EU Labour Force Survey (LFS) collects data on average working hours worked be
men and women both in part.-time and full-time jobs. The data are at a relatively high
level of aggregation such that it is not possible to look at the hours of work for either
doctors or nurses respectively. For illustrative purposes, the figure below provides
data on the working hours of people employed in the health and social care sector in
the EU-27.

65
In February 2014, in the NHS and Community Health Service, there were 109,000 doctors employed in non-locum positions, of
this 41,900 were trained doctors and 14,000 doctors in training.
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Figure 4-10

Average numbers of hour worker, selected countries 2001-2013

Source: Eurostat data, lfsa_ewhun2 and lfsa_ewhuna.

The data show that average weekly working hours have been constant around 40
hours a week over the period 2001-2013. Furthermore, the data show rather large
differences between member states: in Denmark and the Netherlands employees in
health and social care work less than 39 hours a week, while workers in Austria, on
average work more than 42 hours per week in 2013. The data also show that workers
in health and social care in certain Member States worked less in 2013 than in 2001
while the opposite is true for other Member States. Looking across all Member States,
the working time has decreased in 17 Member States while it has increased in 10
Member States in the period 2001-2013.66
The data collected in the national case studies provides further information about the
working time of health care staff. The case study on Italy points to the way in which
some health care organisations have moved from a system of ‘on-call’ to one of
‘stand-by’ time which also has the effect of reducing labour costs since ‘stand-by’ time
is remunerated at a lower level. In other cases, such as Denmark, there are pressures
on doctors to increase their hours of work in part due to shortages of labour.
Important in understanding the way in which hours are worked is to consider their
remuneration. In the UK, for example, the time at which hours are worked can have a
substantial impact on labour costs since working what are termed unsocial hours
entails receiving a wage premium. Wages are considered in the next section.

66

Data for Croatia is not available throughout the whole period while we only focus on EU-27.
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The table below displays the average weekly working time for nurses, doctors in
training and trained doctors in the case countries. Furthermore, the table contains a
small description of the current trend in the working pattern.
Table 4-3
MS

Average weekly working time and trend in case countries
Nurses
above 48
hours

Nurses
below 48
hours

Czech Republic

Doctors
above 48
hours

Doctors
below 48
hours

38

47.555.61

48-563

-

Trend in working pattern

Constant over the last years
with slight reductions in
individual working time for
doctors

Denmark

-

35

-

41

Slightly rising average working
time

France

-

38

Up to 6080 hours

48

-

Germany

-

39

Up to 80
hours

40-48

-

Hungary

54

40

56

40

No changes in the working
pattern

Greece2

n/a

n/a

n/a

n/a

Working time is becoming more
a problem in recent years

-

-

-

Italy
UK

-37.8

-40.6

Source:
Note:

4.3.4

Working time for doctors hours
have been falling

Case studies
1:

Working time is up to 64 hours for doctors on concurrent contracts

2:

Information for Greece is not available. The study establishes assumptions
on the basis of the other case countries.

3:

This high-end estimate is above 48h, however this is that data that was
informed to us during the case study and hence, it is shown here as well

Wages and salaries67

Eurostat collects data on health care expenditure in Member States, but it is not
possible to separate the labour costs and administrative management costs from the
total health care expenditure. As noted above, labour costs account for around 70% of
the health care budget.68.
Changes in wage and salary levels will reflect at the very least supply and demand
side conditions in the labour market and the outcome of negotiations, typically

67

This section is based on the case countries and wages is presumable in real terms. However, the time period is relatively
short meaning that if wages are not in real terms, the problem is minimal.

68

Covers the 12 countries where data is available for the period 2003-2011
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through collective agreements. The evidence on recent trends in wage and salary
levels is mixed in the selected countries covered by this study:

4.3.1

•

Czech Republic - there has been a steady increase in the average salaries
of doctors and nurses in hospitals and the health care sector in general

•

Denmark – the evidence points to wage growth for health care
professionals over the period 2007 to 2013

•

Greece – data from the Ministry of Health shows that physician salaries fell
from a range of EUR 22,000 to 56,000 in 2010 to a range of EUR 16,000 to
37,000 in 2013

•

Hungary – recent data for Hungary reveal that average wages rose by
9.5% between 2012 and 2013

•

Italy – there has been a freeze on salary increases for all public employees

•

UK – the long-run trend has been for health professionals to receive a real
wage increase of around 2% a year, but the recent restrictions on public
sector wage increases of 1% has seen wage growth below the level of
inflation.
Labour and skills supply

The profiles of the doctors and nurses differ widely across Member States. Variations
in the take-up of part time employment, the ageing of hospital staff, and rates of early
retirement make it difficult to compare the profile of the workers between Member
States (HOPE, 2011).
In general, the workforce is highly skilled and qualified compared with 55% working in
management, professional, or associate professional jobs, compared with 41% in the
labour market overall (2012). The lead times for training medical personnel are
relatively long. For a doctor, in the UK for example, undergraduate training can last
for around five to six years, followed by around one to two years in a foundation
doctor role, followed by a further five to seven years training in a specialty, before
becoming a fully trained doctor. The number of people who are able to enter medical
school in some Member States is determined by the relevant health authorities,
depending on the projected future demand for doctors. For nurses, the average
duration of training are around three to four years (EC 2010).
The number of people graduating as physicians or nurses varies by Member State (see
Figure 4-11). Overall, the number of graduate physicians has increased by 24%, while
the number of graduated nurses has increased by 22%.
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Figure 4-11

Number of graduates per 100,000 inhabitants, selected Member States
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Source: WHO, Physicians graduated per 100 000 and nurses graduated per 100,000
Note: For 2003 and 2011, data are only available for a number of all Member States.
The figures for graduated physicians are from 2010 for Austria and Sweden. For nurses, the
numbers for Belgium and Luxembourg are from 2010.

The national case studies show that the situation across the EU is mixed with respect
to the supply of doctors:
•

In the Czech Republic, the number of medical graduates has remained
more or less static over recent years. Staff has remained fairly stable since
2007 and there is a trend of increased emigration of doctors, where today
some 20% of graduates move abroad. Furthermore, there appears to be an
inclination among public health workers to seek employment elsewhere in
the health system.

•

In Italy, there has been relatively little growth in the number of doctors in
training – though the number of nurses has increased – which reflects the
fact that recruitment is modest.

•

In the UK, there has been a tradition of recruiting doctors from outside the
EU, typically from countries in the Commonwealth such as India in order to
meet the demand for doctors. Over recent years, however, there has been
a substantial increase in the number of entrants to medical school which
has been part of a process to improve the health service which reduces the
dependence upon recruiting from outside the EU.

An issue for some countries, such as Greece and Hungary, is the levels of outmigration such that training more doctors potentially results in subsidising the training
of doctors in other countries.
There is no evidence from the selected national case studies that the structure and
duration of training of doctors at an undergraduate level have changed in response to
the WTD. In the UK, at least part, of the need or desire to increase the volume of
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supply of doctors in training has been driven by a reduction in the working hours of
doctors over the recent past.
The issue of migration has been addressed by Buchan et al (2014). The authors note
the tension between efficiency and the ethical behavior. The free movement of labour
across the EU may well help alleviate the skill shortages faced by one country, but
leave the country of origin facing particular problems. This may be a particularly acute
problem for countries such as Greece, which have been particularly adversely affected
by the financial crisis and which have seen the out-migration of medical staff to other
counties in the EU.
4.3.2

Skill mismatches and shortages of health personnel

Shortages in selected Member States have been mapped. The table below shows the
perceived staff shortages in some Member States, and hence it illustrates the need for
the sector to become/continue to be an attractive work place to women and to men:
Table 4-4

Shortages in selected Member States

Country

Observations

Bulgaria

Shortage of acute nurses and medical specialists

Finland

Shortages in health centres in remote rural municipalities. 235,450 additional vacancies
projected over the period 2008-2025

France

Shortages of certain specialists and geographic misdistribution

Germany

Shortage of 17,000 doctors in 2010 rising to 45,000 by 2020 and to 165,000 by 2030

Hungary

19% of available posts of public health physicians vacant in 2008

Netherlands

Shortages in certain specialities

Spain

Shortage of 14% forecast by 2025 (medical specialities including GPs).

UK

Shortages of 35 specific health related professions

Source : EC, 2012a

Future shortages are difficult to estimate. The above shows the results of an attempt
on a Member State level. Another investigation was done in 2010 by DG SANCO69. The
results of are summarised below (see Table 4-5).
Table 4-5

Estimate of the shortage of health professionals in 2020

Health professionals or other
health workers

Estimated shortage in 2020

Estimated percentage of care
not covered

Physicians

230,000

13.5%

Dentists, pharmacists and
physiotherapists

150,000

13.5%

Nurses

590,000

14,0%

Total

970,000

13.8%

Source: DG SANCO quoted in European Observatory, 2010.

69

The example is taken from European Observatory, 2010
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The evidence suggests that skills supply has struggled to keep pace with skill demand
in some Member States. There are several dimensions to this:
•

whether too few people are being trained in order to meet future supply

•

whether there are any difficulties retaining medical staff within a country’s
health care system

•

ensuring that skills of existing staff keeping pace with the demands of the
job.

The Commission has estimated that, in 2020, there will be a shortage of physicians of
around 230,000 and of nurses of around 590,000 at EU level (EC 2012). This is a
challenge for the future health care sector and might increase the competition
between regions and countries in attracting highly qualified personnel. It should be
noted that organisational changes which have been introduced, in part as a response
to the WTD, have involved substituting some of the roles filled by doctors with that of
nurses (see Chapter 11 on approaches to accommodating the WTC). Yet, as the data
above indicate, nurses are also in short supply.
In the UK, for example there has been a tradition of recruiting doctors from outside
the EU, typically from countries in the Commonwealth such as India. Over recent
years, there has been a substantial increase in the number of entrants to medical
schools, which has been part of a process to improve the health service. It also
reduces the dependence upon recruiting from outside the EU. The UK continues to
experience skill shortages in relation to some medical specialities (MAC, 2009).
Denmark, from 2000 onwards, has experienced shortages in certain specialities and
certain geographical areas such as outside the university cities and in rural areas
(National Board of Health 2010). Similarly, in Finland, France and Germany there have
been significant shortages of physicians, especially in more remote areas of these
countries (EC 2010). In Hungary, the shortage is for certain specialities (e.g.
diagnostics) and in Spain shortages are experienced in a number of specialities, such
as paediatrics and orthopaedics).
The EU research project on Health Professional Mobility and Health Systems70
concludes that in 17 European countries there is an undersupply of health
professionals in in rural and sparsely populated areas, and mentions that this is the
case for example in Denmark, Finland, France, Germany and Romania. On the other
hand, there is an oversupply of doctors in some urban areas in particular in Germany.
While this relates to shortages within a country, with regards to mobility within the
EU, the same source concludes that there is an east-west asymmetry.
Reports suggest that staffing shortages are particularly acute in some Central and
Eastern European countries where many skilled health workers have left to find work
in Western Europe (ETUC 2011). This has been identified as a particular problem in
Greece, for example, where the financial crisis led many doctors to seek jobs
elsewhere in the EU. Countries such as the Czech Republic have been dependent upon
recruiting workers from other countries.

70

This section builds on the description of these results as they are presented in EC, 2012a
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The above refer to shortages resulting in the external labour market. In short, a job
vacancy becomes available, and there are difficulties in filling that vacancy. There are
also skill gaps to consider with respect to the extent to which the skills extant in the
workforce meet the needs of the health service. In the UK, considerable attention has
been focused on the time available for junior doctors to engage in training whilst
fulfilling their service duties to patients. This has been examined extensively in Temple
(2010) and Royal College of Surgeons (2014) with respect to how the constraints on
working hours resulting from the introduction of the New Deal for Junior Doctors, and
the introduction of the 48-hour working week for doctors in 2009 as part of the
implementation of the WTD, affect training opportunities.
4.3.3

Measures to offset labour mismatches

As noted above, hospitals in some countries – such as Greece, Hungary and Ireland face particular problems in retaining their existing stock of health care workers.
Greece and Hungary face problems related to their health care workers moving to
work in other EU countries.
Hence, one challenge has been to develop strategies that will allow health care
systems, and individual hospitals, to attract and retain the skilled employees needed
to deliver high levels of patient care. There are two aspects to consider:
•

making the health sector more attractive destination to those currently
outside the sector (including those still in the education system)

•

retaining existing resources such that scarce skills are not lost due high
levels of exit from the sector of those still of working age.

The text box below provides examples for Belgium and the Czech Republic on national
initiatives taken to improve nurse recruitment and retention in the health care sector.
As can be seen, measures taken are a combination: (a) of purely financial scale
measures related to wage levels and meeting the costs of training; (b) measures to
improve work-life balance; and (c) measures to give more ‘authority and meaning’ to
the nursing profession. While these measures involve financial costs when considered
in isolation, it may be argued that in the longer term they generate a substantial
return to the health care sector. Sufficient availability of qualified and motivated
nurses can facilitate task shifting (as described in Chapter 11) and thereby help to
make better use of doctors’ time (especially so given that doctors are a more
expensive resource in terms of education costs and labour costs).
Text box 4-1 Examples of national policies to attract and retain nurses in the health care sector
An overall shortage of nurses in the Czech Republic has been been addressed through a programme of
‘stabilisation measures’ introduced in 2008 that included the following:
Fiscal measures (salary grades and benefits):
Professional development (better access to, and subsidized specialist nurse education, and a broadening
of nurse competences)
Work-life balance (supporting return from maternity leave through provision of childcare, flexible working
hours, and part-time contracts)
In 2008, Belgium also embarked on improving the attractiveness of the nursing profession, among other
things, through:
Reducing stress levels and workloads (more staff, upgrading of auxiliary qualifications, provision of IT
systems for reducing administrative work)
•

Qualifications (continuous training, more opportunities to specialise, introduction of a master’s
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degree in nursing)
•

Remuneration (bonus for ‘unusual hours’, increased pay for recognised specialities and
executive- nurse positions)

•

Increasing the status of nurses in the hospital and inclusion in decision making (nurse
representation within health authorities and bodies)

In the Netherlands, two new study tracks for nurses increase efficiency and effectiveness of care, offer
new career opportunities to these care givers and also help overcome the shortage of doctors through: 1)
a specialised nurse course (acts under the guidance of a doctor, performs work in a specific fields of
nursing, and initiates care programmes); and 2) Nurse practitioner roles (supported by a master's
programme, supervision by doctors, undertake work previously performed by doctors including , diagnosis
of health problems, and prescribing medicines within certain boundaries and protocols).

Source: WHO/European Observatory, 2010 and HOPE, 2010 (NL example)

The benefits of the type of initiative outlined above need to be seen against the costs
of staff shortages, including: the impact on service provision, compliance with EC and
national regulations, costs of hiring temporary staff, the administrative costs
associated with managing labour turnover, etc.
Paying attention to work-life balance can make the individual workplace attractive at
the individual level, but from a societal perspective it can also support the
attractiveness of the health care professions. Thereby, paying attention to work-life
balance can be a means of addressing both current and future skill shortages. In
Ireland, the current review of doctors’ training recognizes the need for doctors in
training to be able to accommodate both their training with the commitments they
may have outside of work if the issue of high labour turnover is to be addressed.
The nursing profession is one that is still heavily dominated by women, but there are
indications that other health care professions are experiencing an increasing
feminization of their workforces. OECD data indicate, for example, that in the field of
physicians, the share of women has increased in more than 20 OECD Member
countries.71 Thus, improving the conditions for women’s participation is becoming
increasingly important and introducing family-friendly policies at hospital level can also
be a means of improving the recruitment and retention of staff.

71

WHO/European Observatory
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Text box 4-2

Family friendly policies as a means to recruiting and retaining health sector
professionals

In Germany, some hospitals have introduced family friendly models including:
•

Part-time employment

•

Job-sharing, particularly for managerial positions

•

Coordination of duty rosters of couples across different departments

•

Time accounts (plus and minus hours)

•

Flexible working hours with family-oriented core times

The above examples apply to Lutherhaus Protestant Hospital in Essen. Other relevant examples include:
•

Financial incentives for departments that attract female doctors back to work from parental leave
within one year (Medical University, Hannover)

• Introducing ‘family and children service department’ which supports childcare solutions, including
the option of partly working from home as a means to attract qualified personnel to a remote area
(Northwest Hospital Sanderbusch, Sande).

Source: WHO/European Observatory, 2010
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5

PROBLEMS, DRIVERS AND OPTIONS

The chapter puts together an identification of problems, drivers and options. It draws
on the information contained in particular in chapter 3, but also in chapter 4.
The chapter first describes the problems and the drivers. This is followed by a
description of the policy options that are analyzed. This section also briefly sets out
the types of impacts that are analysed quantitatively and quantitatively, and it
describes the principal approach to the quantitative impacts including the distinction
between primary and secondary impacts. The former types of impacts are directly
attributable to the stipulations of the Directive.

5.1

Problem and drivers
Problem

The problems to be addressed through a possible revision of the Directive have been
identified by DG EMPL to include:
•

Insufficient legal clarity and legal certainty

•

Incorrect application of the Directive

•

Insufficient protection of certain workers

•

Perceived regulatory burdens

•

Unmet needs arising from changes in working patterns.

The investigations of this study show that these problems materialise in many ways.
Working time, stand-by time and on-call time are concepts that are not defined in
the WTD. The SIMAP/Jaeger rulings have provided some clarity on these issues in
terms of establishing that all on-call time is to be counted as working time.
Nevertheless, interpretations and uses vary and stand-by time remains an un-defined
concept. As was shown in chapter 3, up to four countries do not count inactive on-call
time as working time: Denmark, Greece, Belgium and Sweden. In Ireland, there are
no provisions regarding on-call time. In the UK, it is likely that on-call time has been
largely replaced by shift work though.
While this study is not a legal study, there are still observations that may indicate an
incorrect application of the Directive. This can be argued to be the case for countries
that do not count inactive on-call time as working time. And - as described, Ireland
and Greece have been referred to the ECJ for incorrect application of the Directive
(excessive working hours and insufficient rest and breaks). Also, Italy has been
referred to the ECJ for having defined all doctors in public hospitals as autonomous,
hence exempting them from the protection provided by the WTD as regards average
weekly working time and rest.
Further, the legal clarity that was provided through the SIMAP/Jaeger rulings led to
concerns in Member States about the feasibility of aligning with these rulings as
illustrated in Tables 3-4 and 3-5.
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It is possible to derogate autonomous workers from the Directive, but it may be
argued that the wording of this option is too open for interpretation. Currently, the
Italian interpretation is challenged as described for example in chapter 3. In Italy,
being classified as managers, doctors are exempted from the Articles of the Directive
on daily rest, weekly working time, length of night work, and reference periods.
Overall, our case studies, however, indicate that this possibility of derogation is either
not used (Czech Republic and Greece) or only used to a limited degree for a limited
group of health care managers (Hungary).
The extensive use of derogations and the relatively widespread use of the opt-out
indicate that the WTD implementation and practices can vary substantially across
Member States. Derogations are often used to extend the reference period. As shown
in chapter 3 the reference period is extended in the majority of Member States. Also,
chapter 3 shows that these derogations may not always comply with the WTD
requirements that 1) a six-month reference period can be applied on a sector basis
only, and 2) a twelve-month reference period must be collectively agreed.
The opt-out is used extensively, with some 15 Member States making use of it today.
There is also some uncertainty about whether the requirements that must accompany
an opt-out are fully observed across the EU.
Chapter 3 also points to several Member States where compensatory rest may not
always be taken immediately after an extended shift. The SIMAP/Jaeger ruling
concluded that compensatory rest should be taken immediately after an extended
shift.
Another factor affecting the level of protection of workers is the way in which
concurrent contracts are handled. Quite a few countries apply the Directive per
worker, while some Member States apply it per contract.
In the light of the considerations, we can conclude that:
While the framework nature of the Directive does allow a significant level of discretion
for Member States in terms of its transposition and implementation nationally, it also
results in significant differences in the protection of health care workers across
Member States. Such differences occur when opt-outs and derogations are applied.
The fact that certain concepts are not clearly defined in the Directive leads to different
interpretations (on-call time, stand-by time and autonomous workers) and
consequently different protection levels.
In some cases, it may be questioned whether the Directive has been correctly applied
in the recent years, such as in Greece, Ireland, Italy or France. In addition, there are
Member States which do not treat in-active on-call time as working time; do not
always require that compensatory rest is to be taken immediately after an extended
shift; or may not fully comply with the rules for extending the reference periods to six
or twelve months.
The scope for interpretation may also lead to excessive administrative costs not only
relating to possible infringement cases, but also to the interpretation per se. Add to
this, the requirements of the Directive that involve administrative burdens; not least
in terms of the use of the opt-out clause.
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Drivers
The above problems are caused by the challenges experienced by the sector in
delivering 24/7 services to all citizens. The below figure illustrates the key factors that
may affect the ability of the sector to ensure effectiveness in a cost-efficient manner.
The figure is a highly simplified presentation; still it aims to give a structured overview
of the types of drivers that affect the ability of the sector to deliver on its core
objectives.
Figure 5-1

Structuring the challenges and trends

Fiscal consolidation
› Ability to absorb increased health and care
costs
› Calls for futher cost-efficiency in health and
care sector

Demands for services
› Demographic trends
› Inreased
wealth/perceptions

Ability of care and health sector to deliver
core service

Skills and expertise

› Providing services within reasonable
geograpical distances

› High quality initial and
continuing training

› Provide high quality and effective public health
care services
› Providing 24 hours health and care system

Resources
› Increased demands from staff for a change away from traditional long working hours
› International shortage of specialised staff
› More knowledge on the risk arising from working excesive hours, missing or delaying minimum rests, and working irregular
shift
› Patterns for recruitment and retention of staff
› Trend of urbanisation leads to local shortage of staff in e.g. remote areas
› Technological developments

Source: COWI.
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The health care sector must thus deliver on its core objective in a dynamic context. It
delivers on its core objective to citizens (and government/society), and it does so by
using production factors, including technology and human resources72. It thus meets
the demand through providing an appropriate supply, which is in turn provided by the
adequate combination of the different production factors.
The above problem is driven by a multitude of factors. Consulting the case studies, the
implementation report and the above chapters, the SIMAP/Jaeger rulings can be
identified as an important 'game changer'. Prior to the rulings, most, if not all
countries, did not define inactive on-call time as working time. The explicit ruling that
compensatory rest is to be taken immediately after an extended shift also posed an
additional challenge to many countries. In response, Member States had to investigate
alternative solutions to deliver on the core objectives and to stay in compliance with
the WTD, including the mentioned ECJ rulings. The case studies show different types
of solutions. Some are not explicitly addressing the challenges of the mentioned ECJ
rulings, but they have nevertheless had an influence on the impact that the ECJ
rulings have had on the public healthcare sector in the Member State in question:
•

Reorganisation of work as it was done in the UK also triggered by the New
Deal agreement. The reorganisation among other things largely replaced
the significant use of on-call with normal shift patterns.

•

Allow the opt-out or extend its use and thereby make it possible, on the
basis of an individual consent to work more than 48h per week on average.
This solution allows inactive on-call times that are now to be counted as
working time to be accommodated even when the total working hours
exceed 48h on average (for those that opt out).

•

More use of concurrent contracts so that a particular worker in the
healthcare sector has more than one employment contract. In at least one
case it appears that this has been a very important instrument. Put simply,
it can be that the individual contract complies with the WTD including the
working time limit. But if the national implementation of the WTD does not
define the working time limits to apply per worker, the working time of the
worker's individual contracts may add up to a significant workload per
week.

•

More use of temporary staff or self-employed. The extent of this increased
use can to some extent by culturally or structurally determined, however
some case studies and interviews do point to an increase in this respect.

•

Extending the reference periods from the four-month period and other
derogations e.g. with regards to rest stipulations. Such solutions do not
provide for more hours in total, but they add more flexibility into the
system which can facilitate that available hours are used as efficiently as
possible. Another derogation option that is extensively used in one case
country is the derogation on autonomous workers. Through defining

72

Production factors include other factors, however human resources and technology are in focus here. Other production factors
include the physical capacity and infrastructure.
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doctors as managers they have been exempted from critical WTD
provisions73.
That being said, the way that Member States have implemented the WTD and the way
that they have responded to the ECJ rulings are also affected by how their sector is
otherwise organised and regulated and what challenges and trends (drivers) it is
confronted with:

5.2

•

While the sector in all case study countries is experiencing financial
challenges, there are countries where this challenge is more serious than in
others. This applies for example to Italy and to Greece where there is more
or less a halt on recruitment of new staff. Financial constraint can imply
cuts or modest salary increases which leads to a demand from workers to
increase working hours to compensate for the income loss.

•

Increased demand for public healthcare services arising from the financial
crisis. In certain countries, and depending on the specific system this can
have led to an increase in demand for services from public healthcare
providers at the expense of the private providers. An increased demand
can also have resulted from other factors such as an ageing society, a
trend which characterises most EU countries as well as from other factors.

•

Staff shortages are also claimed to be an issue in all case countries.
However, in some countries it is more pronounced than in others, this
applies for example to Greece and to Italy (see above) but also to Hungary
and Czech Republic. Financial constraints (see above) and significant
emigration of doctors contribute to this. Other case countries suffer more
from shortages in specific specialist areas or in smaller hospitals/remote
areas.

•

Rigid organisational and regulatory structures where it is difficult to
introduce organisational changes that fit better with today's demands
including the WTD.

•

The Working Time Directive does not rule on remuneration systems which
remain fully decided at national level. However, the way that remuneration
is set up, be it by law or through agreements may affect the costs of WTD
implementation.

Policy options and impacts
Policy options

When framing relevant policy options, careful attention must be paid to balancing two
key concerns: On the one hand, respect must be paid to the above drivers, i.e. not to
impose overall more severe challenges onto the sector in terms of reduced flexibility
and enhancing possible staff shortage problems. On the other hand, legal clarity and
certainty must be provided for, so that the Directive meets its overall purpose of

73

This interpretation is currently questioned. Also, there are other cases where it may be questioned whether current practice is in
alignment with the WTD such as exceeding the 48h weekly work limit without opt-out and not counting inactive on-call time as
working time.
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protecting the health and safety of workers. Legal clarity and certainty also reduce
administrative costs related to solving uncertainties (e.g. infringement procedures).
The options are:
Option 1: No further legislative action (sub-option of interpretative Communication).
Option 2: Amending legislative proposal limited to specific sector(s)
Option 3: Amending legislative proposal based on the 2009 conciliation
Option 4: Amending legislative proposal for a broader review of the whole Directive.
And the options are compared as to their contents in the following table.
Table 5-1

Overview of the policy options and building blocks

Building block

Possible changes

Policy options
1

2

3

4 (*)

On-call time

Provision of greater flexibility in
counting on-call time (e.g. distinction
between active and inactive on-call
time)

x

Stand-by time

Arrangements regarding stand-by time

x

x

x

Opt-out

Limitation to the use of opt-out

x

x

(x)

(x)

(x)

x

x

x
x

Elimination of the opt-out after a
transitional period

x

x

Compensatory rest

Further flexibility as regards the timing
of compensatory rest (minimum rest)

Reference periods

Added flexibility as regards the
calculation of reference periods

x

Autonomous workers

Tighter definition of autonomous
workers

x

Concurrent
employment contracts

Clarification of the scope of application
of the Directive

x

Derogations

Formulating simpler and clearer rules
for derogations

Reconciliation

Legal measures to support reconciliation
of work and family life

x
x

Note: brackets indicate possible alternatives (e.g. an elimination of the use of opt-out as an
alternative to its limitation).
*) option 4 implies a combined effect of increased flexibility and simplification. It includes all
clarifications needed with regard to case law, i.e. on on-call/stand-by time as well as issues
related to compensatory rest

The principal idea underlying the different options is as follows:
Option 1 is the baseline. It sets out how the situation will evolve without any further
EU initiatives.
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Option 2 foresees that the strict interpretation that was implied by the SIMAP/Jaeger
ruling is loosened through introducing the possibility, through specific collective
agreements that not all inactive on-call time is to count as working time. Thereby,
more flexibility is introduced into the system. More flexibility will also come from a
loosening of the requirement (that was also established through ECJ rulings) that
compensatory rest must be taken immediately after an extended shift. To balance this
out however, it is foreseen to introduce a mechanism by which some of the inactive
stand-by time will count as working time as well, and where the opt-out clause
becomes more conditional or limited. This may be either in terms of requiring that
opt-out clauses cannot be signed until one month after the employment contract has
been concluded, or in terms of stipulating that if the opt-out clause is used one cannot
simultaneously use longer reference periods and one cannot simultaneously benefit
from the less strict interpretation of the on-call time.
Option 3 adds to option 2 a possibility for the reference period to be prolonged to 12
months by law, and not only under the condition of collective agreements. Option 3
further adds a tighter definition of autonomous workers and a requirement that
concurrent contracts are to be defined explicitly per employee. Option 3 thus adds
both to the flexibility (reference period) and to the protection (tighter definitions).
Last, option 3 also adds a measure to support the reconciliation of work and family
life.
Option 4 adds to option 2 also the possibility for the reference period to be prolonged
to up to 12 months by law. Further, it introduces the possibility to make simpler and
clearer rules for derogations.
The figure above summarises how the different options are put together through
combining the different building blocks, and the table below shows the operational
contents of each of the building blocks:
Table 5-2

Overview of concretisation of building blocks

Building block

Possible change

Concretisation of
possible change

Comments

On-call time

Provision of greater
flexibility in counting
on-call time as
working time

75% or 50% of
inactive on-call time
at the work place to
be counted as
working time

These two building blocks
should be seen as a
combination

Provision of greater
worker protection in
counting stand-by
time as working time

40% or 20% of
stand-by time at
home not spent
working is to be
counted as working
time

Other arrangements
as regards stand-by
time

Setting a limit of
either 12 or 24 hours
a week to the volume
of hours that can be
worked in a stand-by

100% of on-call time is to be
counted as working time
regardless of the level of
activity taken place during
such time
Stand-by time
0% of stand-by time not
spent responding to a call has
to be counted as working time
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Building block

Possible change

Concretisation of
possible change

Comments

mode as a minimum
standard with a
possibility to
derogate by a
collective agreement
Opt-out

Reinforced conditions

Member States may chose not
to apply the provisions of the
WTD as regards maximum
weekly working time under
the conditions specified in Art.
22(1) (see above)

Keeping records of all
working hours,
consent cannot be
requested prior to an
employment contract,
at the signature of
the contract, during a
probationary period,
or within one month
after the conclusion
of the contract
Written proof of the
informed consent

This building block shall
be considered both
separately and in
conjunction with the
remaining building blocks
(in particular on-call and
stand-by time and
reference periods); the
possibility of phasing out
shall be considered not
only a stand-alone
alternative, but also in
conjunction with the
limitation of the opt-out

National authorities
compile information,
evaluate and inform
the Commission

Compensatory rest
Compensatory rest for missed
daily rest must be taken
immediately after the
extended work period

Limitation to the use
of the opt-out

Opt-out cannot be
used simultaneously
with longer reference
periods and partial
consideration of oncall time as working
time

Suppression of the
opt-out

Suppression or
phasing-out of the
opt-out over a period
of time

Further flexibility
regarding the timing
of compensatory rest

Possibility to take
compensatory rest
within a reasonable
time, but not
exceeding 48 hours

To be considered both
separately and in
conjunction with the
remaining building blocks

Possibility of taking
compensatory rest
within 96 hours
Reference periods
4 months/6 months for
certain activities (by
derogation by laws,
regulations or administrative
provisions, collective
agreements)/12 months (by

Added flexibility in
the reference periods
for calculating
average weekly
working time

Possibility of setting a
6 months reference
period by legislation
and in all cases (not
only for certain
activities)

To be considered both
separately and in
conjunction with the
remaining building blocks

Possibility of setting a
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Building block

Possible change

derogation by collective
agreements)

Autonomous workers
Derogations possible for
'managing executives or other
persons with autonomous
decision-taking powers'

Concurrent employment
contracts
Not defined. In case of
concurrent contracts for the
same employer construed by
Commission as applicable per
worker
Derogations
Complex system of possible
exceptions and derogations

Reconciliation

Concretisation of
possible change

Comments

12 months reference
period by legislation
(not only by
collective
agreements)
Codifying the tighter
definition of
autonomous workers

Derogation shall only
apply where a worker
is able to control the
volume of his/her
working hours and
the organisation of
his/her working time
(i.e. how much and
when the worker
works).

To be considered both
separately and in
conjunction with the
remaining building blocks

Clarification of the
scope of application
of the Directive

For workers working
under concurrent
contracts for the
same employer, the
maximum weekly
working time shall be
applied per-worker

To be considered both
separately and in
conjunction with the
remaining building blocks

Formulating simpler
and clearer rules for
derogations

Legal measures to
support reconciliation
and family life

To be considered both
separately and in
conjunction with on-call
and stand-by time,
compensatory rest and
reference periods
Obligation to inform
workers in advance
about any substantial
changes to their work
pattern

To be considered both
separately and in
conjunction with the
remaining building blocks

Right of workers to
request changes to
their working hours
and patterns
Possibility for a
worker to agree that
the worker does not
take an uninterrupted
rest, as provided by
the Directive, but has
the possibility to
interrupt his/her rest
for max. 3 hours and
work again during
this period (e.g.
finish earlier and
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Building block

Possible change

Concretisation of
possible change

Comments

work additional hours
later at home)

Impacts
When analysing the options, the following impacts are at the centre:
•

Quantitative impacts
− We assess the impact that the options have on the working hours to be
delivered. When establishing the baseline, we estimate the number of
working hours that will be delivered and counted as working hours in the
a situation of full compliance with the provisions regarding opt-out, oncall and stand-by time
− Where relevant, we provide two variants of the baseline: one in which a
possible loss in total number of working hours is fully compensated for
through additional recruitment and one where it is not. Put simply, two
extreme – an unrealistic – situations exist. One where there is 100%
additional recruitment and one with no additional recruitment.

•

−

In the alternative options for policy change, we estimate how much the
number of working hours change as a result of the building blocks.
When assessing the effect from introducing changes to the opt-out we
estimate the number of working hours that can be delivered with the
current staff first.

−

Fiscal implications can arise as a result of 1) having to recruit more staff
and/or 2) having to pay for more overtime work. The fiscal implications
are assessed as a secondary effect as they are not directly related to the
stipulations of the WTD.

−

We provide a rough assessment of the financial implications to the
healthcare sector of the different options, translating the impact on
working hours into labour costs

−

We assess the administrative impacts in all the cases where we have
suitable unit costs and population data.
Qualitative impacts
− We discuss the impacts on flexibility from introducing changes to
reference periods and compensatory rest in a qualitative manner
considering to what extent the current practices divert from the strict
interpretation of the current Directive and from the alternative framing
of the building blocks
− We discuss impacts on work-life balance and patient safety at a
generalised level and in qualitative terms only. We combine this with
illustrative calculations from other literature
− We discuss the impacts from the building block on concurrent contracts
mainly in qualitative terms, as the data on this are weak. We combine
this though with illustrative calculations for the administrative costs.
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Quantitative primary and secondary impacts
When assessing the options, we build on the information presented above in chapters
2 and 3. We furthermore make use of the more detailed information in the case
studies. Much effort has been put into the task of identifying relevant quantitative and
qualitative data to inform the assessment. This includes also an effort on the part of
the interviewed pan-European organisations as well as national interviewees.
However, data gaps do remain, and it has not been possible to close them. Examples
of areas where we have experienced a difficulty in obtaining comparable and
comprehensive data across Member States include data or indicators on the use of the
opt-out and hours worked under opt-out; hours worked under concurrent contracts;
experienced average working hours per week: and the extent to which on-call and
stand-by time is used and how much of that time is active. Thus, we had to establish a
number of assumptions.
In establishing these assumptions, we combined our knowledge on the challenges
faced by each particular country and the scope and structure of the relevant
regulations. From the remaining case countries, we then identify a country with some
of the same characteristics and on that basis, we establish the needed guestimates.
We attach as an annex to this report an overview of the resulting data and estimates
that have entered our quantitative assessments.
Further, when assessing the impacts, it is important to distinguish clearly between
what could be termed 'direct' and 'indirect' impacts.
Direct impact impacts are impacts that occur directly as a result of the WTD or
assumed changes to it. Direct impacts occur as an immediate result of stipulations of
the WTD. For instance, if one would decide to offer the possibility of flexibilising how
working hours are counted when corresponding to inactive on-call time, a hospital
may be able to deliver the same volume of working hours with a reduced pool of staff.
These savings would quality as a direct impact of the proposed change. Indirect
impacts are impacts that are occur because of the implementation of the WTD or
assumed changes to it. However, the fact that they occur is due to factors outside of
the control of WTD. For instance, the WTD provides for the possibility to opt out from
its Article 6, but nonetheless does not rule on wage levels (including of hours worked
beyond the weekly 48 hour limit) i.e. hours worked under the 'opt-out'). Any cost
increase in hourly wages that may result of the use of the opt-out is therefore a
consequence that does not directly derive from the implementation of the WTD,
although related to it to some extent.
However, the fact that they occur is due to factors outside of the control of the WTD.
The below diagram illustrates the different types of impacts that occurs or may occur
as a direct or indirect effect from changes to the WTD. The direct impacts are effects
that relate directly to the stipulations of the WTD. The indirect impacts are effects
occur because of the way that the WTD interacts with national regulations, e.g. on
wage setting and on remuneration for overtime. The second-order indirect impacts
consider 'systemic responses' to those impacts. The latter theme is discussed in this
analysis but it is not quantitatively assessed.
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Figure 5-2: Distinction between direct and indirect impacts

WTD

•Provisions regarding:
•On-call time
•Stand-by time
•Opt-out
•Autonomousworker
•Concurrent contracts on a per
worker basis

WTD

Direct
impacts
Direct
•
impacts due to the
provisions of the WTD
Impacts
•
in terms of changes in
working hours and cost
directly related financial costt

Second order
indirect
impacts (not
assessed in
this analysis)
Indirect
• impacts due to national
legislation/agreements,
remuneration schemes and
productivity gain
Impacts
• in terms of changes in
working hours and financial
costs

Indirect
impacts

changing salaries
due to wage
negotiations
cost of medical
errors
cost of sick leave
impact due to
migration of
doctors on
recruitment
effect of increasing
self-employment

Direct impacts occur when the WTD, or changes to it, influence how the total number
of working hours performed by doctors and nurses are delivered and counted. In order
however to maintain an unaffected service level, this change in delivered or counted
working hours needs to be compensated in the system. Some of this compensation
may need to be delivered through recruitment of additional staff in which case there is
always a fixed costs associated with any new employee. To the contrary, where
impacts result in decreased staff needs to perform the same volume of hours, one
may note savings in terms of fixed costs associated to the pool of staff. We assume
that the fixed costs per employee always amount to 30% of the total labour
cost/employee. This is considered to comprise on-off costs such as recruitment and
lay-off, but also recurring costs of human resource management, social security
contributions, etc. The share varies between countries, but so do employment
conditions and other factors of influence. Therefore, for the sake of transparency and
simplicity we have taken a working assumption of 30% across all case study countries.
This estimate is assessed to be an upper bound estimate.
However, the WTD or changes to it may also involve a change in the number of hours
that are delivered as overtime. Dealing with overtime and overtime payments are
outside the scope of the WTD as long as overtime is delivered in compliance with the
WTD. However, for a given employer the payment to the employee per hour worked is
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typically lower within normal hours than when the hours are delivered as overtime.
Thus, if the WTD or changes to it involve a change in the number of overtime hours,
this can have a financial implication for the employer. For the sake of simplicity we
assume that overtime payment is 30% of normal salary. Similarly to the above,
overtime payments and conditions vary from one country to the other and also
between different types of employment. Further, the structures governing overtime
and related payments are in many cases quite complex. Therefore, and based on
overtime rates in Czech Republic and in Denmark (min 25% and 50% respectively), a
rough average perspective of 30% has been put into use.
Further, we assume that hours delivered at the end of long working weeks are less
effective than other hours. We term this aspect 'productivity gain' and we apply an
assumption where hours delivered on top of 48 hours are 10% less effective than
hours delivered within 48 hours.
Figure 5-3 overleaf illustrates these different elements. The example compares a move
from a situation with opt-out to a situation with no opt-out.
The initial situation, in the above example is that Dr A has signed an opt-out. She
works 72 hours per week and earns a salary of 72,000 EUR per year. She earns an
additional 7,200 EUR as overtime payment (30% on top of hourly salary for hours
delivered in excess of 48 hours/week).
If, for some reason the opt-out cannot be used any longer, although Dr A would still
be willing to sign it, she would then need to reduce her average work week down to
48 hours, and her salary would be correspondingly reduced down to 48,000 EUR per
year. She would not receive overtime payments in this situation. To compensate for
the loss in working hours, the hospital would recruit an additional doctor who would
work 24 hours/week and for this, she will receive 24,000 EUR. However, the hospital
incurs some costs related to recruitment and onboarding. This cost is estimated at
EUR 5,00074. Thus, and all other things being equal (see lower part of the figure), the
direct costs of abolishing the opt-out is EUR 5,000 (for the first year only). This is a
direct effect. An additional indirect effect occurs because fewer hours are now
delivered as overtime. The hospital therefore saves EUR 7,200 per year, which used to
be paid as overtime payment.

74

In the diagram, the fixed cost has been set at 5,000 for the sake of simplicity. However, with the above defined
assumptions, it would amount to 14,400, i.e. 30% of 48,000.
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Figure 5-3

Hypothetical example of direct and indirect costs

Last, if the WTD or possible changes to it introduce very big challenges compared to
the current situation, one can also expect that the significantly affected Member
States will seek to take additional measures to meet those challenges. Such measures
can consist in e.g. reorganisation within hospitals or within the sector or introducing
changes to the overall national legislative and institutional framework that governs the
functioning of the public healthcare sector. Such 'adaptive' measures are however
difficult to anticipate, but they are discussed in cases where the WTD or changes to it
involve relatively large changes.
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6

OPTION 1: NO POLICY CHANGE

This chapter sets out the baseline for the analysis. It models how the situation will be
if no further EU policy initiatives are taken.
Setting up the quantitative baseline is quite a complex task and so is the
interpretation of the resulting baseline. Therefore, this chapter details the construction
of the baseline for each of the case study countries. Further, the quantitative baseline
in each case study country is explained in a self-contained manner. However,
reference is also made to chapter 2 and to Appendix A for a thorough explanation of
the methodology applied and for a mapping of the input data and assumptions used.
This chapter thus first describes the baseline assumptions. Then, it provides the
baseline for each of the case study countries showing the difference between the
current situation and the baseline situation (where this is relevant) and providing the
key intermediate calculations as well. Last, the chapter presents the overall baseline
construction.

6.1

Baseline assumptions

If no policy changes are introduced, the situation will be determined by the key
characteristics of the current situation, included further efforts to ensure compliance
with Directive 2003/88/EC. However, in order to address current gaps in terms of
enforcement of the Directive, the baseline assumes more consistent compliance with
certain key elements of the Directive than today in terms of:
•

treating all inactive on-call time as working time;

•

not exceeding the average of 48 hours per week in countries which do not
allow the opt-out;

•

only treating truly autonomous managers as such.

These assumptions underpin the quantitative baseline calculations. While in some
countries the current situation is similar to the baseline, in other countries the above
assumptions involve a change to the current situation. To end up with a central
baseline, which would amount to the 'full compliance' scenario, we therefore need to
consider how the latter countries will adapt to the baseline conditions considering the
current situation. Where relevant, the final, central baseline thus integrates
assumptions about adaptive measures in Member States, including increased staff
recruitment, increased use of concurrent contracts or introduction of the opt-out, etc.
In addition, the baseline will also assume that:
•

Compensatory rest is always taken immediately after an extended shift.

Thus, in this chapter we distinguish, where relevant, between two situations: one that
depicts the current situation on the one hand, and on the other, one that assumes a
higher degree of alignment across the countries (i.e. the baseline). The latter implies
that inactive on-call time is counted as working time in all countries and that the 48hour ceiling for the average weekly working time is not exceeded in countries that do
not make use of the opt-out. We also anticipate that, in Italy, doctors will not continue
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to be considered generally as autonomous and hence be subject to derogation.
Further, we discuss quantitatively the characteristics of compensatory rest in the
baseline. As regards concurrent contracts, we describe the situation but do not take
into account possible changes to the current practice, because the Directive does not
explicitly consider this issue. Similarly, our baseline does not include potentially
stricter enforcement of the stipulations accompanying the opt-out, such as written
consent but we describe the situation today.
Accessing relevant data and establishing the key assumptions for the case study
countries has been a complex puzzle. In many cases, data are not available centrally
and in some countries are mainly available at the hospitals.
The exercise of gathering data and establishing sound assumptions has shown that
every Member State is unique when it comes to its regulation of working time; the
context in which the public healthcare sector operates and key challenges faced by the
sector.
Consequently, the baseline analysis is made on a country-by-country basis. However,
we would like to emphasise that each country-specific analysis rests on the
combination of a set of data and (where data were missing) assumptions that we have
made. In establishing the necessary assumptions, we have made use of our
knowledge of the background situation in the country in question and combined it with
data from other countries that can be argued to be somewhat similar to the country in
question. The implication is that the country-specific case calculations cannot be seen
as an exact assessment of what is taking place and what would take place in a specific
country. Rather, it is informed, illustrative example calculations that are made based
on our knowledge of the specific country. It should also be noted that the quantitative
assessments always rely on averages rather than on extremes, i.e. the average
working hours per week, the average duration of stand-by and on-call periods and the
average share of active time in on-call and stand-by periods.
This chapter starts by presenting the details of the quantitative baseline on a countryby-country basis. The next section moves on to by setting up the combined baseline
for all case study countries, including the quantitative elements. The calculations build
on the information, terminology and methods described in previous chapter.

6.2

Baseline: Czech Republic
Doctors

Current situation
The opt-out is not used in the Czech Republic. However, doctors still work more than
48 hours per week on average, while this does not apply to nurses. Quite a high
fraction of doctors works on concurrent contracts that can be with different employers
or with the same employer. The case study points to long working hours per week and
problems in recruiting sufficient staff. This, combined with the rather frequent use of
concurrent contracts, indicates that concurrent contracts are an important means of
implementing the WTD.
In the current situation, doctors work a total of 50 million hours per year as shown
below.
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Table 6-1

Yearly working time for doctors, current situation: Czech Republic

Type

Hours per year (million)

Doctors with concurrent contracts1

22.96

Doctors without concurrent contracts2

27.71

Total hours

50.67

Note:
1: 19,497 doctors of which 40% are working under concurrent contracts. Working 64 hours per week for 46
weeks per year
2: 19,497 doctors of which 60% are working 51.5 hours per week in 46 weeks per year

However, as mentioned above, in delivering these 50.67 million hours per year,
doctors work more than the 48 hours/week on average. In establishing the baseline
one thus needs to bring the number of hours worked per week down to 48 hours on
average.
Direct impacts of moving from the current situation to the baseline situation
Since the Czech Republic is not using the opt-out, doctors can in principle only work a
maximum of 48 hours per week on average. In establishing the baseline one therefore
needs to bring the average working week down to 48 hours. This corresponds to a
reduction of 3.5 hours75 per week constituting the difference between 51.5 hours and
48 hours. The 51.5 hours apply to all doctors that do not work under concurrent
contracts. For doctors employed on concurrent contracts, we assume a similar
reduction in working hours delivered (i.e. 3.5 hours). The below table shows the
resulting total number of working hours.
Table 6-2

Hours delivered when the main contracts do not deliver more than 48 hours per
week on average: Czech Republic

Type

Hours per year (million)

Doctors with concurrent contracts1

21,70

Doctors without concurrent contracts2

25,83

Total hours

47,53

Difference in number of hours

- 3.14

Note:
1: Assuming that all doctors with concurrent contracts work 51.5 hours per week on their main contract like
other doctors. Hence, they will experience a decline of 3.5 hours per week on their main contract.
2: Assuming that all doctors now work 48 hours per week. Hence, 19,497 doctors of which 60% work 48
hours per week for 46 weeks per year.

Hence, moving from the current situation to the baseline involves a loss in the number
of hours delivered corresponding to 3.14 million hours per year, which is a 6.2% drop.

75

We assume that doctors working under concurrent contracts work 51.5 hours per week on their main contract just as workers
who are not employed on concurrent contracts.

May 2015 - 105

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

To offset the reduction in working hours, more doctors could be contracted or the use
of concurrent contracts could be expanded. We assume that each additional
recruitment involves a fixed labour cost76. The increase in the total fixed labour costs
is shown in the table below.
Table 6-3

Fixed labours costs when moving from the current situation to the baseline
situation: Czech Republic

Type
Number of hours to be covered per year (million hours)
Number of doctors to be hired1
Fixed labour costs per doctor (Euros)2
Fixed labour costs (MEUR)

3.14
1,422
10,784
15.33

Note:
1: Assuming that all new hired doctors work 48 hours per week for 46 weeks per year (2,208 hours per
year)
2: Assuming that 30% of the total labour costs (35,946) are fixed labour costs

The total direct impacts of moving from the current situation to the baseline situation
are presented in the table below.
Table 6-4

Total direct impacts of moving from the current situation to the baseline situation:
Czech Republic

Total direct impact
Decrease in hours delivered of 3.14 million hours per year or
Delivering the same number of hours and hiring 1,422 new doctors at a fixed financial cost of MEUR 15.33
per year.

We assume that establishing the baseline requires one to assume an unaffected
service level and we translate this to imply that the hours delivered will remain similar
to the hours delivered in the current situation – while their allocation among staff and
accounting for the purpose of implementing the WTD may vary.
Indirect impacts of moving from the current situation to the baseline situation
As described in Chapter 5, the move from the current situation to the baseline can
generate other effects than those described above. The indirect effects do not relate
directly to the WTD, but relate to national conditions, law and agreements.
In the Czech Republic, the standard working week is 40 hours. Hence, we assume that
all hours worked in excess of the 40 hours per week are remunerated as overtime.
Moving from the current situation to the baseline situation implies that 3.14 million of

76

We assume that the fixed labour costs are the same per contract, meaning that the fixed labour costs arise even when it is a new
contract for the same employer. This assumption can be questioned, but the lack of more detailed knowledge justifies this
simplified approach
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hours previously worked at the margin will not be delivered within the standard
working week of 40 hours.
In the current situation, all 3.14 million hours per year are assumed to be
remunerated as overtime. In the baseline, where new doctors are hired (could be fully
new recruitments or through concurrent contracts) to deliver the 3.14 million hours,
only a fraction of these hours is assumed remunerated as overtime (8 hours out of 48
hours).
The financial implications of this are shown below.
Table 6-5

Overtime savings from working only 48 hours per week on average on main
contracts: Czech Republic

Type
Number of overtime hours in current situation (million hours)

3.14

Number of overtime hours in baseline (million hours)1

0.52

Indirect impact – decrease in overtime remuneration (MEUR)2

8.94

Note:
1: 1,422 doctors working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
hours of the year
2: Assumed remuneration of overtime is 30% on top of salary (EUR 25,162 based on 2,208 working hours
per year, where EUR 25,162 is a weighted average of salaried doctors, 37% getting EUR 26,568, and
wage-paid doctors, 63% getting EUR 24,336)

As displayed in the table above, the baseline will thus imply overtime savings of MEUR
8.94.
Furthermore, while it is reasonable to assume that hours worked at the margin are
less productive than hours worked within the standard working week, we do not
assume any productivity gain from this shift in the Czech Republic. We assume that
the vast majority of new recruitments will be in the form of concurrent contracts. From
a productivity point of view, the hours will still be worked at the margin of the
individual doctor's total working week.
The indirect impacts of moving from the current situation to the baseline are
presented in the table below.
Table 6-6

Total indirect impacts induced by moving from the current situation to the baseline
situation, Czech Republic

Overtime remuneration
Saving in overtime remuneration of MEUR 8.94 per year

Baseline and sensitivity analysis
The baseline for doctors in the Czech Republic and the associated direct and indirect
impacts of moving from the current situation to the baseline are presented in the table
below. A critical input to the calculation of the difference between the current situation
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and the baseline in the Czech Republic is the number of hours worked by doctors
without concurrent contracts.
In the table below, we present the results of the baseline analysis and of the
sensitivity analysis, which assumed that doctors work 55.5 hours instead of 51.5
hours as in the current situation that constituted the basis for framing the baseline77.
Table 6-7

Baseline and sensitivity analysis - doctors in the Czech Republic

Type

Baseline

Sensitivity Working hours are
55.5 1)

Number of hours delivered (million hours per year)

50.67

52.83

Indirect impact – increased fixed labour costs (MEUR per year)

15.33

32.85

Indirect impact – decrease in overtime remuneration (MEUR per
year)

-8.94

-19.16

1) The difference between the baseline and the alternative (55.5 hours/week) is
simply that in the baseline each doctor delivers 3.5 hours in excess of 48 hours/week
and in the alternative scenario he/she delivers 7.5 hours in excess of the 48
hours/week.
In the baseline, doctors work 50.67 million hours annually and the total indirect
effects from moving from the current situation to the baseline is an additional,
financial cost of MEUR 6.39 per year.
The sensitivity analysis shows that if we instead apply the higher number of hours
worked per week on average, the costs of the baseline will more than double.
Nurses
The current situation for nurses and the baseline are identical in the Czech Republic
since the average working time for nurses does not exceed 48 hours per week. The
table below displays the number of hours worked by nurses. The main driver for the
number of hours worked is the weekly working time. We conduct two sensitivity
analyses in which we reduce/increase the weekly working time by 10% respectively.

77

The case study reports a working time for doctors without concurrent contracts in the range 47.5-55.5 hours. Hence, in the
sensitivity analysis we use the upper limit.
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Table 6-8

Baseline and sensitivity analyses – nurses in the Czech Republic
Baseline1

Million hours

All nurses1

Sensitivity 1: +10%
working time2
86.32

Sensitivity 2: -10% working
time3
94.96

77.69

Note:
1: 49,384 nurses working 38 hours on average for 46 weeks of the year
2: The weekly working time is set to 41.8 hours
3: The weekly working time is set to 34.2 hours

Considering the two alternative calculations, the annual total number of working hours
for nurses ranges between 77.69 and 94.96 million. In the analysis of impacts, the
baseline of 86.32 million hours is used.

6.3

Baseline: Denmark

In Denmark, inactive on-call time for doctors is currently not counted as working time.
Furthermore, the calculation of on-call and stand-by time for nurses differs from the
provisions of the WTD.
Doctors
For doctors, the current situation and the baseline differ in that the current situation
does not count all on-call time as working time.
Table 6-9 below presents the total number of working hours for doctors in Denmark
with and without the inactive on-call time. Inactive on-call time is currently not
counted as working time.
Table 6-9

Yearly working time for doctors in Denmark

Type
Working time1
In-active on-call time2
Total hours

Hours per year (million)

Weekly working time

35.59

41

2.60

3

38.19

44

Note:
1: 18,869 doctors working 41 hours on average in 46 weeks of the year
2: 75% of the 18,869 doctors working on-call. They work on average 16 hours on-call for 46 weeks a year
of which 25% are inactive

As the table shows, doctors currently work 41 hours per week on average. Counting
inactive on-call time, the counted average weekly working hours would increase to 44
hours on average. This is still below the 48-hour limit stipulated by the WTD.
Direct impacts of moving from the current situation to the baseline situation
Moving from the current situation to the baseline would imply that 2.6 million inactive
on-call hours are counted as working hours. However, since the move from the
current situation to the baseline situation does not result in an average weekly
working time in excess of the 48 hours, the shift does not have any direct impact on
the actual hours worked or financial costs.
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Indirect impacts of moving from the current situation to the baseline situation
As described above, moving from the current situation to the baseline situation does
not generate any direct impacts. However, the change may induce some indirect
impacts as a result of the Danish remuneration schemes.
Two extreme remuneration scenarios are possible:
•

None of the hours are remunerated

•

All of the hours are remunerated.

If none of the hours is remunerated, there will be no financial implications. However, if
some or all of the hours are remunerated, there will be financial implications. The
table below shows the implications of remunerating all the 3 hours of in-active on-call
time that come to count as working time in the baseline. The calculation is based on
the average weekly salary for doctors and an overtime remuneration premium of
30%78.
Table 6-10 Change in remuneration costs induced by moving from the current situation to the
baseline situation - Denmark
Type

Weekly working time

Number of hours to be remunerated (million hours per year)

2.60

Remuneration per hour (Euros)1

79

Total remuneration costs (MEUR)

205

Note:
1: Average salary of EUR 114,168 per year for 41 hours per week in 46 weeks of the year (1,886) plus
30% overtime remuneration

As can be seen, remuneration of all hours will amount to MEUR 205 per year.
However, it should be noted that this cost is highly speculative. The move from the
current situation to the baseline situation does not – all other things being equal –
change the workload of doctors, but only the way hours are counted. Any indirect
financial impact is thus determined by how the change to the counting of hours is
incorporated into the agreements governing working time and remuneration in public
hospitals.
In the same vein, it should be noted that the overall approach to making these
calculations is only based on averages. Some doctors in Denmark may work up to the
48h/week on average while others may work considerably less. Introducing a
requirement that all inactive on-call time must count as working time may - in this
case - necessitate changes to the system, either by increasing working time for those
that work less than 48h/week or by recruiting more doctors.

78

The standard working week in Denmark is 37 hours. Assuming that all hours above 37 hours are remunerated as overtime
adding 30% on top on normal salary.
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Table 6-11 Total indirect impacts of moving from the current situation to baseline situation.
Doctors in Denmark
Total direct impact
Increase in remuneration costs of between MEUR 0 and 205 per year

Baseline and sensitivity analysis
The baseline for doctors in Denmark and the associated direct and indirect impacts of
moving from the current situation to the baseline are presented in the table below. A
critical input to the calculation of the difference between the current situation and the
baseline in Denmark is the share of active on-call time. The table below presents a
sensitivity analysis in which the active on-call time is reduced/increased by 10%.
Table 6-12

Baseline and sensitivity analysis - doctors in Denmark

Type

Baseline

Sensitivity 1:
+10% Active
share1

Sensitivity 2:
-10% Active
share2

Number of hours worked (million hours per year)

38.19

38.19

38.19

Indirect impact – change in remuneration costs
(MEUR per year)

0-205

0-143

0-266

Note:
1: The active share of on-call time is set to 82.5%
2: The active share of on-call time is set to 67.5%

In both the baseline and in the two sensitivity analyses, doctors deliver 38.19 million
hours per year79. However, the annual costs of remuneration differ from MEUR 0 to
266.
Nurses
Currently, the situation for nurses differs from the provisions of the WTD. Currently,
active on-call time for nurses counts as 150% of normal working time while inactive
on-call time counts as 75% of normal working time. Similarly, active stand-by time
counts as 150% of normal working time while inactive stand-by time counts as one
third of normal working time.
As displayed in Table 6-13 below, nurses in Denmark currently work 61.08 million
hours per year.
Table 6-13 Yearly working time for nurses, million hours – current situation, Denmark
Type
Nurses

Hours per year (million)
61.08

79

The sensitivity analysis does not consider any change in the hours worked but only changes in the share of the on-call time is
active.
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Note:

37,935 nurses working 35 hours on average for 46 weeks per year

Part of the working time of nurses is on-call and stand-by time, which – as described
above – is calculated differently than for doctors.
The table below shows the number of hours of on-call and stand-by time delivered by
nurses in Denmark, how they are currently counted and the number of hours if
counted according the WTD. The latter implies that all inactive on-call time count fully
as working time, and that active on call time only count as 100% of working time. This
implies that inactive stand-by time does not count as working time whereas active
stand-by time does. One may argue that any Member States can introduce
requirements that are 'more generous' to employees than the requirements of the
WTD, and that the ideal baseline would then integrate this with the requirement that
all inactive on-call time is to be counted as working time. However, we have chosen to
make a more theoretical cut and simply defined the baseline as the minimum WTD
requirements. The reason for this is that it is impossible to predict what would happen
to the Danish 'counting system' if a requirement that all inactive on-call time should
count as working time was introduced.
Table 6-14 On-call and stand-by time, 1,000 hours – current situation and baseline situation.
Nurses in Denmark
Type

Number of hours

Currently counted as
working hours5

Counted as working
hours in baseline6

Active on-call time

5241

785

524

Inactive on-call time

1752

131

175

Active stand-by time

563

84

56

Inactive stand-by time

2234

74

0

Total

977

1,074

754

Note:
1: 37,935 nurses of which 5% are working 8 hours on-call per week for 46 weeks of the year. 75% of the
on-call time is active
2: 37,935 nurses of which 5% are working 8 hours on-call per week for 46 weeks of the year. 25% of the
on-call time is in-active
3: 37,935 nurses of which 2% are working 8 hours stand-by per week for 46 weeks of the year. 20% of the
stand-by time is active
4: 37,935 nurses of which 2% are working 8 hours stand-by per week for 46 weeks of the year. 80% of the
stand-by time is in-active
5: Active on-call and stand-by time is 150% of normal working time, in-active on-call time is 75% of
normal working time and in-active stand-by time is 1/3 of normal working time
6: The current provision of counting 100% of on-call time as working time, 100% of active stand-by time
and 0% of in-active stand-by time

Nurses in Denmark deliver around 977,000 on-call and stand-by hours per year. These
hours currently add up to approximately 1,074,000 million working hours, but
according to the WTD they should only add up to approximately 754,000 working
hours.
Direct impacts of moving from the current situation to the baseline situation
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The move from the current situation to the baseline situation would imply that around
320,500 hours are no longer counted as working time. However, this would have no
effect on the actual hours worked and hence no impact on number of employed nurses
and labour costs.
Indirect impacts induced by moving from the current situation to the baseline situation
Mirroring the above changes immediately into the current remuneration system would
give a net financial gain in terms of saved salary costs. However, whether and to what
extent it materializes would depend on the way the changes are incorporated into the
Danish remuneration system. However, in theory one can distinguish between two
extreme situations:
•

One where remuneration is not changed. Nurses continue to work as they
do today; their hours are counted differently, but their workload and
consequently their salary remain the same

•

One where remuneration is changed. Changes to what counts as working
time and what does not are immediately mirrored in remuneration.

Table 6-15 Maximum change in remuneration costs induced by moving from the current
situation to the baseline situation
Type
Hours not to be remunerated in the baseline (hours)

320,500

Remuneration savings (MEUR)1

11.77

Note:
1: The saving per hour is based on the nurses' yearly wage of EUR 59,124 and the hours they are paid for
today, 1,610 (35 hours per week and 46 weeks of the year). We assume that none of the hours is
remunerated as overtime.

As presented in the table, the change in remuneration is estimated to generate a net
gain of maximum MEUR 11.77 per year.
The table below presents the total indirect impacts of moving from the current
situation to the baseline situation.
Table 6-16 Total indirect impacts when moving from the current situation to the baseline
situation. Nurses in Denmark
Total direct impact
Decrease in remuneration costs of between MEUR 0 and 11.77 per year

Baseline and sensitivity analysis
The baseline for nurses in Denmark and the associated direct and indirect impacts of
moving from the current situation to the baseline are presented in the table below. A
critical input to the calculation of the difference between the current situation and the
baseline is the share of active on-call and stand-by time. The table below presents a
sensitivity analysis in which the active share of on-call and stand-by time is
reduced/increased by 10%. Note also here that the maximum savings are very
uncertain.
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Table 6-17

Baseline and sensitivity analysis - nurses in Denmark,

Type

Baseline

Number of hours delivered (million hours per year)1
Indirect impact – savings in remuneration costs
(MEUR per year)

Sensitivity 1:
+10% Active
share2

Sensitivity 2:
-10% Active
share3

61.08

61.08

61.08

0-11.77

0-13.25

0-10.29

Note:
1:
We assume that nurses will continue to work the same number of hours in the baseline as in the
current situation
2:

The active share of on-call is set to 82.5 and stand-by time is set to 22%

3:

The active share of on-call time is set to 67.5 and stand-by time is to 18%

In the baseline and in the two sensitivity analyses, the nurses deliver 61.08 million
hours per year80. Furthermore, the remuneration savings range between MEUR 0 and
13.25 annually depending on the share of active on-call and stand-by time.

6.4

Baseline: Germany

In Germany, the current situation and the baseline situation are the same for both
doctors and nurses. This is because on-call and stand-by time are counted in the same
manner as the baseline assumptions since Germany allows the opt-out whereby
doctors and nurses can work more than 48 hours/week on average.
Doctors
Table 6-18 below displays the number of hours delivered to the system by doctors
that have opted out and doctors that have not opted out.
Table 6-18 Baseline - yearly working time for doctors in Germany, million hours
Type

Hours per year (million)

Doctors that have opted-out1

184.02

Doctors that have not opted-out2

147.87

Total hours

331.90

Note:
1: 142,874 doctors of which 50% have opted-out, working 56 hours on average in 46 weeks of the year
2: 142,874 doctors of which 50% have not opted-out, working 45 hours on average in 46 weeks of the year

The baseline estimation of the total yearly working time for doctors is 331.90 million
hours per year. The main input for this output is the extent to which the opt-out is
used and the average working time of each doctor. The below table illustrates the
sensitivity of the baseline calculation to these two inputs.

80

The sensitivity analysis does not consider any change in the hours worked but only changes in the share of active on-call time.
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Table 6-19 Sensitivity analysis - yearly working time for doctors in Germany, million hours
Opted-out/working time

Baseline

Sensitivity 1: +10 %
Working time1

Sensitivity 2: -10 %
working time2

Baseline (50% opted-out)

331.90

365.09

298.71

40% opted out

324.67

357.13

292.20

60% opted out

339.13

373.04

305.21

Note:
1: The working time for opt-out doctors is set to 61.60 hours per week and for non-opted-out doctors, it is
set to 49.50
2: The working time for opt-out doctors is set to 50.40 hours per week and for doctors that have not opted
out, it is set to 40.50

As seen in the table, the sensitivity analysis shows that, in the extreme, the total
working hours for doctors in Germany range between 292.20 and 373.04 million hours
per year. For the analysis of impacts, the baseline is used for the calculations.
Nurses
Table 6-20 below displays the number of hours delivered by nurses. No nurses have
opted out in Germany, which is why they are treated as one group below. The main
driver for the number of hours worked is the weekly working time. We conduct two
sensitivity analyses in which we reduce/increase the weekly working time by 10%.
Table 6-20 Baseline - yearly working time for nurses in Germany, million hours
Working time

All nurses1

Baseline

Sensitivity 1:
+10% working
time2

562.38

618.62

Sensitivity 2: 10% working time3

506.14

Note:
1: 313,478 nurses working 39 hours on average in 46 weeks of the year
2: The weekly working time is set to 42.9
3: The weekly working time is set to 35.1

As displayed in the table above, the yearly working time for nurses ranges between
506.14 and 618.62 million hours. In the analysis of impacts, the baseline of 562.38
million hours is used.

6.5

Baseline: Greece

Currently, the opt-out is not used in Greece. However, most doctors and around half
of the nurses are currently working more than 48 hours per week on average. Hence,
to move from the current situation to the baseline, the average weekly working time
needs to be brought down to 48h/week in order to comply with the baseline
assumptions. In this regard, it should be mentioned that Greece does not currently
make use of the opt-out.
Doctors
Currently, 95% of the doctors work more than 48 hours per week, while the rest work
on average 48 hours. Table 6-21 below outlines the total number of working hours in
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the current situation and in the situation where all doctors work only 48 hours, i.e. in
a situation that respects that the opt-out is not allowed.
Table 6-21

Yearly working time – current situation and max. 48-hour working week, million
hours. Doctors in Greece

Type

Current situation

Doctors working more than 48 hours per week

72.621

54.45

2.872

2.87

75.49

57.33

Doctors working less than 48 hours per week
Total hours

Max 48 hour working
week3

Note:
1: 25,965 doctors of which 95% work 64 hours per week in 46 weeks of the year
2: 25,965 doctors of which 5% work 48 hours per week in 46 weeks of the year
3: All doctors working 48 hours per week

If the working week is reduced to 48 hours for all doctors, this will result in a decrease
of 18.15 million hours per year (24%). However, the health care sector in Greece
faces serious challenges in terms of the ability to recruit staff. Financial recovery
efforts have implied a halt on recruitments in the sector, and emigration of doctors is
significant.
Therefore, in the baseline we assume that Greece will have to make use of the opt-out
to ensure the necessary working hours. However, we also assume only half of the
doctors will sign an opt-out agreement and continue to work as they do today81. The
result is shown below.
Table 6-22

Yearly working time – Maximum of 48 hours and 50% of the doctors opt-out,
million hours. Doctors in Greece

Type

Million hours

Doctors that have opted out

36.311

Doctors that have not opted out

30.102

Total hours

66.41

Note:
1: 25,965 doctors of which 50% of the 95% doctors that currently work more than 48 hours opt out and
continue to work 64 hours per week for 46 weeks of the year
2: 25,965 doctors of which 50% of the 95% doctors that currently work more than 48 hours do not opt-out
and work 48 hours per week for 46 weeks of the year. Furthermore, the remaining 5% of the 25,965
doctors continue to work 48 hours per week.

However, using the opt-out would still result in a decrease in the number of hours
delivered of 9.08 million hours per year corresponding to 12%.

81

The 50% are based on the German case where 50% of the doctors have opted out.
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Direct impacts induced by moving from the current situation to the baseline situation
(with an opt-out)
The reduced working week will require recruitment of more doctors. Hence, to deliver
an unaffected service level, an increase in the fixed labour costs will occur because of
these additional recruitments. As described above, doctors will need to be contracted
to provide the 9.08 million hours that the system loses when moving from the current
situation to the baseline situation. This loss occurs because we assume that half of the
doctors will not opt out.
The table below presents the additional number of doctors that are needed to deliver
an unchanged amount of hours, and the associated fixed labour costs.
Table 6-23

Fixed labour costs induced by moving from the current situation to the baseline
situation (with opt-out). Doctors in Greece

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)
Number of doctors needed to cover these hours1
Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)

9.08
4,111
11,379
46.78

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 37,929) are fixed labour costs

The total direct impacts of moving from the current situation to the baseline situation
are presented in the table below.
Table 6-24 Total direct impacts when moving from the current situation to the baseline
situation (with opt-out). Doctors in Greece
Total direct impacts
Decrease in hours delivered of 9.08 million hours per year or
Delivering the same number of hours and hiring 4,111 new doctors at fixed financial costs of MEUR 46.78
per year.

Indirect impacts of moving from the current situation to the baseline situation (with
opt-out)
However, the move from the current situation to the baseline will also generate some
indirect impacts, however not directly related to the WTD as such, but more to
national conditions, law and agreements.
The move from the current situation to the baseline involves a range of different steps
in order to properly take into account the impacts in terms of 1) recruitment of
additional doctors involve fixed costs, 2) recruitment of doctors to compensate for
reduced (long) working weeks for some doctors reduce the amounts to be paid in
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overtime remuneration, and 3) more hours delivered within a 48h/working week and
less hours delivered on top of a 48 h/working week provides for an increase in
productivity. The below explains in detail the consecutive steps that are involved in
establishing the final baseline that takes these factors into account. Having explained
all the steps, a simple diagram is provided to establish an overview of the calculation
steps.
In Greece, the standard working week is 35 hours. We assume that all hours delivered
above the 35 hours per week are remunerated as overtime. This means that in the
current situation, 9.08 million hours per year are remunerated as overtime. All 9.08
million hours are delivered on top of an average 48/h working week. In the baseline,
however where new doctors are hired to deliver the 9.08 million hours, only a fraction
of these hours are paid for as overtime (13 out of each 48 hours)82.
Table 6-25 Overtime saving from letting all doctors that have not opted out delivering only 48
hours per week on average. Greece
Type

Value

Number of overtime hours in current situation (million hours)

9.08

Number of overtime hours in baseline (million hours)1

2.46

Saving in overtime remuneration (MEUR)2

23.88

Note:
1: 4,111 doctors working 13 hours of overtime (48 hours minus standard working week of 35 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 26,550 - based on 2,208 working
hours per year)

As presented in the table above, savings of MEUR 23.88 on overtime remuneration are
achieved by the move from the current situation to the baseline. In addition to savings
in overtime payments, there is also a possible indirect impact from productivity gains.
A productivity gain arises because hours that are delivered within the 48h/week are
assumed to be more effective (productive) than hours delivered on top of 48 hours.
That means that there is less need for overtime. Thus, moving from the current
situation to the baseline in total involves two types of impacts on overtime
remuneration: 1) the simple transformation of overtime hours to 'normal hours' which
implies that overtime premiums need not be paid, and 2) the improved productivity
that arises when moving hours from being delivered in excess of 48 hours to hours
being delivered within the maximum 48 hours work week.
We thus assume a productivity gain on the hours that are currently worked above the
48 hours limit, but which are – in the baseline – delivered within the average 48-hour
working week. The expected productivity gain is estimated to 0.91 million hours and
around MEUR 10.92 as presented in the table below.

82

We assume that all new doctors are hired to work 48 hours per week.
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Table 6-26 First order productivity gain from moving from the current situation to the baseline
situation (with opt-out). Doctors in Greece
Productivity gain

Value

Hours currently worked above the 48-hour limit but that are worked below
the 48-hour limit in the baseline situation1

9.08

Productivity gain, hours

0.91

Remuneration savings due to productivity gain (MEUR)

10.92

Note:
1: Difference in hours between 25,965 doctors of which 50% of the 95% doctors that currently work more
than 48 hours do not opt-out and work 48 hours per week for 46 weeks of the year.
2: Assuming standard remuneration – EUR 26,550 - based on 2,208 working hours per year

However, the productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed and the number of hours
that need to be delivered as overtime.
The direct impacts that take into account the productivity gain are presented in the
table below.
Table 6-27

Fixed labour costs induced by moving from the current situation to the baseline
situation (with opt-out) – taking the productivity gain into consideration. Doctors
in Greece

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1
Number of doctors needed to cover these hours2
Fixed labour costs per doctor per year3
Total fixed labour costs (MEUR per year)

8.17
3,700
11,379
42.10

Note:
1: 9.08 million hours less the productivity gain of 0.91 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 37,929) are fixed labour costs

Hence, the initial increase in number of doctors to hire and the associated fixed labour
costs decrease when the productivity gain is taken into consideration.
Similarly, the indirect impact in terms of savings on overtime payments are also
affected by the productivity gain. Due to the productivity gain, the overtime savings
increase even more as presented in the table below.
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Table 6-28 Overtime savings from letting all doctors that have not opted out delivering only 48
hours per week on average when moving from the current situation to the baseline
situation (with opt-out) - taking the productivity gain into consideration. Doctors in
Greece
Type

value

Number of overtime hours in current situation (million hours)

9.0808

Number of overtime hours in baseline (million hours)1

2.21

Saving in overtime remuneration saving (MEUR)2

24.7676

Note:
1: 3,700 doctors working 13 hours of overtime per week (48 hours minus standard working week of 35
hours) in 46 weeks of the year
2: Assumed remuneration of overtime is 30% on top of salary (EUR 26,550 based on 2,208 working hours
per year)

Total impacts of moving from the current situation to the baseline situation (with optout)
The table below sums up the total direct and indirect impacts of moving from the
current situation to the baseline situation for doctors in Greece.83
Table 6-29 Total direct and indirect impacts induced by moving from the current situation to
the baseline situation. Doctors in Greece
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Reduction in hours
delivered of 8.17 million
hours per year or

Savings from overtime
remuneration of EUR
24.7676 per year

Reduction in hours
delivered of 9.08 million
hours per year or

Savings from overtime
remuneration of MEUR
23.88 per year

Delivering the same
number of hours and
hiring 3,700 new doctors
at fixed financial costs of
MEUR 42.10 per year

Productivity gain of
MEUR 10.92 per year

Delivering the same
number of hours and
hiring 4,111 new doctors
at fixed financial costs of
MEUR 46.78 per year

The below diagram summarises the key elements of establishing the resulting baseline.

83

We have only included the first order impacts from productivity gain.
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Baseline and sensitivity analysis
In the baseline for doctors in Greece, we assume that they hire new doctors to cover
the 8.17 million hours per year in order to maintain the same level of service in the
health care system. Furthermore, one of the critical assumptions of the Greece case is
the share that will opt out when moving from the current situation to the baseline.
In the table below, we present the baseline and the sensitivity analysis (with the
productivity gain) where the share of doctors that opt out is reduced/increased by 10
percent-points. As described above, direct impacts occur as a result of the need to
recruit mere doctors and the indirect impacts are a result from 1) having less overtime
hours in the system (that need to be remunerated) and of 2) having more productive
doctors due to it that they do not work excessive hours.
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Table 6-30

Baseline and sensitivity analysis - doctors in Greece

Type

Baseline

Sensitivity 1:
40% of the
doctor opt out

Sensitivity 2:
60% of the
doctors opt out

Number of hours delivered (million hours per year)1

74.58

74.40

74.76

Direct impact – increased fixed labour costs (MEUR
per year)

42.10

50.52

33.68

Indirect impact – Saved overtime remuneration and
productivity gain (MEUR per year)

-35.68

-42.81

-28.54

Note:
1: The number of hours delivered in the current situation less the productivity gain.

As displayed in the table above, the number of hours delivered are more or less at the
same level in the baseline and in the sensitivity analyses. The difference is caused by
the productivity gain, which depends on the hours worked above the 48-hour limit and
hence the share of doctors that opts out.
Furthermore, the increase in labour costs ranges between MEUR 33.68 and 52.52 per
year and the savings on overtime remuneration range between MEUR 28.54 and 42.81
per year.
Nurses
Currently, 50% of the nurses work more than 48 hours per week, while the rest works
on average 48 hours. The table below presents the total number of working hours in
the current situation and in the situation where all nurses work only 48 hours, i.e. in a
situation that respects that the opt-out is not allowed.
Table 6-31

Yearly working time – current situation and max. 48-hour working week, million
hours. Nurses in Greece

Type

Current situation

Max. 48-hour working
week3

Nurses working more than 48 hours per week

53.351

40.01

Nurses working less than 48 hours per week

40.012

40.01

Total hours

93.35

80.02

Note:
1: 36,240 nurses of which 50% work 64 hours per week for 46 weeks of the year
2: 36,240 nurses of which 50% work 48 hours per week for 46 weeks of the year
3: All nurses working 48 hours per week

Reducing the working week to 48 hours for all nurses will result in a decrease of 13.34
million hours per year (14%). As with the doctors, we assume that Greece will
introduce the use of the opt-out also in the case of nurses. We assume that half of the
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nurses will sign an opt-out agreement and continue to work as they do today84. The
result is shown below.
Table 6-32

Yearly working time – Maximum of 48 hours and 50% of the nurses opt out,
million hours. Nurses in Greece

Type

Million hours

Nurses that have opted out

26.671

Nurses that have not opted out

60.012

Total hours

86.69

Note:
1: 36,420 nurses of which 50% of the 50% nurses that currently work more than 48 hours opt out and
continue to work 64 hours per week for 46 weeks of the year
2: 36,420 nurses of which 50% of the 50% nurses that currently work more than 48 hours does not opt
out and work 48 hours per week for 46 weeks of the year. Furthermore, the remaining 50% of the
36,420 nurses continue to work 48 hours per week.

However, using the opt-out would still lead to a reduction in the number of hours
delivered of 6.67 million hours per year corresponding to 7% of the hours currently
worked.
Direct impacts when moving from the current situation to the baseline situation (with
opt-out)
A reduction in the working hours will necessitate recruitment of more nurses, which
will in turn increase the fixed labour costs. Nurses need to be hired to cover the 6.67
million hours that the system will lose when moving from the current situation to the
baseline situation.
The table below presents the number of additional nurses needed as well as the
associated fixed labour costs.
Table 6-33

Fixed labour costs when moving from the current situation to the baseline
situation (with opt-out). Nurses in Greece

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)

6.67

Number of nurses needed to cover these hours1

3,020

Fixed labour costs per nurse per year2

4,778

Total fixed labour costs (MEUR per year)

14.43

Note:
1: Assuming that all nurses work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 15,928) are fixed labour costs

84

The 50% are based on the German case where 50% of the doctors have opted-out.
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The total direct impacts of moving from the current situation to the baseline situation
are shown in the table below.
Table 6-34 Total direct impacts of moving from the current situation to the baseline situation
(with opt-out)
Total direct impacts
Decrease in hours delivered of 6.67 million hours per year or
Delivering the same number of hours and hiring 3,020 new nurses at fixed financial costs of MEUR 14.43
per year.

Indirect impacts induced by moving from the current situation to the baseline situation
(with opt-out)
However, the move from the current situation to the baseline will also result in some
indirect impacts, which are not directly related to the WTD as such, but more to
national conditions, law and agreements.
In Greece, the standard working week is 35 hours. Hence, we assume that all hours
delivered above the 35 hours per week are remunerated as overtime. This means that
in the current situation all 6.67 million hours per year are remunerated as overtime.
In the baseline however, where new nurses are hired to deliver the 6.67 million hours,
only a fraction of these hours is remunerated as overtime (13 out of each 48 hours)85.
Table 6-35 Overtime savings from letting all nurses that have not opted out deliver 48 hours
per week on average. Nurses in Greece
Type

Value

Number of overtime hours in current situation (million hours)

6.67

Number of overtime hours in baseline (million hours)1

1.81

Overtime remuneration saving (MEUR)2

7.37

Note:
1: 3,020 nurses working 13 hours of overtime (48 hours minus standard working week of 35 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 11,149 - based on 2,208 working
hours per year)

As a further indirect impact, we assume a productivity gain on the hours currently
worked in excess of the 48 hours, which in the baseline will be delivered within the
48-hour working week. We envisage that productivity will decrease when the working
time exceeds 48 hours per week. The expected productivity gain is estimated at 0.67
million hours and around MEUR 3.37 as presented in the table below. The underlying
reasoning is explained above in the similar section on doctors.

85

We assume that all new nurses are hired to work 48 hours per week.
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Table 6-36 First order productivity gain when moving from the current situation to baseline
situation (with opt-out). Nurses in Greece
Productivity gain

Value

Hours currently worked above the 48-hour limit but worked below the 48
hour-limit in the baseline situation1

6.67

Productivity gain

0.67

Remuneration savings due to productivity gain (MEUR)

3.37

Note:
1: Difference in hours between 36,240 nurses of which 50% of the 50% nurses that currently work more
than 48 hours do not opt out and work 48 hours per week for 46 weeks of the year.
2: Assumed standard remuneration – EUR 11,149 - based on 2,208 working hours per year

However, this productivity gain will also affect the direct impacts and the overtime
savings. The direct impacts that consider the productivity gain are presented in the
table below.
Table 6-37

Fixed labour costs when moving from the current situation to the baseline
situation (with opt-out) – considering the productivity gain. Nurses in Greece

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)1

6.00

Number of nurses needed to cover these hours2

2,718

Fixed labour costs per nurse per year3

4.778

Total fixed labour costs (MEUR per year)

12.99

Note:
1: 9.08 million hours less the productivity gain of 0.91 million hours
2: Assuming that all nurses work 48 hours per week for 46 weeks per year
3: Assuming that 30% of the total labour costs (15,928) are fixed labour costs

Hence, the need for new recruitments and the associated fixed labour costs will be
lower when the productivity gain is considered.
The indirect impact in terms of savings in overtime payments will also be affected by
the productivity gain. The savings on overtime payments are presented in the table
below.
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Table 6-38 Overtime savings from letting all nurses that have not opted out deliver 48 hours
per week on average when moving from the current situation to the baseline
situation (with opt-out) - considering the productivity. Nurses in Greece
Type

Value

Number of overtime hours in current situation (million hours)

6.00

Number of overtime hours in baseline (million hours)1

1.63

Saving in remuneration (MEUR)2

7.64

Note:
1: 2,718 nurses working 13 hours of overtime (48 hours minus standard working week of 35 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 11,149 - based on 2,208 working
hours per year)

Total direct and indirect impacts when moving from the current situation to the
baseline situation
The table below summarises the total direct and indirect impacts of moving from the
current situation to the baseline situation in for nurses in Greece.
Table 6-39

Total direct impact and indirect impact. Nurses in Greece

Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours
delivered of 6.00 million
hours per year or

Savings in overtime
remuneration of MEUR
7.64 per year

Decrease in hours
delivered of 6.67 million
hours per year or

Savings in overtime
remuneration of 7.37
MEUR per year

Delivering the same
number of hours and
hiring 2,718 new nurses
at fixed financial costs of
MEUR 12.99 per year.

Productivity gain of
MEUR 3.37 MEUR year

Delivering the same
number of hours and
hiring 3,020 new nurses
at fixed financial costs of
MEUR 14.43 per year.

Baseline and sensitivity analysis
The baseline for nurses in Greece assumes that new nurses are recruited to cover the
6.00 million hours per year that are required to maintain the same level of service in
the health care system. One of the critical assumptions in the Greek case is the share
that will opt out when moving from the current situation to the baseline.
In the table below, we present the baseline and the sensitivity analyses where the
share of nurses that opts out is reduced/increased by 10 percent-points.
Table 6-40 Baseline and sensitivity analyses - nurses in Greece
Type

Number of hours delivered (million hours per year)1

Baseline

Sensitivity 1:
40% of the
nurses opt out
92.69

92.55

Sensitivity 2:
60% of the
nurses opt out
92.82
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Type

Baseline

Sensitivity 1:
40% of the
nurses opt out

Sensitivity 2:
60% of the
nurses opt out

Direct impact – increased fixed labour costs (MEUR
per year)

12.99

15.58

10.39

Indirect impact – Saved overtime remuneration and
productivity gain (MEUR per year)

-11.01

-13.21

-8.80

Note:
1: The number of hours delivered in the current situation less the productivity gain.

As displayed in the table above, the number of hours delivered are more or less at the
same level in the baseline analysis and in the sensitivity analysis. The difference is
caused by the productivity gain, which depends on the hours worked above the 48hour limit and hence, the share that opts out.

6.6

Baseline: France

In France, the current situation and the baseline situation is identical for both doctors
and nurses. This is because on-call and stand-by time is treated in accordance with
the baseline assumptions and because France allows the opt-out.
Doctors
Table 6-41 below displays the number of hours delivered by doctors that have opted
out and doctors that have not opted out. The main determinant for the number of
hours delivered is the weekly working time. Therefore, we conduct sensitivity analyses
in which we reduce/increase the weekly working time by 10%.
Table 6-41 Yearly working time for doctors in France, million hours
Type

Baseline

+10% Working
time3

-10% working
time4

Doctors that have opted out

163.781

180.16

147.40

Doctors that have not opted out

116.952

128.64

105.25

Total hours

280.72

308.80

252.62

Note:
1: 117,699
2: 117,669
year
3: Working
4: Working

doctors of whom 55% have opted out and work 55 hours on average in 46 weeks of the year
doctors of whom 45% have not opted out and work 48 hours on average in 46 weeks of the
time for doctors that have opted out is set to 60.50 and for doctors not opted out to 52.80
time for doctors that have opted-out is set to 49.50 and for doctors not opted out to 43.20

As presented in the table, the number of hours worked by doctors in the baseline are
estimated at 280.72 million hours per year. Furthermore, the sensitivity analysis
shows that the number of hours could range between 252.62 and 308.80 million hours
per year.
Nurses
Table 6-42 below shows the number of hours that nurses deliver to the system. As
with doctors, the key determinant for the number of hours delivered is the weekly
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working time. Therefore, we conduct sensitivity analyses in which we reduce/increase
the weekly working time by 10%.
Table 6-42

Yearly working time for nurses in France, million hours
Baseline1

Type

Nurses
Note:

Sensitivity 1:
+10% working
time2

419.99
1:
2:
3:

461.99

Sensitivity 2: 10% working
time3
337.99

243,475 nurses working 37.5 hours on average in 46 weeks of the year
The weekly working time is set to 41.25
The weekly working time is set to 33.75

As displayed in the table above, the number of hours delivered by nurses are
estimated to 419.99 million per year. Furthermore, the table shows that this number
may vary between 337.99 and 461.99 million hours per year if weekly working time is
10% less or more respectively than what is assumed in the baseline.

6.7

Baseline: Hungary

In Hungary, the current situation and the baseline situation is identical for both
doctors and nurses. This is because on-call and stand-by time is treated in accordance
with the baseline assumptions and because Hungary is using the opt-out.
Doctors
Table 6-43 below displays the number of hours delivered by doctors that have opted
out and doctors that have not opted out. The key determinant for the number of hours
delivered is the weekly working time. Therefore, we conduct two sensitivity analyses
in which we reduce/increase the weekly working time by 10%
Table 6-43

Yearly working time for doctors in Hungary, million hours

Type

Baseline

+10 %
Working time3

-10 % working
time4

Doctors that have opted out or with concurrent
contracts1

21.75

23.93

19.58

Doctors that have not opted out and do not use
concurrent contracts2

14.93

16.42

13.44

Total hours

36.68

40.35

33.02

Note:
1: 16,559 doctors of whom 31% have opted-out and 20% are working on concurrent contracts (in total
thus 51% work with opt-out or under concurrent contracts) . They work 56 hours on average in 46
weeks of the year
2: 16,559 doctors of whom 49 % have not opted out or are working on concurrent contracts. They work 40
hours on average in 46 weeks of the year
3: Working time for doctors that have opted out or work on concurrent contracts is set to 61.60 and for
doctors not opted out or working on concurrent contracts to 44.00
4: Working time for doctors that have opted out or work on concurrent contracts is set to 50.40 and for
doctors not opted out or working on concurrent contracts to 36.00

As presented in the table, the number of hours that doctors work in the baseline are
estimated to 39.68 million hours per year. Furthermore, the sensitivity analysis shows
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that the number of hours can range between 32.02 and 40.35 million hours per year if
alternative lengths of the average working week are introduced.
Nurses
Table 6-44 below displays the number of hours delivered by nurses to the system. As
with the doctors, the key factor influencing the number of hours delivered is the
weekly working time. Therefore, we conduct sensitivity analyses in which we
reduce/increase the weekly working time by 10%.
Table 6-44

Yearly working time for nurses in Hungary, million hours

Type

Baseline

Nurses that have opted out2
Nurses that have not opted out2
Total hours

Sensitivity 1:
+10% working
time3

Sensitivity 2: 10% working
time4

5.49

6.05

4.95

112.22

123.44

101.00

117.71

129.49

105.95

Note:
1: 63,200 nurses of whom 3.5% have opted out working 54 hours on average in 46 weeks of the year
2: 63,200 nurses of whom 96.5% have not opted-out working 40 hours on average in 46 weeks of the year
3: The weekly working time is set to 59.40 for nurses that have opted out and 44.00 for nurses that have
not opted out
4: The weekly working time is set to 48.60 for nurses that have opted out and 36.00 for nurses that have
not opted out

The yearly number of working hours delivered by nurses in the baseline is estimated
to 117.71 million. Furthermore, the table shows that the number of working hours can
range between 105.95 and 129.49 million hours per year with the alternative
assumptions on weekly working time.

6.8

Baseline: Italy

Italy currently allows the use of the opt-out, but it is not used for doctors. All doctors
in public hospitals currently work more than 48 hours per week on average. They are
all considered autonomous and as such not covered by the WTD stipulations on
maximum average weekly working hours and rests. However, the baseline assumes
that this derogation can no longer be used on a wider scale. Hence, when establishing
the baseline one needs to bring the average number of weekly working hours down to
48 hours for doctors.
Doctors
Currently, all doctors work more than 48 hours per week in Italy. The table below
presents the total working hours in the current situation and in the situation where all
doctors work only 48 hours, i.e. in a situation where the opt-out continues not to be
used.
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Table 6-45

Yearly working time – current situation and max. 48-hour working week, million
hours. Doctors in Italy
Current situation1

Type

All doctors

Max 48-hour working
week2

326.00

244.50

Note:
1: 110,732 doctors working 64 hours per week for 46 weeks of the year
2: All doctors working 48 hours per week for 46 weeks of the year

Reducing the working week to 48 hours for all doctors will result in a decrease of
81.50 million hours per year (25%). This is a very substantial reduction, especially
when the health care sector in Italy faces serious challenges in terms of recruitment.
Therefore, the baseline assumes that Italy will have to make use of the opt-out for
doctors in order to be able to maintain the necessary number of working hours.
However, we also assume that only half of the doctors will sign an opt-out agreement
and continue to work as they do today86. The impact of this on the working hours is
presented in the table below.
Table 6-46

Yearly working time – Maximum of 48 hours and 50% of the doctors opt-out,
million hours. Doctors in Italy

Type

Hours per year (million)

Doctors that have opted out

163.001

Doctors that have not opted opt

122.252

Total hours

285.25

Note:
1: 110,732 doctors of which 50% opt out and continue to work 64 hours per week for 46 weeks of the year
2: 110,732 doctors of which 50% do not opt out and work 48 hours per week for 46 weeks of the year.

Thus, even if the opt-out is used, the number of hours delivered will still decrease by
40.75 million hours per year, corresponding to 13%.
Direct impacts when moving from the current situation to the baseline situation (with
opt-out)
Consequently, recruitment of more doctors is needed in addition to the use of the optout. New recruitments (and hence additional staff) will increase the fixed labour costs.
Additional staff is needed to cover the 40.75 million hours that are lost when moving
from the current situation to the baseline situation (where only half of the doctors sign
an opt-out agreement).
The table below shows the number of doctors that need to be recruited and the
associated fixed labour costs.

86

The 50% are based on the German case where 50% of the doctors have opted out.
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Table 6-47

Fixed labour costs when moving from the current situation to the baseline
situation (with opt-out). Doctors in Italy

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)

40.75

Number of doctors needed to cover these hours1

18,455

Fixed labour costs per doctor per year2

24,000

Total fixed labour costs (MEUR per year)

442.93

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (80,001) are fixed labour costs

The total direct impacts of moving from the current situation to the baseline situation
are presented in the table below.
Table 6-48 Total direct impacts of moving from the current situation to the baseline situation.
Doctors in Italy
Total direct impact
Decrease in hours delivered of 40.75 million hours per year or
Delivering the same number of hours and hiring 18,455 new doctors at fixed financial costs of 422.93 MEUR
per year.

Indirect impacts of moving from the current situation to the baseline situation (with
opt-out)
However, the move from the current situation to the baseline will also generate some
indirect impacts, which are not directly related to the WTD as such, but more to
national conditions, law and agreements.
In Italy, the standard working week is 38 hours. Hence, we assume that all hours
delivered above the 38 hours is remunerated as overtime. This means that in the
current situation all 40.75 million hours per year are remunerated as overtime.
However, in the baseline new doctors are hired to deliver the 40.75 million hours and
most of their time is delivered within the standard work week, which means that only
a fraction of the hours is remunerated as overtime (10 out of each 48 hours)87.

87

We assume that all new doctors are hired to work 48 hours per week.
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Table 6-49 Overtime savings from letting doctors that have not opted out deliver only 48 hours
per week on average. Italy
Type
Number of overtime hours in the current situation (million hours)

40.75

Number of overtime hours in the baseline (million hours)1
Savings in overtime remuneration (MEUR)2

8.49
245.46

Note:
1: 18,455 doctors working 10 hours of overtime (48 hours minus standard working week of 38 hours) in 46
hours of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 56,000 based on 2,208 working hours
per year)

A saving of EUR 245.46 million on overtime remuneration is achieved from moving
from the current situation to the baseline.
As a further indirect impact, we assume a productivity gain on the hours currently
worked in excess of the 48 hours, which in the baseline will be delivered within the 48
hours. We envisage that productivity decreases when the weekly working time is
higher than 48 hours. The expected productivity gain is estimated to 4.07 million
hours and around MEUR 103.35, as presented in the table below.
Table 6-50 First order productivity gain when moving from the current situation to baseline
situation (with opt-out). Doctors in Italy
Productivity gain
Hours currently worked above the 48-hour limit but worked below the 48hour limit in the baseline situation1
Productivity gain
Savings in remuneration due to productivity gain (MEUR)

40.75

4.07
103.35

Note:
1: Difference in hours between 50% of 110,732 doctors that currently work more than 48 hours that do not
opt out and work 48 hours per week for 46 weeks of the year.
2: Assuming standard remuneration of EUR 56,000 based on 2,208 working hours per year

However, the productivity gain will also affect the direct impact and the overtime
savings. The direct impacts that consider the productivity are presented in the table
below.
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Table 6-51

Fixed labour costs when moving from the current situation to the baseline
situation (with opt-out) – taking the productivity gain into consideration. Doctors
in Italy

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

36.68

Number of doctors needed to cover these hours2

16,610

Fixed labour costs per doctor per year3

24,000

Total fixed labour costs (MEUR per year)

398.64

Note:
1: 40.75 million hours subtracted the productivity gain of 4.07 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 80,001) are fixed labour costs

Due to the efficiency gain, there is a need to recruit a smaller amount of new doctors,
which means that the associated fixed labour costs will also decrease.
Similarly, the indirect impact in terms of savings in overtime payments are affected by
the productivity gain. Due to the productivity gain, the overtime savings increase as
presented in the table below.
Table 6-52 Overtime saving from having all doctors not opted out delivering only 48 hours per
week on average when moving from the current situation to the baseline situation
(with opt-out) - taking the productivity gain into consideration. Doctors in Italy
Type
Number of overtime hours in current situation (million hours)
Number of overtime hours in baseline (million hours)1
Overtime remuneration saving (MEUR)2

40.75
7.64
251.92

Note:
1: 16,641 doctors working 10 hours of overtime per week (48 hours minus standard working week of 38
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 56,000 based on 2,208 working hours
per year)

Total impacts of moving from the current situation to the baseline situation (with optout)
The table below summarises the total direct and indirect impacts of moving from the
current situation to the baseline situation for doctors in Italy.
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Table 6-53 Total direct and indirect impacts when moving from the current situation to the
baseline situation (with opt-out). Doctors in Italy
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours
delivered of 36.67
million hours per year or

Savings in overtime
remuneration of MEUR
251.92 per year and

Decrease in hours
delivered of 40.75
million hours per year or

Savings in overtime
remuneration of 245.46
MEUR per year

Delivering the same
number of hours and
hiring 16,610 new
doctors at fixed financial
costs of MEUR 398.64
per year

Productivity gain of
MEUR 103.35 per year

Delivering the same
number of hours and
hiring 18,455 new
doctors at fixed financial
costs of MEUR 442.93
per year

Baseline and sensitivity analysis
In the baseline for doctors in Italy, we assume that new doctors are recruited in order
to maintain the same level of service in the health care system. Furthermore, one of
the critical assumptions of the Italian case is the share that will opt out when moving
from the current situation to the baseline.
In the table below, we present the baseline and the sensitivity analysis (with the
productivity gain) where the share of doctors that opt out is reduced/increased by 10
percent-points.
Table 6-54 Baseline and sensitivity analysis - doctors in Italy
Type

Baseline

Sensitivity 1:
40% of the
doctor opt-out

Sensitivity 2:
60% of the
doctors opt-out

Number of hours delivered (million hours per year)1

321.92

321.11

322.74

Direct impact – increased fixed labour costs (MEUR
per year)

279.04

478.37

318.91

Indirect impact – Saved overtime remuneration and
productivity gain (MEUR per year)

-305.27

-426.32

-284.21

Note:
1: The number of hours delivered in the current situation subtracted the productivity gain.

As displayed in the table above, the number of hours delivered are by and large
identical in the baseline and in the sensitivity analyses. The minor difference is due to
the productivity gain, which depends on the hours worked above the 48-hour limit and
the share that opts out.
Nurses
In Italy, no nurse works more than 48 hours per week. Hence, the current situation
and the baseline is the same. The table below displays the number of hours delivered
by nurses to the system. The main driver for the number of hours delivered to the
system is the weekly working time. Therefore, we conduct two sensitivity analyses
where we reduce/increase the weekly working time by 10% respectively.
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Table 6-55

Yearly working time for nurses in the Italy, million hours
Baseline1

Type

Nurses

Sensitivity 1:
+10% working
time2

480.00

Sensitivity 2: 10% working
time3

528.00

432.00

Note:
1: 274,600 nurses working 38 hours on average in 46 weeks of the year
2: The weekly working time is set to 41.80
3: The weekly working time is set to 34.20

As displayed in the table above, the yearly working time for nurses in the baseline is
estimated to 480 million hours. Furthermore, the table shows that the sensitivity
analysis estimates the number of working hours to be between 432 and 528 million
hours per year assuming that the working time is 10% higher or lower respectively
than in the baseline.

6.9

Baseline: UK

In the UK, the current situation and the baseline situation are identical for both
doctors and nurses. This is because on-call and stand-by time is treated as in the
baseline.
Doctors
The table below displays the number of hours that doctors that have opted out and
doctors that have not opted-out deliver. The main factor that determines the number
of hours delivered is the weekly working time. Therefore, we conduct sensitivity
analyses where we reduce/increase the weekly working time by 10%
Table 6-56 Yearly working time for doctors in the UK, million hours
Type

Baseline

Doctors that have opted out1
Doctors that have not opted out2
Total hours
Note:
1: 111,221
2: 111,221
year
3: Working
4: Working

+10% Working
time3

-10% working
time4

39.54

43.49

35.58

180.82

198.90

162.73

220.35

242.39

198.32

doctors of which 13.8% have opted out working 56 hours on average in 46 weeks of the year
doctors of which 86.2% have not opted out working 41 hours on average in 46 weeks of the
time for doctors that have opted out is set to 61.60 and for doctors not opted out to 45.10
time for doctors that have opted out is set to 50.40 and for doctors not opted out to 36.90

The number of hours worked by doctors in the baseline is estimated to 220.35 million
hours per year. Furthermore, the sensitivity analysis shows that the number of hours
delivered range between 198.32 and 242.39 million hours per year if the average
working time is 10% lower or higher than anticipated in the baseline.
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Nurses
The table below displays the number of hours delivered by nurses. As with the
doctors, the main driver for the number of hours delivered to the system is the weekly
working time. Therefore, we conduct sensitivity analyses in which we reduce/increase
the weekly working time by 10% respectively.
Table 6-57

Yearly working time for nurses in the UK, million hours

Type

Baseline

Nurses that have opted out2
Nurses that have not opted out2
Total hours

Sensitivity 1:
+10% working
time3

Sensitivity 2: 10% working
time4

39.09

43.00

35.19

588.05

646.86

529.25

627.15

689.86

564.43

Note:
1: 354,120 nurses of which 5% have opted out working 48 hours on average in 46 weeks of the year
2: 354,120 nurses of which 95% have not opted out working 38 hours on average in 46 weeks of the year
3: The weekly working time is set to 52.80 for nurses that have opted out and 41.80 for nurses that have
not opted out
4: The weekly working time is set to 43.20 for nurses that have opted out and 34.20 for nurses that have
not opted out

As displayed in the table above, the yearly working time for nurses in the baseline is
estimated to 627.15 million hours. Furthermore, the table shows that the number of
working hours can range between 564.43 and 689.86 million hours per year
depending on whether the working time is 10% higher or lower than anticipated in the
baseline.

6.10

Baseline situation in all case study countries

Based on the data and assumptions presented in the above sections, the baseline
situation comes out as shown below. In four of the eight case countries, the baseline
is assumed similar to the modelled 'today's situation' and in another four countries,
the baseline and the current situation differ, due to unresolved non-compliance issues.
In the latter case, we have established the baseline by making assumptions on how
the specific Member State will accommodate the modified context (all on-call time is
working time, maximum of 48 hours on average if opt-out is not allowed and no
possibility to apply the derogation for autonomous workers for all doctors). In this, we
have assumed that the accommodation will be realized partly by efficiency gains and
partly by contracting more hours. To calculate the efficiency gain, we have applied the
fairly conservative assumption that hours delivered on top of an average 48-hour
working week are 10% less efficient than hours delivered within an average of 48
hours. We see this as fairly conservative because our data material points to the
average hours worked being quite high in several countries compared to the 48 hour
limit. Hence, it can be argued that productivity gains are likely to be quite significant
when moving from e.g. 55 hours on average and down to 48 hours on average. As to
the contracting of more hours, we have included consideration of the (increased) use
of the opt-out. For nurses, the baseline diverts only from the current situation in two
counties, and in Denmark the contra-intuitive result is that the number of working
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hours will actually be reduced. This is because the current way of dealing with inactive
on-call time actually implies that one on-call time is counted as more than one hour.
Table 6-58

Current situation and baseline in case countries, Doctors

MS

Million
hours in
current
situation

Baseline

Million
hours

Difference compared
with current situation
(%)

Direct costs
(MEUR)

Indirect costs
(MEUR)

Total costs
(MEUR)

CZ

50.67

50.67

0%

15.33

-8.94

6.39

DK

38.19

38.19

0%

0

0-205

0-205

FR

280.72

280.72

0%

0

0

0

DE

331.90

331.90

0%

0

0

0

EL

75.49

74.58

-1.2%

42.10

-35.68

6.42

HU

36.68

36.68

0%

0

0

0

IT

326.00

321.92

-1.3%

398.64

-355.27

43.37

UK

220.35

220.35

0%

0

0

0

Table 6-59

Current situation and baseline in case countries, Nurses

MS

Base line

Million
hours in
current
situation

Million
hours

Difference compared
with current situation
(%)

Direct costs
(MEUR)

Indirect costs
(MEUR)

Total costs
(MEUR)

0

0

CZ

86.32

86.32

0%

0

DK

61.08

61.08

0%

-12

FR

419.99

419.99

0%

0

0

0

DE

562.38

562.38

0%

0

0

0

EL

93.35

92.69

-0.7%

12.99

-11.01

1.98

HU

117.71

117.71

0%

0

0

0

IT

480.00

480.00

0%

0

0

0

UK

627.15

627.15

0%

0

0

0

In addition, the baseline situation has the following characteristics:
Many countries make use of the opt-out, and some countries apply concurrent
contracts quite extensively. Still, knowledge on those contracts is scarce. Concurrent
contracts are used in the Czech Republic, and there are indications that the same may
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be the case in Hungary (one worker has more than one contract with the same
employer). Also, EPSU conveys concerns about the use of multiple contracts from five
other countries. However, exact data on the use of concurrent contracts, including the
number of hours worked under such contracts, are rather scarce. Presumably, this
trend can be seen also as a way of coping with the SIMAP Jaeger rulings.
Stakeholders argue that treating on-call time as working time (in some cases the
argument is combined with the requirement that compensatory rest for missed rest
must be taken immediately after the end of the working period) is costly and
challenging.
Remedial action taken to cover the costs involved and address the challenges includes
more use of temporary workers and self-employment. However, it should be noted
that such uses are also culturally determined. However, the phenomenon of adjunct
doctors in Greece is indeed an example of a measure taken to cope with staff shortage
and limitations on hiring new staff. Other remedial action observed includes changes
to the organisation of work as well as development of new roles and task shifting (as
illustrated in the chapter on examples of relatively effective approaches and very
distinctly observed in the UK).
Another important aspect is the possible impact of the SIMAP/Jaeger ruling
(presumably combined with staff shortage issues in general) on how stand-by time is
to be defined and used. An example of this is the Czech Republic where facilities have
been established within hospital premises or close to hospitals for accommodation of
stand-by staff. This is a reduction of the freedom of action, which a stand-by worker
should enjoy. Similar concerns have been expressed by EPSU, also conveying the
same concerns aired by affiliates in three other countries. Thus, the SIMAP-Jaeger
rulings introduced a unique and very binding (on the side of employers) interpretation
of on-call time, which can result in increased attention on the potential of stand-by
time as a means of compensating for part of the impacts of the SIMAP Jaeger rulings.
Currently, there is no clear (agreed or legislative) definition of stand-by time versus
on-call time. That said, the general picture that emerges from the case studies is one
where stand-by time is used significantly less than on-call time.
The requirement that compensatory rest is to be taken immediately after an
extended shift is adhered to in most, but not all of the case study countries. In
Denmark, this is not explicitly set out, and in some cases the rest may not be taken
immediately after, but still soon after the extended shift. In Greece, it cannot be
postponed for more than a week, and yet it is claimed that it may be quite common
that doctors do not get the compensatory rest to which they are entitled. In France,
actual practice also suggests that compensatory rest is not always taken immediately
after an extended shift. It is argued, e.g. in the UK case and nswer provided by
HOSPEEM, but relating to the UK that the rule on compensatory rest is quite inflexible.
The Royal College of Physicians (RCP) explained that many consultants take part in
on-call rotas for the provision of their specialities and are required to attend out of
hours in emergencies, for example endoscopy in gastrointestinal bleeding. These rotas
are typically on top of a normal working day. To comply with the WTD, compensatory
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rest to make up for the missed rest periods must be taken the following morning;
something that has resulted in clinics and outpatient procedure lists being cancelled'88.
As mentioned above the use of the opt-out is quite widespread, however, the extent
to which the conditions of the opt-out are met is uncertain (keeping of records and
written consent), and overall information at this stage suggests that in some case
countries the opt-out allows for quite high average weekly working hours. In addition,
while not a requirement that this knowledge is available, it is still striking that it has
proven very difficult to obtain information on the use of the opt-out in the case
studies. Still, this cannot be taken to indicate that the individual hospitals do not
follow the rules. On the other hand, we do not have solid evidence that these hospitals
actually comply with the rules.
Reference periods are observed, and quite a few countries are known to have
implemented longer reference periods by derogation than the four months.
Autonomous worker is a concept that is widely used in Italy although this shall end
in the near future following the recent adoption of new national rules. Similar cases
(i.e. extensive use of the 'autonomous worker' derogation) were not found in any of
the other case study countries. Yet, this does not necessarily indicate that this way of
‘sidestepping the demands of the Directive is not used elsewhere, albeit the case
study results could indicate that such uses are currently very limited.
Derogations can be used with respect to specific articles in the health sector. As said,
the opt-out is used quite extensively, and many of the case study countries apply
longer reference periods than four months. Denmark and France apply the four-month
reference period. Concerning daily and weekly rest, the possibility of reducing the
minimum period of rest is used in some of the case study countries, including the
Czech Republic, France and Germany.
Reconciliation is not a topic covered explicitly in the Directive apart from the fact
that it limits working time and provides for rest. However, there are indications that
the current working environment and working conditions in the health care sector are,
in many cases, not in line with what could be perceived as an appropriate work-life
balance. Long working hours are still observed, and while most Member States have
transposed requirements for weekly and daily rest into national legislation (however,
often making use of the possible derogations), in quite a few cases compensatory rest
stipulations divert from the ruling that compensation for missed rest should be taken
immediately after an extended shift. The extent to which workers can exercise some
level of autonomy over their employment conditions has not been investigated.
However, indirectly the literature89 studied indicates that this may be the exception
rather than the norm, and the factual influence that this has over the work-life balance
may also be questioned. On this note, a study from 2010, which among other things
pieces together evidence of the effect of autonomy on the work-life balance, does
question the extent to which autonomy has a significant impact on the work-life
balance90. The analysis presented in the report states that, one the one hand, some

88

A specific concern rasied during an interview with HOSPEEM

89

See for example WHO/European Observatory 2010
Deloitte 2010, Annexjaco 1 report section 4.2

90
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studies indicate that autonomy has a positive impact independent of the length of the
working week. On the other hand, negative effects of long working hours on the health
and social participation can be observed both for employees with and without control
over their working hours. The report questions whether there really are less negative
effects from long working hours due to autonomy or whether this is a cognitive
reinterpretation, since those in control of their working conditions would have, at least
in part, to attribute the blame for any negative effects to themselves and thus tend to
report less impairments. However, EPSU conveyed to us a signal from several affiliates
that there is a problem of lack of advanced notice of changes to working time and the
stress arising from this, particularly with domestic/care commitments. Finally, the last
section of chapter 3 should be revisited. Here the possible, negative health effects of
working long hours are described along with the possible risks to patients of long
working hours.

6.11

Overall baseline situation

As mentioned in chapter 3, each case study country is unique regarding its
organization of public health care, means of regulating working time in the sector,
challenges and trends encountered, and the way the WTD has been implemented.
Therefore, we abstain from a cluster-based approach to upscale results.
Building on the above, and on the information contained in chapters 3 and 4, the
baseline situation can be qualitatively characterised by the following. The key
characteristics are briefly summarised below based on the underlying descriptions
presented above:
•

Continued use of the opt-out, which is likely to become more widespread
(covering more workers), and which could be extended to other countries.
Countries, and specific employers may see the (allowance and use of the)
opt-out as an obvious and feasible way of addressing the challenges of
complying with the baseline requirements (on opt-out, inactive on-call time
and autonomous workers). As was shown above, a realistic baseline
scenario for some of the case countries (Greece and Italy) had to assume
allowance of or increased use of the opt-out.

•

Continued and increased use of concurrent contracts on the basis of the
same rationale as for the opt-out.

•

Continued cases of heavy workloads for workers under concurrent
contracts or under opt-out – in particular in countries with financial and
recruitment challenges, which could also be reflected in continued
challenges in meeting the requirement for compensatory rest.

•

A risk that the freedom and autonomy of stand-by shifts are weakened.

•

Continued need for focusing on enforcement to ensure that workers in the
EU are protected – as a minimum – in line with the WTD.

•

The work environment is at risk of deteriorating as a result of the above
pressures that can lead to burnout, fatigue, poor work-life balance and
other mental or physical symptoms. This may in turn put patients' safety
and health at risk.

•

Staff shortage problems may be accentuated as a result of the above
developments as they may render the health care sector a less attractive
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work place, which would affect recruitment and retention negatively
leading to increased staff turnover rates.
•

The Directive may come to cover a smaller fraction of those working in
the health care sector if the share of temporary workers and self-employed
are increased. Also, if the definition of autonomous workers is not clear,
situations like the one in Italy (on different scales) may come to be
observed in other countries.

While not part of the baseline, it should be mentioned that an interpretative
communication could be issued as part of, and in support of the move towards the
baseline and overall stronger enforcement. This can have a supportive effect in
moving from the current situation to the baseline where better compliance is achieved.
If current instances of incorrect application of the Directive are caused by
misinterpretations of it, a communication could help smooth the path towards full
compliance and hence reduce the administrative costs of that path.. This could for
example be to explain the opportunities offered by the opt-out, including the
requirements attached to it. Best practice examples on how to meet the challenges of
staff shortages/financial focus could also be considered for the inclusion in such a
possible interpretative communication. However, our desk study has shown that much
work does take place in this area in specialised international, Pan-European or national
contexts. Further, conditions and challenges vary substantially across professions,
specialist areas and countries. The question is to what extent an integration of best
practice examples into a communication from DG EMPL would add value to that
process; the key benefit could lie in the fact that the Communication may reach other
audiences than the other initiatives.

May 2015 - 141

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

7

Option 2 amending legislative proposal limited to specific
sectors

7.1

Contents of the option and baseline features

Option 2 would address the following:
Building block

Possible changes

On-call time

Provision of greater flexibility in counting on-call time (e.g. distinction
between active and inactive on-call time)

Stand-by time

Arrangements regarding stand-by time

Opt-out

Limitation to the use of opt-out
Elimination of the opt-out after a transitional period

Compensatory rest

Further flexibility as regards the timing of compensatory rest (minimum rest)

This option recognises the strong relationship between two key elements: 1) the
extended use of opt-out and 2) the lack of flexibility, which is claimed to be an effect
of the requirement that all on-call time is to be considered working time and that
compensatory rest (for missed rest) is to be taken immediately after an extended
shift.
This option intends to provide a clear and legislatively provided definition of on-call
time and stand-by time. At this stage, the only clear definition is the ECJ ruling that all
on-call time at the workplace is to be considered working time (be it inactive or
active). Thus, the option addresses the need for clarity on stand-by time and on-call
time, and it furthermore gives the two concepts obtain equal legislative status,
thereby also avoiding a possible consequential impact of the treatment of all on-call
time as working time and on how stand-by time is defined and used.
This option addresses the call from many stakeholders for more flexibility by
distinguishing between active and in-active on-call time, and allows that less than
100% of the inactive on-call time can be counted as working time. Thereby, some of
the inactive on-call time can count against the obligatory rest and will not count
against the 48-hour weekly average working hour limit. To balance this, some of the
inactive stand-by time will be counted as working time.
More flexibility will also be provided by extending the period within which the
compensatory rest can be given.
All in all, but depending also on influence of the definition and restrictions on stand-by
time, these changes will give the employers more flexibility.
To balance this, changes to the opt-out are also introduced in this option. Here, it is
assumed that any given Member State may decide to use either the on-call and stand-
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by provisions set out in this option, in which case it cannot also make use of the optout, or of the opt-out in which case it needs to count all on-call time as working time.
The below table provides an overview of the situation as regards the provisions that
may be changed under this option.
Table 7-1 Overview of current situation regarding opt-out, compensatory rest and in-active oncall time
MS

Inactive on call
time

Extent of use of
on-call

Opt-out

Extent of use
of opt-out

Compensatory rest for an
extended shift

CZ

Working time

Quite widely

No

Not in use

Stakeholder replies in CZ
indicate that the current
practice is along the lines of
the envisaged changes

DK

Not working
time

Quite widely

No

Not in use

The collective agreements for
doctors and nurses do not
specify that the
compensatory rest should be
taken immediately after an
extended work period

FR

Working time

Quite widely

Yes

In use

In principle to be taken
immediately, but practice can
divert from this

DE

Working time

Quite widely

Yes

In use

Must be taken immediately

EL

Working time

Presumably quite
widely

No

Not in use, but
assumed
introduced in
the baseline

Compensatory rest within a
day and cannot be postponed
for more than a week. In
practice, the right to
compensatory rest is often
not used. According to many
informants, doctors may
frequently not exercise their
right to take rest immediately

HU

Working time

Quite widely

Yes

In use

Must be taken immediately

IT

Working time

Quite widely

Yes

Not used for
doctors
(derogated),
but assumed
put into use in
the baseline

Uses the term ‘adequate rest’

In use

Must be taken immediately

UK

Working time

Limited

Yes

National collective agreement
states that health companies
define the rest in the context
of integrative bargaining.
After on-call time or night
shifts, collective agreements
will define immediate and
adequate rest time that is
mandatory and continuous, to
guarantee rest between
working times.

Below, we set out the quantitative assessments of the impacts in terms of total
volume of working hours and costs of option 2 in the case study countries. The tables
show how the different treatment of on-call time and stand-by time would affect the
total number of working hours delivered to the system in the case study countries.
There are two tables for each country: one for doctors and one for nurses. The tables
also show the associated costs. Last, the table allows for a comparison with the
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situation combining the opt-out with an unchanged method for calculating working
hours. The calculation methods used to calculate the differences in counted hours and
the input data for all the calculations can be found in Appendix A.

7.2

Quantitative results for case study countries: Czech Republic
Doctors

As described in section 6.1, in the baseline situation the opt-out is not used. All
doctors work 48 hours per week on their main contract.
If some of the inactive on-call time is not counted as working time, this will imply that
all doctors that do on-call will – in the new situation – count less than 48 hours as
working time.
As can be seen in the table below, this means that changes to the on-call and standby provisions will affect the number of hours counted as working time, but not the
actual hours delivered. Hence, the workers work the same amount of hours but the
counting system counts the hours differently.
From the table below, it can be seen that the change in the way of calculating inactive
on-call and stand-by time may generate a net saving compared with the baseline.
This saving comes from assumed changes in overtime remuneration because doctors in the new counting system - are not assumed to receive an overtime premium for the
part of the in-active stand-by time that is now not counted as working time91. The
calculations assume that no changes are made to the standard remuneration schemes,
because we assume no factual changes to the way doctors work, but merely to the
way their hours are counted and hence their overtime payments. Thus, there is a risk
that the apparent saving simply translates into a demand for more work from them; in
particular in the light of the claimed difficulties in recruiting sufficiently competent staff
because there is now room for delivering more hours while staying within the 48-hour
limit.
Looking at stand-by time in isolation, the proposed changes will increase the need to
hire more doctors. The reason is that in the baseline situation, all doctors work 48
hours on their main contract. Hence, an increase in the hours would lead to an
average working week above the 48 hours. This cannot be accommodated, however,
because the Czech Republic does not make use of the opt-out. The need to hire more
doctors also result in increased fixed labour costs as well as in an indirect impact
generated by the remunerations that must be paid to these doctors92.

91

The way the change indirectly affects payments and remunerations can take different forms. If the factual situation does not
change, it may thus be that the current systems remain unchanged involving a 'zero' impact or it may be that the hours that are
now not counted as working time are not paid for anymore. The assessment here simply assumes that overtime payment is no
longer paid for inactive on-call time that is no longer counted as working time and thus counted against the 48-hour limit.
92
The change in on-call time could also offset the number of doctors needed to be hired when moving from the current
situation to the baseline situation. Counting on-call time as 75% would reduce the demand for doctors by 320 and the
associated costs by EUR 3.5 million. Similarly, counting on-call time as 50% would reduce the needed number of doctors by
640 doctors and associated costs by EUR 6.9 million.
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Table 7-2

Change in working hours and costs from different treatment of inactive on-call and
stand-by time: doctors in Czech Republic

Share of
inactive time
counted as
working time

Indirect impacts5

Direct impacts

Counted hours,
million hours
(difference to
baseline in
brackets)

Hours delivered,
million hours
(difference to
baseline in
brackets)

No. of new
workers
hired1

Impact on
fixed labour
costs
(MEUR)2

Change in
remuneration,
including
overtime
payments
(MEUR)

75% on-call

49.97 (-1.39%)

50.67 (0%)

0

0

0 - -2.413

50% on-call

49.26 (-2.79%)

50.67 (0%)

0

0

0 - -4.833

40% stand-by

51.36 (1.36%)

50.67 (0%)

286

3.09

0 - 7.564

20% stand-by

51.02 (0.68%)

50.67 (0%)

143

1.54

0 - 3.784

Note:
1: We assume that 60% of all new hired doctors work 48 hours on average in 46 weeks of the year and
40% work under concurrent contracts
2: The fixed costs is estimated to 30% of the total labour costs (EUR 35,946)
3: We assume no changes in the general remuneration scheme but the doctors are not paid overtime for
the hours not counted as working hours. Overtime payment is assumed to be 30% on top of the yearly
salary (weighted average (salary/wage): 25.162 Euros) based on 2,208 working hours per year (48
hours in 46 weeks per year)
4: All new hired doctors are remunerated by the salary of 26.162 Euros per year. Furthermore, they are
remunerated by 30% overtime for 8 hours per week – the difference between working 48 hours and the
standard working week of 40 hours.
5: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way the working hours are counted.

However, the new way of counting inactive on-call and inactive stand-by time must go
together. In the table below, we present the results of combining the options for
counting on-call and stand-by into four scenarios. When estimating the effects of the
different combination scenarios, we assume that the need for more hours arising from
the new way of counting inactive stand-by time can be offset by the new way of
counting the inactive on-call time. Hence, the impact on new recruitments from
counting part of the inactive stand-by time as working time will also be offset .
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Table 7-3

Impacts from combining the building blocks on inactive on-call and inactive standby time into four scenarios: doctors in Czech Republic

Combination scenario

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference to
baseline in
brackets)

Hours
delivered,
million hours
(difference to
baseline in
brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)2

75% on-call and 40% stand-by

50.66 (-0.03%)

50.67 (0%)

0

0

0 - -0.06

75% on-call and 20% stand-by

50.31 (-0.71%)

50.67 (0%)

0

0

0 - -1.24

50% on-call and 40% stand-by

49.95 (-1.43%)

50.67 (0%)

0

0

0 - -2.47

50% on-call and 20% stand-by

49.60 (-2.11%)

50.67 (0%)

0

0

0 - -3.65

Note:
1: We assume that the current workforce of doctors work less after the changes and hence do not consider
the possibility of firing doctors.
2: We assume no changes in the general remuneration scheme but the doctors are not paid overtime for
the hours not counted as working hours. Overtime payment is assumed to be 30% on top of the yearly
salary (EUR 26,162) based on 2,208 working hours per year (48 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, there will be no impact of this in the Czech Republic because the opt-out is
not used in the baseline.
Nurses
The current situation and the baseline situation for nurses are identical in the Czech
Republic, and all nurses work 38 hours on average.
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation –count less than 38 hours as working time on
average. Similarly, when some of the inactive stand-by time is counted as working
time, all nurses working stand-by – in the new situation – will count more than 38
hours on average as working time.
For nurses, a net saving only occurs when a high fraction of the inactive on-call time
does not count as working time and only a small fraction of the inactive stand-by time
counts as working time, and the impacts are quite small.
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Table 7-4

Change in working hours and costs from different treatment of inactive on-call and
stand-by time in the counting of working hours: nurses in the Czech Republic

Scare of inactive
time counted as
working time

Indirect impacts3

Direct impacts

Counted hours,
million hours
(difference to
baseline in brackets)

Hours delivered,
million hours
(difference to
baseline in
brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including overtime
payments (MEUR)2

75% on-call

86.07 (-0.30%)

86.32 (0%)

0

0

0 - -0.49

50% on-call

85.81 (-0.59%)

86.32 (0%)

0

0

0 - -0.98

40% stand-by

87.20 (1.01%)

86.32 (0%)

0

0

0 - 1.7

20% stand-by

86.76 (0.51%)

86.32 (0%)

0

0

0 - 0.8

Note:
1: No need to hire new nurses because in the baseline they work below the 48 hour limit and stay below
the limit after the changes to the counting methods.
2: We assume no changes in the general remuneration scheme but the nurses are not remunerated for
overtime for the hours not counted as working hours and similarly they are paid overtime for hours now
counted as overtime. Overtime payment is assumed to be 30% on top of the yearly 'salary' (EUR 11.149
as a weighted average of the salary and wage)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

In the table below, we present the results of combining the different options for
counting on-call and stand-by into four scenarios. When estimating the effects of the
different scenarios, we assess that there is no impact on the need for recruitment
because the effect on the counted hours is very small, if not insignificant.
Table 7-5

Impacts from combining the building blocks on inactive on-call and inactive standby time into four scenarios: nurses in Czech Republic

Combination scenario

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference to
baseline in
brackets)

Hours
delivered,
million hours
(difference to
baseline in
brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)2

75% on-call and 40% stand-by

86.94 (0.71%)

86.32 (0%)

0

0

0 – 1.18

75% on-call and 20% stand-by

86.50 (0.21%)

86.32 (0%)

0

0

0 – 0.35

50% on-call and 40% stand-by

86.68 (0.42%)

86.32 (0%)

0

0

0 – 0.69

50% on-call and 20% stand-by

86.25 (-0.09%)

86.32 (0%)

0

0

0 - -0.14
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Note:
1: No need to hire new nurses because they in the baseline work below the 48 hour limit and stay below
the limit after the changed counting methods.
2: We assume no changes in the general remuneration scheme but the nurses are not paid overtime for the
hours not counted as working hours and similar are paid overtime for hours now counted as overtime.
Overtime payment is assumed to be 30% on top of the yearly salary (11.149 Euros) based on 1,749
working hours per year (38 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility to eliminate the use of the opt-out.
However, there will be no impact of this in Czech Republic because the opt-out is not
used in the baseline.

7.3

Quantitative results for case study countries: Denmark
Doctors

If some of the inactive on-call time is not counted as working time, all doctors that do
on-call will count less than 41 hours on average as working time. Similarly, when
some of the in-active stand-by time is counted as working time, all doctors working
stand-by will count more than 41 hours on average as working time. However, even in
the situation where 40% of the in-active stand-by time are counted as working time,
the average working time for doctors is still below the 48-hour limit. Hence, the
changes to the WTD will not require recruitment of more doctors.
As shown below the net result will be a net saving of changing the way of counting oncall in terms of costs and counted working hours compared with the baseline.
Similarly, the table shows that overtime remuneration only increases modestly when
only part of the in-active stand-by time is counted as working time.
It should be remembered that the baseline for Denmark represents a change from the
current situation. Thus, compared with the current situation, any counting of inactive
on-call time constitutes a cost.
Table 7-6

Change in working hours and costs induced by different treatment of inactive oncall and stand-by time: doctors in Denmark

Share of inactive
time counted as
working time

Indirect impacts3

Direct impacts

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of
new
workers
hired1

Impact on
fixed labour
costs
(MEUR)

Change in
remuneration
including overtime
payments (MEUR) 2

75% on-call

37.54 (-1.70%)

38.19 (0%)

0

0

0 - -11.82

50% on-call

36.89 (-3.41%)

38.19 (0%)

0

0

0 - -23.64

40% stand-by

38.41 (0.58%)

38.19 (0%)

0

0

0- 4.04

20% stand-by

38.30 (0.29%)

38.19 (0%)

0

0

0 – 2.02
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Note:
1: We assume that no new workers are hired because both the baseline and the situation after the change
to the counting of stay below the 48-hour limit.
2: We assume no changes to the general remuneration scheme but doctors are not paid overtime for hours
not counted as working hours. Overtime payment is assumed to be 30% on top of the yearly salary
(EUR 114,168) based on 1,886 working hours per year (41 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

The options for changing the way inactive on-call and stand-by time is counted need
to be seen in combination. In the table below, we present the results of combining the
counting options for on-call and stand-by into four scenarios.
Table 7-7

Impacts of combining the building blocks on inactive on-call and inactive stand-by
time into four scenarios: doctors in Denmark

Combination scenario

Direct impacts

Indirect
impacts2

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with
baseline in
brackets)

No. of
new
workers
hired

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

37.76 (-1.12%)

38.19 (0%)

0

0

0 – -7.79

75% on-call and 20% stand-by

37.65 (-1.41%)

38.19 (0%)

0

0

0 – -9.80

50% on-call and 40% stand-by

37.11 (-2.83%)

38.19 (0%)

0

0

0 – -19.61

50% on-call and 20% stand-by

37.00 (-3.12%)

38.19 (0%)

0

0

0 - -21.63

Note:
1: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 114,168) based on 1,886 working hours per year (41 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, this will have no impact in Denmark since the opt-out is not used in the
baseline.
Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation – count less than the current average of 35 hours as
working time. Similarly, when some of the inactive stand-by time is counted as
working time, all nurses working stand-by – in the new situation – will count more
than 35 hours on average as working time. However, even in the situation where 40%
of the in-active stand-by time are counted as working time, the average working time
for nurses is still below the 48 hour limit. Hence, the changes to the WTD will not
require recruitment of more nurses.
In Denmark, the net result will be a net saving if the way of counting inactive on-call
time is changed in terms of counted hours and maybe also in terms of savings in
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overtime payments. The below table shows that changing the way of counting inactive
stand-by time will only generate modest impacts as nurses do stand-by on a very
limited scale.
Table 7-8

Change in working hours and costs induced by different treatment of inactive oncall and stand-by time: Nurses in Denmark

Share of inactive
time counted as
working time

Indirect impacts3

Direct impacts

Counted hours,
million hours
(difference to
baseline in
brackets)

Hours delivered,
million hours
(difference to
baseline in
brackets)

No. of
new
workers
hired1

Impact on
fixed labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

60.99 (-0.14%)

61.08 (0%)

0

0

0 - -0.96

50% on-call

60.90 (-0.29%)

61.08 (0%)

0

0

0 - -1.92

40% stand-by

61.16 (0.15%)

61.08 (0%)

0

0

0- 0.98

20% stand-by

61.12 (0.07%)

61.08 (0%)

0

0

0 – 0.49

Note:
1: We assume that no new workers are hired because the baseline and the situation after the change in
counting stay below the 48 hour limit.
2: We assume that no changes are made to the general remuneration scheme but the nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 59,124) based on 1,610 working hours per year (35 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

This option assumes that the new way of counting inactive on-call time must always
be viewed in conjunction with the new way of counting stand-by time. In the table
below, we present the results of combining counting options for on-call and stand-by
into four scenarios. When estimating the effects of the different scenarios, we make
allowances for the fact that the increased need for hours occurring when counting
some of the in-active stand-by time as working time is offset by only counting some
part of the inactive on-call time as working time.
Table 7-9

Impacts of combining the building blocks on inactive on-call and inactive stand-by
time into four scenarios: Nurses in Denmark

Combination scenario

Direct impacts

Indirect
impacts2

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with
baseline in
brackets)

No. of
new
workers
hired

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

61.08 (0.00%)

61.08 (0%)

0

0

0 – 0.02

75% on-call and 20% stand-by

61.03(-0.07%)

61.08 (0%)

0

0

0 – -0.47
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50% on-call and 40% stand-by

60.99 (-0.14%)

61.08 (0%)

0

0

0 – -0.94

50% on-call and 20% stand-by

60.95 (-0.21%)

61.08 (0%)

0

0

0 - -1.43

Note:
1: We assume that no changes are made to the general remuneration scheme but the nurses are not paid
overtime for the hours not counted as working hours. Overtime payment is assumed to be 30% on top
of the yearly salary (EUR 59,124) based on 1,610 working hours per year (35 hours in 46 weeks per
year)
2:

This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, this will have no impact in Denmark, because the opt-out is not used in the
baseline.

7.4

Quantitative results for case study countries: Germany
Doctors

If some of the inactive on-call time is not counted as working time, that all doctors
that do on-call will count fewer hours as working time than in the baseline situation.
Similarly, when some of the inactive stand-by time is counted as working time, all
doctors working stand-by – in the new situation – will count more hours as working
time than in the baseline situation.
The below table shows the results for Germany. For doctors, the table shows that the
new way of treating on-call and stand-by time will generate a net saving in terms of
less working hours being counted in the system, and hence to be remunerated
(assuming that no changes are made to the remuneration schemes, but reduced
overtime payments). Please note that we assume that the hours to be counted as
working hours due to the change in stand-by time are covered by the doctors below
the 48 hour limit. After the change, they will still work less than 48 hours on average,
and there will be no need to recruit more doctors.
Table 7-10 Change in working hours and costs induced by different treatment of inactive oncall and stand-by time: doctors in Germany
Share of inactive time
counted as working time

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference compared
with baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

317.07 (-4.47%)

331.90 (0%)

0

0

0 - -181.09

50% on-call

302.24 (-8.94%)

331.90 (0%)

0

0

0 - -362.19

40% stand-by

335.23 (1.01%)

331.90 (0%)

0

0

0 - 20.38

20% stand-by

333.57 (0.50%)

331.90 (0%)

0

0

0 - 10.19

May 2015 - 152

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

Note:
1: We assume that the extra hours generated by the changes in counting stand-by time are covered by the
doctors below the 48 hour limit. The working hours of the doctors will remain below the 48-hour limit,
and hence there is no need to recruit extra doctors.
2: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 89,884) based on 2,208 working hours per year
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

However, the new way of counting inactive on-call time must always be seen in
conjunction with the new way of counting inactive stand-by time. In the table below,
we present the results of combining the counting options for on-call and stand-by into
four scenarios.
Table 7-11 Impacts from combining the building blocks on inactive on-call and inactive standby time into four scenarios: Doctors in Germany
Combination

Direct impacts

Indirect
impacts2

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

320.41 (-3.46%)

331.90 (0%)

0

0

0 - -140.33

75% on-call and 20% stand-by

318.74 (-3.97%)

331.90 (0%)

0

0

0 - -160.71

50% on-call and 40% stand-by

305.58 (-7.93%)

331.90 (0%)

0

0

0 - -321.43

50% on-call and 20% stand-by

303.91 (-8.43)

331.90 (0%)

0

0

0 - -341.81

Note:
1: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 89,884) based on 2,208 working hours per year (48 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

Finally, this policy option offers of opportunity either 1) continuing with the opt-out
and continuing counting all inactive on-call time as working time, or 2) abolishing the
opt-out and introducing the new way of counting inactive on-call and stand-by time.
When eliminating the opt-out, we use the same terminology as that used for moving
from the current situation to the baseline situation (see for example section 6.5).
The table below presents the yearly working time in the baseline and in a situation
where the opt-out is eliminated.
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Table 7-12

Yearly working time – baseline situation and no use of the opt out (max 48 hour
work week): Doctors in Germany

Million hours per year

Baseline1

Max 48 hour working
week2

Doctors that have opted out in the baseline situation

184.02

157.73

Doctors that have not opted out in the baseline
situation

147.87

147.87

331.90

305.61

Total hours (million hours per year)

Note:
1: 142,874 doctors of which 50% have opted-out, working 56 hours on average in 46 weeks of the year
and 50% have not opted-out, working 45 hours on average in 46 weeks of the year
2: 142,874 doctors of which 50% working 48 hours on average in 46 weeks per year and 50% have not
opted-out, working 45 hours on average in 46 weeks of the year

As displayed in the table, elimination of the opt-out reduces the hours that the doctors
can work by around 26 million hours annually. This renders it necessary to recruit
more doctors to deliver an unaffected service, which is in this context interpreted to
imply an unchanged number of working hours. This increases total fixed labour costs
because each additional recruitment invokes a fixed annual labour cost. The table
below presents the number of additional doctors that are needed to deliver an
unchanged amount of hours, and the associated fixed labour costs.
Table 7-13 Fixed labour costs when moving from baseline situation to a situation with no optout. Doctors in Germany
Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)

26.29

Number of doctors needed to cover these hours1

11,906

Fixed labour costs per doctor per year2

38,552

Total fixed labour costs (MEUR per year)

458.65

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks per month
2: Assuming that 30% of the total labour costs (128,407) are fixed labour costs

The below table shows the total direct impacts of moving from the baseline situation
to a situation without use of the opt-out.
Table 7-14 Total direct impacts of moving from the baseline situation to a situation with no
opt-out. Doctors in Germany
Total direct impacts
Decrease in hours delivered of 26.29 million hours per year or
Delivering the same number of hours and hiring 11,906 new doctors at fixed financial costs of MEUR 458.65
per year.

However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. The indirect impacts are not directly related to
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the WTD as such, but more to national health care sector conditions, law and
agreements.
In Germany, the standard working week is 40 hours per week. We assume that all
hours delivered above the 40 hours per week are remunerated as overtime. In the
baseline situation, 26.29 million hours annually are consequently remunerated by an
overtime premium on top of normal hourly salary. In the situation where the opt-out
is eliminated, new doctors are hired to deliver these 26.29 million hours. These
doctors will deliver most of the hours within the standard working week, and only a
fraction of the hours are thus remunerated as overtime (8 out of each 48 hours)93.
As presented in the table below, there is an estimated saving of MEUR 267.54 in
overtime remuneration due to the movement from the current situation to the
baseline.
Table 7-15 Overtime savings from letting all doctors with baseline opt-out deliver maximum 48
hours per week on average: Germany
Type
Number of overtime hours in the baseline situation (million hours)
Number of overtime hours in the situation without the opt-out (million
hours)1
Overtime remuneration saving (MEUR)2

26.29
4.38

267.54

Note:
1: 11,906 doctors working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
hours per year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 89,884 - based on 2,208 working
hours per year).

As a further indirect impact, we envisage a productivity gain of 10%. By this, we
assume that all working hours delivered on top of an average 48-hour working week
are 10% less effective than hours delivered within the 48-hour working week. The
expected productivity gain from eliminating the opt-out and recruiting new doctors to
cover the hour difference is estimated to 2.63 million hours corresponding to around
MEUR 10.92, as presented in the table below.

93

We assume that all new doctors are hired to work 48 hours per week.
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Table 7-16 First order productivity gain when moving from the baseline situation to the
situation without the opt-out: Doctors in Germany
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but worked
below the 48-hour limit in the situation without the opt-out

26.29

Productivity gain

2.63

Savings in remuneration due to productivity gain (MEUR)

107.02

Note:
2: Assumed standard remuneration – EUR 89,884 - based on 2,208 working hours per year

However, the productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed and the number of hours
that need to be delivered as overtime.
The below two tables show the impacts when the productivity gain is taken into
consideration.
Table 7-17

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: doctors in
Germany

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

23.66

Number of doctors needed to cover these hours2

10,716

Fixed labour costs per doctor per year3

38,552

Total fixed labour costs (MEUR per year)

412.78

Note:
1: 26.29 million hours less the productivity gain of 2.63 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (128,407) are fixed labour costs

Table 7-18 Overtime savings when all doctors work maximum of 48 hours per week on
average – moving from the baseline situation to the situation without the opt-out taking the productivity gain into consideration: Doctors in Germany
Type
Number of overtime hours in the baseline situation (million hours)
Number of overtime hours in the situation without the opt-out (million
hours)1
Savings in overtime remuneration (MEUR)2

26.29
3.94

272.89

Note:
1: 10,716 doctors working 8 hours of overtime per week (48 hours minus standard working week of 40
hours) in 46 hours per year
2: Assumed remuneration of overtime is 30% on top of salary (EUR 89,884 - based on 2,208 working hours
per year)
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The below table summarises the total direct and indirect impacts of moving from the
baseline situation to a situation with no opt-out.94
Table 7-19 Total direct and indirect impacts of moving from the baseline situation to the
situation with no opt-out. Doctors in Germany.
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered
of 23.66 million hours per
year or

Savings in overtime
remuneration of
MEUR 272.89 per
year and

Decrease in hours
delivered of 26.29 million
hours per year or

Savings in overtime
remuneration of MEUR
267.54 per year

Delivering the same number
of hours and hiring 10,716
new doctors at fixed
financial costs of MEUR
412.78 per year

Productivity gain of
MEUR 107.02 per
year

Delivering the same
number of hours and
hiring 11,906 new doctors
at fixed financial costs of
MEUR 458.65 per year

Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will count less than the current 39 hours on average as working time, and vice
versa when some of the inactive stand-by time is counted as working time. However,
even in the situation where 40% of the inactive stand-by time is counted as working
time, the average working time for nurses remains below the 48-hour limit. Hence,
the assumed changes to the way that inactive on-call and stand-by time is counted
will not result in the need to hire more nurses.
For nurses, the new way of calculating on-call and stand-by time gives a more or less
neutral result as shown in the below two tables.
Table 7-20 Change in working hours and costs from different treatment of inactive on-call and
stand-by time: Nurses in Germany
Share
of
inactive
time
counted as working time

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

561.52 (-0.15%)

562.38 (0%)

0

0

-5.83

50% on-call

560.67 (-0.30%)

562.38 (0%)

0

0

-11.66

40% stand-by

564.57 (0.39%)

562.38 (0%)

0

0

14.92

94

We have only included the first order impacts from productivity gain.
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20% stand-by

563.48 (0.19%)

562.38 (0%)

0

0

7.46

Note:
1: We assume that no workers are hired because both the baseline and the situation after the change in
counting stay below the 48-hour limit.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 40,704) based on 1,794 working hours per year (39 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

Table 7-21 Impacts of combining the building blocks on inactive on-call and inactive stand-by
time into four scenarios: Nurses in Germany
Combination

Direct impacts

Indirect
impacts2

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

563.72 (0.24%)

562.38 (0%)

0

0

0 - 7.39

75% on-call and 20% stand-by

562.62 (0.04%)

562.38 (0%)

0

0

0 - 1.33

50% on-call and 40% stand-by

562.86 (0.09%)

562.38 (0%)

0

0

0 - 2.65

50% on-call and 20% stand-by

561.76(-0.11%)

562.38 (0%)

0

0

0 - -3.41

Note:
1: We assume no changes in the general remuneration scheme but the nurses are not paid overtime for the
hours not counted as working hours. Overtime payment is assumed to be 30% on top of the yearly
salary (EUR 40,704) based on 1,794 working hours per year (39 hours in 46 weeks per year),
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

Finally, this policy option considers the possibility to eliminate the use of the opt-out.
However, there will be no impact of this in Germany because the opt-out is not used
for nurses in the baseline.

7.5

Quantitative results for case study countries: Greece

It should be remembered that the baseline situation in Greece diverts substantially
from the current situation. The baseline assumes that Greece introduces and uses the
opt-out to meet the 48-hour average working week requirement.
Doctors
If some of the inactive on-call time is not counted as working time, all doctors that do
on-call will count fewer hours as working hours than in the baseline situation, and vice
versa concerning the counting of inactive stand-by time.
The below table shows that the new way of treating on-call and stand-by time will, in
the case of doctors, generate a net saving in that less working hours are entered into
the system, leading to less overtime payments. The two building blocks are treated
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separately. Therefore, the change in the way of counting stand-by time requires
recruitment of more doctors.95.
Table 7-22 Change in working hours and costs from different treatment of inactive on-call and
stand-by time: doctors in Greece
Share of inactive time
counted as working time

Direct impacts

Indirect
impacts5

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of new
workers
hired1

Impact on
fixed
labour
costs
(MEUR)2

Change in
remuneration
including
overtime
payments
(MERU)

75% on-call

69.78 (-6.44%)

74.58 (0%)

0

0

0 - -17.323

50% on-call

64.97 (-12.88%)

74.58 (0%)

0

0

0 - -34.643

40% stand-by

76.16 (2.13%)

74.58 (0%)

718

8.17

0 - 20.614

20% stand-by

75.37 (1.06&)

74.58 (0%)

359

4.09

0 - 10.314

Note:
1: We assume that the extra hours generated by the changes in counting stand-by time are covered by
hiring extra doctors that work 48 hours a week for 46 weeks of the year.
2: The fixed costs are estimated to 30% of the total labour costs (EUR 37,929)
3: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 26,550) based on 2,208 working hours per year (48 hours in 46 weeks per year)
4: All new hired doctors are paid EUR 26,550 per year. Furthermore, they are remunerated by 30%
overtime for 13 hours per week – the difference between working 48 hours and the standard working
week of 35 hours.
5: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

The below table presents the results of combining possible new ways of counting
inactive on-call and stand-by into four scenarios. The option assumes that they are
always combined and not used as stand-alone opportunities. When estimating the
effects of the different scenarios, we make allowances for the fact that the increased
need for hours generated by counting some of the inactive stand-by time as working
time can be offset by only counting part of the inactive on-call time as working time.
Table 7-23 Impacts of combining the building blocks on inactive on-call and inactive stand-by
time into four scenarios: Doctors in Greece

95

The change in on-call time could also offset the number of doctors needed to be hired when moving from the current
situation to the baseline situation. Counting on-call time as 75% would decrease the demand for doctors by 2,175 and
the associated costs of EUR 24.74 million. Similarly, counting on-call time as 50% would reduce the number of doctors
needed by 4,349 and the associated costs by EUR 49.49 million. Counting inactive on-call time as 50% would mean
that no new doctors need to be hired in the baseline situation.
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Combination

Direct impacts

Indirect
impacts2

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with
baseline in
brackets)

No. of
new
workers
hired

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

71.36 (-4.31%)

74.58 (0%)

0

0

0 - -11.60

75% on-call and 20% stand-by

70.57 (-5.38%)

74.58 (0%)

0

0

0 - -14.46

50% on-call and 40% stand-by

66.56 (-10.75%)

74.58 (0%)

0

0

0 - -28.92

50% on-call and 20% stand-by

65.77 (-11.81%)

74.58 (0%)

0

0

0 - -31.78

Note:
1: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 26,550) based on 2,208 working hours per year (48 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option also involves the possible elimination of the use of the optout.
The table below presents the yearly working time in the baseline situation (where we
assumed that the opt-out was introduced) and in a situation where the opt-out is
eliminated.
Table 7-24

Yearly working time – baseline situation and the situation without use of the opt
out (max 48-hour working week): Doctors in Greece

Million hours per year

All doctors

Baseline

Max 48-hour working
week1
74.58

65.50

Note:
1:All doctors in the current situation (29,965) plus the new hired doctors in the baseline (3,700 including
the productivity gain) work 48 hours per week for 46 weeks of the year.

The table shows that by eliminating the opt-out the hours that the doctors can work
will be reduced by around 9 million annually. The reduced working week will require
recruitment of more doctors. Hence, to deliver an unaffected service level (i.e. an
unchanged amount of working hours), the fixed labour costs will increase because of
the additional recruitments. The table below shows these impacts.
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Table 7-25

Fixed labour costs when moving from baseline situation to the situation with no
opt-out: Doctors in Greece

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)
Number of doctors needed to cover these hours1
Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)

9.08
4,111
11,379
46.78

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 26,550) are fixed labour costs

The table below shows the total direct impacts of moving from the baseline situation
to the situation with no opt-out.
Table 7-26 Total direct impacts of moving from the baseline situation to the situation with no
opt-out: Doctors in Greece
Total direct impacts
Decrease in hours delivered of 9.08 million hours per year or
Delivering the same number of hours and hiring 4,111 new doctors at fixed financial costs of MEUR 46.78
per year.

However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. Such impacts are not directly related to the WTD
as such, but more to national health care sector conditions, law and agreements.
In Greece, the standard working week is 35 hours per week. We assume that all hours
delivered above the 35 hours per week are paid for as overtime, i.e. with an overtime
premium. In the baseline situation, 9.08 million hours per year are remunerated as
overtime payments. In the situation where the opt-out is eliminated, new doctors are
hired to deliver these 9.08 million hours, and only a fraction of these hours is paid for
as overtime (13 out of each 48 hours)96.

96

We assume that all new doctors are hired to work 48 hours per week.
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Table 7-27 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average: Doctors in Greece
Type
Number of overtime hours in the baseline situation (million hours)

9.08

Number of overtime hours in situation without the opt-out (million hours)1

2.46

Overtime remuneration saving (MEUR)2

23.88

Note:
1: 4,111 doctors working 13 hours of overtime (48 hours minus standard working week of 35 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 26,550 - based on 2,208 working
hours per year)

Thus, a saving of MEUR 23.88 in overtime remuneration is achieved by moving from
the baseline situation to the situation with no opt-out.
As a further indirect impact, we assume a productivity gain. We assume that hours
delivered on top of an average 48 hours working week are 10% less effective than
hours delivered within a 48-hour working week. The expected productivity gain from
eliminating the use of the opt-out is estimated to 0.91 million hours and around MEUR
10.92, as presented in the table below.
Table 7-28 First order productivity gain when moving from the baseline situation to the
situation without the opt-out: Doctors in Greece
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but worked
below the 48-hour limit in the situation without the opt-out

9.08

Productivity gain

0.91

Savings in remuneration due to productivity gain (MEUR)1

10.92

Note:
1: Assumed standard remuneration – EUR 26,550 based on 2,208 working hours in a year

However, this productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of recruitments needed to compensate for the lost
hours, and it reduces the number of hours that are delivered as overtime. The
resulting direct and indirect impacts are shown in the tables below.
Table 7-29

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: Doctors in
Greece

Fixed labour costs
Hours to be covered by new doctors (million hours per year)1
Number of doctors needed to cover these hours2
Fixed labour costs per doctor per year3

Value
8.17
3,700
11,379
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Fixed labour costs

Value

Total fixed labour costs (MEUR per year)

42.10

Note:
1: 9.08 million hours less the productivity gain of 0.91 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (37,929) are fixed labour costs

Table 7-30 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average, when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration: Doctors in Greece
Type
Number of overtime hours in the baseline situation (million hours)

9.08

Number of overtime hours in situation without the opt-out (million hours)1

2.21

Overtime remuneration saving (MEUR)2

24.76

Note:
1: 3,700 doctors working 13 hours of overtime per week (48 hours minus standard working week of 35
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 26,550 based on 2,208 working hours
per year)

The below table summarises the total direct and indirect impacts of moving from the
current situation to the baseline situation for doctors in Greece.97
Table 7-31 Total direct and indirect impacts of moving from the current situation to the
baseline situation: Doctors in Greece
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered of
8.17 million hours per year or

Savings in overtime
remuneration of
MEUR 24.76 per year
and

Decrease in hours
delivered of 9.08 million
hours per year or

Savings in overtime
remuneration of
MEUR 23.88 per year

Delivering the same number of
hours and hiring 3,700 new
doctors at fixed financial costs
of MEUR 42.10 per year

Productivity gain of
MEUR 10.92 per year

Delivering the same
number of hours and
hiring 4,111 new doctors
at fixed financial costs of
MEUR 46.78 per year

Nurses
If some of the inactive on-call time is not counted as working time, this will imply that
all nurses that do on-call will – in the new situation – count less working hours than in

97

We have only included the first order impacts from productivity gain.
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the baseline and vice-versa if more inactive stand-by time is counted as working
time98.
Table 7-32 Change in working hours and costs from different treatment of inactive on-call and
stand-by time: Nurses in Greece
Share
of
inactive
time
counted
as
working time

Direct impacts

Indirect
impacts

Counted hours,
million hours
(difference compared
with baseline in
brackets)

Hours delivered,
million hours
(difference compared
with baseline in
brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)2

Change in
remuneration
including
overtime
payments
(MEUR)

75% on-call

85.46 (-7.80%)

92.69 (0%)

0

0

0 - -10.953

50% on-call

78.23 (-15.59%)

92.69 (0%)

0

0

0 - -21.893

40% stand-by

95.06 (2.56%

92.69 (0%)

1,074

5.13

0 – 14.294

20% stand-by

93.87 (1.28%)

92.69 (0%)

537

2.57

0 – 7.144

Note:
1: We assume that the extra hours required due to the changes made to the counting of stand-by time are
covered by hiring extra nurses that work 48 hours per week for 46 weeks of the year.
2: The fixed costs are estimated to 30% of the total labour costs (EUR 15,928)
3: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 11,149) based on 2,208 working hours per year (48 hours in 46 weeks per year)
4: All new hired nurses are paid EUR 11,149 annually. Furthermore, they are paid 30% of overtime for 13
hours per week – the difference between working 48 hours and the standard working week of 35 hours.

The below table presents the results of combining the different counting options for
inactive on-call and stand-by into four scenarios. In estimating the effects of the
different scenarios, we make allowances for the fact that the increased need for hours
when some of the in-active stand-by time are counted as working time is offset by
only counting part of the inactive on-call time as working time.
Table 7-33 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: nurses in Greece
Combination

Direct impacts

Indirect
impacts

Scenario

Counted hours,
million hours
(difference
compared with
baseline in

Hours
delivered,
million hours
(difference
compared
with baseline

No. of
new
workers
hired

Impact
on fixed
labour
costs
(MEUR)

Change in
remunerat
ion
including
overtime
payments

98
The change in on-call time could also offset the number of nurses needed to be hired when moving from the current situation to
the baseline situation. Counting on-call time as 75% would reduce the demand for nurses by 3.273 and the associated costs by EUR
15.64 million. Similarly, counting on-call time as 50% would reduce the needed number of nurses by 6,546 and the associated
costs by EUR 31.28 million. Counting in-active on-call time as 50% or 75% would mean that no new nurses need to be hired in the
baseline situation.
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(MEUR)1

brackets)

in brackets)

75% on-call and 40% stand-by

87.83 (-5.24%)

92.69 (0%)

0

0

0 - -7.36

75% on-call and 20% stand-by

86.65 (-6.52%)

92.69 (0%)

0

0

0 - -9.15

50% on-call and 40% stand-by

80.60 (-13.04%)

92.69 (0%)

0

0

0 - -18.30

50% on-call and 20% stand-by

79.42 (-14.31%)

92.69 (0%)

0

0

0 - -20.10

Note:
1: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 11,149) based on 2,208 working hours per year (48 hours in 46 weeks per year).

Finally, this policy option includes the possible elimination of the use of the opt-out.
The table below presents the yearly working time in the baseline and in the situation
where the opt-out is eliminated.
Table 7-34

Yearly working time – baseline situation and no use of the opt-out (max 48-hour
working week): Nurses in Greece

Million hours per year

Baseline

Total hours (million hours per year)

Max 48 hour working
week1
92.69

86.02

Note:
1: All nurses in the current situation (36,240) plus newly hired doctors in the baseline (2,718 including the
productivity gain) work 48 hours per week for 46 weeks per year.

The table shows that the elimination of the opt-out will reduce the hours that nurses
can work by around 7 million hours annually. The reduced working week will thus
generate a need to recruit more nurses. Hence, delivering an unaffected service level
(assumed similar to an unchanged number of working hours), will increase the fixed
labour costs because of the additional recruitments. The table below shows the
number of additional nurses needed to deliver an unchanged amount of hours and the
associated fixed labour costs.
Table 7-35

Fixed labour costs when moving from baseline situation to a situation with no optout: Nurses in Greece

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)

6.69

Number of nurses needed to cover these hours1

3,020

Fixed labour costs per nurse per year2

4,788

Total fixed labour costs (MEUR per year)

14.43

Note:
1: Assuming that all nurses work 48 hours per week for 46 weeks per month
2: Assuming that 30% of the total labour costs (EUR 15,928) are fixed labour costs
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The total direct impacts of moving from the baseline situation to the situation without
use of the opt-out are presented in the table below.
Table 7-36 Total direct impacts of moving from the baseline situation (with opt-out) to the
situation without use of the opt-out: Nurses in Greece
Total direct impacts
Decrease in hours delivered of 6.69 million hours per year or
Delivering the same number of hours and hiring 3,020 new nurses at fixed financial costs of MEUR 14.43
per year.

However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. These impacts are not directly related to the
WTD as such, but more to national health care sector conditions, law and agreements.
In Greece, the standard working week is 35 hours. We assume that all hours delivered
above the 35 hours are remunerated as overtime, i.e. with an overtime premium. In
the baseline situation, 6.69 million hours per year are thus remunerated as overtime.
In the situation where the opt-out is eliminated, new nurses are hired to deliver the
6.69 million hours, and only a fraction of these hours is remunerated as overtime (13
out of each 48 hours)99.
Table 7-37 Overtime savings from letting all nurses deliver maximum 48 hours per week on
average: Nurses in Greece
Type
Number of overtime hours in the baseline situation (million hours)

6.69

Number of overtime hours in the situation without the opt-out (million
hours)1

1.81

Saving in overtime remuneration (MEUR)2

7.37

Note:
1: 3,020 nurses working 13 hours of overtime (48 hours minus standard working week of 35 hours) in 46
hours per year
2: Assuming that remuneration of overtime is 30% on top of salary (EUR 11,149 based on 2,208 working
hours per year)

A saving of MEUR 7.37 in overtime remuneration is achieved by the move from the
baseline situation to the situation without use of the opt-out.
As a further indirect impact, we assume a productivity gain. We assume that hours
delivered in excess of a working week of 48 hours are 10% less effective than hours
delivered within a 48-hour working week. The expected productivity gain is estimated
to 0.67 million hours corresponding to around MEUR 3.37, as presented in the table
below.

99

We assume that all new nurses are hired to work 48 hours per week.

May 2015 - 166

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

Table 7-38 First order productivity gain when moving from the baseline situation to the
situation without the opt-out: Nurses in Greece
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but worked
below the 48-hour limit in the situation without the opt-out

6.69

Productivity gain

0.69

Savings in remuneration due to productivity gain (MEUR)1

3.37

Note:
1: Assumed standard remuneration – EUR 11,149 based on 2,208 working hours per year

However, the productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed as well as the number of
hours that needs to be delivered as overtime.
The direct impacts, also considering the productivity gain, are presented in the tables
below.
Table 7-39

Fixed labour costs induced by moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: Nurses in
Greece

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)1

6.00

Number of nurses needed to cover these hours2

2,718

Fixed labour costs per nurse per year3

4,778

Total fixed labour costs (MEUR per year)

12.99

Note:
1: 6.69 million hours less the productivity gain of 0.69 million hours
2: Assuming that all nurses work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 15,928) are fixed labour costs

Table 7-40 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration: Nurses in Greece
Type
Number of overtime hours in the baseline situation (million hours)

6.69

Number of overtime hours in the situation without the opt-out (million
hours)1

1.63

Overtime remuneration saving (MEUR)2

10.40

Note:
1: 2,718 nurses working 13 hours of overtime per week (48 hours minus standard working week of 35
hours) in 46 hours per year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 11,149 based on 2,208 working hours
per year)
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The table below presents the total direct and indirect impacts from moving from the
current situation to the baseline situation in for doctors in Greece.100
Table 7-41 Total direct and indirect impacts of moving from the current situation to the
baseline situation
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered of
6.00 million hours per year or

Saving in overtime
remuneration of
MEUR 10.40 per year
and

Decrease in hours
delivered of 6.69 million
hours per year or

Savings in overtime
remuneration of
MEUR 7.37 per year

Delivering the same number
of hours and hiring 2,718 new
doctors at fixed financial costs
of MEUR 12.99 per year

7.6

Productivity gain of
MEUR 3.37 per year

Delivering the same
number of hours and
hiring 3,020 new doctors
at fixed financial costs of
MEUR 14.43 per year

Quantitative results for case study countries: France
Doctors

If some of the inactive on-call time is not counted as working time, all doctors that do
on-call will count less hours as working hours than in the baseline situation, and vice
versa when some inactive stand-by time are counted as working time.
The table shows that the new way of treating on-call and stand-by time for doctors will
generate for a net saving as less working hours are counted. Please note that we
assume that the hours to be counted as working hours due to the change in stand-by
time are covered by the doctors working below the 48-hour limit. After the change,
doctors will still work below the 48-hour limit on average meaning that there is no
need to hire extra doctors. The table includes a possible indirect impact by which it is
assumed that inactive time no longer counts as overtime is not remunerated as
overtime.
Table 7-42 Change in working hours and costs of different treatment of inactive on-call and
stand-by time. Doctors in France
Share of inactive time
counted as working time

Direct impacts

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

100

Indirect
impacts5

Hours
delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of
new
workers
hired1

Impact on
fixed
labour
costs
(MEUR)2

Change in
remuneration
including
overtime
payments
(MEUR)

We have only included the first order impacts from productivity gain.

May 2015 - 168

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

75% on-call

275.48 (-1.87%)

280.72 (0%)

0

0

0 - -78.393

50% on-call

270.23 (-3.74%)

280.72 (0%)

0

0

0 - -156.783

40% stand-by

285.76 (1.79%)

280.72 (0%)

2,280

107.51

0 - 264.964

20% stand-by

283.24 (0.90%)

280.72 (0%)

1,140

53.75

0 - 132.484

Note:
1: We assume that the extra hours generated due to changes in the counting of stand-by time are covered
by hiring new doctors working 48 hours per week.
2: The fixed costs is estimated to 30% of the total labour costs (EUR 157,144)
3: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 110,000) based on 2,208 working hours per year (48 hours in 46 weeks per year)
4: All new hired doctors are paid EUR 110,000 per year. Furthermore, they are remunerated for overtime of
9 hours per week by 30% – the difference between working 48 hours and the standard working week of
39 hours.
5: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

However, the option assumes that any new way of counting inactive stand-by time is
always combined with a new way of counting inactive stand-by time. In the table
below, we present the results of combining the counting options for on-call and standby into four scenarios. In estimating the effects of the different scenarios, we make
allowances for the fact that the increased need for hours when some of the in-active
stand-by time are counted as working time is offset by only counting part of the inactive on-call time as working time.
Table 7-43 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: Doctors in France
Combination

Direct impacts

Indirect
impacts2

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
worke
rs
hired

Impact on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

280.51(-0.07%)

280.72 (0%)

0

0

0 – -3.14

75% on-call and 20% stand-by

278.00 (-0.97%)

280.72 (0%)

0

0

0 - -40.76

50% on-call and 40% stand-by

275.27 (-1.94%)

280.72 (0%)

0

0

0 - -81.52

50% on-call and 20% stand-by

272.75 (-2.84%)

280.72 (0%)

0

0

0 - -119.15

Note:
1: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 110,000) based on 2,208 working hours per year (48 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option includes the possible elimination of the use of the opt-out.
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The table below presents the yearly working time in the baseline situation and in a
situation where the opt-out is eliminated.
Table 7-44

Yearly working time – baseline situation and no use of the opt out (max 48-hour
working week): Doctors in France

Million hours per year

Baseline1

Max 48 hour working
week2

Doctors that have opted out in the baseline situation

163.78

142.93

Doctors that have not opted out in the baseline
situation

116.95

116.95

280.72

259.88

Total hours (million hours per year)

Note:
1: 117,699 doctors of whom 55% have opted-out and work 55 hours on average in 46 weeks of the year
and 117,669 doctors of whom 45 % have not opted-out and work 48 hours on average in 46 weeks of
the year
2: All 117,669 doctors work 48 hours per week for 46 weeks of the year

The table shows that an elimination of the opt-out will reduce the hours that doctors
can work by around 21 million hours per year. The reduced working week will thus
require recruitment of more doctors. Hence, to deliver an unaffected service level, the
fixed labour costs will increase. The resulting impacts are shown below.
Table 7-45

Fixed labour costs when moving from baseline situation to a situation with no optout: Doctors in France

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)

20.84

Number of doctors needed to cover these hours1

9,440

Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)

47,143
445.05

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks per month
2: Assuming that 30% of the total labour costs (EUR 157,144) are fixed labour costs

The total direct impacts of moving from the current situation to the baseline situation
are presented in the table below.
Table 7-46 Total direct impacts of moving from the baseline situation (with opt-out) to a
situation with no opt-out. Doctors in France
Total direct impacts
Decrease in hours delivered of 20.84 million hours per year or
Delivering the same number of hours and hiring 9,440 new doctors at fixed financial costs of MEUR 445.05
per year.
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However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. The indirect impacts are not related to the WTD
as such, but more to national health care sector conditions, law and agreements.
In France, the standard working week is 39 hours. We assume that all hours delivered
above the 39 hours per week are remunerated as overtime. In the baseline situation
20.84 million hours per year are remunerated as overtime. In the situation where the
opt-out is eliminated, new doctors are hired to deliver the 20.84 million hours, and
only a fraction of these hours is delivered and paid for as overtime (9 out of each 48
hours)101.
Table 7-47 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average: Doctors in France
Type
Number of overtime hours in the baseline situation (million hours)
Number of overtime hours in the situation without the opt-out (million
hours)1
Overtime remuneration saving (MEUR)2

20.84
3.91

253.12

Note:
1: 9,440 doctors working 9hours of overtime (48 hours minus standard working week of 39 hours) in 46
hours per year
2: Assuming that remuneration of overtime is 30% on top of salary (EUR 110,000 based on 2,208 working
hours per year)

TA saving of MEUR 253.12 in overtime remuneration is achieved by the move from the
current situation to the baseline.
As a further indirect impact, we assume a productivity gain. We assume that hours
that are delivered on top of a 48-hour working week are 10% less effective than hours
delivered within a 48-hour working week. The expected productivity gain is estimated
to 2.08 million hours corresponding to around MEUR 103.84 as presented in the table
below.
Table 7-48 First order productivity gain when moving from the baseline situation to the
situation without the opt-out: Doctors in France
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but are
worked below the 48-hour limit in the situation without the opt-out
Productivity gain
Remuneration savings due to productivity gain (MEUR)1

20.84

2.08
103.84

Note:
1: Assuming standard remuneration EUR 110,000 based on 2,208 working hours per year

101

We assume that all new doctors are hired to work 48 hours per week.
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However, this productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed as well as the number of
hours needed to be delivered overtime.
The direct impacts that consider the productivity gain are presented in the tables
below.
Table 7-49

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: Doctors in
France

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

18.76

Number of doctors needed to cover these hours2

8,496

Fixed labour costs per doctor per year3
Total fixed labour costs (MEUR per year)

47.143
400.55

Note:
1: 20.84 million hours less the productivity gain of 2.84 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 157,144) are fixed labour costs

Table 7-50 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration: Doctors in France
Type
Number of overtime hours in the baseline situation (million hours)

20.84

Number of overtime hours in situation without the opt-out (million hours)1
Overtime remuneration saving (MEUR)2

3.52
258.96

Note:
1: 8,496 doctors working 9 hours of overtime per week (48 hours minus standard working week of 39
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 110,000 based on 2,208 working
hours per year)

The table below presents the total direct and indirect impacts of moving from the
current situation to the baseline situation in for doctors in France.102
Table 7-51 Total direct and indirect impacts of moving from the baseline situation to a situation
without use of the opt-out: Doctors in France

102

We have only included the first order impacts from productivity gain.
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Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect
impact

Decrease in hours
delivered of 18.76 million
hours per year or

Saving from overtime
remuneration of MEUR
258.96 per year and

Decrease in hours delivered of
20.84 million hours per year or

Delivering the same
number of hours and
hiring 8,496 new doctors
at fixed financial costs of
MEUR 400.55 per year

Productivity gain of
MEUR 103.84 per year

Saving from
overtime
remuneration
of MEUR
253.12 per
year

Delivering the same number of
hours and hiring 9,440 new doctors
at fixed financial costs of MEUR
445.05 per year

Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation – count fewer hours as working hours than the
current, average 37.5 hours. The opposite holds when some of the inactive stand-by
hours can be counted as working time. However, even in the situation where 40% of
the in-active stand-by time is counted as working time, the average working time for
nurses are still below the 48-hour limit. Hence, in France, the changes to the WTD will
not require recruitment more nurses.
Table 7-52 Change in working hours and costs induced by different treatment of inactive oncall and stand-by time: Nurses in France
Share of inactive time
counted as working time

Direct impacts

Indirect
impacts

Counted hours, million
hours (difference
compared with baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

416.48 (-0.86%)

419.99 (0%)

0

0

0 - -28.30

50% on-call

412.76 (-1.72%)

419.99 (0%)

0

0

0 - -56.61

40% stand-by

426.94 (1.65%)

419.99 (0%)

0

0

0 - 54.34

20% stand-by

423.47 (0.83%)

419.99 (0%)

0

0

0 - 27.17

Note:
1: We assume no workers are hired because both in the baseline and after the change in the way of
counting they are below the 48-hour limit.
2: We assume that no changes are made to the general remuneration scheme but the nurses are not paid
overtime for the hours not counted as working hours. Overtime payment is assumed to be 30% on top
of the yearly salary (EUR 45,000) based on 1,725 working hours per year (37.5 hours in 46 weeks of the
year)

In the table below, we present the results of combining the counting options for oncall and stand-by into four scenarios. In estimating the effects of the different
scenarios, we make allowances for the fact that the increased need for hours
generated by counting some of the in-active stand-by time as working time is offset
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by only counting part of the in-active on-call time as working time. We assume that
the changes are so insignificant that no new nurses need to be recruited in any of the
situations.
Table 7-53 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: nurses in France
Combination

Direct impacts

Indirect
impacts

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

423.32 (0.79%)

419.99 (0%)

0

0

0 – 26.04

75% on-call and 20% stand-by

419.85 (-0.03%)

419.99 (0%)

0

0

0 - -1.13

50% on-call and 40% stand-by

419.71 (-0.07%)

419.99 (0%)

0

0

0 - -2.26

50% on-call and 20% stand-by

416.23 (-0.90%)

419.99 (0%)

0

0

0 - -29.44

Note:
1: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 45,000) based on 1,725 working hours of the year (37.5 hours in 46 weeks per
year)

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, this will have no impact in France because the opt-out is not used for nurses
in the baseline.

7.7

Quantitative results for case study countries: Hungary
Doctors

If some of the inactive on-call time is not counted as working time, all doctors that do
on-call will – in the new situation – count fewer hours as working hours than in the
baseline situation, and vice-versa when some of the inactive stand-by time are
counted as working time.
The table points to a net saving in that less working hours are entered into the system
which need be remunerated, with the given assumptions (see footnotes to the table).
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Table 7-54 Change in working hours and costs from different treatment of inactive on-call and
stand-by time. Doctors in Hungary
Share of inactive time
counted as working time

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference compared
with baseline in
brackets)

Hours
delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

34.94 (-4.74%)

36.68 (0%)

0

0

0- -5.56

50% on-call

33.20 (-9.49%)

36.68 (0%)

0

0

0 - -11.12

40% stand-by

36.81 (0.35%)

36.68 (0%)

0

0

0 – 0.41

20% stand-by

36.75 (0.17%)

36.68 (0%)

0

0

0 – 0.20

Note:
1: We assume that the extra hours caused to the changes in counting stand-by time are covered by doctors
currently working below the 48-hour limit and hence there is no need to hire extra doctors.
2: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 16,452) based on 2,208 working hours per year (48 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

However, this option assumes that new ways of counting inactive on-call time and
inactive stand-by time are always used in combination. In the table below, we present
the results of combining the counting options for on-call and stand-by into four
scenarios. In estimating the effects of the different scenarios, we make allowances for
the fact that the increased need for hours by counting some of the inactive stand-by
time as working time is offset by only counting part of the in-active on-call time as
working time.
Table 7-55 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours. Doctors in Hungary
Combination

Direct impacts

Indirect
impacts2

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with
baseline in
brackets)

No. of
new
workers
hired

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

35.07 (-4.40%)

36.68 (0%)

0

0

0 - -5.15

75% on-call and 20% stand-by

35.01 (-4.57%)

36.68 (0%)

0

0

0 - -5.35

50% on-call and 40% stand-by

33.33 (-9.14%)

36.68 (0%)

0

0

0 - -10.71

50% on-call and 20% stand-by

33.27 (-9.31%)

36.68 (0%)

0

0

0 - -10.91
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Note:
1: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 16,452) based on 2,208 working hours per year (48 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option includes the possibility of eliminating the use of the opt-out.
The table below presents the yearly working time in the baseline situation and in the
situation where the opt-out is eliminated.
Table 7-56

Yearly working time – baseline situation and no use of the opt-out (max 48-hour
work week). Doctors in Hungary

Million hours per year

Baseline

Max 48 hour
working week

Doctors that have opted out or are on concurrent contracts in the baseline
situation

21.75

18.651

Doctors that have not opted out or are not on concurrent contracts in the
baseline situation

14.93

14.93

Total hours (million hours per year)

36.68

33.58

Note:
1: 16,559 of which 51% work 48 hours per week.

The elimination of the opt-out will reduce the hours that the doctors can work by
around 3 million hours annually. The reduced working week will require recruitment of
more doctors. Hence, to deliver an unaffected service level (unchanged number of
working hours), the fixed labour costs will increase. The table below presents the
number of additional doctors needed to deliver an unchanged amount of hours, and
the associated fixed labour costs.
Table 7-57

Fixed labour costs when moving from baseline situation to a situation without use
of the opt-out. Doctors in Hungary

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)

3.11

Number of doctors needed to cover these hours1

1,408

Fixed labour costs per doctor per year2

7,051

Total fixed labour costs (MEUR per year)

9.92

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks per month
2: Assuming that 30% of the total labour costs (EUR 23,503) are fixed labour costs

The table below shows the total direct impacts of moving from the baseline situation
to the situation without use of the opt-out.
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Table 7-58 Total direct impacts of moving from the current situation to the baseline situation
(with opt-out): Doctors in Hungary
Total direct impacts
Decrease in hours delivered of 3.11 million hours per year or
Delivering the same number of hours and hiring 1,408 new doctors at fixed financial costs of MEUR 9.92 per
year.

However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. However, the indirect impacts are not directly
related to the WTD as such, but more to national health care sector conditions, law
and agreements.
In Hungary, the standard working week is 40 hours. We assume that all hours
delivered above the 40 hours per week are remunerated as overtime. In the baseline
situation, 3.12 million hours annually are remunerated as overtime. In the situation
where the opt-out is eliminated, new doctors are hired to deliver the 3.12 million
hours and only a fraction of these hours is remunerated as overtime (8 out of each 48
hours)103.
Table 7-59 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average. Doctors in Hungary
Type
Number of overtime hours in the baseline situation (million hours)

3.11

Number of overtime hours in the situation without the opt-out (million
hours)1

0.52

Savings in overtime remuneration (MEUR)2

5.79

Note:
1: 1.408 doctors working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
hours of the per year
2: Assumed remuneration of overtime is 30% on top of salary (EUR 16,425 based on 2,208 working hours
per year)

The potential saving in overtime remuneration is MEUR 5,79 as a result of the move
from the baseline situation to the situation without use of the opt-out.
As a further indirect impact, we assume a productivity gain. We assume that working
hours that are delivered on top of a 48-hour working week are 10% less effective than
hours delivered within the 48 hours. The expected productivity gain is estimated to
0.31 million hours and around MEUR 2.32, as presented in the table below.

103

We assume that all new doctors are hired to work 48 hours per week.
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Table 7-60 First order productivity gain when moving from the baseline situation to the
situation without the opt-out. Doctors in Hungary
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but are
worked below the 48-hour limit in the situation without the opt-out

3.11

Productivity gain

0.31

Savings in remuneration due to productivity gain (MEUR)1

2.32

Note:
1: Assumed standard remuneration – EUR 16,425 based on 2,208 working hours per year

The productivity gain will also influence the above impacts: both the direct impacts
and the overtime savings. The efficiency gain reduces the number of hours needed
and hence the number of new recruitments needed as well as the number of hours
delivered as overtime.
The direct impacts also considering the productivity are presented in the tables below.
Table 7-61

Fixed labour costs induced by moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration. Doctors in
Hungary

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

2.80

Number of doctors needed to cover these hours2

1,267

Fixed labour costs per doctor per year3

7,051

Total fixed labour costs (MEUR per year)

8.93

Note:
1: 3.11 million hours less the productivity gain of 0.31 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (23,503) are fixed labour costs

Table 7-62 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration. Doctors in Hungary
Type
Number of overtime hours in baseline situation (million hours)

3.11

Number of overtime hours in the situation without the opt-out (million
hours)1

0.47

Overtime remuneration saving (MEUR)2

5.90

Note:
1: 1,267 doctors working 8 hours of overtime per week (48 hours minus standard working week of 35
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 16,425 based on 2,208 working hours
per year)
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The below table presents the total direct and indirect impacts of moving from the
current situation to the baseline situation for doctors in Hungary.104
Table 7-63 Total direct and indirect impacts of moving from the baseline situation to the
situation without use of the opt-out. Doctors in Hungary
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered
of 2.80 million hours per
year or

Saving from overtime
remuneration of
MEUR 5.90 per year
and

Decrease in hours delivered
of 3.11 million hours per
year or

Saving from
overtime
remuneration of
MEUR 5.79 per year

Delivering the same number
of hours and hiring 1,267
new doctors at fixed
financial costs of MEUR 8.93
per year

Productivity gain of
MEUR 2.32 per year

Delivering the same number
of hours and hiring 1,408
new doctors at fixed
financial costs of MEUR 9.92
per year

Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation – count fewer hours as working time than in the
baseline, and vice versa when some of the inactive stand-by time are counted as
working time.
Table 7-64 Change in working hours and costs from different treatment of on-call and stand-by
time. Nurses in Hungary
Share of inactive time counted
as working time

Direct impacts

Indirect
impacts3

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with
baseline in
brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

117.69 (-0.02%)

117.71 (0%)

0

0

0 - -0.04

50% on-call

117.66 (-0.04%)

117.71 (0%)

0

0

0 - -0.08

40% stand-by

117.73 (0.02%)

117.71 (0%)

0

0

0 – 0.03

20% stand-by

117.72 (0.01%)

117.71 (0%)

0

0

0- 0.02

104

We have only included the first order impacts from productivity gain.
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Note:
1: We assume that the extra hours caused by changes in counting stand-by time are covered by the nurses
working below the 48-hour limit in the baseline situation.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 8,256) based on 2,208 working hours per year (48 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, only the way of counting the working hours.

However, this option assumes that any alternative way of counting inactive on-call
time always goes hand in hand with an alternative way of counting inactive stand-by
time. In the table below, we present the results of combining the counting options for
on-call and stand-by into four scenarios. In estimating the effects of the different
scenarios, we consider the impacts so insignificant that they do not invoke a need to
recruit more nurses in any of the situations.
Table 7-65 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: nurses in Hungary
Combination Scenario

Direct impacts

Indirect
impacts2

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)1

75% on-call and 40% stand-by

117.71 (-0.00%)

117.71 (0%)

0

0

0 - -0.01

75% on-call and 20% stand-by

117.70 (-0.01%)

117.71 (0%)

0

0

0 - -0.02

50% on-call and 40% stand-by

117.68 (-0.02%)

117.71 (0%)

0

0

0 - -0.05

50% on-call and 20% stand-by

117.67 (-0.03%)

117.71 (0%)

0

0

0 - -0.06

Note:
1: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 8,256) based on 2,208 working hours per year (48 hours in 46 weeks per year)
2: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
The table below presents the yearly working time in the baseline situation and in a
situation where the opt-out is eliminated.
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Table 7-66

Yearly working time – baseline situation and situation without use of the opt-out
(max 48-hour working week). Nurses in Hungary

Million hours per year

Baseline

Max 48-hour working
week
5.49

4.881

Nurses that have not opted out

112.22

112.22

Total hours (million hours)

117.71

117.10

Nurses that have opted out

Note:
1: All nurses opted-out in the baseline works 48 hours per week.

The elimination of the opt-out thus reduces the hours that the nurses can work by
around 0.6 million hours per year. The reduced working week will necessitate
recruitment of more nurses. Hence, to deliver an unaffected service level (unchanged
number of working hours), the fixed labour costs will increase. The table below shows
the results.
Table 7-67

Fixed labour costs when moving from baseline situation to the situation without
opt-out. Nurses in Hungary

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)

0.61

Number of nurses needed to cover these hours1
Fixed labour costs per nurse per year2

277
3,538

Total fixed labour costs (MEUR per year)

0.98

Note:
1: Assuming that all nurses work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 11,794) are fixed labour costs

The total direct impacts of moving from the baseline situation to a situation without
opt-out are shown below.
Table 7-68

Total direct impacts of moving from the current situation to the baseline situation
(with opt-out): Nurses in Hungary

Total direct impacts
Decrease in hours delivered of 0.61 million per year or
Delivering the same number of hours and hiring 277 new nurses at fixed financial costs of MEUR 0.98 per
year.

The move from the baseline situation to the situation without the opt-out will also
result in some indirect impacts. The indirect impacts are not related to the WTD as
such, but more to national health care sector conditions, law and agreements.
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In Hungary, the standard working week is 40 hours. We assume that all hours
delivered above the 40 hours per week are remunerated as overtime. In the baseline
situation, 0.61 million hours annually are remunerated as overtime. In the situation
without the opt-out, new nurses are hired to deliver the 0.61 million hours and only a
fraction of these hours is paid for as overtime (8 out of each 48 hours)105.
Table 7-69 Overtime savings from letting all nurses deliver maximum 48 hours per week on
average: Nurses in Hungary
Type

Value

Number of overtime hours in the baseline situation (million hours)

0.61

Number of overtime hours the situation without the opt-out (million hours)1

0.10

Saving in overtime remuneration (MEUR)2

0.57

Note:
1: 277 nurses working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
hours per year
2: Assumed remuneration of overtime is 30% on top of salary (EUR 8,256 based on 2,208 working hours
per year)

A saving of MEUR.57 MEUR in overtime remuneration is achieved by moving from the
baseline situation to the situation without the opt-out.
As a further indirect impact, we assume a productivity gain. We assume that all
working hours that are delivered on top of a 48-hour working week are 10% less
effective than those delivered within a 48-hour working week. The expected
productivity gain is estimated to 0.06 million hours and around MEUR 0.23, as
presented in the table below.
Table 7-70 First order productivity gain when moving from the baseline situation to the
situation without the opt-out: Nurses in Hungary
Productivity gain
Hours worked above the 48 hour limit in the baseline situation but worked
below the 48-hour limit in the situation without the opt-out

0.61

Productivity gain

0.06

Remuneration savings due to productivity gain (MEUR)1

0.23

Note:
1: Assumed standard remuneration – EUR 8,256 based on 2,208 working hours of the year

The productivity gain will also influence the above impacts: both the direct impacts
and the overtime savings. The efficiency gain reduces the number of hours needed
and hence the number of new recruitments needed as well as the number of hours
delivered as overtime.
The direct impacts considering the productivity gain are presented in the tables below.

105

We assume that all new doctors are hired to work 48 hours per week.
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Table 7-71

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: Nurses in
Hungary

Fixed labour costs

Value

Hours to be covered by new nurses (million hours per year)1

0.55

Number of nurses needed to cover these hours2

249

Fixed labour costs per nurse per year3

3,538

Total fixed labour costs (MEUR per year)

0.88

Note:
1: 0.61 million hours less the productivity gain of 0.06 million hours
2: Assuming that all nurses work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 11,794) are fixed labour costs

Table 7-72 Overtime savings from letting all nurses deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration. Nurses in Hungary
Type

Value

Number of overtime hours in the baseline situation (million hours)

0.61

Number of overtime hours in the situation without the opt-out (million
hours)1

0.09

Saving in overtime remuneration (MEUR)2

0.58

Note:
1: 2,718 nurses working 8 hours of overtime per week (48 hours minus standard working week of 40
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 8,256 based on 2,208 working hours
per year)

The table below summarises the total direct and indirect impacts from moving from
the baseline situation to a situation without use of the opt-out.106

106

We have only included the first order impacts from productivity gain.
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Table 7-73 Total direct and indirect impacts of moving from the baseline situation to the
situation without use of the opt-out. Nurses in Hungary
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered
of 0.55 million hours per
year or

Saving in overtime
remuneration of
MEUR 0.58 per year
and

Decrease in hours delivered
of 0.61 million hours per
year or

Saving in overtime
remuneration of
MEUR 0.57 per year

Delivering the same number
of hours and hiring 249 new
doctors at fixed financial
costs of MEUR 0.88 per year

7.8

Productivity gain of
MEUR 0.23 per year

Delivering the same number
of hours and hiring 277 new
doctors at fixed financial
costs of MEUR 0.98 per year

Quantitative results for case study countries: Italy

In Italy, the baseline was framed so that the impact of no longer considering all
doctors as autonomous was assumed to be partly offset through the use of the optout. Hence, the baseline diverts substantially from the current situation.
Doctors
If some of the inactive on-call time is not counted as working time, this will imply that
all doctors that do on-call will – in the new situation – count fewer working hours than
in the baseline situation, and vice versa when some of the inactive stand-by time is
counted as working time.
The below table shows that the new way of treating on-call and stand-by time will
provide for a net-saving in terms of less working hours being counted as working
hours.
Table 7-74 Change in working hours and costs from different treatment of inactive on-call and
stand-by time: doctors in Italy
Share of inactive time
counted as working time

Direct impacts

Indirect
impacts5

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)2

Change in
remuneration
including
overtime
payments
(MEUR)

75% on-call

314.23 (-3.66%)

321.92 (0%)

0

0

0 - -89.533

50% on-call

298.39 (-7.31%)

321.92 (0%)

0

0

0 - -179.053

40% stand-by

340.40 (5.74%)

321.92 (0%)

6,279

150.69

0 - 373.574

20% stand-by

331.16 (2.87%)

321.92 (0%)

3,139

75.34

0 - 186.794

Note:
1: We assume that all new hired doctors work 48 hours on average in 46 weeks per year
2: The fixed costs are estimated to 30% of the total labour costs (EUR 80,001)
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3: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 56,000) based on 2,208 working hours per year (48 hours in 46 weeks per year)
4: All new hired doctors are paid EUR 56.000 annually. Furthermore, they are remunerated by 30%
overtime for 10 hours per week – the difference between working 48 hours and the standard working
week of 38 hours.
5: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

The option assumes that if some of the inactive on-call time is no longer counted as
working time, this must always be combined with the counting some of the inactive
stand-by time as working time. In the table below, we present the results of
combining the counting options for on-call and stand-by into four scenarios. In
estimating the effects of the different scenarios, we assume that the increased need
for hours by counting some of the in-active stand-by time as working time is offset by
only counting part of the inactive on-call time as working time. However, in the
situation where we assume that 75% of the inactive on-call time are counted as
working time and 40% of the inactive stand-by time is counted as working time, there
will be a need to recruit more doctors. The flexibility offered through the new counting
methods is not enough to fully offset the differences. Hence, the 2.09% increase in
hours counted can only be covered through new recruitments.
Table 7-75 Change in working hours and costs from different treatment of inactive on-call and
stand-by time in the counting of working hours: Doctors in Italy
Combination

Direct impacts

Indirect
impacts5

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)2

Change in
remuneration
including
overtime
payments
(MEUR)

75% on-call and 40% stand-by

328.64 (2.09%)

321.92 (0%)

2,282

54.76

0 - 135.773

75% on-call and 20% stand-by

319.40 (-0.78%)

321.92 (0%)

0

0

0 - -19.214

50% on-call and 40% stand-by

316.87 (-1.57%)

321.92 (0%)

0

0

0 - -38.424

50% on-call and 20% stand-by

307.63 (-4.44%)

321.92 (0%)

0

0

0 - -108.734

Note:
1: We assume that all new hired doctors work 48 hours on average in 46 weeks per year
2: The fixed costs are estimated to 30% of the total labour costs (EUR 80,001)
3: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 56,000) based on 2,208 working hours per year (48 hours in 46 weeks per year)
4: All new hired doctors are paid EUR 56,000 annually. Furthermore, they are remunerated for 8 hours of
overtime per week by 30%– the difference between working 48 hours and the standard working week of
38 hours.
5: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
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The table below presents the yearly working time in the baseline situation and in a
situation without the opt-out.
Table 7-76

Yearly working time – baseline situation and situation without use of the opt out
(max 48-hour work week): Doctors in Italy

Million hours per year

Baseline

Total hours (million hours per year)

Max 48-hour working
week
321.92

281.170

Eliminating the opt-out thus reduces the hours that the doctors can work by around 41
million hours per year. The reduced working week will necessitate recruitment of more
doctors. Hence, to deliver an unaffected service level (an unchanged number of
working hours), the fixed labour costs will increase. The table below presents the
number of additional doctors needed to deliver an unchanged amount of hours and the
associated fixed labour costs.
Table 7-77

Fixed labour costs when moving from baseline situation to situation without optout: Doctors in Italy

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)

40.75

Number of doctors needed to cover these hours1

18,455

Fixed labour costs per doctor per year2

24,000

Total fixed labour costs (MEUR per year)

442.930

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks per month
2: Assuming that 30% of the total labour costs (EUR 80,001) are fixed labour costs

The total direct impacts of moving from the baseline situation to the situation without
use of the opt-out are shown below.
Table 7-78 Total direct impacts of moving from the baseline situation to the situation without
use of the opt-out. Doctors in Italy.
Total direct impacts
Decrease in hours delivered of 40.75 million hours per year or
Delivering the same number of hours and hiring 18,455 new doctors at fixed financial costs of MEUR
442.930 per year.

However, the move from the baseline situation to the situation without the opt-out will
also generate some indirect impacts. The indirect impacts are not related to the WTD
as such, but more to national conditions, law and agreements.
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In Italy, the standard working week is 38 hours. We assume that all hours delivered
above the 38 hours per week are remunerated as overtime. In the baseline situation,
40.75 million hours annually that are remunerated as overtime. In the situation where
the opt-out is eliminated, new doctors are hired to deliver the 40.75 million hours and
only a fraction of these hours is remunerated as overtime (10 out of each 48
hours)107.
Table 7-79 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average: Doctors in Italy
Type

Value

Number of overtime hours in the baseline situation (million hours)

40.75

Number of overtime hours in situation without the opt-out (million hours)1

8.49

Overtime remuneration saving (MEUR)2

245.46

Note:
1: 18,455 doctors working 10 hours of overtime (48 hours minus standard working week of 38 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 89,884 based on 2,208 working hours
per year)

A saving of MEUR 245.46 in overtime remuneration is achieved by moving from the
baseline situation to the situation without opt-out.
As a further indirect impact, we assume a productivity gain. We assume that working
hours delivered on top of a 48-hour working week are 10% less effective than those
delivered within the 48 hours. The expected productivity gain is estimated to 4.07
million hours and around MEUR 103.35 as presented in the table below.
Table 7-80 First order productivity gain when moving from the baseline situation to the
situation without the opt-out. Doctors in Italy
Productivity gain

Value

Hours worked above the 48-hour limit in the baseline situation but worked
below the 48-hour limit in the situation without the opt-out
Productivity gain
Remuneration savings due to productivity gain (MEUR)1

40.75

4.07
103.35

Note:
1: Assumed standard remuneration – EUR 56,000 based on 2,208 working hours per year

However, this productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed as well as the number of
hours that needs to be delivered as overtime.

107

We assume that all new doctors are hired to work 48 hours per week.
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The direct impacts that take the productivity gain into consideration are presented in
the tables below.
Table 7-81

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration: Doctors in
Italy

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

36.67

Number of doctors needed to cover these hours2

16,610

Fixed labour costs per doctor per year3

24,000

Total fixed labour costs (MEUR per year)

398.64

Note:
1: 40.75 million hours less the productivity gain of 4.07 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 80,001) are fixed labour costs

Table 7-82 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration: Doctors in Italy
Type
Number of overtime hours in baseline situation (million hours)

40.79

Number of overtime hours in situation without the opt-out (million hours)1

7.64

Overtime remuneration saving (MEUR)2

251.92

Note:
1: 16,610 doctors working 10 hours of overtime per week (48 hours minus standard working week of 38
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 56,000 based on 2,208 working hours
per year)

The table below summarises the total direct and indirect impacts of moving from the
current situation to the baseline situation for doctors in Italy.108
Table 7-83 Total direct and indirect impacts of moving from the current situation to the
baseline situation
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered
of 36.67 million hours per
year or

Saving from
overtime
remuneration of
MEUR 251,92 per

Decrease in hours delivered
of 40.75 million hours per
year or

Saving from
overtime
remuneration of
MEUR 245,46 per

Delivering the same number

108

Delivering the same number

We have only included the first order impacts from productivity gain.
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Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

of hours and hiring 16,610
new doctors at fixed
financial costs of MEUR
398,64 per year

year and

of hours and hiring 18,455
new doctors at fixed
financial costs of MEUR
442.930 per year

year

Productivity gain of
MEUR 103,35 per
year

Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation – count fewer hours as working time than the
current 39 hours on average, and vice versa when some of the inactive stand-by time
are counted as working time. However, even in the situation where 40% of the
inactive stand-by time are counted as working time, the average working time for
nurses is still below the 48-hour limit. Hence, in Italy, the changes to the WTD will not
result in a need to hire more nurses.
Table 7-84 Change in working hours and costs from different treatment of on-call and stand-by
time: Nurses in Italy
Share of
inactive time
counted as
working time

Indirect impacts3

Direct impacts

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of new
workers
hired1

Impact on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

477.70 (-0.48%)

480.00 (0%)

0

0

0 - -10.29

50% on-call

475.39 (-0.96%)

480.00 (0%)

0

0

0 - -20.57

40% stand-by

485.19 (1.08%)

480.00 (0%)

0

0

0 – 23.15

20% stand-by

482.59 (0.54%9

480.00 (0%)

0

0

0 – 11.57

Note:
1: We assume that no workers are hired because both in the baseline and after the change in counting they
are below the 48-hour limit.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 26,000) based on 1,748 working hours per year (38 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

In the table below, we present the results of combining the counting options for oncall and stand-by into four scenarios. In estimating the effects of the different
scenarios, we make allowances for the fact that the increased need for hours by
counting some of the inactive stand-by time as working time is offset by only counting
part of the inactive on-call time as working time.
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Table 7-85 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: nurses in Italy
Combination

Direct impacts

Indirect
impacts3

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)2

75% on-call and 40% stand-by

482.88 (0.60%)

480.00 (0%)

0

0

0 – 10.18

75% on-call and 20% stand-by

482.29 (0.06%)

480.00 (0%)

0

0

0 – 1.02

50% on-call and 40% stand-by

480.58 (0.12%)

480.00 (0%)

0

0

0 - 2.04

50% on-call and 20% stand-by

477.98
0.42%)

480.00 (0%)

0

0

0 - -7.12

(-

Note:
1: We assume no workers are hired because both in the baseline and after the change in the way of
counting, they are below the 48 hour limit.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 26,000) based on 1,748 working hours per year (38 hours in 46 weeks per year)
3:This impact is highly uncertain. Principally, the working routines of the individual employee do not change,
but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, this will have no impact in Italy because the opt-out is not used for nurses in
the baseline.

7.9

Quantitative results for case study countries: UK
Doctors

If some of the inactive on-call time is not counted as working time, all doctors that do
on-call will – in the new situation – count fewer hours as working time than in the
baseline situation, and vice versa when some inactive stand-by time are counted as
working time.
The below table shows that the new way of treating on-call and stand-by time will
generate a net saving by less working hours being entered into the system. Please
note that we assume that the hours to be counted as working hours due to the change
in stand-by time is covered be the doctors below the 48 hour limit. After this change,
they will still work below the 48 hours limit on average which imply no need to hire
extra doctors.
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Table 7-86 Change in working hours and costs from different treatment of inactive on-call and
stand-by time. Doctors in the UK
Share of inactive time
counted as working
time

Direct impacts

Indirect
impacts3

Counted
hours,
million
hours
(difference
to
baseline in brackets)

Hours delivered,
million hours
(difference to
baseline in
brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR) 2

75% on-call

217.59 (-1.25%)

220.35 (0%)

0

0

0 - -32.84

50% on-call

214.83 (-2.51%)

220.35 (0%)

0

0

0 - -65.69

40% stand-by

224.77 (2.01%)

220.35 (0%)

0

0

0 – 45.30

20% stand-by

222.56 (1.00%)

220.35 (0%)

0

0

0 – 22.65

Note:
1: We assume that the extra hours due to the changes in counting stand-by time are covered by doctors
currently working below the 48-hour limit and hence there is no need to hire extra doctors.
2: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 87,500) based on 2,208 working hours per year (48 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

The option assumes that any new way of counting inactive on-call time must be
combined with counting some of the inactive stand-by time as working time. In the
table below, we present the results of combining the counting options for on-call and
stand-by into four scenarios. In estimating the effects of the different scenarios, we
make allowances for the fact that the increased need for hours by counting some of
the inactive stand-by time as working time, is offset by only counting part of the
inactive on-call time as working time.
Table 7-87 Change in working hours and costs from different treatment of inactive on-call and
stand-by time in the counting of working hours: Doctors in the UK
Combination

Direct impacts

Indirect
impacts3

Scenario

Counted hours,
million hours
(difference
compared with
baseline in
brackets)

Hours
delivered,
million hours
(difference
compared
with baseline
in brackets)

No. of
new
workers
hired1

Impact
on
fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)2

75% on-call and 40% stand-by

222.01 (1.66%)

220.35 (0%)

0

0

0 – 19.71

75% on-call and 20% stand-by

219.80 (-0.55%)

220.35 (0%)

0

0

0 - -6.57

50% on-call and 40% stand-by

219.25 (-0.50%)

220.35 (0%)

0

0

0 - -13.14

50% on-call and 20% stand-by

217.04 (-1.50%)

220.35 (0%)

0

0

0 - -39.41
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Note:
1: We assume that the extra hours caused by to the changes in the way of counting stand-by time are
covered by doctors currently working below the 48-hour limit and hence there is no need to hire extra
doctors.
2: We assume that no changes are made to the general remuneration scheme but doctors are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 87,500) based on 2,208 working hours per year (48 hours in 46 weeks of the
year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
The table below presents the yearly working time in the baseline and in a situation
where the opt-out is eliminated.
Table 7-88

Yearly working time – baseline situation and situation without use of the opt-out
(max 48-hour work week)

Million hours per year

Doctors that have opted out in the baseline situation
Doctors that have not opted out in the baseline situation
Total (million hours per year)

Baseline

Max 48-hour working
week
39.54

33.891

180.82

180.82

220.35

214.71

Note:
1: All doctors that have opted-out work 48 hours per week for 46 weeks of the year.

As shown in the table, the elimination of the opt-out reduces the hours that the
doctors can work by around 6 million hours per year. The reduced working week will
require recruitment of more doctors. Hence, to deliver an unaffected service level (an
unchanged amount of working hours), the fixed labour costs will increase. The table
below presents the number of additional doctors needed to deliver an unchanged
amount of hours and the associated fixed labour costs.
Table 7-89

Fixed labour costs when moving from baseline situation to a situation with no optout: Doctors in the UK

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)
Number of doctors needed to cover these hours1
Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)

5.65
2,558
37,500
95.93

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 125,000) are fixed labour costs

The total direct impacts of going from the current situation to the baseline situation is
present in the table below.
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Table 7-90 Total direct impacts of moving from the baseline situation to the situation without
the opt-out: Doctors in the UK
Total direct impacts
Decrease in hours delivered of 5.65 million hours per year or
Delivering the same number of hours and hiring 2,558 new doctors at fixed financial costs of MEUR 95.93
per year.

However, the move from the baseline situation to the situation without the opt-out
also generate some indirect impacts. The indirect impacts are not related to the WTD
as such, but more to national health care conditions, law and agreements.
In the UK, the standard working week is 37.5 hours. We assume that all hours
delivered above the 37.5 hours per week are remunerated as overtime. In the
baseline situation, 5.65 million hours annually are remunerated as overtime. In the
situation without the opt-out, new doctors are hired to deliver the 5.65 million hours
and only a fraction of these hours is remunerated as overtime (10.5 out of each 48
hours)109.
Table 7-91 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average: Doctors in the UK
Type
Number of overtime hours in the baseline situation (million hours)

5.65

Number of overtime hours in the situation without the opt-out (million
hours)1

1.24

Saving in overtime remuneration (MEUR)2

52.46

Note:
1: 2,558 doctors working 10.5 hours of overtime (48 hours minus standard working week of 37.5 hours) in
46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 87,500 based on 2,208 working hours
per year)

A saving of MEUR 52.46 in overtime remuneration is achieved by the move from the
baseline situation to the situation without the opt-out.
As a further indirect impact, we assume a productivity gain. We assume that working
hours delivered on top of a 48-hour working week are 10% less effective than hours
delivered within the 48 hours. The expected productivity gain is estimated to 0.56
million hours and around MEUR 22.38, as presented in the table below.

109

We assume that all new doctors are hired to work 48 hours per week.
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Table 7-92 First order productivity gain when moving from the baseline situation to the
situation without the opt-out. Doctors in the UK
Productivity gain

Value

Hours worked above the 48-hour limit in the baseline situation but worked
below the 4- hour limit in the situation without the opt-out

5.65

Productivity gain

0.56

Savings in remuneration due to productivity gain (MEUR)1

22.38

Note:
1: Assumed standard remuneration – EUR 87,500 based on 2,208 working hours per year

The productivity gain will also influence the above impacts: both the direct impacts
and the overtime savings. The efficiency gain reduces the number of hours needed
and hence the number of new recruitments needed as well as the number of hours
delivered as overtime.
The direct impacts considering the productivity gain are presented in the tables below.
Table 7-93

Fixed labour costs when moving from the baseline situation to the situation
without the opt-out – taking the productivity gain into consideration

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1
Number of doctors needed to cover these hours2
Fixed labour costs per doctor per year3
Total fixed labour costs (MEUR per year)

5.08
2,302
37,500
86.34

Note:
1: 5.65 million hours less the productivity gain of 0.56 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks per year
3: Assuming that 30% of the total labour costs (EUR 87,500) are fixed labour costs

Table 7-94 Overtime savings from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation without the optout - taking the productivity gain into consideration: Doctors in the UK
Type
Number of overtime hours in baseline situation (million hours)

5.65

Number of overtime hours in the situation without the opt-out (million
hours)1

1.11

Overtime remuneration saving (MEUR)2

53.93

Note:
1: 2,302 doctors working 10.5 hours of overtime per week (48 hours minus standard working week of 37.5
hours) in 46 weeks per year
2: Assuming remuneration of overtime is 30% on top of the salary (EUR 87,500 based on 2,208 working
hours per year)
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The table below summarises the total direct and indirect impacts of moving from the
current situation to the baseline situation in for doctors in the UK.110
Table 7-95
Total direct and indirect impacts of moving from the baseline situation to the
situation without opt-out. Doctors in the UK
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect
impact

Decrease in hours delivered of
5.08 million hours per year or

Saving in overtime
remuneration of MEUR
53.93 per year and

Decrease in hours delivered of
5.65 million hours per year or

Saving in
overtime
remuneration
of MEUR
52.46 per
year

Delivering the same number
of hours and hiring 2,302 new
doctors at fixed financial costs
of MEUR 86.34 per year

Productivity gain of
MEUR 22.38 per year

Delivering the same number of
hours and hiring 2,558 new
doctors at fixed financial costs
of MEUR 95.93 per year

Nurses
If some of the inactive on-call time is not counted as working time, all nurses that do
on-call will – in the new situation – count fewer hours than the current 39 hours on
average as working hours, and vice versa when some of the inactive stand-by time
are counted as working time. However, even in the situation where 40% of the
inactive stand-by time are counted as working time, the average working time for
nurses is still below the 48-hour limit. Hence in the UK, the changes to the WTD will
not result on a need to hire more nurses.
Table 7-96 Change in working hours and costs from different treatment of inactive on-call and
stand-by time: Nurses in the UK
Share
of
inactive time
counted
as
working time

Indirect impacts3

Direct impacts

Counted hours,
million hours
(difference compared
with baseline in
brackets)

Hours delivered,
million hours
(difference
compared with
baseline in
brackets)

No. of new
workers
hired1

Impact on
fixed
labour
costs
(MEUR)

Change in
remuneration
including overtime
payments (MEUR) 2

75% on-call

626.71 (-0.07%)

627.15 (0%)

0

0

0 - -2.38

50% on-call

626.27 (-0.14%)

627.15 (0%)

0

0

0 - -4.76

40% stand-by

628.82 (0.27%)

627.15 (0%)

0

0

0 – 10.84

20% stand-by

628.20 (0.17%)

627.15 (0%)

0

0

0 – 5.42

110

We have only included the first order impacts from productivity gain.
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Note:
1: We assume that no workers are hired because both in the baseline and after the change in the way of
counting, they are below the 48-hour limit.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 31,500) based on 1,748 working hours per year (38 hours in 46 weeks per year)
3: This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

In the table below, we present the results of combining the counting options for oncall and stand-by into four scenarios. In estimating the effects of the different
scenarios, we make allowances of the fact that the need for more hours by counting
some of inactive stand-by time as working time is offset by only counting part of the
inactive on-call time as working time.
Table 7-97 Change in working hours and costs from different treatment of on-call and stand-by
time in the counting of working hours: nurses in the UK
Combination

Direct impacts

Indirect
impacts3

Scenario

Counted hours,
million hours
(difference to
baseline in
brackets)

Hours
delivered,
million hours
(difference
to baseline
in brackets)

No. of
new
workers
hired1

Impact
on fixed
labour
costs
(MEUR)

Change in
remuneration
including
overtime
payments
(MEUR)2

75% on-call and 40% stand-by

628.82 (0.27%)

627.15 (0%)

0

0

0 – 9.04

75% on-call and 20% stand-by

627.76 (0.10%)

627.15 (0%)

0

0

0 – 3.33

50% on-call and 40% stand-by

628.38 (0.20%)

627.15 (0%)

0

0

0 – 6.66

50% on-call and 20% stand-by

627.32 (0.03%)

627.15 (0%)

0

0

0 – 0.95

Note:
1: We assume that no workers are hired because both in the baseline and after the change in the way of
counting, they are below the 48-hour limit.
2: We assume that no changes are made to the general remuneration scheme but nurses are not paid
overtime for hours not counted as working hours. Overtime payment is assumed to be 30% on top of
the yearly salary (EUR 26,000) based on 1,748 working hours per year (38 hours in 46 weeks per year)
3:
This impact is highly uncertain. Principally, the working routines of the individual employee do not
change, but only the way of counting the working hours.

Finally, this policy option considers the possibility of eliminating the use of the opt-out.
However, while some nurses in the UK have opted-out, the elimination will have no
impact because the nurses that have opted out only work 48 hours in the baseline.

7.10

Administrative impacts of stricter opt-out requirements

Overall, the analysis has shown that with the available data and the assumptions
made, it is unlikely that the new method for calculating working hours will be so
favourable that it will be preferred at the expense of abolishing the opt-out. This
conclusion applies to all countries. However, two of the analysed countries; the Czech
Republic and Denmark do not apply the opt-out. Thus, in Denmark there would be a
slight benefit from applying the new method for calculation. In the Czech Republic,
there is a strong tendency to work many hours per week; in excess of the 48-hour
limit. This is likely to continue and it is made possible through the frequent use of
concurrent contracts.
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Rather than abolishing the opt-out, the option also includes the possibility of
strengthening the requirements that accompany an opt-out. Thus, a sub-option
concentrates on reinforcing the conditions that accompany the opt-out. In that case,
the economic impact could be isolated to the administrative burdens on the employers
and the Member States111. The reinforced conditions for using the opt-out consist of
four different obligations:
•

No opt-out prior to an employment contract, during a probationary period
or within one month after conclusion of an contract

•

Records of all working hours of opted-out employees

•

Written proof to employee's priori consent to opt-out

•

National authorities must compile information of opted-out employees and
evaluate the health and safety effects of such workers, and report their
findings to the European Commission.

Economisti Associati (2012) has assessed the administrative burdens of these four
new obligations. First, they find that the obligations of no opt-out prior to an
employment contract, during a probationary period or within one month after
conclusion of a contract are not expected to pose any administrative burden to
employers. However, they expect the number of employees who opt-out (and of
employers asking workers to opt-out) to be reduced. Hence, it may reduce the
administrative burdens derived from other obligations placed on employers.
Second, they find, that the obligation to keep records of all working hours delivered by
opted-out employees requires the employer to; 1) become familiar with the obligation
and design procedures to deal with it, 2) train staff to comply with the obligation, 3)
check data on working hours of opted-out employees and 4) appropriately record and
archive data on working hours of opted-out employees. The administrative burdens of
these obligations are estimated to be EUR 30 per employer who has opted-out
employees as a one-time cost and EUR 3 every year per employee who is opted-out
(Economisti Associati, 2012, and own calculations ).
Third, they identify two administrative activities that the the employer must carry out
to keep written proof of an employee's priori consent to opt-out; 1) to prepare
informational note with information about the employee's right to be included in the
contract and 2) to collect and file signed opted-out agreements. The administrative
burdens of these activities are estimated to EUR 12 for the preparation of the
informational note, which is a one-time cost, and only very marginal costs of collecting
and archiving the signed opted-out contract (around EUR 0.00001 per employee)
(Economisti Associati, 2012, and own calculations ).
Finally, they find that the obligation on Member States to compile information of
opted-out employees and evaluate the health and safety effects of such workers, and
to report their findings to the European Commission imposes four different
administrative activities on Member Stats; 1) to become acquainted with the
obligation and design a monitoring system to collect the necessary data, 2) to gather

111
Although there may be cases where doctors in particular may not feel that they have a choice in the current situation, and in
these cases the sub-option will help them to reject an opt-out, which again will translate into a reduction in total number of
available working hours (all other things being equal).
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the relevant data in the country, 3) to prepare a draft report for the EC and to check
and validate the draft report prior to submission to the EC112. The first of these
activities only takes place the first year and is estimated to impose administrative
burdens corresponding to EUR 2,837 for each Member State. The obligation to collect,
evaluate and report to the EC is not annual. The administrative burden of this
obligation is estimated to EUR 89,105 every time the activities must be performed
(estimation based on Economisti Associati, 2012, and own calculations).
The administrative burdens of the reinforced conditions that accompany the opt-out in
the case countries are presented in the table below.
Table 7-98 Administrative burdens from reinforced conditions to the opt-put (EUR 1,000)

FR1

DE2

EL3

HU4

5

IT

6

UK

7

EU28

Source:

Period

Records of
working hours

Written proof of
worker consent

Compile
information and
evaluate the
health and
safety effect

Total

Year 1

252.44

32.11

20.66

305.21

Year 2 and …

56.90

0.38

17.82

75.10

Year 1

250.01

24.00

20.66

294.68

Year 2 and …

190.01

0.42

17.82

208.25

Year 1

66.21

3.73

20.66

90.60

Year 2 and …

56.90

0.12

17.82

74.85

Year 1

32.21

1.55

20.66

54.42

Year 2 and …

28.35

0.06

17.82

46.23

Year 1

204.65

22.96

20.66

248.27

Year 2 and …

147.26

0.32

17.82

165.41

Year 1

156.70

27.52

20.66

204.87

Year 2 and …

87.92

0.19

17.82

105.93

Year 1

1,506.38

184.67

578.44

2,323.49

Year 2 and …

1,098.78

2.40

498.99

1,600.17

Case studies, Hope country profiles, Economisti Associati, 2012, and COWI

Note:
Assuming all public hospitals employ workers that have opted out
1: Number of workers opted out are estimated to 64,734 (55% of 117,669 doctors) and the number of
public hospitals is 2,698.
2: Number of workers opted out is estimated to 71,437 (50% of 142,874 doctors) and the number of public
hospitals is 2,017.

112
Economisti Associati (2012) finds that no Member States is already in compliance with this obligation why the administrative
costs and burdens of the obligations are the same.

May 2015 - 198

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

3: Number of workers opted out is estimated to 21,393 (assumed 50% of the doctors and nurses currently
working more than 48 hours per week will opt-out – 12,333 doctors and 9,060 nurses) and the number
of public hospitals is 313.
4: Number of workers opted out is estimated to 10,657 (8,445 doctors and 2,212 nurses) and the number
of public hospitals is 130.
5: Number of workers opted out is estimated to 55,366 (assumed that 50% of all doctors are opted-out in
the baseline situation – 55,536 doctors) and the number of public hospitals is 1,929.
6: Number of workers opted out is estimated to 33,054 (15,348 doctors and 17,706 nurses) and the
number of public hospitals is 2,312.
7: Number of workers opted out is estimated to 413,099 and the number of public hospitals is estimated to
15,517 – based on the share of workers that have opted out in the case countries, the number of
workers in public hospitals in EU28 and the number of public hospitals in EU28.

As displayed, in the table, the administrative burdens are very small in the Member
States. In the six Member States for which we assume that the opt-out is used in the
baseline, the administrative burden in year one is around EUR 1,200,000 and from
year 2 onwards, the administrative burden is around EUR 675,000. Furthermore, the
administrative costs are estimated to be around MEUR 2.3 in year 1 and MEUR 1.6 in
year 2 onwards.

7.11

Overall analysis of the option

The section provides an overall assessment of the different components of the option.
The first subsection considers the new counting methods for inactive on-call and
stand-by time combined with not using the opt-out. The following section considers
the remaining parts of the option, i.e. stricter requirements to the use of the opt-out
and delay of the compensatory rest.
Combined analysis of changes to counting inactive stand-by/inactive
on-call together with an abolishment of the opt-out
The option includes an opportunity for Member States to introduce new ways of
counting inactive on-call and stand-by time. This needs however to be combined with
a situation where the opt-out is not used. Detailed assessments have been made of
the possible implications of this, and the key results that can inform an overall
conclusion are summarised below. The table only considers doctors because the most
significant impacts occur for doctors. In most cases, the impacts on nurses are rather
modest and in quite a few case study countries, the opt-out is not applied for nurses.
The table only considers the case study countries. The results are not scaled up to
EU28. The reason is twofold.
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Table 7-99 New treatment of inactive on-call time and stand-by time and no use of the opt out.
Summary of results for case study countries. Doctors
Case
study
country

Move from
current
situation to
baseline

Baseline
involves
opt-out

Flexibility
gain from
50/20
change1

Flexibility
gain from
75/40
change2

New recruitments
needed3 with 50/20
change

Net annual cost of
abolishing the optout4, MEUR

No flex/use of flex

No flex/use of flex

CZ

No change

No

2.11

0.03

0

Not relevant

DK

Small change

No

3.12

1.12

0

Not relevant

DE

No change

Yes

8.43

3.46

10,176/4,902

33/-40

EL

Recruitment of
3700 doctors
at a net cost of
MEUR 6,42

Yes

11.81

4.31

3,700/2,398

6/-1

FR

No change

Yes

2.84

0.07

8,496/6,709

38/8

HU

No change

Yes

9.31

4.40

1,267/830

1/0

IT

Recruitment of
16,610 doctors
at a net cost of
MEUR 43.37

Yes

4.44

-2.09

16,610/14,256

43/19

UK

No change

Yes

1.5

-1.66

2,302/2.075

10/7

1:

The percentage reduction in the number of counted hours in the situation where 50% of inactive
on-call time are counted as working time and 20% of inactive stand-by time

2:

The percentage reduction in the number of counted hours in the situation where 50% of inactive
on-call time are counted as working time and 20% of inactive stand-by time

3:

The first estimate compares the situation with an abolishment of the opt-out to the baseline
situation. The last estimate assumes that all doctors that were opted out in the baseline situation
will make use of the average flexibility gain. On average, and in all countries the 50/20 situation
allows delivering more hours than in the baseline and still being within the 48-hour limit. The
estimates are influenced by the share of doctors that have opted out in the baseline and by the
calculated flexibility gain. The low-end estimate thus absorbs some of the flexibility gain.

4:

See footnote 3 for interpretation of high and low estimate. The costs are influenced not only by
the fixed annual labour costs, but also by how much overtime was delivered on average in the
baseline. If less recruitments are done, the fixed costs are lowered but so is also the savings in
overtime payments. The efficiency gain is not affected by whether the efficiency gain is used or
not, as it simply considers the efficiency gain from no longer making use of the opt-out.

The table does rest on a number of assumptions and applies a simple average
approach. Yet, however, it does give quantitative indications of the possible
achievements from introducing a possibility to count inactive stand-by time and on-all
time differently provided that this is combined with no use of the opt-out.
The new methods for counting inactive on-call and stand-by time will provide more
flexibility for employers. Not counting all inactive on-call time as working time reduces
the number of hours counted against the 48-hour limit. The opposite holds for
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counting some of the inactive stand-by time as working time. Among the possible
scenarios that have been analysed, the one that gives the highest net flexibility is the
one that counts 50% of inactive on-call time as working time, and 20% of the inactive
stand-by time. The one with the least additional flexibility counts 40% of inactive
stand-by time as working time, and 75% of the inactive on-call time. The latter
actually results in a loss of flexibility in two of the case study countries (UK and Italy).
The possible use of new counting methods needs to be accompanied by not using the
opt-out. This comes at a cost. Doctors need to be recruited to provide the hours that
are lost because previously opted-out doctors can no longer work more than 48 hours.
Each and every new employee that is contracted invokes a fixed labour cost. However,
the number of necessary new recruitments is determined by the number of doctors
that have opted out in the baseline and the hours they have worked on average.
However, on the cost side, abolishing the opt-out also implies that fewer hours will be
delivered as overtime. This reduces the amounts paid as additional overtime
payments. Furthermore, the abolishment of the opt-out will also imply that working
hours will no longer be delivered at the margin of very long working weeks. Hours
worked at the margin of a long working week will be less effective than hours
delivered within a limited working week. Thus, the magnitude of the costs is
influenced by many factors among which are the average salary, the average number
of hours worked per week and the number of hours in a standard working week.
As said, the new way of counting in-active on-call and stand-by time provides some
flexibility. Assuming that all doctors that had opted out in the baseline would be willing
to work up to the 'new' 48-hour limit would reduce the need for new recruitments and
as a consequence curb the increase in fixed labour cost and lower overtime payments.
The above table takes into account all these costs effects which is why the net cost
becomes somewhat modest.
The table shows that judging from the assumptions and data that have entered into
this analysis, option 2 can provide quite significant flexibility gains in Germany, Greece
and Hungary. Further, the net cost of abolishing the opt-out in these countries is very
low, and could even be negative. On the other hand, another three countries achieve
quite limited flexibility gains (Italy, France and the UK) at the expense of abolishing
the opt-out. While the latter may come at a fairly low net cost, it also implies that an
important means of flexibility – the opt-out – can no longer be used. In Denmark and
the Czech Republic, there is a limited flexibility gain from introducing the new counting
methods.
The exact impacts are very uncertain and subject to the validity of assumptions and
data. In this regard, three points are worth mentioning:
First, the changes to opt-out and to counting methods do not necessarily provide
comparable and transferable means of flexibility. The opt-out allows agreements by
which the individual doctor is allowed to work above 48 hours per week on average,
be it in normal shifts, extended shifts or on-call/stand-by.
Second, the new counting methods do not necessarily target the same individual
doctor. The new counting methods enable doctors that do on-call duties to deliver
more working hours and still stay within the 48 hour. On the other hand, the stand-by
change implies that doctors that do stand-by can deliver fewer hours than in the

May 2015 - 201

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational
implications for public health care services from possible changes to
the Working Time Directive 2003/88/EC

baseline. The need and tradition for on-call and stand-by may not be the same across
positions and specialities.
Third, adaptive actions are not considered as the calculations rest on an 'everything
else is equal' assumption. If new counting methods are introduced and the opt-out is
abolished, it will be an active decision on the part of the Member State in question.
Consequently, it can be expected that measures will be taken to maximize the
benefits. This could be in terms of increasing the use of on-call time, reducing the use
of stand-by time and introducing changes to work patterns and shift modalities.
Furthermore, concerns about staff shortages and difficulties in recruiting new staff can
create a disincentive to select the new counting methods and abolish the opt-out.
Such concerns are claimed to exist in virtually all case study countries for certain
geographical areas and/or specialities. In Greece and in Italy, the problem is
particularly pronounced. The baseline diverts from the current situation as it is
assumed that the opt-out will be introduced in the baseline - to bring these countries
in alignment with the baseline conditions. Even with this assumption, substantial
recruitments are needed to deliver the baseline results. In the baseline, we assumed
that 50% of the doctors would opt out and continue to work for as many hours as they
do in the baseline. This is likely to be in the low end however. First, employers may –
at least in the short term – need more employees to sign an opt-out as it may be too
difficult to recruit new staff. Second, employees may also be inclined to the opt-out in
order to maintain the current income levels. Thus, recruitment concerns, and possibly
also employees' income concerns are likely to imply that these countries are very
unlikely to decide against using the opt out. Harvesting similar benefits from changing
the way that on-call and stand-by time is counted can be considered too complex and
uncertain.
In connection with staff shortage issues, the Czech Republic and Hungary are also
confronted with staff shortage and recruitment problems. Hungary uses the opt-out to
overcome this, and there are indications that also concurrent contracts are used. The
Czech Republic does not use the opt-out, but makes extensive use of concurrent
contracts. When concurrent contracts are used, introducing the new counting methods
would provide some flexibility. However, for workers on concurrent contracts this can
imply that the length of the actual working week (put together by more than one
contract) can be longer than it is already.
Views and key concerns raised by stakeholders during interviews also point to it that
the new counting methods would not be considered sufficiently attractive113:
•

113

Stakeholders in several countries pointed to it that the option would be
extremely difficult to implement in practice. Often, there is no clear line
between active and in-active on-call time. An example brought forward was
that a doctor on-call could have a telephone conference about a patient
and carry out some follow-up work in that regard, without physically
attending the patient. Monitoring of such instances would be very difficult
and could indicate a possibility for misuse.

Interviews mainly discussed building blocks separately
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•

It would demand that new systems for the organisation of working time
be established, and in some countries much effort has been put into
establishing the now well-consolidated systems.

•

There is not always an overlap between doctors that do stand-by and
doctors that do on-call. Consequently, those that 'suffer' from changes to
the counting of inactive on-call time are not necessarily the same that
'benefit' from the counting of some of the inactive stand-by time as
working time.

•

Overall limits to stand-by time would have some or limited impact on the
total working time, but would reduce flexibility substantially.

•

Stand-by practices could be changed because the option would provide
an incentive for employers to reduce the inactive part of the stand-by time
which could, in turn, come to reduce the 'autonomy' of employees on
stand-by. This could for example be through combining stand-by with
stricter requirements to mobilisation time and the establishment of facilities
close to or within hospital areas where stand-by staff can stay.

•

Patients' safety could be put at risk if not all inactive on-call time is
counted as working time, a phenomenon which could in reality imply an
increase in the individual doctor's work week. Risks of medical errors could
increase and handovers could suffer. In that regard, attention should be
brought to the accompanying abolishment of the opt-out, which would limit
the total number of working hours to 48 on average114. Thus, those doctors
that today work substantially above the 48 hours on average per week are
likely to be 'positively' affected in terms of these effects.

•

Workers health could be put under pressure through stress and pressure
of staff, and intensified and condensed workload. The work-life balance
could deteriorate. Again, the simultaneous abolishment of the opt-out
should be borne in mind. Thus, those doctors that work substantially above
the 48 hours on average per week today are likely to be 'positively'
affected in terms of these effects.
Stricter requirements to the use of the opt-out and changes to
requirements regarding compensatory rest

The option also includes the possibility of introducing stricter requirements to the use
of the opt-out as well as possibilities to postpone the compensatory rest so that it
need not be taken immediately after an extended shift.
The case studies have shown that there is little information about the use of the optout. This is the situation in many of the case study countries. In some cases, there is
almost no information unless one consults with the individual employer (hospital).
Sometimes, this information may be available, but without information as to how
many hours are worked under the opt-out.

114
Although the definition of the 48-hour limit will change as part of the inactive on-call time will no longer count against the 48
hours (whereas some of the inactive stand-by time will).
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Concerning the strengthening of the opt-out requirements, including also
requirements that ensure that the opt-out cannot be part of the entering of an
employment agreement, the case studies have pointed to the following:
•

The number of doctors needed could increase . Some case study
interviews indicate that some doctors would not necessarily provide their
consent under the changed conditions. Actually, it is so that in at least one
country, a consent is not at all required today (Italy) and here it is
expected that the stricter requirements would imply significant changes. In
other countries, it is expected that stricter rules on the consent would lead
to a reduction in the number of doctors that opt out.

•

In countries, where written consent is not required today, and where staff
is more or less expected to deliver much overtime, there could be benefits
to workers health and patient safety. The stricter requirements could
reduce the risk of making medical errors, mistakes in handovers, improve
the work-life balance and workers' perceived health and reduce illness and
absence from work.

•

If resulting gaps cannot be closed through additional requirements, the
effect can be a combination of more working hours to be delivered by the
doctors that have opted out, and if that does not compensate, a reduction
in the ability to deliver 24/7 services. This assumes all other things being
equal of course. In this situation, the social impacts on patients' safety and
on workers' health will be negative.

Many stakeholders, in particular but not only employers point to the benefits of optout. The opt-out allows for flexibility in periods of unexpected peak workloads and
unexpected demands, and working overtime allows employees to compensate for
experienced drops in salaries (as it has been the case in Greece). However, it has also
been striking, when conducting this study, how little is known about the use of the
opt-out in Member States, not only about how many have opted out, but also about
the hours worked under the opt-out. Hence, while a requirement to monitor and
report on this at the national level and vis-à-vis EU can be administratively
cumbersome, it will provide important knowledge to policy makers on an issue that is
very unclear today. Also, the case studies have shown that in a few countries, the
existing requirements for written consent do not apply and case studies have also
identified anecdotal evidence which questions whether the content is truly voluntary in
all cases.
As regards the introduction of more flexibility in the timing of the compensatory rest,
this building block relates more to the provision of flexibility than to the counting of
working hours. In the case of the above building blocks, rough yet quantitative
estimates of the impacts could be provided because the changes translate rather
directly into number of working hours that count against the 48-hour limit. However,
changes to the rules governing compensatory rest translate first into flexibility. While
this may again have an impact on the total number of working hours needed, this
impact is much more situation specific and cannot be reasonably generalized.
If a Member States are in compliance with the current requirement that the
compensatory rest is to be taken immediately, the possibility for a more flexible timing
of the compensatory rest can provide for better planning and thus help a smoother
organisation around peak loads, which may again reduce the needed staff.
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As not all Member States are currently in compliance, the effects would be different for
those Member States that are not in compliance today. For those that allow the
compensatory rest to be taken with delays, the change may have no impacts.
The below table summarises the case study observations on the effects of delaying
compensatory rest. Unfortunately, very little concrete, and in particular quantitative
information has been obtained on the issue. However, qualitative indications on the
possible impact can be derived from combining the below with knowledge on the
existing contextual situation in the case study countries:
•

Flexibility through a possibility to postpone the compensatory rest can
help health care providers in delivering on their core objectives. This
observation relates also to the developed practices of working in e.g. 8 or
12 hour shifts. This organisation makes handovers difficult and this
difficulty needs to be solved through the way work is organised. However,
the challenge can become even greater in situations of unexpected
demand. Unexpected demand most likely implies a need to work overtime
and hence, the requirement to take compensatory rest immediately after
disturbs the further work planning. Examples mentioned relate not only to
handovers, but also to possible cancellations of planned work, e.g. clinics.

•

Patient safety may however be negatively affected as a result of for
example mistakes in handovers or of being treated by outworked doctors.
This is further elaborated on below.

•

Workers health and WLB can be negatively affected as well; this is also
described below.

Table 7-100 Case study results regarding effects of possibility for delaying the compensatory
rest
Country

Effect on number of
working hours from
delay of
compensatory rest

C

CZ

No effect

A change will correspond to the status quo in the Czech Republic,
meaning that there will be no impacts.

DK

No effect

In practice, most compensatory rest periods are taken immediately
after an extended work period. Cases can occur where the
compensatory rest is not taken immediately after, but soon after. In
those cases, the opportunity to delay the compensatory rest can bring
about a 100% correspondence between practice and the WTD. But the
opportunity to delay compensatory rest would not change principal
current practice

FR

No effect

In principle, compensatory rest is to be taken immediately, but in
practice there may be instances of delay. The possibility to delay
compensatory rest can thus bring about a 100% correspondence
between practice and the WTD

DE

No or small effect

The main concern raised by some on the current situation is that
successive handovers are made difficult. The possibility to postpone
the compensatory rest could help solve this and hence bring about a
positive impact on patients' safety. However, it is also argued that the
current requirement has improved the health protection of employees
and contributed positively to patient safety.
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Country

Effect on number of
working hours from
delay of
compensatory rest

C

HU

No reply

The risk of medical errors and the mistakes in handovers would
increase. At the same time, the perceived workers' health and WLB
would deteriorate. Furthermore, illness and absence from work and
productivity loss would increase.

EL

Can be significant

Cannot be postponed for more than a week. Today, anecdotal
evidence suggests that there are cases where doctors do not take
compensatory rest at all. Hence, the current situation is not so that
compensatory rest is to be taken, and actually is taken immediately
after an extended shift. In conclusion therefore, the impact compared
with the current situation can be significant

IT

Some effect

Today, compensatory rest is to be taken immediately. The opportunity
to delay the compensatory rest would provide for more flexibility and
would help reduce overtime costs. However, the benefit could come at
the expense of WLB, workers' health and patient safety

UK

Some effect

The possibility to take compensatory rest as soon as possible rather
than immediately would help overcome problems in successive
handovers and possible clinics closures and can help provide staff in
situations of unexpected demand

Source: Case studies,

Impacts on workers' health and patient safety
Changes to the working time regulations may affect workers' health and also have an
impact on patient safety. These concerns were brought up in many of the case study
countries and are elaborated on below. They relate not only to the postponement of
compensatory rest, but also to other possible changes to the WTD, which can add to
the working time or work load of staff. In regards to option 2:
•

Stricter requirements to the opt-out can reduce such negative impacts

•

Abolishing the opt-out will introduce a limit to the working week, which is
likely to be lower than the hours currently worked under the opt-out.

•

Changes to the counting of inactive on-call time can increase the actual
working time, although it should be noted that this will still be within a 'redefined' maximum of 48 hours working week on average. Much depends on
the extent to which the new way of counting inactive on-call time is used.
If much more on-call time is used, where a high fraction is inactive, the
hours delivered (including the inactive on-call time) can still be high, and
yet within the 48-hour limit. Principally, inactive on-call time is time that
can be used for rest, but it is not fully comparable to free time.

•

In countries where the concurrent contracts are widely used, new ways of
counting inactive on-call time can add to a working week that can already
by quite long for the individual worker with concurrent contracts.

Fatigue is likely to arise from working longer hours and may have a social impact on
both workers and patients (Morrow et. al 2012). Fatigue has been demonstrated to
have negative consequences for personal safety, such as the occurrence of needle
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stick injuries. However, a reduction in working hours may not alone decrease fatigue
because fatigue is also affected by different work schedules (Morrow et. al. 2012).
Generally, there is a clear relationship between working long hours and the health of
the workers. Long hours are associated with poor perceived health, more illness and
even increased mortality. These health effects are found both for workers who work
long hours "voluntarily" and for those who are "forced" to work long hours (Deloitte
2010b).
In addition to the direct health effects for workers working long hours, there may also
be an indirect health effect of an impaired work-life-balance for workers. Time for
work, leisure activities and sleep is a zero sum game, meaning that an increase in the
working time will reduce the time for leisure and sleep. Given that we all need a
minimum amount of sleep, an increase in working hours will most likely decrease the
time for leisure. Some studies find that the work-life-balance substantially decrease
beyond 40 hours of work per week (Deloitte 2010b). However, it is not only long
working hours that contributes to decreased work-life balance but also the
organisation of the work. Inconsistent and irregular schedules lead to a decrease in
the work–life balance while a consistent working pattern tends to raise satisfaction
levels. Thus, working the same number of days per week and hours per day is
considered preferable to working a variable number of days or hours (Eurofound,
2006).
Literature also shows a significant correlation between working long hours and patient
safety. An American study has demonstrated that working more than 40 hours per
week increases the risk of errors among nurses. The risk of errors was increased by
around 2 for nurses working more than 40 hours per week compared with nurses
working less than 40 hours per week (Roger et.al., 2004). Similarly, a British study
has shown a strong correlation between working hours and errors for junior doctors at
hospitals. The study found that, reducing working time from 52.4 hours per week to
43.2 hours per week led to increased sleep for the doctors and resulted in 32.7%
fewer medical errors (Cappucio, 2009).
Last, to the extent that the changes lead to changes in the number of staff on the
payroll, there may be changes to the administrative costs. Also, if changes lead to less
use in the use of temporary staff or self-employed, it can reduce the administrative
costs of identifying and contracting those including managing their contracts. Also, to
the extent that there is a difference between staff’s pay (including overhead) and the
pay to externals, this will also be reflected in an economic impact.

7.12

Conclusion

The key conclusions for option 2 can be summarized as follows:
It is rather unlikely that the new ways of counting inactive on-call and inactive standby time will become very widespread. The benefits appear not sufficient to justify the
costs of the simultaneous abolishment of the use of the opt-out. Key concerns include
recruitment issues, practical challenges and uncertainty about the implications to the
average working week from the new way of counting inactive on-call time.
Stricter requirements to the use of the opt-out can improve the work-life balance for
workers. It can contribute positively to patient safety and workers' health because it
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provides relevant information to managers and decision makers on which they can
react. The administrative costs involved are quite modest. However, there is a risk
that areas (specialities, geographies) that suffer from staff shortages can experience
net costs. If some doctors in such areas decide not to opt out as a result of the option,
it will either reduce the service level or it will imply that doctors that remain opted out
will work longer hours with consequent negative impacts on health, work-life balance
patient safety.
Introducing the possibility of postponing the timing of compensatory rest will provide
for better alignment of actual practice with the WTD in some countries. However, this
benefit comes with a risk that working time for doctors can in some instances be very
long – with consequent, negative impacts on health, work-life balance and patient
safety. Overall, however interviews and data do not point to this theme as being a
highly critical one. The problems mostly pointed to, such as ensuring proper
handovers (which is an part of providing for patient safety), to do not necessarily
indicate a need to extend the period to more than 24 hours. The possibility to
postpone the compensatory rest needs to be carefully balanced against the need to
properly safeguard workers' health and patient safety.
The following elaborates on the overall conclusions presented above.
First, new ways of counting inactive on-call and inactive stand-by time are not
likely to be introduced in most Member States. This conclusion is based on
observations from employers and from employees:
•

Employer perspective: While the net costs are limited, the benefits in terms
of flexibility for employers do not appear sufficient to justify other
concerns. There are three such key obstacles:
− Challenges in recruiting the staff needed to compensate for the loss of
working hours due to not using the opt-out
− Concerns about the practical feasibility of the new counting methods
− The type and extent of flexibility offered through new counting methods
may not be sufficient to make up for the lost flexibility due to not using
the opt-out.

•

Employee perspective: While the opt-out can be a risk to employee health,
the option – although it involves that the opt-out is not used - also involves
such risks. The key concerns are:
− There is not necessarily an overlap between who will benefit from
counting some inactive stand-by time as working time, and who will
suffer from not counting some inactive on-call time as working time, and
for the former group, the working week can become quite long when
compared with the baseline.
− For employees that have not opted out today, the new counting
methods can imply a longer working week when compared with the
working week of the baseline. When doing on-call that includes inactive
time, the way that the 48-hour limit is defined is changed in an upward
direction compared with the baseline. This can put workers' health and
the work-life balance at risk.
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− the limit between stand-by and on-call time can become somewhat
blurred, and it may be difficult to ensure that inactive on-call time
becomes fully inactive, and hence suitable for rest.
•

From the patient's perspective, there is likely to be a benefit if the
abolishment of the opt-out implies that doctors no longer work very long
hours per week. However, the net effect depends on the how the new
counting methods are taken on board and the changes to work patterns for
doctors that work on-call.

Second, stricter requirements for the use of the opt-out can imply that fewer
doctors will decide to opt out. In areas where there is staff shortage, this can intensity
such problems, and it can imply that doctors that remain opted out will have to work
even longer hours on average. With that reservation, stricter requirements will
contribute positively to workers' work-life balance as they ensure that an opt-out is a
fully voluntary and informed decision. Stricter requirements to report on and keep
records of opt-out will also help managers to monitor the use of the opt-out, and to
take action if too many additional hours are worked under an opt-out. Thereby, it will
add to the protection of patient safety and workers' health and the work-life balance.
The administrative costs involved are low and do not constitute an important
constraint to taking action on this. It should be noted that a striking observation from
the case studies is that the knowledge of the extent of the use of the opt-out is
limited, including how many hours are worked under the opt-out.
Third, the possibility to delay the timing of the compensatory rest will add
flexibility from the employer's perspective. The UK in particular has raised concern
that the current requirement makes it difficult to ensure proper handovers, reduces
the ability to deal with unexpected demands and can disturb planned processes, e.g.
organized clinics. Further, the option can in general help to increase the overall
compliance level. In some case study countries, current practices accept some
deviation from the requirement. However, delaying the compensatory rest can come
to imply very long uninterrupted working hours, which cannot only negatively affect
the work-life balance of workers, but also imply fatigue which can affect workers'
health and patient safety negatively.
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8

Option 3 Amending legislative proposal based on the 2009
reconciliation

Option 3 adds to option 2 four additional modules or building blocks:
Building block

Possible changes

On-call time

Provision of greater flexibility in counting on-call time (e.g. distinction between
active and inactive on-call time)

Stand-by time

Arrangements regarding stand-by time

Opt-out

Limitation to the use of opt-out
Elimination of the opt-out after a transitional period

Compensatory rest

Further flexibility as regards the timing of compensatory rest (minimum rest)

Reference periods

Added flexibility as regards the calculation of reference periods

Autonomous
workers

Tighter definition of autonomous workers

Concurrent
employment
contracts

Clarification of the scope of application of the Directive

Reconciliation

Legal measures to support reconciliation of work and family life

Thus, the first four building blocks were discussed in detail in the previous chapter.
Compared with Option 2, this option adds more flexibility by introducing modifications
to the stipulations for the reference period and by adding to the protection of workers
through a clarification of the scope of the directive so that different interpretations of
concurrent employment contract become replaced by one legally defined definition,
and by ensuring that the exemption for autonomous workers becomes applicable only
when the workers are truly autonomous. Last, the option includes possible measures
in support of reconciliation.

8.1

Autonomous workers

The information gathered on autonomous workers is relatively scarce. However, the
information obtained indicates that apart from in Italy, this derogation is not
extensively used in the case study countries. As regards Italy, an interpretation of the
derogation, which aligns better with other countries is integrated into the baseline.

8.2

Concurrent contracts

Information gathered on the use of concurrent contracts is limited. The case studies
have revealed that occurrences where employees have several contracts are not rare.
However, often they are also with different employers. With the current design of this
building block, this situation would not be changed. Also, in the case study countries,
some people working in the public health sector work as temporary agents or as selfemployed. Examples include freelance doctors in Italy and what is termed 'adjunct'
doctors in Greece. It is estimated that around 5,000 doctors that work freelance in
Italy without any monitoring or registration of their working time. The adjunct doctors
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in Greece work on temporary contracts, e.g. for a year, and these contracts help to
close staff gaps. The number of adjunct doctors is estimated to be limited.
In Denmark, the Czech Republic, Greece and Hungary, the Directive is applied on a
per contract basis. Thus, it would principally be half of the case study countries that
would be affected by the change. However, among these four countries, we only have
strong indications that multiple contracts with the same employer is a common
phenomenon in the Czech Republic. In addition, there are some indications of a similar
use in Hungary, although it is unknown how common it is. The below table provides an
estimate of the implication of interpreting the WTD to apply per worker in the Czech
Republic (as opposed to a 'per contract' use).
As can be seen below, this would involve a substantial increase in the number of
doctors needed in the Czech Republic. However, it may be questioned how feasible it
would be to close this gap through additional recruitment given today's problems of
recruitment. Thus, it is likely that the response in the Czech Republic would be to
make use of the opt-out clause.
In estimating the impact, we use the same methodology as we did when moving from
the current situation to the baseline situation. Hence, we assume a productivity gain
of 10% when moving hours from above the 48-hour limit to below the 48-hour limit.
In the following, we present the results for the Czech Republic and Hungary. It should
be noted that data are very scarce, and that there is little knowledge on the existing
situation in the two Member States.
Example: Doctors in the Czech Republic
The table below presents the yearly working time in the baseline and in a situation
where the concurrent contracts are based on a per employee level.
Table 8-1

Yearly working time for doctors with concurrent contract with the same employer:
Czech Republic

Million hours per year

Total hours (million hours per year)

Baseline1

Max 48-hour working
week2
20.36

15.27

Note:
1: 7,799 doctors in the current situation plus the 1,422 new doctors hired in the baseline situation.
Assuming that 75% of these have concurrent contracts with the same employer and work 64 hours per
week for 46 weeks of the year. The 75% is an arbitrary guess. The share of doctors on concurrent
contracts is assessed to be relatively high because 1) there is staff shortage and 2) Czech Republic does
not use the opt-out.
2: 7,799 doctors in the current situation plus the 1,422 new doctors hired in the baseline situation.
Assumed that 75% of these have concurrent contracts with the same employer and work 48 hours per
week for 46 weeks of the year. The 75% is an arbitrary guess. The share of concurrent contracts is
assessed to be relatively high because 1) there is staff shortage and 2) Czech Republic does not use the
opt-out.

The hours that the doctors can work will be reduced by around 5 million hours per
year if the use of concurrent contracts is defined to apply on a per-worker basis. The
resulting reduced average working week will necessitate recruitment of more doctors.
Hence; in order to deliver an unaffected service level (unchanged number of working
hours), the fixed labour costs will increase. The table below presents the number of
additional doctors needed to deliver an unchanged amount of hours, and the
associated fixed labour costs.
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Table 8-2

Fixed labour costs when moving from baseline situation to the situation with
concurrent contracts are applied per worker: Czech Republic

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)
Number of doctors needed to cover these hours1
Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)
Note:

1:
2:

5.09
2,305
10,784
24.86

Assuming that all doctors work 48 hours per week for 46 weeks per month
Assuming that 30% of the total labour costs (35,946) are fixed labour costs

The total direct impacts are presented in the table below.
Table 8-3

Total direct impacts when moving from the baseline situation to the situation where
concurrent contracts are applied per worker: Czech Republic

Total direct impacts
Decrease in hours delivered of 5.09 million hours per year or
Delivering the same number of hours and hiring 2,305 new doctors at fixed financial costs of MEUR 24.86
per year.

However, some indirect impacts will also occur. They are not directly related to the
WTD as such, but more to national health care sector conditions, law and agreements.
In the Czech Republic, the standard working week is 40 hours. We assume that all
hours delivered above the 40 hours per week are remunerated as overtime. In the
baseline situation, 5.09 million hours per year are remunerated as overtime. In the
new situation, however new doctors are hired to deliver the 5.09 million hours, and
only a fraction of these hours are remunerated as overtime (8 out of each 48
hours)115.

115

We assume that all new doctors are hired to work 48 hours per week.
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Table 8-4

Overtime savings from letting all doctors deliver maximum 48 hours per week on
average: Czech Republic

Type
Number of overtime hours in the baseline situation (million hours)

5.09

Number of overtime hours in the new situation (million hours)1

0.85

Saving in overtime remuneration (MEUR)2

14.50

Note:
1: 2,305 doctors working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 25,162 based on 2,208 working hours
per year)

As presented in the table above, there is a saving of MEUR 14.50 in overtime
remuneration due to the hiring of new doctors.
We furthermore incorporate a productivity gain. We assume that an hour delivered on
top of a 48-hour working week is 10% less effective than an hour delivered within the
48 hours/week. The expected productivity gain is estimated to 0.51 million hours and
around MEUR 5.80,as presented in the table below.
Table 8-5

First order productivity gain when moving from the baseline situation to the
situation where concurrent contracts are applied per worker: Czech Republic

Productivity gain

Value

Hours worked above the 48-hour limit in the baseline situation but are worked below the
48-hour limit in the new situation

5.09

Productivity gain

0.51

Savings in remuneration due to productivity gain (MEUR)

5.80

Note:
Assumed standard remuneration EUR 25,162 based on 2,208 working hours per year

However, this productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed and the number of hours
delivered as overtime.
The direct impacts considering the productivity gain are presented in the tables below.
Table 8-6

Fixed labour costs when moving from the baseline situation to the situation where
concurrent contracts are applied per worker – taking the productivity gain into
consideration: Czech Republic

Fixed labour costs
Hours to be covered by new doctors (million hours per year)1
Number of doctors needed to cover these hours2
Fixed labour costs per doctor per year3

Value
4.58
2,075
10,784
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Fixed labour costs

Value

Total fixed labour costs (MEUR per year)

22,37

Note:
1: 5.09 million hours less the productivity gain of 0.51 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (EUR 35,946) are fixed labour costs

Table 8-7

Overtime saving from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation where concurrent
contracts are applied per worker - taking the productivity gain into consideration:
Czech Republic

Type
Number of overtime hours in the baseline situation (million hours)

5.09

Number of overtime hours in the new situation (million hours)1

0.76

Saving in overtime remuneration (MEUR)2

14.79

Note:
1: 2,075 doctors working 8 hours of overtime per week (48 hours minus standard working week of 40
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 25,162 based on 2,208 working hours
per year)

The table below summarises the total direct and indirect impacts of moving from the
baseline situation to the situation where concurrent contracts are defined on a per
worker basis for doctors in the Czech Republic.116
Table 8-8

Total direct and indirect impacts of moving from the baseline situation to the
situation where concurrent contracts are applied per worker: Czech Republic

Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours
delivered of 4.58 million
hours per year or

Saving from overtime
remuneration of MEUR
14.79 per year and

Decrease in hours
delivered of 5.09 million
hours per year or

Saving from overtime
remuneration of MEUR
14.50 per year

Delivering the same
number of hours and
hiring 2,075 new doctors
at fixed financial costs of
MEUR 22.37 per year

Productivity gain of
MEUR 5.80 per year

Delivering the same
number of hours and
hiring 2,305 new doctors
at fixed financial costs of
MEUR 24.86 per year

Example: Doctors in Hungary
The table below presents the yearly working time in the baseline and in a situation
where the concurrent contracts are based on a per employee level.

116

We have only included the first order impacts from productivity gain.
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Table 8-9

Yearly working time for doctors with concurrent contracts with the same
employer: Hungary

Million hours per year

Baseline1

Total hours (million hours per year)

Max 48 hour working
week2
8.53

8.31

Note:
1: 3,312 doctors in the baseline situation. Assuming that 50% of these have concurrent contracts with the
same employer and work 56 hours per week for 46 weeks of the year
2: 3,312 doctors, assuming that 50% of these have concurrent contracts with the same employer and
works 48 hours per week for 46 weeks per year.

The working hours delivered are thus reduced by around 1 million hours per year. The
reduced working week will result in a need to recruit more doctors. Hence, to deliver
an unaffected service level (an unchanged amount of working hours), the fixed labour
costs will increase. The table below presents the number of additional doctors needed
to deliver an unchanged amount of hours and the associated fixed labour costs.
Table 8-10

Fixed labour costs when moving from the baseline situation to the situation where
concurrent contracts are applied per contract. Hungary

Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)
Number of doctors needed to cover these hours1
Fixed labour costs per doctor per year2
Total fixed labour costs (MEUR per year)

1.22
552
7,051
3.89

Note:
1: Assuming that all doctors work 48 hours per week for 46 weeks of the year
2: Assuming that 30% of the total labour costs (EUR 16,452) are fixed labour costs

The total direct impacts are presented in the table below.
Table 8-11 Total direct impacts when moving from the baseline situation to the situation where
concurrent contracts are applied per worker
Total direct impacts
Decrease in hours delivered of 1.22 million hours per year or
Delivering the same number of hours and hiring 552 new doctors at fixed financial costs of MEUR 3.89 per
year.

Some indirect impacts will also occur. They are not directly related to the WTD as
such, but more to national conditions, law and agreements.
In Hungary, the standard working week is 40 hours. We assume that all hours
delivered above the 40 hours per week are remunerated as overtime. In the baseline
situation, 1.22 million hours per year are remunerated as overtime. In the new
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situation, new doctors are hired to deliver the 1.22 million hours, and only a fraction
of these hours is remunerated as overtime (8 out of each 48 hours)117.
Table 8-12 Overtime saving from letting all doctors deliver maximum 48 hours per week on
average: Hungary
Type
Number of overtime hours in the baseline situation (million hours)

1.22

Number of overtime hours in the new situation (million hours)1

0.20

Overtime remuneration saving (MEUR)2

2.27

Note:
1: 552 doctors working 8 hours of overtime (48 hours minus standard working week of 40 hours) in 46
weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 16,452 based on 2,208 working hours
per year)

As presented in the table above, a saving of MEUR 2.27 in overtime remuneration is
achieved by hiring new doctors.
As a further indirect impact, we assume a productivity gain. We assume that hours
delivered on top of a 48-hour working week are 10% less effective than hours
delivered within the 48-hour working week. The expected productivity gain is
estimated to 0.12 million hours and around MEUR 0.91 as presented in the table
below.
Table 8-13 First order productivity gain when moving from the baseline situation to the
situation where concurrent contracts are applied per worker: Hungary
Productivity gain
Hours worked above the 48-hour limit in the baseline situation but worked
below the 48-hour limit in the new situation

1.22

Productivity gain

0.12

Saving in remuneration due to productivity gain (MEUR)1

0.91

Note:
1: Assuming that standard remuneration – EUR 16,452 – is based on 2,208 working hours per year

However, this productivity gain will also influence the above impacts: both the direct
impacts and the overtime savings. The efficiency gain reduces the number of hours
needed and hence the number of new recruitments needed as well as the number of
hours delivered overtime.
The direct impacts considering the productivity gain are presented in the tables below.
Table 8-14

117

Fixed labour costs when moving from the baseline situation to the situation where
concurrent contracts are applied per worker – taking the productivity gain into
consideration: Hungary

We assume that all new doctors are hired to work 48 hours per week.
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Fixed labour costs

Value

Hours to be covered by new doctors (million hours per year)1

1.10

Number of doctors needed to cover these hours2

497

Fixed labour costs per doctor per year3

7,051

Total fixed labour costs (MEUR per year)

3.50

Note:
1: 1.22 million hours less the productivity gain of 0.12 million hours
2: Assuming that all doctors work 48 hours per week for 46 weeks of the year
3: Assuming that 30% of the total labour costs (23,503) are fixed labour costs

Table 8-15 Overtime saving from letting all doctors deliver maximum 48 hours per week on
average when moving from the baseline situation to the situation where concurrent
contracts are applied per worker - taking the productivity gain into consideration:
Hungary
Type
Number of overtime hours in the baseline situation (million hours)

1.22

Number of overtime hours in situation without the opt-out (million hours)1

0.18

Saving in overtime remuneration (MEUR)2

2.32

Note:
1: 2,075 doctors working 8 hours of overtime per week (48 hours minus standard working week of 40
hours) in 46 weeks of the year
2: Assuming remuneration of overtime is 30% on top of salary (EUR 16,452 based on 2,208 working hours
per year)

The table below summarises the total direct and indirect impacts of moving from the
baseline situation to a situation where concurrent contracts are interpreted to apply on
a per worker basis.118
Table 8-16 Total direct and indirect impacts of moving from the baseline situation to the

situation where concurrent contracts are applied per worker
Impacts with productivity gain

Impacts without productivity gain

Total direct impact

Total indirect impact

Total direct impact

Total indirect impact

Decrease in hours delivered of
1.10 million hours per year or

Saving from overtime
remuneration of
MEUR 2.32 per year
and

Decrease in hours
delivered of 1.22 million
hours per year or

Saving from
overtime
remuneration of
MEUR 2.27 per year

Delivering the same number of
hours and hiring 497 new
doctors at fixed financial costs
of MEUR 3.50 per year

118

Productivity gain of
MEUR 0.91 per year

Delivering the same
number of hours and
hiring 552 new doctors
at fixed financial costs of
MEUR 3.89 per year

We have only included the first order impacts from productivity gain.
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Administrative costs
A requirement that the Directive should always apply per worker and in relation to
initiatives to support reconciliation will involve economic impacts in the form of
administrative costs and burdens (for the countries affected).
Economisti Associati (2012) identify two different administrative activities generated
by the proposed changes to the rules for concurrent contracts. The first activity stems
from becoming acquainted with the new rules and from designing a procedure to deal
with it. Hence, this administrative burden will only occur once. The second
administrative activity is to appropriately record and archive data on cumulative
working hours for employees with multiple contracts.
The administrative burdens of the first administrative activity can be estimated to EUR
8 per employer who has a "per-contract" measurement of working time. As mentioned
above, this burden is only a one-time burden for the employers. The administrative
burdens from the second activity can be estimated to EUR 2 per employee with
multiple contracts with the same employer (Economisti Associati, 2012, and own
calculations).
Due to the limited available information, it is not possible to give a complete estimate
of the administrative burdens involved in the reinforcement of the rules for concurrent
contracts. However, the administrative burdens can be expected to be relatively small,
as illustrated by the examples of the Czech Republic and Hungary below.
Element

Czech
Republic

Hungary

6,915

1,656

Populations
Number of doctors with concurrent contracts with same employer

94

262

Becoming knowledgeable with the new rules (only year 1)

0.73

0.20

Record and archive data (all years)

16.39

3.93

Year 1

17.12

4.13

Year 2 and hereafter

16.39

3.93

Number of hospitals who employ workers with concurrent contracts

1

Administrative costs (1,000 Euros)

Note:
1: 50-60% of hospitals have doctors with concurrent contracts. Assuming that all hospitals who employ
doctors with concurrent contracts also employ doctors who has concurrent contracts with the same
employer
2: Assuming that the 20% of doctors with concurrent contracts are distributed on 20% of all the hospitals.

As the table displays, the total administrative burdens in year 1 amount to around EUR
17,000 in the Czech Republic and EUR 4,000 in Hungary. Similarly, the table shows
that the administrative burdens in year 2 onwards amount to around EUR 16,000 in
the Czech Republic and just below EUR 4,000 in Hungary.
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8.3

Reference period

Many countries use the derogation to extend the reference period. Among the case
study countries. France and Denmark apply the four-month reference period in the
health care sector. In the other countries, the reference period set to six months with
the possibility of extending it to 12 months through collective agreements (except for
Greece and the UK). In many cases, the reference period is used for calculating
working hours and for counting and releasing overtime compensations, e.g. payments.
Five of the eight case study countries allow the reference period to be extended to 12
months through collective agreements. Among the remaining three, France, Greece
and the UK, the requirements for allowing a 12 months reference period (collective
agreements) are in place in France and the UK, whereas it is more unlikely that this
condition can be met by Greece.
Thus, overall it can be concluded that Member States today make use of the flexibility
offered by the Directive, and that there is no urgent need for the WTD to provide more
flexibility concerning the reference period. Concerns expressed by country-specific
stakeholders over the reference period include :
•

A longer reference period adds to the flexibility, which can contribute e.g.
to smoother handovers, however it must be balanced against

•

A risk of frontloading of work and concentration of work in a given period
of time with a risk of doctors being overworked with consequential negative
impacts on patient safety and workers' health

•

A concern that as overtime payments are often linked to the reference
period, payment of overtime can be effected much later than when the
hours were delivered.

8.4

Reconciliation

In addition to the type of social impacts listed under option 2, it should be noted that
reconciliation initiatives provide some degree of flexibility for the workers because
they have the right to propose changes to their work patterns. Employee-related
working time flexibilities lead to less concern about the work-family balance
(Sangheon et. al. 2007).
Stakeholders consulted during the case studies indicate little if any impacts from this
possible change. In some cases, it is noted that the implementation of the
SIMAP/Jaeger rulings has contributed substantially to a better work-life balance and to
reducing too long working hours. This is noted in particular by the UK respondents,
but a similar conclusion can also implicitly be drawn from the case study in Germany.
That being said, measures targeted solely and only at reconciliation are likely to have
a smaller impact on the work-life balance and workloads than measures that:
•

Introduce stricter requirements and more monitoring of the use of the optout. This can help avoid opt-outs that are not truly voluntary and it can
help to cap the number of hours worked under an opt-out

•

Introduce measures that avoid that too many working hours are delivered
through concurrent contracts with the same employer.
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A softer measure in support of reconciliation may still have an impact. However, the
impact on the work-life balance and on workers' health may be challenged by the
income effect for employees of reducing their working time, the frequently shared
understanding that working in the health care sector inevitably involves having to
work unsocial hours and the sense of responsibility that employees have vis-à-vis their
colleagues and patients.
The proposed changes to the Directive give the worker the possibility to request
changes to their work time and patterns. This will enable the worker – to some extent
– to gain control over and/or choice in arranging work patterns. More studies have
found that the possibility to control work patterns has a positive impact of workers'
health, work-life balance and social well-being. However, the studies emphasise that
this positive effect does not offset the negative effect of working long hours (Deloitte
2010b, pages 19-20).
Furthermore, the provision regarding reconciliation will also result in administrative
burdens for the employer.
The first part of the building block will impose administrative burdens on the
employees from the obligation to inform employees well in advance of substantial
changes in their working patterns. This means that the employers have to prepare and
submit a written document to notify an employee about a request to change of work
pattern.
The second part of the building block ensures the right for employees to request
changes in their working hours and pattern. This will impose the following
administrative activities on the employer; 1) assess of the feasibility of a requested
change, 2) prepare a written and reasoned response to the employee and 3) meet
employees to discuss reasons for the request, reason for possible refusal and discuss
possible solutions (Economisti Associati, 2012).
Following Economisti Associati (2012), the administrative burdens involved in the
obligation of employers to inform workers well in advance about substantial changes
to the pattern of work is EUR 6 per requested change119. These administrative burdens
are based on the three assumptions; 1) that the provision only applies to structural
changes in work pattern but 2) does not imply a revision of an employment contract.
3) Finally, that the notification of a change in working pattern must be provided in
writing.
Furthermore, the administrative burdens involved in the right for employees to
request changes in work hours and pattern can be estimated to EUR 9 per requested
change (Economisti Associati 2012 and own calculations). This obligation is assumed
only to encompass permanent and temporary changes and not occasional ones.
Furthermore, the first and second assumption above (structural changes and written
notification) is also applied here.
As with the use of concurrent contracts, information on the number of changes (made
by the employer) where the worker has to be informed and the number of requested

119

The figures are based on the estimated average administrative burdens for both small and larger corporations.
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changes in work pattern by the employer does not exist. In some Member States, the
proposed changes will not lead to any changes in the administrative burdens because
the Member State has already implemented similar rules. In Denmark for example,
the employer has to inform the worker, giving a four-week notice, of substantial
changes to the work schedule. Furthermore, the planning at the workplaces always
takes the workers' wishes regarding work schedule into account. Even if Member
States do not have similar rules today, the economic magnitude of these
administrative burdens are very limited, which can be illustrated by an example.
In Czech Republic, there are around 69,000 doctors and nurses. If we assume that the
employer on average changes the working schedule every other year (in a way that
activates the new provision), the administrative burdens will amount to around EUR
200,000. Similarly, if the workers on average request a change every other year, the
administrative burdens will be around EUR 300,000. Hence, the total administrative
burdens will be around MEUR 0.5 annually.

8.5

Conclusion

This option is likely to increase the use of the opt-out. The opt-out will be a feasible
way of meeting a requirement that concurrent contracts should be used on a per
worker basis. Also, the opt-out will be necessary in Italy (see baseline, chapter 6) in
order to comply with a strict and explicit definition of autonomous workers. The
consequent impacts on the work-life balance, workers' health and patient safety are
likely to be neutral or positive.
Many Member States experience or foresee staff shortages and recruitment
challenges. In that regard, the option's contribution to limiting the use of concurrent
contracts and to ensuring that only truly autonomous workers can be exempted can
be seen as preventive as well. If no action is taken on these issues, there is a risk that
such interpretations and uses can become more and more widespread.
At the same time, continuing with the opt-out implies that flexibility is – by and large
– provided through only one major means. Therefore, and because the use of the optout is likely to increase, it is important to ensure that it is used properly and in
alignment with the underlying intentions. Introducing stricter requirements will 1)
contribute to the protection of workers' health and the work-life balance through
ensuring their voluntary nature, and 2) provide relevant information to managers and
decision makers to enable them to assess whether hours worked are reasonable or
whether they put patient safety and workers' health at risk. As regards the latter,
impacts on workers' health and patients' safety however only occur when managers
and decision makers take action on the basis of available information that points to an
'excessive use' of the opt-out. The administrative costs involved are relatively modest.
However, there is a risk that staff shortage problems may be intensified in some
areas. Already today, staff shortage issues are significant in countries like Italy,
Greece, Hungary and the Czech Republic, and throughout Europe, the health care
sector is confronted with increased demands and staff shortage issues in at least some
areas (e.g. smaller hospitals, remote areas and certain specialities). These trends
involve a risk that doctors that continue to be opted out will work even longer hours,
and a risk that the work-life balance for these doctors will be affected as well as a risk
to patient safety; either due to longer working hours for some doctors or due to
reduced service levels.
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Many stakeholders in the case study countries appreciate the contribution from the
opt-out and make use of it, and it is often mentioned as the most important factor in
terms of flexibility. That said, providing a period within which compensatory rest
should be given rather than immediately is a factor that not only adds to flexibility in
some countries, but also contributes to a better alignment between law and current
practice in some countries.
Reconciliation measures do not involve significant, administrative costs. However,
their impact may be relatively modest as well. Factors that can challenge the effect of
reconciliation measures in isolation involve: 1) concerns about incomes which can
provide a disincentive to consider reducing weekly working hours, 2) a general
perception that working in the health care sector involves having to work unsocial
hours and the sense of responsibility that employees have vis-à-vis their colleagues
and patients. That being said, reconciliation measures do still support the work-life
balance as it provides for better predictability and the opportunity to request changes.
This may play a positive role in recruiting and retaining staff, in particular female
employees.
With reference to chapter 7, allowing for postponement of compensatory rest in the
case of extended shifts can thus contribute to better hand-overs and other
procedures. Thereby, it adds positively to patient safety. The length of the allowed
postponement period must, however, be carefully balanced against the costs (reduced
WLB, fatigue and risk for errors) of very long, uninterrupted working hours. However,
introducing changes to the stipulations governing the reference period is likely to have
a limited impact.
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9

Option 4 amending legislative proposal for a broader
review of the whole directive

The below shows the building blocks that constitute option 4.
Building block

Possible changes

On-call time

Provision of greater flexibility in counting on-call time (e.g. distinction
between active and inactive on-call time)

Stand-by time

Arrangements regarding stand-by time

Opt-out

Limitation to the use of opt-out

Compensatory rest

Further flexibility as regards the timing of compensatory rest (minimum
rest)

Reference periods

Added flexibility as regards the calculation of reference periods

Derogations

Formulating simpler and clearer rules for derogations

While the current level of detail and operationalization of option 4 does not allow for a
detailed assessment, the impacts from the first five building blocks of this option
largely resemble those of option 2 as the effects from introducing changes to the
reference period are quite modest.
It remains difficult to provide a detailed assessment of derogations due to the lack of
operationalization at this stage. Building on the above, however, some conclusions do
emerge:
•

The derogation that allows for rest stipulations and limits to weekly
overtime for autonomous workers has been extensively used in at least one
country. Other case studies do not point to the same – questionable –
broad definition. However, if the stricter requirements for opt-out result in
such broader use of the derogation elsewhere, there may be a need to
carefully limit the scope of this derogation (on autonomous workers) in the
Directive

•

Chapter 3 showed that in quite a few of the case study countries, use has
been made of the possibility to derogate from weekly and daily rest.
However, the derogations fall within the scope of the Directive apart from
one case where the term adequate rest is used (Italy). It is thus not clear
whether there would be an impact of clearer and simpler rules.

•

The derogations for reference periods are used in some case study
countries: some apply six months and in many cases also allow 12 months
through collective agreements. By and large, it is not assessed by
stakeholders to be an issue of concern. It has however not been possible to
get a good overview of the extent to which the 12 month period is actually
used.
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Overall, the existence of derogations is valued by the vast majority of stakeholders.
Derogations allow Member States to implement the WTD, but still with enough room
for maneuver to pay respect to the national conditions and challenges.
Among case study countries there is an expressed perception that it is, and will
continue to be difficult for the healthcare sector to mobilise (staff-wise and financewise) enough resources to meet demands. At the same time, and as shown also in the
chapter on approaches to implementing the WTD, there are also ways of rethinking
how work is organised and distributed within the healthcare sector so that maximum
cost-efficiency and effectiveness is provided for. The healthcare sector in all EU
Member States should take further advantage of such opportunities. Too many options
for derogation including the opt-out can reduce this incentive, and hence, derogations
should only be considered when they are vital to an effective functioning of the
healthcare sector in any given Member State.
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10

Comparing the options

A comparison of options will need to concentrate on options 1, 2 and 3. The current
level of detail and operationalization of option 4 does not allow for a detailed
assessment. The table below provides a highly condensed overview of the options. It
sets out the key characteristics of the situation and trends of the three options, and it
outlines the key economic and social impacts of each option. Providing these
observations in one combined table allows for immediate comparison across policy
options.
Four aspects must be borne in mind for all three options:
•

Financial costs are likely to be limited. While the case studies have
shown that the public healthcare sector is often confronted with financial
challenges, the financial costs of the options analysed are not as high as
could be expected. The options analysed typically involve fairly modest
administrative costs. More importantly however, the costs of closing staff
gaps are to a certain (and fairly large) extent counterbalanced by savings
in overtime payments and by productivity gains. Overtime payments are
not directly related to the WTD, and hence their magnitude and the
conditions of their release are outside the scope of the WTD. Hence, the
estimates of these savings are uncertain, yet it does appear unrealistic to
assume that they do not exist. An hour worked at the end of a very long
working week is also most likely to be less productive than other hours.
However, such productivity effects are difficult to quantify in detail. The
analysis here assumes that hours delivered on top of a 48-hour working
week are 10% less productive than hours delivered within the 48 hours.

•

Recruitment and staff shortage are important determinants for the
impacts. While the costs of closing staff gaps may not be as high as first
anticipated, the difficulty may rather be whether it is possible to recruit
and to close staff gaps. This situation already occurs in some Member
States, and it is likely to be a key driver behind the use of opt-out, the
use of concurrent contracts on a contract basis, the use of a broad
interpretation of autonomous workers, and the reported long average
working hours in some case study countries. However, involuntary optout leading to longer working hours and poorer management of WLB
make the profession less attractive and contributes to difficulties in
recruiting and retaining staff.

•

Organisational impacts are not considered in the table below. All
options result in impacts in some or all of the case study countries, and
the impacts have been assessed assuming that no adaptive measures are
taken. In reality, the costs of the options can be reduced and the benefits
enhanced if adaptive measures are taken. Examples of possible adaptive
measures are provided in chapter 11. The key point to note here is that
cost-efficient implementation of possible changes to the WTD needs to be
accompanied by adaptive measures, and lead time must be provided to
allow Member States to identify, analyse and plan such measures.
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•

Doctors are more affected than nurses when looking at the overall
level. However, shortage of nurses is also expected to increase in the
future.

Theme

Option 1

Option 2

Option 3

Situation
and trends

Countries which do not
comply with maximum
working time limits and
with definition of
autonomous workers
will experience
significant needs for
additional staff

Unlikely that the new counting
methods will be preferred over a
continuation of the opt-out

Concurrent contracts can
no longer be used on a per
contract basis, and
therefore, the opt-out is
likely to be used even more
used and in more Member
States

The use of concurrent
contracts and opt-out
is likely to increase in
order to close staffing
gaps
Little is known about
the extent of the use of
the opt-out and how
many hours are
worked under the optout

The use of concurrent contracts and
opt-out likely to increase
Postponement of compensatory rest
can add some flexibility, but comes
at the risk of occurrence of very long
working hours
Stricter requirements to opt-out may
reduce the number of staff that opt
out, and provide better information
to managers and decision makers on
workloads under opt-out

Cases may occur where
compensatory rest is
not provided
immediately after an
extended shift

Postponement of
compensatory rest can add
some flexibility, but comes
at the risk of occurrence of
very long working hours
Stricter requirements to
opt-out may reduce the
number of staff that opt
out, and provide better
information to managers
and decision makers on
workloads under opt-out
Explicit legislative action on
concurrent contracts and
autonomous workers can
prevent possible increases
in use

Economic
impacts

The financial costs of
moving from the
current situation to the
baseline (where
relevant) are
counterbalanced by
efficiency gains and by
saved overtime
payments. The net
costs are significantly
reduced

No significant economic impacts.
They remain largely as in the
baseline. The administrative costs of
stricter requirements for opt-out are
quite modest

The financial costs of
abolishing the use of
concurrent contracts on a
per contract basis are
counterbalanced by
efficiency gains and by
savings in overtime
payments. The net costs
are significantly reduced.
Administrative costs are
quite modest

Social
impacts

Workers that opt out or
work under concurrent
contracts may
experience an increase
in the average
workload per week to
compensate for
increased staff
shortages which
negatively may affect
WLB and health of
workers concerned

Social impacts are likely to resemble
those under option 1 with one
important exception:

Social impacts are likely to
resemble those under
option 2 with the important
addition that reconciliation
measures may have a
limited direct and
immediate impact on WLB
and workers' health, but in
the longer term, it may
contribute positively to the
attractiveness of the public
health care sector as a
workplace. Thereby, it can
play a role also in recruiting
and retaining staff

Unclosed staff gaps
and more staff working
long hours can be a
risk to patients' health.
The same applies to
incomplete handovers
due to need to
immediately take
compensatory rest

Stricter opt-out requirements can
reduce the number of doctors that
opt out. This can increase the
workload for those that continue to
be opted out (in areas with staff
shortages).
Contributes positively to WLB, but
can put the health of the opted out
staff at risk if they work longer
hours. This can be reflected in an
impact on patient safety
If the opportunity to postpone
compensatory rest is properly
balanced and carefully used, it can
add positively to patient safety
If managers and decision makers
make active use of the information
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on the use of opt-out it can, through
their reaction improve WLB, workers'
health and patient safety

Last, it should be noted that the analyses of this report largely rely on a methodology
that builds on observations of average values, and which concentrates on the public
health care sector, in particular public hospitals. This means that any special cases
with characteristics diverting substantially from the average observations are not
considered.
The key conclusions when comparing the options are that:
•

The move from the current situation to the baseline can be a challenge
in countries that do not currently comply with the maximum average
weekly working time. The challenge, however, mainly revolves around
recruitment issues. The move also involves financial costs, but when the
efficiency gains and savings in overtime payments are considered, the
costs are less pronounced than at first glance.

•

Option 3 achieves the greatest impacts. There are two main reasons
for this. First, it is concluded that the alternative way of counting inactive
on-call time and stand-by time of option 2 will only be used to a limited
extent, if at all by Member States. Hence, the impact of this option is
significantly reduced. Second, option 3 ensures that only truly autonomous
workers can be defined as autonomous, and it ensures that concurrent
contracts are applied on a per worker basis. Thereby, flexibility
opportunities become concentrated on fewer measures including the optout, which is likely to increase significantly the use of the opt-out. In this
option it is therefore very important to put in place stricter requirements
for the use of the opt-out. This will ensure that an opt-out is truly voluntary
on the part of the employee, and it will give management and decision
makers more information about the use of the opt-out. Today, the
available information is often limited and difficult to access. Better
information enables managers and decision makers to take action thereby
ensuring that the opt-out does not conflict with the protection of workers'
health and that its use out does not compromise patient safety due to
excessive working hours. Option 3 thus maintains the need for flexibility
and acknowledges the important contribution of the opt-out in this regard.
At the same time, however, the option also helps ensure that the use of
the opt-out is voluntary, is in alignment with other relevant parts of the
WTD and that it is not 'misused' so that patient safety and workers' health
are not put at risk due to excessive working weeks.

•

Postponement of compensatory rest can enhance the efficiency of work
organisation. However, the duration of the postponement must be carefully
considered in order to ensure that the benefits do not come at too great a
price in terms of too long periods of uninterrupted work. This can put
patient health and workers' safety at risk.

•

In the light of the observed recruitment and staff shortage challenges, a
certain lead time needs to be incorporated in all the options. Lead time is
necessary even to provide for option 1, i.e. the baseline situation. Lead
time allows Member States to identify, analyse and plan implementation
measures.
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11

Approaches to working time in the context of health care
work organisation

11.1

Introduction

The previous chapter presents out the challenges, which health care systems face
across the EU. These challenges are in many respects difficult as indicated by the
following quote:
"…health care services are faced with the paradoxical challenge of having to
meet increased demand with reduced or limited resources".120
The challenges facing the health sector were further elaborated as follows:
"The medical and demographic structure of population as well as the social,
economic and the technological environment are greatly changing all over
Europe. These changes affect the ability of the healthcare systems to respond
to increasing patient needs. This has consequences on how healthcare facilities
function, and hence affects the roles and skills of the healthcare
professionals".121
Accordingly, the healthcare sector must ensure that the WTD is fully implemented. At
the same time it has to address the challenge of meeting increased demand with
proportionately less resources, most importantly a shortage of health professionals.
The chapter sets out how health care systems have sought to accommodate the WTD
and the various judgments from the ECJ, notably SIMAP (classifying of resident on-call
time as working time) and Jaeger (regarding the need for compensatory rest to be
taken immediately).

11.2

Approaches to overcome challenges when implementing the
WTD at a national level

It is evident that the challenges to the health care system, and more specifically
challenges related to shortages of health workforce, make it more difficult to
implement working time regulation, and specifically the WTD, swiftly. This is especially
true when the legislation leads to an additional demand for doctors and nurses. In the
Action Plan for the EU Health Workforce122, the European Commission proposes
concrete action to address these shortages123:
•

forecasting workforce needs and improving workforce planning
methodologies

120

WHO/European Observatory (2010).
HOPE (2009).
122 EC (2012b), Towards a job-rich recovery, Commission Staff working Document on an Action Plan for the EU Health Workforce,
SWD (2012) 93, final, 18.4.2012
123 The Commission bears in mind the Member States competence for organizing and delivering healthcare systems
121
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•

anticipating future skills needs in the health professions

•

sharing good practice on effective recruitment and retention strategies for
health professionals.

By addressing possible shortages of health personnel on a national level, it will be
easier for health organisations to recruit new personnel if needed.

11.3

Approaches to overcome challenges when implementing the
WTD at an organisational level

Previous research conducted by HOPE in 2004 addressed how countries implemented
the WTD (HOPE, 2004). The study’s findings, amongst other things, revealed how the
introduction of the WTD resulted in the following:
•

changes to rotas and work schedules, including more use of shift working
and piloting new ways of staffing hospitals at nights and weekends

•

more use of fully trained doctors to replace doctors in training

•

transfer of work traditionally undertaken by doctors to other staff, such as
nurses, to bring about a more diversified skill mix in the delivery of health
care

•

reduction in non-medical work undertaken by doctors enabling them to use
their working time more effectively

•

re-organisation of existing patterns of service provision

•

changes to payment systems (e.g. increasing the cost attached to working
long hours)

•

reform of medical education and training to ensure continued delivery of
high-quality training in reduced working hours.

The HOPE study took place at a relatively early stage following the full introduction of
the WTD in the health sector. Based on the review of the literature and national case
studies undertaken as part of the current study, this chapter outlines different types of
approach that have been adopted, before going on to give examples of approaches
considered to be relatively effective.
There is substantial literature on how health care systems have sought to improve the
efficiency with which they deliver health care and improve levels of patient safety at
the same time. The two are far from being mutually exclusive given that improving
patient care is likely to reduce, amongst other things, readmission to hospital and
thereby improve the efficiency with which the service is delivered. There are also
measures in place across Member States that are designed to improve the general
health of the population through prevention measures - e.g. promoting healthy eating,
taking exercise, etc. – which are designed, amongst other things, to relieve the
demand for health care and thereby the demands made on health professionals.
The Commission’s paper "Investing in Health" demonstrates how appropriate
investments in health care have the capacity to improve the health of the population
and workforce and thereby bring about productivity gains through, amongst other
things, lower levels of sickness. It is important however that public investments in
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health care do not, through increasing overall levels of public expenditure, act as a
drag on growth in the EU. This increases the need to enhance the efficiency with which
health care, and the human resources, within it are utilised (European Commission
2013).
The focus here is very much upon understanding how national systems have sought to
accommodate the WTD. The 2004 inquiry by HOPE points out that the impact of the
WTD has been principally upon doctors insofar as they were the employees with
relatively long hours of work or were most likely to be working as a resident on-call
(HOPE, 2004). Both the HOPE study and the national case studies conducted as part of
this study reveal that the organisational changes, which have taken place to ensure
that hospitals are compliant with the WTD, have implications for other staff groups
too, particularly nurses.
As a starting point, it is worth considering how the WTD has had an impact upon the
organisation of health care. At its core, the WTD, and subsequent ECJ judgments,
places a limit on the hours people are able to work. Consequently, the health sector is
likely to have to deal with a reduction in the number of hours of service that doctors
can provide. There are two principal implications of this:
1. service provision (i.e. delivering care to patients)
2. training (i.e. doctors being able to satisfy the demand for service provision
and being able to gain sufficient access to training time/opportunities).
In some countries, the issue is exacerbated by long-standing issues relating to staff
shortages either generally or in some specialities, as well dealing with the manifold
challenges facing the health care sector highlighted in the previous chapter. In
summary, the solutions can be seen as those which:
•

increase the efficiency with which existing resources are used (i.e.
organisational and technological change)

•

introduction of incentives to reduce long hours working and of sanctions to
ensure both compliance with the WTD and a reduction in long hour working

•

ensuring that training is delivered within the reduced time available
following the introduction of the WTD.

It should be noted at the outset that these are not mutually exclusive. Certainly, the
introduction of new working practices and access to training are closely interlinked.
The Better Training, Better Care initiative that was recently piloted in the NHS in
England has sought organisational and technical change solutions to bring about
better care and better training.
Based on a scrutiny of the literature, which identifies relatively good practice, the
following approaches are evident.
Organisational and technical change
Developing new roles to respond to demands for more flexibility and higher
integration was investigated in the HOPE 2010 Exchange Programme. More flexibility
and higher integration was demonstrated to improve cost efficiency in the health care
sector, and thereby help deliver – put simply – more services at the same cost.
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Task shifting aims to ensure that different categories of staff concentrate on their
core and specific competences. The HOPE study demonstrated that task shifting can
help to take certain tasks off doctors and allocate them to nurses. And specific tasks
that used to belong to nurses can, in turn, be shifted to other categories of staff.
Work organisation is a way of organising work differently thereby for example
introducing changed rotas that can facilitate training in respect of the Working Time
Directive.
Put simply, new roles (i.e. functions that have not been explicitly designed and filled in
before) can help reduce the work load of existing roles. New roles can for example
ease the transition from formal to informal care. Task shifting can for example take
the pressure off the most scarce resources through enabling them to focus on their
specific core competences. Work organization relates more to the specific planning and
organization of the work at the workplace once the tasks and roles are established so
to speak.
ICT could also be a means of addressing the above challenge. An in-depth study on
the use and prospects of ICT in the health care sector does not provide strong
evidence that ICT can help improve cost-efficiency other than indirectly; through
improved quality and reductions in certain tasks. Still, the study shows that costefficiency gains need to be assessed carefully on a case-by-case basis.124’
Prevention and sanctions
There are examples where wage systems can be used to offset the demand for
overtime work from doctors who may want to supplement their wages.
Wage systems and other cost related issues can reduce the demand from
employers for additional hours to be worked, either by setting overtime hours at a
relatively high rate or imposing financial penalties where agreed working time
arrangements are contravened.
Approaches to training
Better integration of training into service provision and the use of new technologies to
make more time available for training;
Ensuring that hospitals where training may be difficult to deliver – e.g. small rural
hospitals – are part of larger set ups in order to prevent doctors in training from
becoming isolated in smaller hospitals.

11.4

Examples of effective approaches

While the identified examples of relatively effective practice do not specifically
consider the implementation of the Working Time Directive, the examples
nevertheless show how health care policies, systems and institutions aim to:
1) improve working conditions to meet the demands of today’s workforce
2) meet the challenges of increased demand and possible staff shortages.

124

OECD, 2010
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Thus, the best practice examples are of utmost relevance also to a feasible, smooth
and cost-efficient implementation of the Working Time Directive.
Increasing the efficiency with existing resources
The (re)organisation of work is another way of seeking to address the above
challenge. Examples shown below relate both to the development of new roles that
can contribute to improved integration and flexibility. New roles and task shifting can
provide for smoother and more cost effective ways of delivering services and is to
some extent also related to task shifting.
The table below provides examples of the development of new roles, which aim to
better support a gradual transition of the health care services towards:
•

creating a good balance between inpatient and outpatient care

•

reducing hospitalisation and sustaining other patterns of care such as home
care and community services

•

addressing the transition of a number of different services and treatments
from formal care to informal care

•

integrating health and social care, establishing a continuity of care system

Supplementary to the text box below, it is worth mentioning that one stakeholder
(CEMR) pointed to a tendency for health care to increasingly take place outside
hospitals, e.g. in residential care centres, providing care in the community. This
results in the need to develop new professional roles to ensure that care in the
community proves is both relatively efficient and effective compared with delivering
services in hospitals.
Text box 11-1 Examples of the development of new roles in the health care system
In the UK, new roles have developed to respond to demands for higher integration and more flexibility:
Outside the hospital, an emergency care practitioner (ECP) visits patients directly at home which avoids
hospitalisation and is cost effective. Also, a crisis intervention team (CIT) support the staying at home of
people with mental health problems even in deep crisis.
In the hospital, a ward pharmacist is closely involved in patient care from admission to discharge, and
nurse specialists, and nurse specialists are found in e.g. nurse prescriber, nurse led outpatient hospitals,
nurse led clinics, nurse surgeon, nurse bronchoscopist, and advanced nurse practitioner.
In the Netherlands, two new career tracks for nurses increase the efficiency and effectiveness of care and
offers new career opportunities. The two tracks are: 1) a specialised nurse course (acts under the
guidance of a doctor, performs work in a specific field of nursing and initiates care programmes); 2) nurse
practitioner (master's programme, supervised by doctors, undertakes work previously performed by
doctors, diagnoses health problems and prescribes within protocol) (also included in text box on national
policies for nurse recruitment and retention).

Source: HOPE, 2010

Task shifting is also a more or less explicit component in the development of new
roles. In the text box above, the new changes were designed to enable nurses take
over tasks that were previously within domain of doctors, and/or to assist in such
tasks. This may be seen as part of a wider process, which has seen the emergence of
multi-disciplinary teams where the role of specialist nurses can play a vitally important
role in managing the care a patient requires and ensure that the relevant specialist is
involved at the appropriate time. It should be noted, as pointed out in Chapter 4, that
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there is a short-supply of nurses in some Member States. Whilst it is less expensive
and quicker to train general care nurses compared with doctors, simply transferring
some of tasks undertaken by doctors to that of nurses is not necessarily a
straightforward solution. This suggests that some of the current tasks undertaken by
nurses also need to be assessed with respect to the extent to which they can be
undertaken by other grades of staff, such as auxiliary nurses. The reassignment of
tasks therefore needs to encompass many more work roles within the hospital.
The UK example, presented in the box above, is, among other things, a way of
supporting a shift towards reduced hospitalisation of patients.
The below text box provides examples of task shifting as a response to the shortage of
professionals in health care institutions and as a means to enhance effectiveness of
care. The example from Denmark illustrates – put simply – how specific tasks are
distributed differently between the different health care professionals and with the
possibility of involving patients too.
Text box 11-2 Examples of task shifting
In Denmark, clinical professionals are performing other clinical tasks outside their ‘normal’ job description
and new functions and new roles for non-clinical professionals have been created. This enables doctors to
focus more on their particular and key competences by transferring some tasks to nurses. At the same
time non-clinical professionals also carry out tasks and fulfil new functions that relieve nurses from some
of the tasks within their ‘normal’ job descriptions:
Clinical professionals
Nurses: Echocardiography and endoscopy, ultrasounds for pregnant women, care for the chronically ill at
home and in the hospital, disease management.
Nurse assistants: anamnesis, blood samples, independent care for elderly at nursing homes.
Non-clinical professionals
Surgery porter (not sterile): prepare operations tables, pick up the patient and the patient record in
the ward, control of identify and of it that no meals have been taken, delivery of patient in hospital
theatre, place the patient at the operation table and other procedures before operation, get Rubens mask
and O2 bomb ready to after surgery, get heating blanket, assist if needed by spinal anesthesia, blood
emptying support.
Surgery porter (sterile): own surgical hand wash and sterile dress, final adjustment of operation table
together with surgeon, assist sterile nurse by cowering the patient, hold extremities and cuts suture
according to the surgeon, burn vessel by peang or pincet, suction of blood from the place of the
operation.
Pharmaconomics: work on the ward (paid by the pharmacy), preparing oral and i.v. medication,
preparing medicine packages for departments, patient information about medication after discharge.
Patients
Telemedicine in Svendborg: treatment and diagnosing without meeting a doctor.
Internet: check your lab-results online, ordering prescriptions or plan an appointment with the doctor,
use the Internet as online medical library, making the patient more knowledgeable.
Patient experts: social networks in chronic diseases, organised by the municipality.
In Spain similar developments are observed where high and growing educational level of nurses enables
the delegation of further competencies from physicians as routine procedures, prevention or diagnostic
endoscopy.

Task shifting and new roles relate to the duties, responsibilities, qualifications and
tasks of the individual. Systems can also seek to reorganise themselves to more
effectively accommodate the WTD. ‘UK hospital at Night’ is such an example.
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'Hospital at Night', a clinically driven and patient focused change programme, uses
both a multi-professional and multi-speciality approach to delivering care at night and
out of hours. The programme enhances patient safety and supports medical training
and service delivery. The Hospital at Night concept proposes that the way to achieve
safe clinical care is to have one or more multi-professional teams who have the full
range of skills and competences to meet the immediate needs of patients. Hospital at
Night aims to redefine how medical cover is provided in hospitals during the out of
hours period. The approach provides the best possible care for patients given the
changes in permitted working hours for doctors in training. It offers the most efficient
method of preserving, and even enhancing, doctors’ training in the reduced hours
available’.125 It does, however, require culture change within hospitals with, for
example, people being prepared to work in multi-disciplinary way.
Adapting the organization of work to better align with the requirements of the WTD is
another approach. An example from the UK is provided below:
Text box 11-3 Example of work reorganisation
The RCOG’s (Royal College of Obstetricians & Gynaecologists) model for compliance126.
The RCOG believes that innovative workforce design is required to ensure that trainees receive adequate
training, whilst also ensuring a safe and effective service. Maternity units are advised to ensure that
formal hand-overs are embedded into the rota system and consultancy evening sessions are part of
negotiated contracts. The RCOG has asked that the level of training is preserved by ensuring that doctors,
other than those in training, provide some out-of-hours sessions to enable trainees to be present during
the daytime to receive training and supervision.
Studies have shown that increased presence from trained doctors in the labour ward increases safety and
decreases the intervention and operative delivery rates (5). Increased doctor presence will also result in
more structured supervision of trainees.
The RCOG recommends that to ensure that service delivery, training and safety are balanced, a trained
doctor is resident on-call with trainees throughout the day and depending on the number of deliveries
during the evening and overnight in some units (6). This requires some trained doctors to work out-ofhours sessions, with appropriate rest.

Source: HOPE, 2010

At this stage, the UK government is exploring ways to review work patterns and
quotas with a view to exactly the same concern as the one reflected in the above
textbox: redesign of staff quotas so that doctors are given more time to access
training127.
Regarding possible role played by ICT, the above text box mentions for example
telemedicine in Svendborg (DK) and an interviewee (CEMR) mentions that the
definition of the workplace is changing given the role of ICT, e.g. that a doctor can,
with the use of telemedicine work (more) from home or any location.

125
126
127

Direct quotation from http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59820
Example quoted directly from: http://www.rcog.org.uk/impact-working-time-directive-wtd-og-service, 2009
EuropeanOffice_NHS, 2014
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Using wage systems (carrots) and sanctions (sticks) to reduce long
hours working
The type of initiative outlined above are concerned with making better use of existing
resources to relieve the pressure placed on both the number of doctors and nursed
employed and the hours they work. It is also apparent that systems are in place which
look to encourage more effective systems of working by increasing the cost attached
to resorting to long hours working. In this way, there are disincentives to hospital
managers to resort to long hours working to meet peaks in demand.
In part, this has been tackled through increasing the wages of health workers,
especially doctors. The national case study evidence indicates that in several counties
the real wage of doctors has increased over recent years, though the financial crisis in
2008/9 placed a break on that growth. In Greece, for example, the desire to increase
wage levels was one of the reasons doctors volunteered for overtime work in the precrisis period.
Measures are also in place to ensure that the potential number of hours of medical
care potentially available are used in the publicly funded system. In one country, for
instance, the payment system for trained doctors was configured in such a way that
trained doctors found it preferable to treat people funded through private rather than
the publicly funded insurance scheme. This anomaly will be removed with the planned
introduction of the new single-tier payment system.
If the demand side has been dealt with to some extent by increasing real wages, the
supply side has also sought to introduce disincentives too. In the Czech Republic, for
instance, overtime is paid at a sufficient premium to act as a disincentive to its use. In
the UK, the operation of the New Deal for Junior Doctors results in hospitals facing
punitive financial penalties if doctors on shift exceed their agreed working hours.
Nevertheless, the pressures for doctors to work additional hours remain, especially
where, as Chapter 4 indicated, there are staff shortages.
ICT
The above-mentioned OECD (2010) study does not find strong evidence that ICT can
help to improve cost-efficiency within hospital treatment. The study does, however,
only to a more limited degree look into more administrative gains from ICT use.
As suggested in the below text box, the WTD provisions give rise to several
administrative and management processes that with benefit can be handled via the
use of electronic work planning systems. Hence, it is suggested that the public
hospitals in the Member States without such systems could learn from the Danish
implementation.
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Text box 11-4 Example of ICT use for work time planning
In particular, the Danish hospitals and doctors and nurses consulted during this study all emphasised the
high value of the public hospitals being well-equipped with electronic work planning systems. Of direct
relevance to the WTD, the following benefits were highlighted:
•

Enforcement of WTD: The electronic work planning systems make sure that the WTD provisions
– hereunder the detailed work arrangements agreed via collective negotiations – are directly
incorporated in the work plans, and that "red lights" show if some of the actually works shifts are
not in compliance with the rules.

•

Administrative costs: Furthermore, the systems have sufficiently flexible designs to be able to
accommodate changes to working time rules – whether they come from a revision to the WTD or
from changes in the biannual collective agreements. In other words, there are in this context
only few administrative and management costs associated with implementing or revising working
time rules.

•

Specific provisions: While the systems as such support the implementation of and compliance
with most WTD provisions, they are of particular value for handling the compensatory rest and
reference period provisions. Furthermore, although Denmark at present does not make use of
the opt-out provision, the systems would be useful for handling possible additional future
requirements to keeping records of working hours and how the opt-out requirements may
conform/conflict with other WTD provisions. Similarly, increased focus on concurrent
employment contracts and on reconciliation measures may well be supported by proficient
electronic work planning systems.

Source: COWI stakeholder interviews.

Access to training
In health care systems which are relatively dependent upon junior doctors to deliver
care, especially during the night and at weekends, concerns have been aired about the
impact of the WTD on the training of junior doctors (Royal College of Surgeons, 2014;
Temple, 2010). Because junior doctors in training are often working at night, when
little supervision is available, the opportunities they have for training – especially
experiential training – can be limited. The Temple Report (2010) recommended a
move to a consultant (trained doctor) delivered system where the consultant was
available to guide the learning of the junior doctor. But this did not necessarily entail
consultants being available 24 hours a day, seven hours a week. Rather hospital care
could be reconfigured such that the high level of dependence on junior doctors
overnight could be reduced – one of the aims of the Hospital at Night initiative
described above, which encompassed multi-disciplinary working – thereby potentially
increasing the time available for training.
One initiative which sought to deal with the training issue – and more effectively
deploy resources – was Hospital at Night (HAN) (as outlined above). This included
training nurses so that they were better able to deal with issues which arose at night
such that they did not need to call a junior doctor. Therefore the number of doctors on
duty out-of-hours could be reduced and staffing arrangements were more efficiently
deployed without risk to patient safety. It also assisted hospitals ensure that they
were compliant with the WTD. HAN also paid more attention to the handover between
day and night shifts in order to ensure that problems did not occur overnight.
Following on from HAN has been the Better Training Better Care (BTBC) initiative led
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by Health Education England.128 This sought to tackle two issues: (i) the desire to
improve the training of foundation doctors (i.e. those who have recently qualified as
doctors) as outlined in the Foundation for Excellence study (Collins, 2010); and (ii)
how to introduce the recommendations of the Temple Report about how training can
be delivered whilst being compliant with the WTD (see above). The BTBC initiative
included 16 pilot projects which have now drawn to a close with the evaluation results
to be published in 2014.
Pilot projects within BTBC tackled issues such as:
•

handover/ care transition

•

out of hours and 24/7 services

•

technology and simulation to enhance training and education

•

communication and quality improvement

•

front door / A&E

•

patient rotas and scheduling

•

multi-disciplinary working.

Initial findings, some of which are outlined below, from the evaluation of BTBC
suggest that it has been successful in meeting a number of objectives in ensuring that
the quality of training provision improved within the working time limits in the WTD.
The full findings from the BTBC initiative will be released later in 2014.
In order to give an insight into what BTBC included examples are provided below.
Further examples can be found at: http://hee.nhs.uk/wpcontent/blogs.dir/321/files/2012/09/BTBC-News-March-April-V19-Final.pdf
East Kent Hospital University NHS Foundation Trust
Establishing hot ‘emergency-based’ and cold ‘ward-based’ teams to enhance the trainee
experience, improving patient care at weekends
East Kent has had great success in demonstrating a reduction in the overall length of stay across long term
conditions and urgent care representing savings of up to £663k annually and an increase in Saturday and
Sunday discharges by 20% and 6% respectively. There has been a significant impact on trainees who
recorded experiencing better supervision and support in both the hot and cold blocks of working. In
addition, the introduction of the enhanced multidisciplinary cold team has enabled nurses to provide much
needed and valued support to trainees and to make a significant difference to the patient experience. The
success of this pilot has seen the roll out of this model across all three hospital sites.

Source: http://hee.nhs.uk/wp-content/blogs.dir/321/files/2012/09/BTBC-News-March-AprilV19-Final.pdf

128

See http://hee.nhs.uk/wp-content/blogs.dir/321/files/2012/09/BTBC-News-March-April-V19-Final.pdf for further details
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Leeds and York Partnership NHS Foundation Trust
Maximising and enhancing training opportunities and clinical time with patients by changing
working patterns.
100% of the trainees at Leeds and York have reported more confidence in their work since the pilot and
83% agree or strongly agree that they have benefitted from the change in rota. The pilot saw an increase
in productivity with weekday activity increasing by 37.7%, weekend activity rising by 29.1% and night shift
activity by 22.1%. Patients also experienced benefits from this pilot as trainees were able to spend more
time with each patient. Furthermore 54% of staff agreed that the initiatives and changes implemented had
a positive impact on patient care and satisfaction.

Source: http://hee.nhs.uk/wp-content/blogs.dir/321/files/2012/09/BTBC-News-March-AprilV19-Final.pdf

Airedale NHS Foundation Trust and Western Sussex Hospitals NHS Foundation Trust
Using telemedicine to enhance training and improve supervision and support
The Airedale and Western Sussex telemedicine pilot provided an innovative way of using telemedicine to
enable remote supervision and handover across disparate locations. This helped maximise resources as
well as delivering a service with increased senior input into medical education and patient care. Qualitative
data from trainees showed that they felt more supported as well as more engaged in the hospital night
team. Trainers also felt that although technical issues did provide some challenges, once resolved, the
system would allow better use of time by sharing resources for training and education, and thereby freeing
up clinician time elsewhere. 73% of trained doctors and doctors in training fed back that they felt remote
input from trained doctors would improve the quality of care to patients. In addition, the pilot highlighted
the importance of putting more standardised procedures in place to further improve the handover process
across the Trusts.

Source: http://hee.nhs.uk/wp-content/blogs.dir/321/files/2012/09/BTBC-News-March-AprilV19-Final.pdf

The examples presented above show how the combination of organisational change
(e.g. more effective team work and multi-disciplinary teams) and use of new
technologies to deal with administration and the delivery of health care has the
potential to bring about a more effective allocation of resources, increase the time
available for training and, in so doing, improve patient care.
One of the key pressure points in balancing training and service provision is in small,
often rural hospitals. The limitations placed on training are twofold: (a) there are
fewer doctors in particular specialities available who can support the training of junior
doctors; and (b) the smaller number of doctors can result in the time available for
training becoming squeezed at times of peak service demand. In one country for
example, the creation of hospital groups has sought to address this problem such that
junior doctors in training do not become isolated in small, rural hospitals because they
are working for a group of hospitals including larger ones, which can provide the
training they require to progress their careers.
WTD implementation approaches
As presented in the beginning of this report, the WTD is implemented differently in the
different Member States i.e. via legislation, via collective agreements or via a mixed
regime. There are strengths and weaknesses within each of these approaches.
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The below text box suggests that the WTD implementation mainly via collective
agreements in Denmark could be considered as relatively good practice. The
employers' organisation, the workers' organisations, and the consulted public hospitals
in DK all agree that it is a strength that most of the WTD provisions are implemented
via collective agreements. This implies that the working time arrangements to a high
degree are suitable for the different types of doctors and nurses. This said, the
employers prefer keeping the working time rules as similar as possible for the different
staff types to keep administrative costs low. However, as mentioned above with the
Danish public hospitals being well-equipped with electronic work planning systems,
they do not find it that cumbersome to handle a number of different daily work plans
for the doctors and the nurses.
This said, it must of course be emphasised that the existing Danish collective
agreements for the doctors do not consider on-call time as working time – i.e. they do
not follow the SIMAP and Jaeger rulings. Hence, from this perspective it can of course
be argued that the Danish implementation cannot be considered as a best practice.
Text box 11-5 Example of WTD implementation via collective agreements
While several Member States implement the WTD mainly through collective agreements, the Danish
stakeholders have particularly highlighted that the are many benefits by doing so:
•

Suitable staff-specific working time arrangements: Both employers and doctors and nurses find it
important to be able to arrange suitable working times and other working conditions via specific
collective agreements for different categories of doctors and for nurses respectively.

•

Enforced working time agreements: Employers' and workers' organisations that have entered
into the collective agreements are watchdogs making sure that the working time agreements are
complied with. This should also be seen in the light that the labour inspectors from the Danish
Working Environment Authority – who has the formal enforcement obligation – rarely has a focus
on working time rules, but mainly on many other working conditions and safety and health
issues.

•

Low administrative costs: Both employers' and workers' organisations do not envisage
significant, administrative costs caused by changes to the collective agreement. This will just be
a part of the normal biannual negotiation process.

Source: COWI stakeholder interviews.

Conclusion of approaches to working time in the context of health
care work organisation
Summarised above are examples of the way in which health systems have introduced
new ways of working in order to ensure that they are compliant with the WTD and are
able to meet their service and training obligations. As can be seen, some of the
changes are wide ranging, including:
•

better workforce planning at a national level

•

share good practices on effective recruitment and retention strategies

•

the introduction of multi-disciplinary team working

•

re-assignment of the respective roles of doctors and other health care staff

•

re-organising the delivery of health care overnight

•

greater use of new technology across all aspects of health care delivery.
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The previous chapters have demonstrated there are manifold pressures on all health
care systems to deliver more efficient and effective healthcare to meet rising needs
with an ageing population in addition to the requirement to be compliant with the
WTD. It is exceedingly difficult to identify the role the WTD has played in bringing
about change in the health care sector, but this chapter has sought to indicate the
types of change that have been introduced, for a variety of reasons, and which
accommodate the WTD.
When analyzing the different building blocks and options no such changes were taken
into account. Rather it was assumed throughout the analyses that an unchanged
service level was equivalent to an unchanged amount of working hours being
delivered. However, in the light of the apparent shortages of staff than can currently
be observed and which are likely to be become more important in the future, it
becomes imperative, as many Member States are already doing, to think also in lines
as those set out in this chapter rather than just increasing the working hours of those
that are employed.

Thus, in their 2010 study, Deloitte commented on the link between long working
hours, fatigue, and accidents. :
“Long-standing studies (dating from the beginning of the last century) and
more recent reviews both clearly show a consistent relationship between long
working hours (both per day and per week) and the risk of accidents. There is
on average an exponential increase in the accident risk beyond the 7th, 8th or
9th hour of daily work, depending on the type of accident (and also probably on
the type of work), as well as on other characteristics of working time
organisation, e.g. the incidence of rest breaks (see below). This increase can
result in a doubling of the accident risk for the 12th hour of a shift as compared
to that of the 8th hour. The same holds for hours per week, where the risk of
accidents again increases substantially as the number of working hours
increases. (p.33, Deloitte, 2010a)."
More specifically in relation to the medical sector, putting measures in place to reduce
working hours potentially has implications for patient care. A study from the US
published in 2009129 concludes that "whilst concerns remain regarding educational
opportunities, the study supports the hypothesis that a 48 h week coupled with
targeted efforts to improve sleep hygiene improves patient safety". This study also
quotes a study in the US where:
"the rate of serious medical errors made by junior doctors are substantially
higher when they work a traditional on-call system involving frequent periods
of duty lasting for 24h or more. The introduction of an intervention schedule,
which limited scheduled continuous duty to 16h and reduced the total number
of hours worked from 85 to 65 per week, resulted in more sleep, fewer
attentional failures on duty and fewer serious medical errors."

129
F.P. Cappuccio et.al.’Implementing a 48 h EWTD-compliant rota for junior doctors in the UK does not compromise patients’
safety: assessor-blind pilot comparison
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Appendix A

Calculation methods and input data

In this appendix, we present and explain the methods used to calculate the changes in
the number of working hours delivered by doctors and nurses to the system as a result of
the possible changes to the WTD. The basis for these calculations is the baseline
described in the report.
In the following, we first present the method used to calculate the changes to working
hours due to the amended rules for on-call time. Second, we look at upscaling the results
from the case countries to the EU28 level. Finally, we present the input data for each of
the case countries in eight different tables.
Calculation of on-call time
The proposed change to on-call time implies that distinction is made between active and
inactive on-call time by which only some of the inactive on-call time can be counted as
working time. This will affect the number of hours delivered by doctors/nurses o the
system. In the assessment of impacts, we assume that the proposed amendments do not
affect working on-call. Hence, the number of hours doctors/nurses are working on-call
and the distribution between active and inactive on-call time does not change from the
baseline situation and to the situation with the changed rules.
The following equation calculates the working hours delivered by doctors/nurses to the
system taking the change to the provisions for counting only part of the in-active on-call
time as working time into account. The equation will be applied for each of the case
study countries individually.
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The equations consist of three terms where the latter two are almost similar. The first
term (
) is the baseline situation that is described in the report.
The second term ( − 100% ∗ ∗ 48 + ∗
−
∗ℎ
−
∗ ∗
−
) calculates the working hours delivered by doctors and nurses to the
system above the 48-hour limit after the changes to the way in-active on-call time can
be counted as working time.
The third term ( − 100% ∗ ∗ 1 − 48 + ∗
−
∗ℎ
−
∗ ∗
−
) calculates the working hours delivered by doctors and nurses to the
system below the 48-hour limit after the change to the way in-active on-call time can be
counted as working time.
The following terms are used in the equation:
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− 100%
− 100% is the difference between counting 100% of the in-active on-call
time as working time and the proposed changes of only counting 75% and 50% as
working time.
−
−
and
−
48 + ∗
∗ 48 + ∗
∗ 1 − 48 + ∗
∗ 1 − 48 + ∗
−
is the number of doctors/nurses above and below the
48 hour limit that works on-call.
is the number of workers, 48 + is the share that
works more than 48 hours per week and finally
−
and
−
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share of workers above and below the 48 hours that does on-call time.
∗
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∗ ℎ
−
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limit work on-call while ℎ
−
∗ ℎ
−
∗ is the yearly hours that workers
below the 48 hour limit work on-call. ℎ
−
ℎ
−
are the hours per week
and
is the number of work weeks per year.
Finally,

is the share of the on-call time, which is inactive.

−

Calculation of stand-by time
The proposed change to stand-by time also distinguishes between active and inactive
stand-by time and counts some of the inactive stand-by time as working time. Hence,
this will affect the number of hours delivered by doctors/nurses to the system. As with
on-call time, we assume that the proposed changes to the rules do not affect the use of
stand-by.
The following equation calculates the working hours that doctors/nurses deliver to the
system after the changes to the rules regarding stand-by time. As with on-call time, the
equation will be applied for each of the case countries individually.

$− *

=
∗
∗ℎ
"ℎ

$− *

=
∗
∗ℎ
"ℎ

+ + − 0% ∗ ∗ 48 + ∗
$ − * + + − 0% ∗ ∗ 1 −
$− * ∗ ∗
$− *
= #

$
− * '

$+
#

ℎ

ℎ
&
( ) '

+ + − 0% ∗ ∗ 48 + ∗
$ − * + + − 0% ∗ ∗ 1 −
$− * ∗ ∗
$− *
= #

$
− * '

$+
#

ℎ

$− * ∗ℎ
48 + ∗
−

$− * ∗ℎ
48 + ∗

ℎ
&
( ) '

−

$− * ∗
$− *
$

$− * ∗
$− *
$

The equation is almost similar to the formula used for on-call time as describe above.
The first term
is the baseline, which is derived as described in the main
report.
The second term ( + − 0% ∗ ∗ 48 + ∗
$− * ∗ℎ
$− * ∗ ∗
$ − * ) calculates the working hours doctors and nurses above the 48-hour
limit deliver to the system after the change meaning that inactive stand-by time is to be
counted as working time.
The third term ( + − 0% ∗ ∗ 1 − 48 + ∗
$− * ∗ℎ
$− * ∗ ∗
$ − * ) calculates the working hours doctors and nurses below the 48-hour
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limit deliver to the system after the change meaning that inactive stand-by time is to be
counted as working time.
The following terms are used in the equation:
+ − 0% is the difference between counting 0% of the in-active stand-by time as working
time and the proposed change of counting 40% and 20% respectively.
∗ 48 + ∗
$ − * is the number of workers that work above the 48-hour limit
who do stand-by time, and
∗ 1 − 48 + ∗
$ − * is the number of workers
below the 48-hour limit that work stand-by.
As above, is the number of workers, 48 + is the share that works above the 48-hour
limit.
$ − * is the share of workers above the 48-hour limit who does stand-by
$ − * is the share of workers below the 48-hour limit that does
time, while
stand-by time.
ℎ
$− * ∗ ℎ
$− * ∗
and ℎ
yearly hours that workers work stand-by.
Similar to on-call, ℎ
limit work stand-by, ℎ
limit work stand-by and
Finally,

$− * ∗

ℎ

is the

$− * ∗

$ − * are the weekly hours that workers above the 48-hour
$ − * are the weekly hours that workers below the 48-hour
is the number of working weeks per year.

$ − * is the share of the stand-by time, which is inactive.

Input data
In the tables below, we have listed the assumptions that FGB/COWI has made for the
different inputs that are used in the calculations. The assumptions differ from case
country to case country, which is why we present the input in eight different tables.

May 2015 - 247

Employment, Social Affairs & Inclusion
Study measuring the economic, financial and organisational implications
for public health care services from possible changes to the Working Time
Directive 2003/88/EC

Czech Republic
Table Apx A-1 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

19,497

Number of nurses working in public hospitals

49,384

Concurrent contracts1
Fraction of doctors that work under concurrent contracts
Fraction of nurses that work under concurrent contracts
Share of doctors with concurrent contracts with the same employer

40%
0%
75%

Below/above 48 hour limit2
Fraction of doctors that does not work under concurrent contracts but works more than
48 h/week

100%

Fraction of nurses that does not work under concurrent contracts but works more than
48 h/week

0%

Share of doctors and nurses who do on-call and stand-by time3
Share of doctors doing on-call

70%

Share of doctors doing stand-by

10%

Share of nurses doing on-call

10%

Share of nurses doing stand-by

5%

Hours on-call and stand-by time by doctors and nurses4
On call hours delivered on average per doctor per week, hours

9

On call hours delivered on average per nurse per week, hours

9

Stand-by time delivered on average per doctor per week, hours

24

Stand-by time delivered on average per nurse per week, hours

24

Active share of on-call and stand-by time5
Average share of on-call time that is active, doctors

50%

Average share of on call time that is active, nurses

50%

Average share of stand-by time that is active, doctors

20%

Average share of stand-by time that is active, nurses

20%

Current calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%
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Element
Share of active stand-by time calculated as working time
Share of inactive stand-by time calculated as working time

Value
100%
0%

Average weekly working hours6
Average weekly working hours for doctors with concurrent contracts

64

Average weekly working hours for doctors without concurrent contracts
51.5
Average weekly working hours for nurses

38

Average maximum weekly working hours without opt-out

48

Standard work week

40

Labour costs7
Salaries for doctors (Euros per year)

26,568

Wages for doctors (Euros per year)

24,336

Salaries for nurses (Euros per year)

12,684

Wages for nurses (Euros per year)

10,248

Share of doctors/nurses in the category of salaries (%)

37%

Worker benefits and payroll taxes (paid by employer)

34%

Total labour costs (doctors)

35,946

Share of fixed costs of total labour costs

30%

Overtime remuneration (on top of salary)

30%

General
Use of opt-out

No

Working weeks per year

46

Productivity gain for hours above the 48 hour limit(used in the baseline)8

10%

Note:
1: 70-80% of doctors in 50-60% of the hospitals work under concurrent contracts. We assume that 40% work
under concurrent contracts. Evidence from the case report also indicates that less than 10% of nurses in 5060% of hospitals work on concurrent contracts (meaning very few). However, since nurses do not work more
than 48 hours per week, we assume that the 0% nurses work under concurrent contracts.
2: Evidence indicate that the working time for doctors in Czech Republic is high and usually above 48 hours on
average per week.
3: On-call is relevant for most doctors while stand-by time is relevant for 5-15% of doctors. Evidence indicates
that the vast majority of nurses works on shifts and does not do on-call or stand-by. However, the use of oncall is more widespread than stand-by.
4: No evidence of the current use of on-call time. However, prior to the current labour code on-call time could
be maximum 400 hours per year (46 working weeks). We assume that the use of on-call has not changed with
the current labour code. Evidence suggests that stand-by time does normally not exceed 24 hours per week.
5: The active share of stand-by time is between 10-30%. There are no official data on the active share of oncall time but normally it is higher than for stand-by time.
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6: Evidence suggests that working time for doctors with concurrent contracts are in the range 56-75.5. Working
time for doctors without concurrent contracts are in the range 47.5-55.6 and for nurses it is in the range 37.538.751.
7: Wages and salaries are estimated on the basis of the average wage/salary for doctors and nurses in Czech
Republic converted to Euro (EUR 3.6 = CZK 100). The terminology wage and salary is related to the type of
public hospital that one works in.
8: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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Denmark
Table Apx A-2 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

18,869

Number of nurses working in public hospitals

37,935

Share of doctors and nurses who do on-call and stand-by time1
Share of doctors doing on-call

75%

Share of doctors doing stand-by

10%

Share of nurses doing on-call

5%

Share of nurses doing stand-by

2%

Hours on-call and stand-by time by doctors and nurses2
On call hours delivered on average per doctor per week, hours

16

On call hours delivered on average per nurse per week, hours

16

Stand-by time delivered on average per doctor per week, hours

8

Stand-by time delivered on average per nurse per week, hours

8

Active share of on-call and stand-by time3
Average share of on-call time that is active, doctors

75%

Average share of on call time that is active, nurses

75%

Average share of stand-by time that is active, doctors

20%

Average share of stand-by time that is active, nurses

20%

Current calculation of on-call and stand-by
Share of active on-call time calculated as working time – doctors

100%

Share of inactive on-call time calculated as working time – doctors

0%

Share of active standby time calculated as working time – doctors

100%

Share of inactive standby time calculated as working time - doctors
Share of active on-call time calculated as working time – nurses

0%
150%

Share of inactive on-call time calculated as working time – nurses

75%

Share of active standby time calculated as working time – nurses

150%

Share of inactive standby time calculated as working time – nurses

1/3

Average weekly working hours4
Average weekly working hours for doctors

41
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Element

Value

Average weekly working hours for nurses

35

Standard work week

37

Labour costs5
Wages for doctors (Euros per year)
Wages for nurses (Euros per year)
Overtime remuneration (on top of salary)

114,168
59,124
30%

General
Use of opt-out

No

Working weeks per year

46

Note:
1: Evidence points to extensive use of on-call for doctors but only limited use of stand-by. Furthermore, only
nurses in certain specialities use on-call and even less nurses do stand-by.
2: Evidence suggests, that doctors who do on-call have on average one on-call shifts per week. Similarly,
doctors who do stand-by have on average one shift per week. The length of shifts is 16 hours. Nurses who do
on-call have on average one shift every other week and nurses who do stand-by also have one shift every other
week.
3: The active share of on-call time has increased in recent years and is rather high today. The active share of
stand-by time is however limited and is well below the active share of on-call time.
4: The normal working week in Denmark is 37 hours, and statistics from Danish Regions suggest that doctors
on average have 4 hours of overtime per week. Part time is widely used among nurses in Denmark and
Statistics from the nurses' organisation suggest that the average working week for nurses is below 37 hours.
5: Wages for doctors are the mean between wages for senior doctors and for doctors in training. Wages include
pension and paid vacation. Converted to Euro (EUR 13.43 = DKK 100).
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Germany
Table Apx-3 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

142,874

Number of nurses working in public hospitals

313,478

Opted-out1
Fraction of doctors that is opted out and works more than 48 h/week
Fraction of nurses that is opted out and works more than 48 h/week

50%
0%

Share of doctors and nurses who do on-call and stand-by time2
Share of opted-out doctors that do on-call
Share of not opted-out doctors that do on-call

90%
100%

Share of opted-out doctors that do stand-by

8%

Share of not opted-out doctors that do stand-by

8%

Share of nurses that do on-call

2.5%

Share of nurses that do stand-by

2.5%

Hours on-call and stand-by time by doctors and nurses3
On call hours delivered on average per doctor per week, hours

19

On call hours delivered on average per nurse per week, hours

19

Stand-by time delivered on average per doctor per week, hours

19

Stand-by time delivered on average per nurse per week, hours

19

Active share of on-call and stand-by time4
Average share of on-call time that is active, doctors

50%

Average share of on call time that is active, nurses

50%

Average share of stand-by time that is active, doctors

20%

Average share of stand-by time that is active, nurses

20%

Current calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%
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Element

Value

Average weekly working hours5
Average weekly working hours for doctors that are opted-out

56

Average weekly working hours for doctors that are not opted-out

45

Average weekly working hours for nurses

39

Standard work week

40

Labour costs6
Wages for doctors (Euros per year)

89,884

Wages for nurses (Euros per year)

40,704

Total labour costs, doctors (Euros per year)

127,407

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out

No

Working weeks per year

46

Productivity gain for hours above the 48 hour limit(used in the baseline)7

10%

Note:
1: Evidence indicates that around half the doctors are opted out but no nurses are opted out.
2: The evidence points to that nearly all doctors do on-call shift and we assume that more of the doctors that
are opted out do on-call than the doctors that are not. Stand-by time is only used by senior doctors in
Denmark. It is assumed that around 8% does stand-by time. On-call and stand-by time is only done by nurses
in special "functional services" which is around 2.5% of the nurses.
3: According to a recent survey, 50% of doctors have 1-4 on-call shifts a month, 45% have 5-9 and 5% have
more than nine shifts per month. It is assumed that doctors have 5 shifts on average per month of 16 hours
each and 4.2 weeks on average per month. It is assumed that the same is the case for stand-by time as well as
on-call and stand-by time for nurses.
4: There are three categories of on-call duty depending on anticipated workload. 1; less than 25%, 25-40%
and 40-50%. Generally, on-call is active which is why we assumed that 50% of the time is active. Stand-by
time is generally less active than on-call time.
5: The regular working time in Germany is 40 hours but overtime is common. However, doctors that are not
opted-out cannot work more than 48 hours per week. A recent study shows that 29% of all doctors work below
48 hours, 47% between 49 and 59 and 24% between 60-79. Working time for doctors above 48 hours is
calculated using these figures. For nurses, the evidence points to much lower average working time.
6: Labour costs are the complete costs without social security costs. For doctors, the costs are in the range
between 6,475 and 8,505 (7.490 on average) per month.
7: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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Greece
Table Apx A-4 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

25,965

Number of nurses working in public hospitals

36,240

Above/below the 48 hour limit1
Fraction of doctors that works more than 48 h/week

95%

Fraction of nurses that works more than 48 h/week

50%

Share of doctors and nurses who do on-call and stand-by time2
Share of doctors doing on-call
Share of doctors doing stand-by
Share of nurses doing on-call
Share of nurses doing stand-by

100%
30%
100%
30%

Hours on-call and stand-by time by doctors and nurses3
On call hours delivered on average per doctor per week, hours

24

On call hours delivered on average per nurse per week, hours

24

Stand-by time delivered on average per doctor per week, hours

15

Stand-by time delivered on average per nurse per week, hours

15

Active share of on-call and stand-by time4
Average share of on-call time that is active, doctors

33%

Average share of on call time that is active, nurses

28%

Average share of stand-by time that is active, doctors

26%

Average share of stand-by time that is active, nurses

21%

current Calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%

Average weekly working hours5
Average weekly working hours for doctors that are opted-out

48
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Element

Value

Average weekly working hours for doctors that are not opted-out

64

Average weekly working hours for nurses

64

Standard work week

35

Labour costs6
Wages for doctors (Euros per year)

26,550

Wages for nurses (Euros per year)

11,149

Total labour costs, doctors (Euros per year)

37,929

Total labour costs, nurses (Euros per year)

15,928

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out

No

Working weeks per year

46

Productivity gain for hours above the 48 hour limit(used in the baseline)7

10%

Note:
1: Information is scarce. Due to the infringement case, we know that working time is very high in Greece. We
assumed that almost all doctors are opted-out and work more than 48 hours on average per week. Working
time among nurses is also high but it is assumed that a smaller proportion of nurses are opted-out.
2: Information is scarce but the use of on-call and stand-by is high. A look across the other case countries
indicates that a quite reasonable assumption would be that all doctors and nurses do on-call. Stand-by is
assumed to be less used but still widespread compared with the other case countries.
3: Information is scarce. Anecdotal data suggest that it is not uncommon that specialised doctors do 25 hours
of on-call and junior doctors up to 35 hours per week. Assumes a conservative estimate of 24 hours per week
for both doctors and nurses. Same data suggest 17 hours of stand-by for specialised doctors. Assumes a
conservative estimate of 15 hours per week for both doctors and nurses.
4: No information exist but is assumed to be rather inefficient in the use. Estimated as the average of Czech
Republic, Denmark, France, Hungary and the UK.
5: No information exists on actual hours worked but working time is very high. Assumed that workers under the
48 hour limit works the maximum number of hours (48) and that the workers above the limit has the same
working time as the doctors in the case country with the highest working time (Czech Republic 64 hours).
6: Wages for doctors are in the range between 16,275 and 36,825 (26,550 on average).
7: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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France
Table Apx A-5 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

117,699

Number of nurses working in public hospitals

243,475

Opted-out1
Fraction of doctors that opts-out and works more than 48 h/week
Fraction of nurses that opts-out and works more than 48 h/week

55%
0%

Share of doctors and nurses who do on-call and stand-by time2
Share of doctors doing on-call

78%

Share of doctors doing stand-by

26%

Share of nurses doing on-call

78%

Share of nurses doing stand-by

26%

Hours on-call and stand-by time by doctors and nurses3
On call hours delivered on average per doctor per week, hours

14

On call hours delivered on average per nurse per week, hours

14

Stand-by time delivered on average per doctor per week, hours

9

Stand-by time delivered on average per nurse per week, hours

9

Active share of on-call and stand-by time4
Average share of on-call time that is active, doctors

65%

Average share of on call time that is active, nurses

30%

Average share of stand-by time that is active, doctors

65%

Average share of stand-by time that is active, nurses

30%

Current calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%

Average weekly working hours5
Average weekly working hours for doctors that have opted-out

48
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Element

Value

Average weekly working hours for doctors that have not opted-out
Average weekly working hours for nurses
Standard work week

55
37.5
39

Labour costs6
Wages for doctors (Euros per year)
Wages for nurses (Euros per year)
Total labour costs, doctors (Euros per year)

110,000
45,000
157,144

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out
Working weeks per year
Productivity gain for hours above the 48 hour limit(used in the baseline)7

Yes
46
10%

Note:
1: Evidence suggests that between 50-60% of the doctors have opted out.
2: Information is scarce but the use of on-call and stand-by is high. It is assumed that all doctors that have
opted-out and 25% of the rest are doing on-call and stand-by time. Generally, nurses do less on-call and standby time than doctors (assumed 1/3 of the doctors).
3: Information on on-call time only available for training doctors (5 shifts of 12 hours per month). It is assumed
that this is the case for all doctors and nurses. Information in stand-by time is only available for nurses (3 shifts
of 12 hours per month). It is assumed that this is the case for all doctors and nurses.
4: Active on-call time can reach up to 80% but be as low as 10% in some cases. The active share of stand-by
time varies from unit to unit but data show that it is around 30% in one unit.
5: No information exist on actual hours worked but working time is high. It is assumed that doctors under the
48-hour limit work the maximum number of hours (48). Working time for doctors can be up to 80 hours per
week but 48 hours are becoming more and more common, but on average working time is still quite high. The
working time for nurses is in practice around 37.5 hours per week.
6: Wages for doctors are EUR 32,000 for junior doctors, EUR 100,000 for young doctors and EUR 150,000 for
senior doctors. Assumed average of EUR 110,000.
7: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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Hungary
Table Apx A-6 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

16,559

Number of nurses working in public hospitals

63,200

Concurrent contracts1
Fraction of doctors that works on concurrent contracts
Fraction of nurses that works on concurrent contracts
Share of doctors with concurrent contracts with the same employer

20%
0%
50%

Opted-out2
Fraction of doctors that does not work under concurrent contracts but are opted out and work
more than 48 hours per week

31%

Fraction of nurses that does not work under concurrent contracts but work more than 48
h/week

4%

Share of doctors and nurses who do on-call and stand-by time3
Share of doctors doing on-call

70%

Share of doctors doing stand-by

10%

Share of nurses doing on-call

0.5%

Share of nurses doing stand-by

0.4%

Hours on-call and stand-by time by doctors and nurses4
On call hours delivered on average per doctor per week, hours – within the 48 hours limit

8

On call hours delivered on average per doctor per week, hours – above the 48 hours limit

20

On call hours delivered on average per nurse per week, hours – within the 48 hours limit

8

On call hours delivered on average per nurse per week, hours – above the 48 hours limit

20

Stand-by time delivered on average per doctor per week, hours

11

Stand-by time delivered on average per nurse per week, hours

11

Active share of on-call and stand-by time5
Average share of on-call time that is active

20%

Average share of stand-by time that is active

60%

Current calculation of on-call and stand-by
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Element

Value

Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%

Average weekly working hours6
Average weekly working hours for doctors that have opted-out or have concurrent contracts

56

Average weekly working hours for doctors that have not opted-out

40

Average weekly working hours for nurses that have opted-out

54

Average weekly working hours for nurses that have not opted-out

40

Standard working week

40

Labour costs7
Wages for doctors (Euros per year)

16,453

Wages for nurses (Euros per year)

8,256

Total labour costs, doctors (Euros per year)

23,503

Total labour costs, nurses (Euros per year)

11,794

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out

Yes

Working weeks per year
46
8

Productivity gain for hours above the 48 hour limit(used in the baseline)

10%

Note:
1: Evidence is scarce but indications point to some significant use. Assumed use is half as much as in the Czech
Republic. Assumed 50% has concurrent contract with the same employer.
2: Data from the National Institute of Quality and Organizational Development in Healthcare and Medicines.
3: Information on the use of stand-by time for doctors are scarce. Assumed same use as in the Czech Republic.
Information for nurses from concrete cases of the typical composition of working time for nurses.
4: Information is scarce. The maximum limit for on-call time is 24. Assumed close to max limit for
doctors/nurses working more than 48 hours per week and less for doctors/nurses working less than 48 hours
per week. Stand-by time is limited to 168 hours over a reference period of 16 weeks.
5: As the only case country, information suggests that the active share of stand-by time is higher than the
active share of on-call time.
6: Data from the National Institute of Quality and Organizational Development in Healthcare and Medicines
7: Doctors' wages are the average of residential doctors and specialist doctors.
8: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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Italy
Table Apx A-7 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals defined as autonomous

110,732

Number of nurses working in public hospitals

274,600

Above/below the 48 hour limit1
Fraction of doctors that work more than 48 hours per week
Fraction of nurses that work more than 48 h/week

100%
0%

Share of doctors and nurses who do on-call and stand-by time2
Share of doctors doing on-call

70%

Share of doctors doing stand-by

48%

Share of nurses doing on-call

5%

Share of nurses doing stand-by

5%

Hours on-call and stand-by time by doctors and nurses3
On call hours delivered on average per doctor per week, hours

24

On call hours delivered on average per nurse per week, hours

24

Stand-by time delivered on average per doctor per week, hours

28

Stand-by time delivered on average per nurse per week, hours

28

Active share of on-call and stand-by time4
Average share of on-call time that is active - doctors

45%

Average share of on-call time that is active - nurses

39%

Average share of stand-by time that is active - doctors

33%

Average share of stand-by time that is active - nurses

27%

Current calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%

Average weekly working hours5
Average weekly working hours for doctors

64
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Element

Value

Average weekly working hours for nurses

38

Standard work week

38

Labour costs6
Wages for doctors (Euros per year)

56,000

Wages for nurses (Euros per year)

26,000

Total labour costs, doctors (Euros per year)

80,001

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out

Yes

Working weeks per year

46
7

Efficiency gain (used in the baseline)

50%

Productivity gain for hours above the 48 hour limit(used in the baseline)8

10%

Note:
1: It is assumed all autonomous doctors work more than 48 hours per week.
2: Information on the use of stand-by time for doctors are scare. Local case from the Marce region points to
48% of doctors doing stand-by. Vast majority of nurses does not do on-call and stand-by. It is assumed that
5% does not do on-call and stand-by.
3: Information is scarce. The maximum limit for stand-by time is 10 shifts of 12 hours per month (28 hours per
week). Assumed to be close to max limit. On-call is used less because it is more expensive than stand-by (all
time is counted as working time). Assumed 2 shifts of 12 hours per week.
4: No information exist. Assumed to be the average of Czech Republic, Denmark, France, Germany and
Hungary and UK.
5: No information exists on doctors working hours but is very high. Assumed to be as high as in the case
country with the highest working time where information is available (Czech Republic)
6: See case report
7: The evidence from the case report indicates the possibility of organising the health care system more
efficient. This has been arbitrarily set at 50% of the loss.
8: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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UK
Table Apx A-8 Input data
Element

Value

Number of doctors and nurses
Number of doctors working in public hospitals

111,221

Number of nurses working in public hospitals

354,120

Opted-out1
Fraction of doctors that works more than 48 hours per week
Fraction of nurses that works more than 48 h/week

13.8%
5%

Share of doctors and nurses who do on-call and stand-by time2
Share of doctors doing on-call

30%

Share of doctors doing stand-by

30%

Share of nurses doing on-call

3%

Share of nurses doing stand-by

9%

Hours on-call and stand-by time by doctors and nurses3
On call hours delivered on average per doctor per week, hours

8

On call hours delivered on average per nurse per week, hours

4

Stand-by time delivered on average per doctor per week, hours

8

Stand-by time delivered on average per nurse per week, hours

4

Active share of on-call and stand-by time4
Average share of on-call time that is active - doctors

10%

Average share of on-call time that is active - nurses

10%

Average share of stand-by time that is active - doctors

10%

Average share of stand-by time that is active - nurses

10%

current Calculation of on-call and stand-by
Share of active on-call time calculated as working time

100%

Share of inactive on-call time calculated as working time

100%

Share of active standby time calculated as working time

100%

Share of inactive standby time calculated as working time

0%

Average weekly working hours5
Average weekly working hours for doctors that have opted out

56
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Element

Value

Average weekly working hours for doctors that have not opted out

41

Average weekly working hours for nurses that have opted out

48

Average weekly working hours for nurses that have not opted out

38

Standard work week

37.5

Labour costs6
Wages for doctors (Euros per year)

87,500

Wages for nurses (Euros per year)

31,500

Total labour costs, doctors (Euros per year)

125,000

Fixed costs share of total labour costs

30%

Overtime remuneration

30%

General
Use of opt-out
Working weeks per year
Productivity gain for hours above the 48 hour limit(used in the baseline)7

Yes
46
10%

Note:
1: Data on doctors opted-out are self-reported figures from the Federation of Royal College of Physicians’
(FedRCP) annual census of consultant physicians in the UK. No information on nurses exists. Estimated using
the working week figures from ASHE 2013.
2: Information is scarce and based on the interviews conducted during the case study. Nurses doing on-call are
based on the Royal College of Nursing Employment Survey 2013.
3: Information is scarce. Estimates based on the average overtime for doctors and nurses as presented in ASHE
2013.
4: No information exists. However, on-call and stand-by is only used when really needed. If the active share
was high, it would have been transformed into "normal" working time. Hence, the active share is very low.
5: Data from the ASHE 2013 study on working time.
6: The wages for the doctors are the mean of the wage for residential doctors and specialist doctors.
7: Assumed productivity gain when moving hours from above the 48 hour limit to below the limit.
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