|ss healthcare system:
Situation and challenges

Willy Oggier, Dr. oec. HSG
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Cosjgde ‘trc-)l-ﬂgg'u ment:
Syjedification of funding systems
2 Ol )JJILJ /limitations
E HrJr" 1m|tat|on

= ’crlctlon of the scope of services
sﬁ-’

—= 'Regulatlon and streamlining of
organizations

® [ncentive systems for benefit recipients
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SO5L CoNtrolinstruments @ o

Ve Jr"” to increase effectiveness and
ff’ GIE [} |

2 Lglilte snce on decision-making and

= r) cr1b|ng behavior

.Quallw improvement measures
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S eelallinsurance
- rlv‘,JLr vlnsurance

, ,\re ent InNSsurance

= ,,f: d—age and survivors' insurance
s ‘Dlsablllty Insurance

— d: Complementary benefits

- — Occupational old-age, survivors' and disability
Insurance
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Pyverview of the S"\ATlss systern € )
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SEeEal JF urance (continued)
— rJrr]l]\ c Ilowances for agriculture
= rJ.EE aIIowances

- aternlty
~ ‘Unémployment

_— _.-g_"

-~ — Allowance for loss of earnings
- — Military insurance
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@yenview of the SWiss s g@
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— Per C plta premiums, depending on region
= Free “ch0|ce of insurer, no single fund
, mpensatlon of risks across insurers

- "

= —ngh costs offset by participation of policyholders

‘
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-~ (deductibles depending on options)
— No mandatory gatekeeping system
— Private insurance: complementary insurance
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Qyeryiew of the Smsg_g@
(1) e —
p Jr'r]o"i of: the public authorities

(ru,)ece the cantons) is generally higher
Lian 'in other European health insurance

‘.-/* —

"Several roles of the cantons (planning,
- pricing, hospital owners, etc.)

“® Several roles for insurers (mandatory:
non-profit; complementary insurance)
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SESOINE major risks relatively poorly covered
(loss e -fsalary In case of illness, care
J@ra dency In old age)

== ac of transparency (especially quality)
_ f*-lsack of HTA culture
~ ' Relatively high costs (in % of GDP)
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S PO DULATION HIGHLY SATISFIED

2 Sifey) J omts
= C)L c and dlrect access (also to specialists in

e

"Ife expectancy
‘Resources also available in rural areas
— Direct democracy as system advocate

-;’..

- - -
- : -

T —

(] Y

—

I

AR
\
i

—

.|‘.i




Pyenview of the Swiss syste 1 ()
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~ r‘rJl-‘,]Jl‘

—~ J-Ja: s care networks
| ~_g— - tients rights

— ‘Cogts (population still willing to pay, but for
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— ‘how long?)
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glvideroeconomics

— _,um,)la m aglc pentagon of: health policy objectives
S Eglialio o pportunities

‘ "fJJL.‘ vith respect to needs

SRPErformance

= Pro |tab|I|ty

7 ;.;: manaal sustainability
= .;,,g_v ﬂe‘cenomlcs

T Certaln stakeholders taken into account

—

_.:r.__ ~ * Private households
~~ * Companies
= : * State
* Social insurance
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PoLEntial trends (1) i

SNIEdIthcare system remains a growing
aiiket Jurg H. Sommer, 1996)
rf_‘v‘ﬁ‘ g phenomenon

=P pulatlon growth

| --_cenomlc growth and increase in well-being
EE’ — (important luxury components)

~  — Development of medical technology
— Incentives for expansion
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SNEIOWING skepticism! towards traditional service
r)rovLJér& ::
PREndl to) ards a "High-Touch-Health” culture
vv4 ESS
et q;mdementary medicine

"~ Preventive medicine and monitoring (tests, check-
“*i-UDS)
~ — Online medical services

— Design-Pharmacies

— Event-Shops
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0 Prgg:)J"O the quali atlve and financial
dticalt mass

Ul 8% becomes more important
__Jmatlonallzatlon
_* ’r'nputerlzatlon

- o Flexibilization

o \WWhat manages the system should become
more important
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> Deplele]ge o)pl[eis
> Cpllglefs vm causes of morbidity
&es In the social structure

~ = Stre )ng trend towards innovation (e.g.
= "_personallzed medicine)
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~* Social change
» Staff shortages
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PoJ]cy C 'Ileng%-- %

> JMore i oney (not less) for the health system

- Q )JJJJFy efore costs: “Ir you rfocus on costs, you
ed. Jice quality; if you focus on quality, you
//// g éduce costs”

= Who pays for what? A question that is

?’”’Tjhcrea5|ngly being asked:
-~ — basic vs. complementary insurance
— health insurers vs. public authorities
— cantons vs. municipalities

* Healthcare in rural areas
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FEliminary thoughts (s
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SRSioNld benefits bebased on funding or..
— _.,umr e Poor representation leads to msufﬂaent

COVEral ge. Conversely, if it is too good, it leads to an
oV € bundance

. should funding be based on benefits?
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% 'Rapld adjustment of pricing structures (short lifespan of
—~  medical knowledge)

-~ — No distortion of financial incentive systems
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Praliaiare Y’th@i-ﬂﬂ.tis (I‘B.- =

2 YWilzletelefer 'melcme look like today?
— SleE J] J<|ng, no global approach
= Jn ~avaluation of rehabilitation and psychiatry

0 \/Vr At r edlcme will we have in 10-20 years?

~‘

= '“? "e’"dont know yet, but...

-‘ie::,, . Increase in chronic illnesses
. more multi-morbidity

o from somatic acute care to preventive and post-
acute ambulatory care
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> frmov.u\ 2 fo ms of care reguire innovative forms of
fUsnicligle)

IS nJr st health Insurance but also accident
IASUran ce ~disability insurance, etc.

= Let L s~move from the causation principle to the purpose

-

q:,, c1p|e
= 0=D:|str|but|on by social groups, age groups and disease is
_" no longer relevant

® There is a call to ensure the security of supply for
relevant public health groups, particularly in rural areas

RElMING yﬁth%g_,h'fc:s (11T)»
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Wit does the funding consist of?
— Prlels) _J ‘tructure

- HrJan,, eveI

= Mu lpie roles of stakeholders (in particular the
= »?-‘ ﬂtons)

- — -

_ ‘Fundlng key

. —-g,‘-—

aWhat element helps provide solutions to

—

- “unresolved issues?

‘!-




R0 ‘approggles (D

SREE(O _errr: ioubillutisinecessary
. tor ave the best POSSIbIe pricing structure, currently
r_JreI SW|tzerIand (Tarmed, Swiss DRG, TarPsy, ST
r{@nr

clarlfy who can bill what and how (example: ST

' eha and cantonal mandated benefits; Swiss DRG and
= minimum number of cases on hospital lists)

: ' ~... to define a clear division of roles (cantons; health
“insurers limited by the system in quality and financial
Incentives)
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SlIIE PP FOach! of hlgher cost part|C|pat|on for the
r),JrJ—urJr' policynolderis not sound from a public
pealti” perspective, as it causes the most

v,Jl erable groups to lose years of life, and out-
0 %ocket payments are already high by

= mternatlonal standards

== The single system approach (if fund or canton)
~ fails as long as the multiple roles of the two
stakeholders are not defined
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giefh .:n5|er|ng a distribution of costs among
Ugiefln) _} sources, the framework conditions must
e c.J ed

— Im rove/establlsh pricing structures now (existing
é‘gal basis)

’ | —Negotlate the pricing level now (existing legal basis,

~  but in practice often in court)

— Coordinate hospital planning and lists inter-cantonally
(existing legal basis)
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¥ Clar]'ﬁca';l'-i’ ramework conditions (F.)
— Cla ‘ﬂi'tip‘le roles (insurers are opposed; cantons
I)_Jrr_ly posed with the exception of Zurich)
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POLEIIA 'appr-_e@es (Ve

SRiiiSather a guestion of rethlnklng the system
RCRE edlum to long term. Potential variants:

— )J\/J~ on between healthcare (up to age 65) and
- r—*r ment/care of the elderly (after age 65)

— 'Teuplng health, accident and disability insurance

*\~=— ~—‘Comb|n|ng hospital funding with transitional care and
'healthcare funding
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SRIERSIVISS healthcare system is one of the best in the
worlel wf a high level off satisfaction within the
OISO e
SIS 1 ore competition -oriented and free choice-oriented
;r, an N many other European countries

== fundmg of rising costs is becoming a political

f
:""“

= : | atter but is not the main problem

The fundamental question is where do we want to go
and what framework conditions do we need

® [n an ageing society, the need for healthcare coverage
should gain greater importance (quality before cost-
effectiveness)
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