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IS THERE EVIDENCE OF IMPLICIT RATIONING  

IN THE SWISS HEALTH CARE SYSTEM ? 
 

 

 

1 INTRODUCTION 

 

 The Swiss health care system is the most expensive of all systems in which universal 
coverage is financed collectively. Its cost has grown from 7.1% of GDP in 1980 to 10.9% of 
GDP in 20021. Several factors contribute to this situation. Compared with other countries, the 
range of health care services covered by the national health insurance scheme is quite broad,2 
and very few medical services are explicitly excluded. The country has 3.9 hospital acute care 
beds and 3.6 practicing physicians per 1'000 inhabitants. Technical equipment is widely 
available (18.0 scanners and 14.1 MRI installations per 1,000,000 inhabitants), and although 
Switzerland is home to a number of major pharmaceutical companies, drug prices are high. 
From a demographic point of view, Switzerland also has a large proportion of residents aged 
65 or over (15.7% in 20033), and the population enjoys a particularly long life expectancy 
(77.8 years in men and 83.0 years in women in 2002). As in any industrialized country, old 
age is the phase of life characterized by multiple chronic diseases and high utilization of 
health care services. 

 More than two thirds of the rising cost of health care is paid by households through health 
insurances premiums, co-payments, deductibles and out-of-pocket payments4. Although the 
cost of health insurance premiums is now prohibitive for many households, the promotion of 
alternative models of health insurance schemes (managed care, health care networks) 
involving lower health insurance premiums has not been successful: HMOs, which were 
introduced in the early 1990s, currently cover only 110,000 individuals nationwide5. 

 For the Swiss cantons, which are facing huge public deficits but are still responsible for at 
least half of the hospital bill, cost containment through infrastructure reduction has been 
unavoidable. They have eliminated or reallocated many hospital beds in the last 20 years. The 
federal government followed the same path. It placed the blame on the high density of 
medical services and prohibited the opening of new private medical practices. In the context 
of heightened concern relating to medical progress and population aging, reduced health care 

                                                 
1 OECD Health data 2004 
2 A notable exception is the almost complete exclusion of dental care.   
3 OFS 2005 
4 Gilliand P, 2005 
5 Baumberger J. , 2005 
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resources provoke debates on access to care and hidden rationing. Some people feel that the 
Swiss health care system is still bloated and offers many possibilities for waste reduction 
(rationalization). Others claim that there are unmet needs due to health care rationing and call 
for explicit priority setting. Both opinions may be valid.  

 One of the most serious arguments advanced by advocates of explicit priority setting is 
that given the lack of public recognition of inadequate access to care, implicit rationing takes 
place to the detriment of certain disadvantaged population subgroups. This argument was the 
basis of a research grant awarded by the former Federal Social Insurance Office (now the 
Swiss Federal Office of Public Health) to the Health Services Research Unit of the Lausanne 
University Institute of Social and Preventive Medicine. As a preliminary step, a literature 
review was performed in 2001. Its aim was to formulate a proposal for the study of areas and 
populations at risk for implicit rationing. The questions raised were: How should we define 
implicit rationing? Having defined it, can we find examples of objective documentation or 
measurement in other countries? How and where should we look for direct or indirect signs of 
implicit rationing? In the present study, we first summarize the main results of this review, 
which was presented in the report entitled "Le rationnement implicite en Suisse: proposition 
pour une exploration des domaines et des populations à risque"6 (see Chapter 2). 

 Given the limited evidence available in the published literature and the methodological 
problems associated with the objective measurement of implicit rationing, this preliminary 
report concluded with a research proposal for investigating the areas and populations at risk 
for implicit rationing in Switzerland. The results of three different approaches are detailed in 
Chapters 3 to 6. 

Finally, Chapter 7 discusses the results of the three phases of this research project. 

 

                                                 
6 Santos-Eggimann B, 2001 
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2 IMPLICIT RATIONING IN THE PUBLISHED LITERATURE 

2.1 WHAT IS IMPLICIT RATIONING ? 
 In periods of cost containment, an initial distinction must be made between 
rationalization and rationing. The principle of rationalization does not trigger ethical debates. 
It refers to the search for the most efficient use of resources in order to provide optimal care 
for all individuals who need it, and therefore it does not compromise the health of any single 
person.  

 Rationing, in contrast, has a negative connotation. It denotes restrictions on the supply of 
essential goods in crisis or war situations7 and often generates fears of discrimination against 
the most vulnerable individuals8. Rationing necessarily implies insufficient, if not scarce, 
resources; it refers to the process of resource allocation in the event that all needs cannot be 
met9. In the extreme, rationing occurs as soon as it becomes impossible, due to limited 
resources, to deliver potentially beneficial health care to all people10. Limited resources do not 
involve only financial resources; the supply of trained health care professionals or the 
necessary infrastructures may also be limited. Rationing also applies to the field of 
transplants, when the need for organs exceeds the supply, and it is even practised in more 
ordinary circumstances. Hall11 describes the phenomenon as follows: 

Physicians also regularly engage in a mild form of rationing at a more mundane 
level of everyday primary medicine. They allocate their time and attention 
according to a rough sense of triage among daily demands.  

Principles behind rationing vary according to the type of health care system. For Fuchs12, 

the basic method of rationing goods and services in this country [USA] is  
through the market. The willingness and ability of consumers to pay for goods and 
services, and of producers to supply them, determine how they are apportioned or 
distributed  

But Coast et al. see a different picture13: 

for the UK, rationing by need provides the main basis for the current implicit 
rationing.  

 Rationing decisions are made at different levels. Macro-rationing refers to budget 
allocation decisions, usually at a national or regional government level, when investments in 
                                                 
7 Maynard A, 1999 
8 Ash DA and Ubel PA, 1997 
9 Limiting care for reasons other than scarcity of resources is not rationing. Physicians can refuse to administer 
an antibiotic treatment in the case of otitis in order to prevent the development of microbial resistance. 
10 Coast J and Donovan J, 1996 
11 Hall MA, 1997 
12 Fuchs VR, 1984 
13 Coast J, Bevan G, Frankel S, 1996 
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the healthcare sector compete with investments in other economic sectors. Meso-rationing 
refers to health resource allocation by politicians among different areas of the healthcare 
system (e.g. preventive vs curative care, hospital vs out-patient care, acute vs long-term care) 
or by administrators among different care activities of an institution (e.g. paediatrics vs 
geriatrics, surgery vs medical services). Both macro- and meso-rationing affect groups of 
patients characterised by a common need, not individuals identified by decision-makers. 
Micro-rationing, or "bed-side rationing" refers to allocation of resources by health care 
providers within the framework of the caring relationship. It is constrained by macro- and 
meso-level rationing decisions and it affects identifiable individuals. Ubel and Goold14 have 
identified three necessary conditions for a medical allocation decision to qualify as bedside 
rationing:  

The physician must 1) withhold, withdraw, or fail to recommend a service that, in 
the physician's best judgment, is in the patient's best interests; 2) act primarily to 
promote the financial interests of someone other than the patient (including an 
organization, society at large, and physician himself or herself); and 3) have 
control over the use of the beneficial service.      

Because of the negative perception of rationing, few people in the field are willing to endorse 
the need for rationing, and many refer to it by using other terms such as resource allocation or 
priority setting. This is particularly the case with macro- and meso-rationing, where decisions 
are made at a political level15. 

The easiest solution may be for politicians and third-party payers to avoid explicit 
acknowledgement of the need to ration, while creating policies that implicitly 
require physicians to ration at the bedside. 

 

 Rationing can be overt or covert. Implicit rationing is the unrecognized limitation of 
access to care within a context of insufficient resources that may have a negative, even if 
minimal, effect on the health of affected individuals who have not been fully informed 
concerning the decision to forego the needed care, its basis and the decisional process. This 
can be observed at all levels of decision-making, as underscored by Coast and Donovan16: 

There is considerable evidence that rationing in the UK is at present implicit; for 
example, the fact that the elderly have been much less likely to receive renal 
dialysis in the UK than in the USA has not occurred as a result of an official 
policy of denying care, but as a result of a limited number of machines and staff to 
run them, and referral practices which acknowledge this fact.  

                                                 
14 Ubel PA and Goold S, 1997 
15 Ubel PA and Arnold RM, 1995 
16 Coast J and Donovan J, 1996 
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This is confirmed by Baker17: 

The British public … was never informed that when they passed age fifty their 
entitlement to acute and tertiary care would be diminished; nor have they ever 
formally accepted the principle of rationing access according to chronological 
age. 

Positive reasons for implicitness are to protect decision-makers and to provide reassurance. 
Implicitness perpetuates the ideal of a health care system that offers maximum care, in all 
circumstances, to all individuals. And as stated by Mechanic18: 

Implicit rationing works because patients trust that doctors are their agents and 
have their interests at heart. 

The problem is that implicit rationing is the result of a non-democratic process and leads to 
discrimination against selected individuals or population subgroups. 

 

 In our work, we defined implicit rationing as the process of allocating insufficient 
resources to cover all needs at the macro-, meso- or micro-level of decision-making, resulting 
in a higher risk of poor health for individuals or for population subgroups when any of the 
following elements are lacking: 

- specified criteria for the allocation of resources to individuals according to specified 
health or social objectives;  

- specified responsibility for decision-making; 

- clear and detailed information concerning the rationale and mechanisms of the allocation 
process made available to the public in connection with decisions made at the macro- or 
meso-levels and to the affected individuals in the case of decisions taken at a micro-level. 

2.2 IS IMPLICIT RATIONING AMENABLE TO OBSERVATION ? 
 While theoretical opinions and examples relating to implicit rationing are plentiful, the 
extent of the phenomenon has not been systematically documented in the scientific literature. 
As Clarkeburne19 notes, implicit rationing is also "invisible" rationing, sometimes even for the 
physicians who take the final allocation decision20: 

By various means, physicians and other health care providers try to make the 
denial of care seem routine or optimal… the physician, in order to live with 
himself and to sleep well at night, has to look at the arguments for not treating a 
patient. And there are always some – social, medical, whatever. 

                                                 
17 Baker R, 1992 
18 Mechanic D, 1995 
19 Clarkeburne H, 1998 
20 Aaron HJ and Schwartz WB, 1984  
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Since it is an invisible phenomenon, implicit rationing can be suspected, but it cannot be 
observed with certitude or quantified. 

 For many authors, rationing is present everywhere because, as stated by Fuchs21:  

No nation is wealthy enough to supply all the care that is technically feasible and 
desirable; no nation can provide "presidential medicine" for all its citizens.  

It also follows that implicit rationing exists wherever there is no explicit rationing.  

 If so, there is not much interest in proving it, and we should abandon the idea of 
measuring it objectively. Instead, we might approach it using indirect and imperfect methods. 
One method is to compare the level of health service utilization in different countries for 
specific population subgroups. However, caution is required when interpreting data since a 
variety of causes other than implicit rationing may explain international variations. The same 
applies to comparisons of healthcare utilization between different population subgroups. 
Another approach is to document policy decisions and mechanisms that implicitly reduce the 
access to medical services. King and Maynard indicate that the creation of waiting lists may 
indicate implicit rationing at a systemic level22: 

Rationing by waiting in the NHS became evident very rapidly after 1948. … In 
fact, demand exceeded supply from the Service's inception and the consequent 
"crises" led to the establishment of a Royal Commission, whose report 
demonstrated clearly that resource allocation decisions were always likely to 
mean that some patients who could benefit from care, would be deprived of it due 
to funding limitations. 

At an individual level, Klein has identified a series of mechanisms in clinical settings23: 

The receptionist takes a decision, when I ask for an appointment, about how 
urgent is my case: Roy Parker called [this], in a seminal article published 25 
years ago, rationing by deterrence or delay… my doctor … will decide whether to 
give me five minutes or ten. Next will come a decision about whether or not to 
refer me to hospital… While I am there, doctors will take decisions about just 
what resources to throw at me – rationing by dilution, in Parker's terminology… 
Finally, there will be decisions about how long to keep me in the hospital: 
rationing by termination of treatment. 

 Other mechanisms have been identified in connection with mediation by third-party 
payers, as detailed by Grumet24 or evoked by Baker25: 

                                                 
21 Fuchs VR, 1984 
22 King D and Maynard A, 1999 
23 Klein R, 1993 
24 Grumet GW, 1989 
25 Baker R, 1992 
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Britain places the power of disentitlement in the hands of gate-keeping physicians. 
In the United States, … disentitlements are achieved through bureaucracies of 
reimbursement.  

Such mechanisms can hardly be documented systematically, but subjective information can 
be collected systematically in surveys of individuals most involved in the healthcare system - 
providers, primary users (patients) or intermediate users (e.g. physicians referring patients to 
other care providers). They can be asked about their experience regarding access to care and 
their knowledge about the existence of explicit rules for allocating resources in the event of 
scarcity. This was the option we chose for our research, our aim being to identify areas and 
populations at risk of exposure to implicit rationing. 

2.3 WHERE IS IMPLICIT RATIONING MOST LIKELY ? 
 The published literature, finally, made it possible to identify the circumstances that 
promote implicit rationing as well as the types of care most susceptible to it and the persons 
likely to experience it in other countries. This helped to define the content of our surveys. 

 In the field of hospital care, preset budgetary envelopes and limitations involving 
manpower, beds or equipment are frequently cited as elements that promote the development 
of implicit rationing in cases where these resources are made available at levels inferior to 
demand and explicit criteria for access have not been defined. Policies that encourage the 
development of an "internal market" within the hospital or that favour services that generate 
profits also reduce resources for less lucrative but necessary activities26. Many of these 
elements are currently present in the Swiss health care system, but the extent to which 
resources are inferior to demand not to mention need is unknown. However, most of the 
examples of rationing cited in Switzerland relate to the hospital (waiting lists for surgery27, 
excessive waiting time in the emergency room28, insufficient time for contact with 
hospitalized patients29, and limited access to intensive care units30, to other intra-hospital 
resources 31 32 and to in-patient rehabilitation care33).  

 In out-patient care, the main factors mentioned are global budgets that lack clear rules 
regarding priorities, selection of the cheapest health care professionals for contracting with 
third-payers, and managed care (HMOs, gate-keeping), in which cases physicians are 
financially encouraged to limit the care provided to their patients. In Switzerland, these 
elements are part of the political debate but they are not generally in effect. Accordingly, 

                                                 
26 Rissanen P and Häkinnen U, 1999 
27 Mancelle A, 2001 
28 Lundqvist JP, 1999 
29 Gobet P and Roux P, 1995 
30 Oelz O, 2000  
31 Strebel U, 1999 
32 Niquille M et al, 1991 
33 Oelz O, 2000  
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examples that suggest implicit rationing are less numerous in our out-patient care sector34. 
Recently, however, the press reported a shortage of psychiatrists that might lead to the 
rationing of care for mental health diseases. 

 Rationing is often illustrated by extreme examples. Limited access to intensive care 
units or to organ transplants are widely publicized. However, this type of care is not the most 
likely to be rationed implicitly, as explained by Hall35: 

It would be to corrosive of the treatment relationship for physicians to make high-
stakes, high-drama rationing decisions without consulting their patients or relying 
on explicit regulatory or contractual authority. I see physicians declining to order 
a confirming diagnostic test, an extra day in the hospital, a more expensive drug, 
or a referral to a specialist when the stakes are low or their confidence in 
diagnosis or prognosis is fairly high already. 

And, according to Klein and Williams36: 

Concentrating on expensive interventions oversimplifies the real policy issue in 
setting health care priorities. Many of these have nothing to do with high-tech 
drama and everything to do with providing support and relief for long-standing 
chronic conditions. 

Some characteristics, listed by Aaron and Schwartz37, increase the probability of rationing. 
Care for widespread but low-visibility diseases that affect relatively passive population 
subgroups (e.g. mental health or geriatric diseases) is more likely to be rationed. Interventions 
for critical diseases (such as cancer) are less likely to be rationed than interventions for run-
of-the-mill diseases (such as rheumatism), particularly if their aggregated cost is potentially 
high. Services (such as dialysis) that require considerable capital investment in order to 
produce a specific benefit and services that do not produce a major improvement in quality of 
life are also more exposed to implicit rationing. 

 The individuals who are particularly affected by implicit rationing decisions are those who 
are most vulnerable. The elderly are often cited. As noted by Grimley Evans38: 

An important element in the difficulties of rationing is the temptation to treat 
individuals merely as members of arbitrarily defined groups… and treat them as 
though they were homogeneous… Age is a useful probe for identifying the kinds of 
illogicality and injustice that can arise from categorization. 

Women, disadvantaged socio-economic population subgroups, individuals without health 
insurance (or without supplementary private insurance), persons who have difficulty 

                                                 
34 Muntwyler J et al, 2000 
35 Hall MA, 1997 
36 Klein R and William A, 2000 
37 Aaron HJ and Schwartz WB, 1984  
38 Grimley Evans J, 1993 
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communicating, captive populations (e.g. in long-term care facilities), neonates with 
malformations or cerebral damage, individuals with limited functional autonomy or with 
diminished quality of life, and persons with health-damaging behaviours seem to be at risk. 

2.4 IMPLICATIONS FOR RESEARCH 
 Since implicit rationing is not likely to be identified by direct and objective 
observation, an alternative strategy is to adopt imperfect but complementary methods for 
documenting its probability.  

 For example, the main effect of rationing is to reduce access to care for vulnerable 
populations. Do we observe population subgroups who experience lower rates of medical 
care? Variations in health service utilization must be considered with caution as potential 
indicators of implicit rationing since a lower utilization rate may result from factors other than 
implicit rationing in the health care system. However, the existence of variations in use can be 
investigated through secondary analysis of databases currently available in Switzerland. We 
therefore explored this potential, using data collected and centralized by the Swiss Federal 
Statistical Office (Chapter 3)39. This analysis was subject to considerable limitations relating 
to the content and quality of the data sources.  

 Our second approach was to collect ad hoc data from a variety of participants in the health 
care system. Surveys of the opinions of patients (Chapter 4)40, general practitioners 
(Chapter 5) and hospital medical and administrative directors (Chapter 6)41 offer a more 
convincing basis for reflection concerning areas and populations exposed to implicit rationing 
in Switzerland. Our basic assumption was that implicit rationing is highly probable when 
access to care is insufficient and no rule has been explicitly defined for allocating limited 
resources. We tried to identify specific types of care deemed insufficiently available, asked 
for the existence of explicit allocation rules when decisions must be taken in daily practice, 
and finally gathered opinions concerning population subgroups that might experience more 
limited access when needs exceed resources. Our emphasis was on the types of care most 
frequently quoted in the literature as being subject to implicit rationing. While such surveys 
produce subjective data, there is great interest in the analysis of convergent points of view 
concerning the difficulties faced by some patients in getting all the care they need. 

                                                 
39 For detailed results, see: Santos-Eggimann B, Cornaz S, Chavaz Cirilli N. Rationnement implicite en Suisse: 
Exploration des domaines et des populations à risque. II: Recours aux services de santé selon les données de la 
statistique des hôpitaux et de l'Enquête suisse sur la santé. Lausanne: Institut Universitaire de Médecine Sociale 
et Préventive, Février 2005. 
40 For detailed results see: Paroz S, Santos-Eggimann B. Rationnement implicite en Suisse: Exploration des 
domaines et des populations à risque. I: Enquête qualitative auprès des usagers. Lausanne: Institut Universitaire 
de Médecine Sociale et Préventive, Février 2005. 
41 For detailed results see: Santos-Eggimann B, Seematter-Bagnoud L, Peytremann Bridevaux I, Junod J. 
Rationnement implicite en Suisse: Exploration des domaines et des populations à risque. III: Enquête auprès des 
médecins de première ligne et des hôpitaux publics. Lausanne: Institut Universitaire de Médecine Sociale et 
Préventive, Février 2005. 
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3 WHAT CAN WE LEARN FROM SECONDARY ANALYSES OF 
SWISS DATA ? 

 Analyzing data sources collected on the national level by the Swiss Federal Statistical 
Office for variations in health care utilization according to individual non-medical 
characteristics is a logical although limited way to study access to care. Equal levels of health 
services utilization in a variety of population subgroups, including the socially disadvantaged, 
would be an argument against widespread implicit rationing. Uniformity of health services 
utilization in all segments of the Swiss resident population was the central hypothesis of our 
secondary analysis of official statistics.  

 Data from the Swiss Health Surveys and from the Medical Hospital Statistics are collected 
by the Swiss Federal Statistical Office for general information purposes. As such, they 
provide unbiased data for testing our hypothesis. However, secondary analyses of pre-
collected data are constrained by the qualitative and quantitative limitations of surveys that 
have not been designed to investigate either access to care or rationing. For this reason, they 
only provide clues that should not be over-interpreted. Although uniform rates of health 
services utilization would indicate that discrimination against certain population subgroups is 
unlikely, differences in use may have more than one cause. Consequently, such differences 
should not be considered as proof of rationing.  

3.1 SWISS HEALTH SURVEYS 1997 AND 2002 

3.1.1 Methods 
 The 1997 and 2002 cross-sectional Swiss Health Surveys were conducted on large, 
representative, independent samples of the resident, community-dwelling population aged 15 
years and over. Information was collected regarding a variety of areas (demographic, social, 
economic, health and health services utilization), and several questions were included in both 
survey years. All data were collected directly from respondents or from proxies, in phone 
interviews (or face-to-face interviews for those aged 75 and older) and by way of a written  
questionnaire filled out and returned by respondents to the Swiss Federal Statistical Office. 

 Analyses concentrated on the relationship between the respondents’ socio-economic, 
demographic, behavioural and residential characteristics and their reported use of health care. 
The analyses first looked at the effect of each characteristic when age and gender are taken 
into account, since these two factors are related to the need for care. The analyses were then 
repeated to include the additional factor of respondents’ self-rated health.  

 Due to the large number of statistical tests, a conservative level of significance of p<.01 
was adopted. Relationships significant at a .01<p.<.05 level should be interpreted only if they 
are observed both in 1997 and in 2002. 
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3.1.2 Results 
 Tables 1 to 4 display the main results of these analyses. For many health services, the 
frequency of use reported in both surveys was not related to the level of income or 
educational attainment, as shown in Table 1. Surgery, medication (prescription or non-
prescription) for pain, blood pressure (BP) measurement in high-risk individuals, medication 
for hypertension, flu vaccination, optician consultations in cases of impaired vision and use of 
a hearing aid in cases of hearing impairment are reported by an equal proportion of 
individuals from different socio-economic groups.  

Table 1: Relationship between socio-economic factors and the use of selected health services 
in the Swiss resident population aged 15+ years (Swiss Health Survey 2002) 

 Adjusted for age and 
gender  

Adjusted for age, gender, 
and subjective health  

 1997 2002 1997 2002 

Income (ref. percentile<25)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+     
Prescribed pain drugs past 7d. if pain++  -   
Pain drugs past 7d. if pain++     
BP measurement past 12m.   (+) (+) 
BP measurem. if known high BP or cholesterol  (-)   
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+     
1+ gynaecological visit past 12m. + + + + 
Mammogram past 12m.    (+) 
HIV test past 12 m. if age –50 (+) + (+) + 
Any HIV test if age –50 + + + + 
Any physioth./chiropractic past 12m.    + 
Foot care if known diabetes    (+) 
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

Education (ref. limited to primary)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+    (+) 
Prescribed pain drugs past 7d. if pain++   (+)  
Pain drugs past 7d. if pain++  (-)   
BP measurement past 12m.  (-) +  
BP measurem. if known high  BP or cholesterol     
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+   (+)  
1+ gynaecological visit past 12m. + + + + 
Mammogram past 12m.  +  + 
HIV test past 12 m. if age –50    (+) 
Any HIV test if age –50 + + + + 
Any physioth./chiropractic past 12m.    + 
Foot care if known diabetes  +  + 
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

+ positive relationship p<.01   (+) positive relationship .01<p<.05 
- inverse relationship p<.01  (-) inverse relationship .01<p<.05 
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 However, when differences were observed, they systematically pointed to a higher level 
of use in advantaged income or education subgroups. The most constant particularities 
associated with income are gynaecological visits and HIV testing. 

 Higher levels of income are also related to more frequent reports of optician or foot care, 
overall. However, this does not seem to be the case when need is also reported. Optician visits 
are not related to income among individuals who experience visual impairments, and no 
association was detected between income and use of foot care among diabetic respondents. 

 Services characterized by a positive relationship with income were also more frequently 
reported by individuals benefiting from a higher level of education. Association between 
education and use concentrated essentially in the sphere of preventive care: gynaecological 
visits, HIV tests, but also mammograms and foot care in diabetics were all noted more 
frequently in subgroups having a higher educational level, after consideration of age, gender 
and subjective health. 

 Table 2 shows little evidence of nationality-based discrimination. However, knee surgery 
and HIV testing seem less frequent in foreign residents; other differences focused essentially 
on pain medication, which was more often reported by foreign residents. 

 
Table 2: Relationship between nationality and the use of selected health services in the Swiss 
resident population aged 15+ years (Swiss Health Survey 2002) 

 Adjusted for age and 
gender 

Adjusted for age, gender 
and subjective health 

 1992 1997 1992 1997 

Nationality (ref. Swiss)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+ (-)  (-)  
Prescribed pain drugs past 7d. if pain++ + + (+) + 
Pain drugs past 7d. if pain++ (+) +  (+) 
BP measurement past 12m.     
BP measurem. if known high BP or cholesterol     
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+     
1+ gynaecological visit past 12m.     
Mammogram past 12m.  +  + 
HIV test past 12 m. if age –50     
Any HIV test if age –50  -  - 
Any physioth./chiropractic past 12m.     
Foot care if known diabetes     
Optician visit if impaired vision w/glasses  (+)   
Use of hearing device if impaired hearing     

+ positive relationship p<.01   (+) positive relationship .01<p<.05 
- inverse relationship p<.01  (-) inverse relationship .01<p<.05 
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 Discrimination based on lifestyle characteristics such as smoking or nutritional problems 
was generally not supported by data from the last two Swiss Health Surveys (Table 3). 
Smokers reported more pain medication and HIV testing, and being overweight was, as 
expected, associated with a higher use of several health services. However, there were some 
exceptions. High risk smokers seemed to have less frequent BP measurements in 2002, which 
is particularly inappropriate since smoking multiplies the risk of cardiovascular events, and 
overweight respondents reported fewer annual gynaecological checkups, mammograms and 
HIV tests. 

Table 3: Relationship between smoking, overweight and the use of selected health services in 
the Swiss resident population aged 15+ years (Swiss Health Survey 2002) 

 Adjusted for age and 
gender 

Adjusted for age, gender 
and subjective health 

 1997 2002 1997 2002 

Smoking (ref. no or ex-smoking)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+  (-)  (-) 
Prescribed pain drugs past 7d. if pain++  +  + 
Pain drugs past 7d. if pain++  +  (+) 
BP measurement past 12m.     
BP measurem. if known high BP or cholesterol  -  - 
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+     
1+ gynaecological visit past 12m.     
Mammogram past 12m.     
HIV test past 12 m. if age –50 +  (+)  
Any HIV test if age –50 (+) + + + 
Any physioth./chiropractic past 12m.     
Foot care if known diabetes     
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

Overweight (ref. BMI<25)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+ (+) + (+) + 
Prescribed pain drugs past 7d. if pain++ + + + (+) 
Pain drugs past 7d. if pain++ + (+) +  
BP measurement past 12m. + + + + 
BP measurem. if known high BP or cholesterol     
Anti-hypertensive treatment if known high BP + + + + 
Flu vaccination past 12m. if age 60+  +  + 
1+ gynaecological visit past 12m. -  - (+) 
Mammogram past 12m. (-)  (-)  
HIV test past 12 m. if age –50  (-)  (-) 
Any HIV test if age –50 - - - - 
Any physioth./chiropractic past 12m.     
Foot care if known diabetes  +   
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

+ positive relationship p<.01   (+) positive relationship .01<p<.05 
- inverse relationship p<.01  (-) inverse relationship .01<p<.05 
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 Residents of rural regions experienced hip surgery more frequently. They reported fewer 
BP measurements but high risk individuals do not seemed to differ in their medical treatment. 
Rural residency was also associated with fewer gynaecological visits, mammograms, HIV 
tests and physiotherapy/chiropractic treatments. These types of care were all reported more 
frequently by residents of cantons in which there was a college of medicine (Table 4).    

Table 4: Relationship between place of residency and the use of selected health services in the 
Swiss resident population aged 15+ years (Swiss Health Survey 2002) 

 Age and gender  
adjusted 

Age, gender, and 
subject. health adjusted 

 1997 2002 1997 2002 

Rural residency (ref. urban)     
Cataract surgery at age 60+     
Hip surgery at age 60+ +  (+)  
Knee surgery at age 60+     
Prescribed pain drugs past 7d. if pain++     
Pain drugs past 7d. if pain++  (-)   
BP measurement past 12m.  -  - 
BP measurem. if known high BP or cholesterol     
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+     
1+ gynaecological visit past 12m. - - - - 
Mammogram past 12m. -  -  
HIV test past 12 m. if age –50 - - - - 
Any HIV test if age –50 - - - - 
Any physioth./chiropractic past 12m. - - - - 
Foot care if known diabetes     
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

University (ref. no college of medicine)     
Cataract surgery at age 60+     
Hip surgery at age 60+     
Knee surgery at age 60+     
Prescribed pain drugs past 7d. if pain++     
Pain drugs past 7d. if pain++     
BP measurement past 12m.     
BP measurem. if known high BP or cholesterol     
Anti-hypertensive treatment if known high BP     
Flu vaccination past 12m. if age 60+ +  +  
1+ gynaecological visit past 12m. + + + + 
Mammogram past 12m. + (+) + + 
HIV test past 12 m. if age –50 + (+) + (+) 
Any HIV test if age –50 + + + + 
Any physioth./chiropractic past 12m.  +  + 
Foot care if known diabetes     
Optician visit if impaired vision w/glasses     
Use of hearing device if impaired hearing     

+ positive relationship p<.01   (+) positive relationship .01<p<.05 
- inverse relationship p<.01  (-) inverse relationship .01<p<.05 
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3.1.3 Interpretation 
 Due to the limited sample size and to a non-negligible level of missing information 
about variables such as income in the Swiss Health Surveys, our multivariate analysis could 
not integrate factors other than one dimension of interest plus age and gender, and it was not 
possible to study the relative contributions of individuals’ socio-economic, lifestyle and 
residential characteristics in spite of likely correlations. Second, important areas of care such 
as mental care, long term care or rehabilitation care could not be studied appropriately using 
this data source. The fact that the health services listed in Tables 1 to 4 relate essentially to 
out-patient medical and paramedical care for somatic conditions or for prevention is another 
restriction on our secondary data analysis. With these limitations in mind, we can say that, 
overall, the results do not point to discrimination against population subgroups in the areas of 
essential out-patient somatic care, but they do indicate lower rates of use in several areas of 
preventive care associated with unfavourable socio-economic characteristics, with being 
overweight and with rural residency. Unfortunately, the data source did not allow for a search 
for indications of a common cause (possibly education) that could explain a lower actual 
access to preventive care. 

3.2 MEDICAL DISCHARGE STATISTICS OF SWISS HOSPITALS 2000 TO 2002 

3.2.1 Methods 
 The Medical Hospital Statistics of the Swiss Federal Statistical Office theoretically 
include all hospital discharges from public and private Swiss hospitals since 1998. Thus, it 
appears to be a suitable database for investigating the level of hospital use in population 
subgroups defined by characteristics such as age, gender, nationality or canton of residence.  

 In practice, coverage of all hospitals and all stays by the Medical Hospital Statistics 
increased over time, but the most recent year available for analysis (2002) was still 
incomplete. In order to study population-based rates of hospital use for the largest possible 
number of Swiss cantons, we explored data from the years 2000 to 2002. We retained, for 
each year, only the cantons characterized both by a high coverage of stays recorded in public 
and private hospitals (using figures from the Administrative Hospital Statistics as a standard) 
and by a low proportion, in their resident population, of hospitalizations exported to other 
cantons whose hospitals participated only partially in the Medical Hospital Statistics. A total 
of 21 cantons contributed for one to three years to our analysis (36 canton-years of 
observation overall). Five cantons did not fulfil our requirements in the three-year period 
2000-2002 and were excluded (Glaris, Appenzell I, Neuchâtel, Geneva and Jura) .  

 As a next step, data from several small neighbouring cantons were grouped in order to 
facilitate analysis: a Central region was defined as including the cantons of Uri, Schwytz, 
Unterwald and Zug, an Eastern region included St. Gallen and Appenzell-R, and a Northern 
region included Schaffhausen and Thurgau. This resulted in 15 cantonal or regional units for 
analysis purposes. 
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 Variables with a low proportion of missing information were selected: data such as age, 
gender, nationality, canton of residence, diagnoses and interventions were available on most 
records. Finally, analyses were performed to estimate the rate of hospitalizations for selected 
surgical procedures: coronary by-pass, coronary angioplasty, primary total knee and hip 
replacement, vein stripping and hernia repair.  

 For analyses of hospital use, surgical interventions were preferred to medical diagnoses 
based on methodological considerations. Compared with medical diagnoses, surgeries are less 
likely to be underreported and are less subject to interpretation in the coding and registration 
process (in the case of multiple morbidities, the hierarchy of diagnoses may be difficult to 
establish and some diagnoses may not be recorded). Moreover, repeat admissions during a 
year are not rare for medical conditions (e.g. heart failure may motivate more than one 
hospital stay during a given year), while hospitalizations for surgery are usually unique 
events.  

 Nevertheless, focusing on surgeries rather that on diagnoses does not solve all problems. 
The Medical Hospital Statistics are generated by hospitals based on local rules regarding 
definitions such as day or out-patient surgery cases. As a result, surgeries that can be 
performed on a day or out-patient basis may be underreported in some cantons. This is the 
case with coronary angioplasty, vein stripping and hernia repair. For this reason, we only 
include results for primary total knee and hip replacements, which are necessarily performed 
as in-patient procedures.  

 We looked first at variations in cantonal rates of interventions, then at differences in 
utilization between Swiss and foreign residents, and finally compared Swiss rates to those of 
several other countries, including places where explicit rationing policies limit access to 
surgery. This is the case in New Zealand, in particular, where access to prosthetic surgery is 
conditional on a range of needs42 43. Sweden has established clinical criteria for priority 
setting44. Finland has also defined clinical criteria for priority setting; waiting lists in this 
country vary between one and eighteen months for a total hip replacement. In the United 
States, a sizable proportion of the population, namely the uninsured, has limited access to 
elective surgeries. 

3.2.2 Results 

Primary total knee replacement 

 Total knee replacement (KR) is intended to restore the joint's function in cases of arthritic 
disorders or after an injury. While the prevalence of rheumatic disorders is higher in women, 
injuries that may result in joint imbalance and erosion are more frequent in men. These two 

                                                 
42Observatoire des systèmes de santé: www.who.int 
43 Hadorn DC, Holmes AC, 1997 
44 Calltrop, 1999 

 18



phenomena result in a higher prevalence of knee arthritis in women, and thus higher rates of 
joint replacement are expected in the female population. 

 Actual rates observed in 21 Swiss cantons are indeed almost double for women (31.0 
surgeries per 10,000 inhabitants, 95%CI [30.3-31.8]) than for men (17.2, 95%CI [16.6-17.8]). 
For both genders, the rate of KR increases with age up to 70-79 years. The estimated rate in 
the 80+ years category decreases to a greater extent in women (-89%) than in men (-51%). 

 As shown in Figures 1 and 2, there is substantial variation among cantonal rates of KR in 
both men and in women. Solothurn and Basel present higher rates than Graubunden or Ticino 
across age and gender categories, an observation that is not always supported by the density 
of hospital beds. For example, although Basel-Stadt is characterized by a high density of bed 
days (4.8 per inhabitant)45, which may explain its high rates, Solothurn has a markedly lower 
bed day density (1.5) than Graubunden (2.8) or Ticino (2.6), even though its rate of KR is 
higher. 

 Nationality seems to play a role in the level of surgery use. Swiss nationals exhibit 
markedly higher rates of KR than foreign nationals. Figure 3 shows that this is the case in all 
age categories and for both genders: KR rates for foreign residents are half the rates of Swiss 
residents. This observation is not explained by the quality of data. Even if all cases involving 
missing information about nationality are assigned to the foreign national subgroup (see last 
column of each block in Figure 3), based on the most extreme hypothesis regarding data 
quality that might have resulted in an underestimate of surgical rates in the foreign population, 
foreign resident rates are still far below the rates estimated for Swiss national residents.  

 When KR rates in the 21 Swiss cantons (Figures 1) are compared with rates reported in 
selected other countries (Figure 4), the rates for men are very close to those observed in New 
Zealand in all age categories. They are also similar to Swedish and Finnish rates up to the age 
of 70, and are only slightly higher at the age of 70. In contrast, they are lower than USA rates 
at any age. 

 Rates for women are similar in Switzerland, Finland and the USA, except below the age 
of 70. In younger women, USA rates are higher. From the age of 60 years, the rates observed 
in New Zealand and in Sweden are systematically lower. 

 When the lowest cantonal or regional KR rates in Switzerland (Figure 2) are compared 
with the rates in countries that have explicit rationing policies such as New Zealand, Sweden 
or Finland (Figure 4), it appears that they are lower or, considering the uncertainty of 
estimates, at most similar. This is particularly the case for men. Rates for foreign nationals 
living in Switzerland are lower than in the general population of New Zealand, Sweden and 
Finland. 
                                                 
45 Number of bed days = total cumulative number of days during which hospital beds are in use (beds for day 
cases excluded). Sources: Actualités OFS, Tableaux de la statistique de la santé, Statistique médicale, résultats 
2002 (tebleaux standard, E1). Neuchâtel: Office Fédéral de la Statistique, janvier 2004 and resident population 
from Office Fédéral de la Statistique. Annuaire statistique de la Suisse 2004, Zürich: Neue Zürcher Verlag, 2004, 
p.74. 
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Figure 1: Annual rate of total knee replacement in men by age category and residency over 
the 2000-2002 period 
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Figure 2: Annual rate of total knee replacement in women by age category and residency over 
the 2000-2002 period 
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Figure 3: Annual rate of total knee replacement by gender, age category and nationality over 
the 2000-2002 period 
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Figure 4: Annual rate of total knee replacement by gender, age category and country over the 
2000-2002 period 
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Primary total hip replacement 

 In most cases, total hip replacement (HR) is performed due to the breakdown of the joint 
or damage associated with over-use. While rheumatic disorders, and particularly arthritis, 
affect more women than men, gender differences are less pronounced for the hip than for 
other joints. Nevertheless, hip pain is more frequently reported by women and increases with 
age. 

 In the 21 Swiss cantons under investigation, the rates for primary total hip replacement in 
men (40.8 surgeries per 10'000 inhabitants, 95%CI [39.8-41.7]) and in women (39.6, 95%CI 
[38.7-40.4]) are similar. Men have higher rates than women in the first two age groups (45-59 
years: men 19.2, 95%CI [18.4-20.1] vs women 13.1, 95%CI [12.4-13.8] / 60-69: men 56.5, 
95%CI [54.3-58.8] vs women 48.5, 95%CI [46.6-50.5]), but there is no difference between 
genders in older age. 

 Cantonal rates do not show major variations in men (Figure 5) or in women (Figure 6) 
except in Graubünden and in Ticino, where they tend to be basically lower in men and in the 
youngest women. No canton appears to have substantially higher rates than others. 

 When we look at specific age and gender rates by nationality (Figure 7), the observed 
differences are even greater for HR than for KR. Rates for foreign men  in all age groups are 
approximately only one-third of the rates reported for Swiss men. Differences are somewhat 
smaller in women but age-specific rates for foreign women are approximately half of those 
reported for Swiss women.  

 In men, the Swiss rates of HR are higher than the rates in New Zealand, Sweden, Finland 
and the USA, as shown in Figure 8. Interestingly enough, this is true for all age categories 
except for the oldest one. At 80 years and over, Swedish and Finnish rates are higher than in 
the previous age category, while HR rates decrease in Switzerland in this last age group. As a 
result, the oldest men in these Scandinavian countries have a HR more frequently. 

 For women, HR rates are lower in Switzerland than in Sweden and Finland at the age of 
70 and over. Here again, Swiss rates decline after the age 80 years, while Swedish and Finnish 
rates are the highest in the oldest age category. Another interesting observation concerns 
gender differences in Switzerland and in Scandinavian countries. Whereas below the age of 
70, the rates for men and women are similar in Scandinavian countries (in Switzerland they 
are higher in men than in women), the rates of HR are substantially higher in women than in 
men both in the 70-79 year range and at the age of 80 or above (in Switzerland they do not 
differ). Although the New Zealand rates are lower than the Swiss rates, HR is also more 
frequent in women than in men at the age of 80 or above. 

 When the rates of HR for foreign nationals living in Switzerland (Figure 7) are compared 
with the rates in other countries, it is found that they are similar to the US rates in men, but 
lower than the rates reported for New Zealand, Sweden and Finland. In women, the HR rates 
for foreign nationals living in Switzerland are comparable to the New Zealand and US rates, 
but they are considerably lower than the rates estimated for Sweden and for Finland. 
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Figure 5: Annual rate of total hip replacement in men by age category and residency over the 
2000-2002 period 
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Figure 6: Annual rate of total hip replacement in women by age category and residency over 
the 2000-2002 period 
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 Figure 7: Annual rate of total knee replacement by gender, age category and nationality over 
the 2000-2002 period 
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Figure 8: Annual rate of total hip replacement by gender, age category and country over the 
2000-2002 period 
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3.2.3 Interpretation 
 The interpretation of differences in surgical rates observed in Switzerland between 
genders, age groups and nationalities is not straightforward since many causes other than 
rationing (e.g. cultural, social, etc.) may explain variations in utilization of health services. In 
addition, international comparisons are always problematic due to the risk that different 
methods of data collection will produce data of unequal quality. These are the basic 
limitations of secondary data analyses, and therefore the following conclusions must be 
considered as initial indications based on imperfect data rather than as evidence. 
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 While it may be argued that supply creates demand, the observation of cantonal rates of 
knee and hip replacements does not support the assumption of systematic overuse in places 
characterized by a high density of hospital beds. Hip replacement rates are rather uniform in 
all cantons and regions, and if knee replacements are more frequent in some cantons, the 
observed variations among cantons or regions do not always reflect the local density of 
hospital beds. 

 In general, knee and hip replacements are not more frequent in Switzerland than in 
countries with explicit rationing policies, and in some cases Swiss rates are lower. 

 Knee replacements rates are lower than those reported in the USA. Men in cantons that 
have low rates of knee replacement have about the same probability of surgery as men in New 
Zealand, Sweden or Finland. Swiss women have higher rates than men; their rates compare 
with the rates in the USA and Finland. In all countries, knee replacement rates decrease at the 
age of 80+. 

 The correlation between hip replacement utilization and age is of particular interest. While 
this type of intervention increases with age in Sweden and in Finland, we find decreasing 
rates at the age of 80+ in Switzerland for both genders. As a result, rates in the last age 
category are lower in Switzerland than in Sweden and Finland. 

 Our data suggest that foreign residents in Switzerland have much lower rates of knee and 
hip replacement than residents of Swiss nationality in all age and gender categories. In 
addition, foreign residents in Switzerland experience lower rates of knee and hip replacements 
than rates that are reported in New Zealand, Sweden and Finland.  

 In conclusion, Swiss rates of knee and hip replacement do not appear excessive when 
compared with countries with explicit rationing policies. The low rates in Switzerland  in old 
age (particularly for hip replacement in women) and for foreign residents (for knee and hip 
replacements) point to a potential problem of access and deserves further investigation. 
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4 THE OPINIONS OF MEMBERS OF PATIENTS’ ASSOCIATIONS 

 

 If health care rationing truly existed, then persons suffering from chronic conditions who 
are frequent users of health care services should experience it more often than other 
individuals. Given this assumption, it is appropriate to ask those individuals or their relatives 
about their access to care from the first presentation of their disease to rehabilitation and long-
term care. This was the purpose of a qualitative survey conducted by the Lausanne University 
Institute of Social and Preventive Medicine in collaboration with the Bern University Institute 
of Social and Preventive Medicine46.   

4.1 METHODS 
 Three chronic diseases (multiple sclerosis, rheumatoid arthritis and chronic obstructive 
pulmonary disease) and three mental health conditions (Alzheimer's disease, psychosis or 
schizophrenia, and mental retardation) were selected for the survey in order to cover a variety 
of situations.  

 The corresponding patients’ associations were contacted in the winter of 2002-2003. They 
sent information about the survey to their members in the French- and German-speaking 
regions of Switzerland. Volunteers (patients or their close relatives) were first registered on a 
list and then randomly sampled after stratification of the list. In each stratum, which was 
defined by the condition and the linguistic region, six subjects were selected for a semi-
structured telephone interview.  

 The interview covered the patients’ socio-demographic characteristics, questions on 
access to care during the diagnosis process, treatment in the past two years (including general 
practitioners, specialists, medication, psychological support, periodic case assessments, 
hospitalization, emergency care, rehabilitation and long-term care), health insurance coverage 
and health care costs. The interview ended with the subject's opinion regarding health care 
rationing based on personal experience and reasons for being a member of a patients’ 
association. The questions were designed to solicit both concrete experiences of limited 
access to care and the subject's interpretation of such experiences in terms of rationing. This 
approach was adopted because it was uncertain that respondents would have a common 
understanding of the concept of rationing. One of the purposes of the survey was to 
investigate the extent to which instances of limited access were perceived or not perceived to 
be the result of health care rationing in Switzerland. 

 All 72 interviews were conducted in 2003 and recorded, transcribed and translated into 
French (if interviews had been in German). Information was abstracted using a standard form 
adapted for the specific chronic condition in order to facilitate systematic analysis. Results 

                                                 
46 For data collection in German-speaking regions. 
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were first summarized for each chronic condition. Then each aspect of care was scrutinized 
for all the pathologies included in the qualitative survey.   

4.2 RESULTS 
 The main results for each chronic condition are presented in Tables 5 (physical health) 
and Table 6 (mental health). Subjects whose physical health was affected by chronic diseases 
felt they had good access to medical care for diagnosis, medication and medical treatment. In 
some cases, however, they complained about the fact that at the beginning of their disease it 
was difficult for general practitioners to recognize their symptoms as manifestations of a 
severe condition. This was particularly the case for multiple sclerosis and rheumatoid arthritis. 

 Once the diagnosis was established, access to specialized care was not felt to be a 
problem. Specialized consultations and assessments were reported. General practitioners 
demonstrated a high level of availability, even if several subjects felt that their expectations 
regarding support and coordination of care were not adequately met.  

Table 5: Main difficulties in access to care, by chronic physical health condition 

Chronic condition Results 

Multiple sclerosis • Follow-up by primary care physician, available but support 
not always optimal (low level of familiarity with the disease 
and associated needs, limited information and coordination) 

• Assessments by specialists was the rule but diagnosis was 
sometimes delayed in long-term cases  

• Low level of costly medication due to causes other than 
limited access (negative effects of treatment, etc.) 

• Limited professional home care support, inadequate and 
insufficient in cases of severe physical handicaps 

• Limited reimbursement for support devices (e.g. wheel 
chairs), home care and rehabilitation care (e.g. physical 
therapy) 

Rheumatoid arthritis • In one-third of cases, late recognition of the disease by the 
primary care physician 

• Overall, good access to medical care 

• Good access to medication but biotherapy often received in 
an experimental context 

• Problems with access to surgery, inappropriately performed 
as day surgery in some circumstances, shortening of post-
surgery hospital stays considered to be a problem 

Chronic obstructive pulmonary disease • Overall, good access to medical care 

• High level of support from physicians 

• High level of investment by informal caregivers and little 
demand for professional home care 

• Incomplete reimbursement of costs related to O2 therapy  
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 Hospital care was not always described as optimal. Subjects with rheumatoid arthritis who 
need frequent surgical interventions complained of restricted access to hospital resources. 
They felt compelled to have day surgeries rather than in-patient surgeries, and in the case of 
hospital stays they complained of premature discharge. Limitations regarding rehabilitation 
care, which was not always available and not always sufficiently specialized, and restrictions 
on reimbursement by health insurance funds were also mentioned by several subjects in 
multiple sclerosis, rheumatic arthritis and chronic pulmonary disease subgroups.  

 Problems of access tend to involve the care required in order to live at home with a severe 
physical handicap. Professional home help was considered inadequate for long-term needs, 
particularly from an organizational point of view, and quantitatively not commensurate with 
the needs of multiple sclerosis patients. In addition, inadequate reimbursement for devices 
such as wheelchairs by health and social insurance funds was often cited as a problem by 
multiple sclerosis and rheumatic arthritis subjects. The costs to users of home oxygen therapy 
were also cited by subjects suffering from a chronic obstructive pulmonary disease. 

 Although problems of limited availability, inadequate quality and insufficient 
reimbursement were reported in the areas of rehabilitation and long-term care, they were not 
interpreted by subjects with chronic, physical health disorders as a manifestation of 
discrimination related to any of their personal characteristics. Furthermore, access to the care 
provided by general practitioners or by specialized physicians did not appear to be a 
difficulty, although coordination and support by the medical profession were sometimes felt 
to be a potential area for improvement.  

 In contrast, Table 6 shows that access to appropriate medical care was perceived to be a 
problem in subgroups with chronic mental health conditions. Relatives of subjects with 
Alzheimer's disease complained about the lack of responsiveness from general practitioners 
who were reluctant to recognize the diagnosis in the early stages of the disease. This resulted 
in delayed treatment and a lack of support for some patients and their informal caregivers. 
Specialized consultations and complete assessments was the result, in some cases, of the 
initiative of relatives rather than of referrals by general practitioners. Late recognition of signs 
and symptoms by primary care physicians, despite caregivers’ insistence, was also mentioned 
by relatives of subjects suffering from psychosis or schizophrenia, a situation that can be 
aggravated by the patient's denial of disease. Parents of subjects with mental retardation also 
indicated that ordinary diseases were sometimes ignored and the specific needs of subjects 
neglected, a phenomenon attributed to health care professionals’ limited familiarity with the 
problems of mental disease. 

 Subjects suffering from Alzheimer's disease and psychiatric diseases did not report limited 
access to medication. Some relatives of subjects with mental retardation even mentioned over-
medication in institutional settings (e.g. in the event of hospitalization). This was also 
mentioned by relatives of demented subjects in connection with nursing home stays. 
However, many complaints were reported concerning the lack of institutional response to the 
psychogeriatric needs of Alzheimer's patients. Activities offered in nursing homes to 
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relatively young patients affected by this disease were perceived as inappropriate, and non-
specific rehabilitation as a waste of resources.  

Table 6: Main difficulties in access to care, by chronic mental health condition 

Chronic condition Results 

Alzheimer's disease • Late recognition of signs and symptoms by primary care 
physicians, despite caregivers’ insistence 

• Age-related discrimination from physicians who consider 
dementia as a normal manifestation of aging that does not 
deserve specific care 

• Specialized investigations easily available but obtained 
directly by the patient's relatives rather than after referral 

• Good access to medication 

• Insufficient specialized institutional and human resources for 
psycho-geriatric cases 

• Lack of appropriate institutions and of activities appropriate 
for middle-aged adults in institutions 

• Insufficient and inappropriate professional home care support 

• Low level of satisfaction with rehabilitation care (not 
available, poor quality) 

• Insufficient reimbursement for transportation, surveillance, 
short stays in institutions, and support devices. 

Psychosis, schizophrenia • Primary care physicians slow to recognize signs and 
symptoms, despite caregivers’ insistence, until the first 
emergency situation 

• Inadequate early treatment of the disease 

• Limited access to psychiatric hospitals and psychiatric 
support before or after crises 

• Good access to medication 

• Lack of psychiatric treatment and support in the patient’s 
normal environment  

Mental retardation • Discrimination through lack of recognition of specific needs 
and lack of consideration for common (undetected) health 
problems, leading informal caregivers to fear that care will be 
inadequate after their own death 

• Modest access to preventive care 

• Overmedication in hospital settings 

• Periodic re-evaluation of needs by specialist was not the rule 

 

 Access to selected specific care was considered inadequate. Examples cited included 
home care services provided by organizations with a high turn-over of personnel and fixed 
schedules that do not correspond to the needs of Alzheimer's patients, and reimbursement for 
transportation, surveillance, short stays in institutions and devices that permit patients to live 
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in the community and informal caregivers to be involved. Psychiatric subjects also faced 
difficulties after the diagnosis was made in getting necessary care in their living environment 
and in being admitted to psychiatric hospitals when they were not in a crisis situation.  

 A feeling of discrimination was reported both by the Alzheimer's subgroup, in which case 
discrimination related to old age, and by relatives of subjects suffering from mental 
retardation. Rationing was perceived more frequently by individuals in psychiatric disease or 
mental retardation subgroups. 

4.3 INTERPRETATION 
 Although less than half of the participants in this survey felt personally concerned about 
rationing, many problems of access were reported, and some of these problems suggest 
implicit rationing at different levels. 

 As a general rule, medical care for physical health problems is not a problem once the 
diagnosis has been established. Subjects with rheumatic arthritis and with chronic obstructive 
pulmonary disease reported good access to medical care. Drugs of the latest generation are 
prescribed and reimbursed for chronic conditions, whether physical or mental. 

 However, limited availability of resources in certain areas and/or limited health insurance 
reimbursements impose restrictions on the use of the following types of care: 

- psychiatric care and support in patient’s own living environment 

- in-patient psychiatric care 

- psychogeriatric care 

- rehabilitation for chronic physical and mental conditions. 

These restrictions are liable to compromise the development of patient health. 

 Negative attitudes on the part of professionals reinforce this risk. Such attitudes have been 
reported in cases of multiple sclerosis, Alzheimer's disease, psychotic diseases and mental 
retardation. In these groups, professionals showed signs of insufficient responsiveness to the 
early signs of the disease, if not discrimination. Interestingly enough, these conditions are all 
characterized by limited treatment options: curative treatments do not exist for multiple 
sclerosis or for mental retardation. In the case of Alzheimer's disease and psychotic disorders, 
improvement may be brought about by treatment and rehabilitation, but the health care system 
lacks the resources to meet the needs of all patients. Although negative attitudes on the part of 
professionals may result from inadequate knowledge about these diseases, they may also 
constitute an implicit strategy for dealing with insufficient resources or with the limits of 
medical science.  

 Patient autonomy and their capacity to live in their natural environment is also 
compromised by limited availability and/or limited reimbursement for resources such as 
support devices, professional home care services or short stays in nursing homes. 
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5 THE OPINIONS OF PRIMARY CARE PHYSICIANS 

 

 The extent to which health care resources are perceived as sufficient or limited by primary 
care physicians working in private practice was investigated in a survey conducted at the 
national level by the Lausanne University Institute of Social and Preventive Medicine in 
2003-2004. 

5.1 METHODS 
 The mail survey of primary care physicians targeted 4,982 general practitioners, including 
those certified as specialists in general medicine, and all physicians specializing in internal 
medicine who were working in private practice and were registered with FMH, the Swiss 
medical association, in 2003. Physicians whose private practice was located in a hospital were 
excluded.  

 A stratified sample of 2,684 physicians was randomly drawn from the FMH list. Strata 
were defined by the canton of professional practice and by medical specialty (general vs 
internal medicine). Physicians in the sample received a mailed questionnaire in the autumn of 
2003, followed by two follow-up letters. In order to make up for any shortcomings in the 
FMH list, a card was enclosed with the questionnaire on which respondents could check 
reasons for non participation such as physician retirement, specialized practice that does not 
include primary care, or death. 

 The questionnaire was anonymous. It included questions dealing with patient access to 
specialized consultations, out-patient tests and examinations, and hospital care. A section was 
dedicated to the care provided to patients in nursing homes. In conclusion, general 
practitioners were asked whether selected patient categories had greater difficulties in 
receiving necessary care. Their opinion concerning the effect of possible limited access on 
patient health and on their current professional practice was also solicited. Most questions 
were very specific and designed to elicit categorical answers, but they were followed by short 
open-ended questions designed to elicit details and clarifications. Respondents were instructed 
to consider only necessary care. Questions referred to access within a reasonable time period, 
which was defined as one that did not compromise the patients' health or his/her potential for 
recuperation, and did not induce or prolong suffering. 

 After coding of open-ended questions by two physicians, analyses were performed on 
weighted data, taking into account both the stratified sampling process and non-responses. 
The response rate was 70%, with 1,736 valid questionnaires, 139 cards returned indicating 
non-eligibility, and 5 questionnaires excluded from weighted analysis since answers required 
for allocation to an appropriate stratum had been left blank. 
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5.2 RESULTS 

5.2.1 Out-patient and home care 
 According to almost all primary care physicians, getting an appointment for a specialized 
consultation within a reasonable amount of time is not a problem in the areas of cardiology, 
general surgery, gastroenterology, pulmonology or ear, nose and throat (Table 7). Difficulties 
were reported slightly more frequently in the areas of rheumatology or gynaecology and 
obstetrics. Some 20-30% of primary care physicians reported limited access to consultations 
in orthopaedics, ophthalmology, neurology and dermatology.  

Table 7: Is it always possible to arrange for a specialized consultation within a reasonable 
time period, if needed? 

Specialty % No % Yes % Don't know 

Gastroenterology 3.9  95.5  0.5  

General surgery 3.9  95.3  0.8  

Cardiology 4.8  94.3  0.8  

Ear, nose and throat 5.2  94.0  0.8  

Pulmonology 5.6  91.9  2.5  

Gynaecology and obstetrics 13.8  82.0  4.2  

Rheumatology 14.8  83.4  1.7  

Orthopaedics 23.0  75.4  1.6  

Ophthalmology 23.8  74.8  1.4  

Neurology 25.2  73.4  1.4  

Dermatology 27.9  70.2  1.9  

Pain and invalidating symptoms 37.8  35.7  26.5  

Psychiatry 65.3  32.4  2.3  

 

 Pain and palliative care consultations were also included, but a quarter of respondents 
could not answer this question. The major problem is psychiatry, with two thirds of primary 
care physicians indicating that arranging for an out-patient psychiatric consultation within a 
reasonable time period is not always possible. 

 The problem with psychiatry also emerged from the information that was collected 
regarding access to tests, exams and specialized treatments. Nearly seven out of ten 
respondents reported problems with access to psychotherapies (Table 8). In contrast, 
procedures such as laboratory tests, standard radiology, cat-scans, MRIs, ultrasound exams, 
arterial or venous Dopplers, gastroscopies and colonoscopies were very rarely reported as 
being difficult to schedule within a reasonable time period.  

 While pace-makers are usually obtained within a reasonable time period, a slightly 
greater number of physicians reported unreasonable waits for coronary angiographies or 
dilatations.  
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 Access to nursing care at home was rarely mentioned as a problem. In the area of 
rehabilitation care, physiotherapy seems to be accessible, but ergotherapy and speech therapy 
were more frequently reported to be difficult to obtain.  

 

Table 8: Is it always possible to arrange for the following tests, exams or treatments within a 
reasonable time period, if needed? 

Specialty % No % Yes % Don't know 

Laboratory 0.2  99.5  0.3  

Standard radiology 0.7  98.9  0.4  

Cat-scans 3.1  96.5  0.5  

Magnetic resonance imaging 6.6  92.5  0.9  

Gastroscopy 3.2  96.1  0.7  

Colonoscopy 3.9  95.2  0.8  

Ultrasonography 1.2  98.3  0.5  

Arterial or venous Doppler 5.9  92.3  1.8  

Pace-maker installation 5.5  76.0  18.4  

Coronary arteriography or dilatation 12.0  77.4  10.6  

Physiotherapy 5.9  93.5  0.6  

Ergotherapy 13.7  67.9  18.5  

Speech therapy 22.2  41.9  35.9  

Home care, nurse 7.5  87.3  5.2  

Home care, BADL care 4.5  92.2  3.2  

Psychiatry 69.8  25.4  4.8  

 

5.2.2 Hospital care 
 Primary care physicians were asked both about difficulties in getting patients admitted to 
hospitals (Figure 9) and about possible premature hospital discharges (Figure 10). 

 Unreasonable waits for hospital admission were rarely mentioned in connection with 
medical and general surgery departments. By contrast, 21% of primary care physicians 
indicated problems with access to orthopaedic departments. A majority of physicians also 
reported difficulties in getting patients admitted to rehabilitation hospitals, and many 
indicated problems with health insurance as a reason for the limited access to rehabilitation 
hospitals. Admission to psychiatric or psycho-geriatric hospitals is not always possible within 
a reasonable time period according to 47% of primary care physicians. This involved 
demented or depressive patients in particular (but not exclusively). Admission to palliative 
care hospital units is mentioned as a problem by 18% of respondents. 
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Figure 9: Proportion of primary care physicians reporting limitations in hospital admissions, 
by type of hospital service 
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 More than half of primary care physicians reported that their patients were sometimes 
discharged prematurely from acute care hospitals, but few of them reported this to be a 
frequent occurrence. One quarter of respondents indicated that older patients were more likely 
to be discharged prematurely from acute care hospitals, and one out of five reported that 
having no private insurance is another risk factor. Although admissions to rehabilitation 
hospitals are not always possible, few physicians reported premature discharge once patients 
have been admitted. Almost four out of ten primary care physicians complained of premature 
discharges from psychiatric hospitals. 
 
Figure 10: Proportion of primary care physicians reporting premature hospital discharges, by 
type of hospital service  
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5.2.3 Care in nursing homes 
 A majority of respondents cared for patients living in nursing homes. According to nearly 
half of the respondents, institutionalized patients did not receive the benefit of regular dental 
care consultations. Fifty one percent indicated that ophthalmologic consultations were not 
regularly provided, 58% for hearing examinations and 49% for psycho-geriatric consultations. 
In addition, a sizable percentage of respondents were unable to answer these questions 
(Figure 11). However, a large majority indicated that such consultations could always be 
arranged within a reasonable time period, if necessary. 

  Almost all reported that medication was accessible in nursing homes, irrespective of the 
price. However, half of primary care physicians providing care to institutionalized older 
patients mentioned an inadequate level of remuneration for the time they dedicated to these 
patients, and one third reported the same for the time spent in specialized training. More than 
a quarter also reported that the time they can devote to their nursing home patients is not 
sufficient. 

 

Figure 11: Proportion of primary care physicians of patients in nursing homes reporting that 
their patients benefited from regular examinations or care in certain areas 
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5.2.4 Opinions regarding the effects of limited access to care 
 At the end of the questionnaire, physicians were asked whether the access limitations that 
they had mentioned, if any, actually affected patient health on the whole. Half of primary care 
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physicians indicated that it was occasionally the case, but only one in twenty thought that a 
large number of patients were affected. One third indicated that there were either no 
limitations or limitations that had no impact on health. The remaining percentage had no 
opinion.  

 Among physicians concerned about the effects of limited access on health, nearly three 
quarters indicated that limited access was generally managed without reference to explicit 
criteria. Half, or nearly half, reported that limited reimbursements by health insurance funds 
compromised access to preventive examinations or screening tests, to out-patient psychiatric 
care and to in-patient or out-patient rehabilitation care.  

 In the opinion of 46% of respondents, older patients are particularly disadvantaged by 
limited access to care (Figure 12). Patients without private supplementary insurance or on the 
margins of society, patients needing costly medications, and psychiatric patients were also 
frequently reported to be particularly vulnerable. 

 

Figure 12: Subgroups exposed to discrimination, according to primary care physicians who 
believe that limited access to care sometimes or often has an impact on patient health 
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 Primary care physicians were divided regarding the need for more explicit criteria for 
managing access to limited care. Two out of ten had no opinion, and the remaining 80% were 
equally split between those favouring and those opposed to more explicitness. 
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5.3 INTERPRETATION 
 There is always the danger that surveys asking professionals about the problems they face 
in their daily practice will be used as a vehicle for presenting subjective opinions and 
defending corporate interests rather than for reporting facts. In this survey, there is little 
evidence of that since responses are well differentiated according to the type of care. In some 
areas, virtually all physicians agreed that access was always possible, but in other areas 
significant percentages reported limitations. 

 The majority of primary care physicians reported problems of access to care in the field of 
psychiatry, particularly – but not limited to – out-patient care. 

 Rehabilitation care was also reported to be difficult to obtain, with many physicians 
noting that health insurance regulations were responsible for limiting access. The lack of 
insurance coverage was also mentioned as a factor in inadequate access to preventive care and 
to psychiatric treatment. 

 Admission to medical and general surgery divisions of acute care hospitals was not cited 
as being difficult, but a substantial percentage of physicians reported waits for orthopaedic 
surgery, and half of all respondents complained of premature discharges from acute care 
hospitals. 

 Many physicians involved in providing care to nursing home residents reported no regular 
examinations to assess major components of geriatric health (psychogeriatric, vision, hearing, 
dental health) and complained about the limited time they had available to dedicate to these 
patients. 

 Half of physicians reported that current limitations in access to care occasionally had 
negative repercussions on their patients' health, particularly for elderly patients, those without 
private insurance, individuals who are poorly integrated socially, patients in need of costly 
medications or hospital resources, and patients needing psychiatric care. According to a 
majority of respondents, resource allocation today is essentially implicit, but there was no 
agreement on the desirability of more explicit criteria. 
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6 THE OPINIONS OF HOSPITAL PHYSICIANS AND DIRECTORS 

 

 Parallel with the survey of primary care physicians, a similar survey on access to care was 
conducted by the Lausanne University Institute of Social and Preventive Medicine in 2003-
2004 in order to obtain the opinions of medical and administrative heads of general acute care 
and psychiatric or psychogeriatric hospitals in Switzerland. 

6.1 METHODS 
 The hospital survey targeted all general acute care, psychiatric or psychogeriatric hospitals 
in Switzerland that were considered to be public facilities based on legal form and financing. 
General acute care hospitals were defined as institutions with at least one medical and one 
surgical or orthopaedic wards. Both hospitals administrators and medical heads were 
identified based on the Swiss Medical Yearbook47.  

 The director and the physicians in charge of the departments of medicine, surgery and 
psychiatry at each hospital were contacted. In the case of multi-site hospitals, the general 
director was selected. In cases where two or more physicians shared medical direction of a 
service, one of the chief physicians was chosen at random. At several psychiatric hospitals, 
the director was also the chief physician and one single contact was made. A total of 468 
questionnaires were mailed to eligible subjects in the autumn of 2003, followed by two 
follow-up mailings. Subjects included 122 heads of departments of medicine, 120 heads of 
departments of surgery or orthopaedics, 47 heads of departments of psychiatry or geriatric 
psychiatry, 112 administrators of acute care hospitals, and 35 administrators of psychiatric or 
psychogeriatric hospitals. 

 The questionnaires used the same terminology that was used in the survey of primary care 
physicians (see Chapter 5): respondents were instructed to consider only access to necessary 
care, and questions referred to access within a reasonable time period, which was defined as 
one that did not compromise the patients' health or potential for recuperation and did not 
induce or prolong suffering.  

 The contents of questionnaires addressed to chief physicians covered access to the 
department or service for which they were directly responsible, to internal hospital resources 
after admission, to drugs during in-patient stays, and to rehabilitation, as well as intra- and 
inter-hospitals referrals (e.g. to intensive care units). Several items had to be modified in order 
to take into account specific areas of hospital specialties. For example, questionnaires to 
psychiatrists included questions on access to treatment after discharge. In cases of limited 
access, respondents were asked to specify whether explicit criteria had been set by medical or 
by administrative services in order to decide who has priority. The questionnaires sent to 
hospital administrators covered essentially the same areas. All questionnaires ended by 

                                                 
47 FMH, Annuaire Médical Suisse 2003 
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soliciting opinions regarding the effect of possible limited access on patient health and on 
groups subject to discrimination, if any. The hospital questionnaire consisted basically of very 
specific questions, but these were also supplemented by short open-ended questions designed 
to solicit details and clarifications. 

 The response rate was 76.2% for departments of medicine, 80.8% for departments of 
surgery or orthopaedics and 74.5% for psychiatric or psychogeriatric departments or hospitals. 
The rate was slightly lower for hospital administrators: 67.9% at general acute care hospitals, 
and 68.6% at psychiatric or psychogeriatric hospitals. Analyses were performed on 
unweighted data.  

6.2 RESULTS  

6.2.1 Hospital admission 
 According to one third of physicians in charge of departments of medicine and one fifth of 
surgeons or orthopaedists, admission to their respective departments was not always possible 
within a reasonable time period (Figure 13). The percentage was 50% for psychiatric or 
psychogeriatric wards. Similar figures were obtained from hospital administrators: one third 
of the administrators of general acute care hospitals and 54% of those of psychiatric or 
psychogeriatric hospitals reported limited access. 

 
Figure 13: Proportion of hospital physicians in charge of departments and of hospital 
administrators reporting limitations in hospital admissions, by type of ward or hospital 
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 A minority of medical respondents reported the existence of explicit medical or 
administrative criteria that would systematically apply in the event of limited access in order 
to decide who has priority. The only exception was that explicit medical criteria were reported 
by six out of ten physicians in charge of psychiatric or psychogeriatric wards. These criteria 
are based essentially on clinical evaluation of vital risk, emergency and case severity. 

 A majority of medical heads of departments who faced difficulties in admitting all patients 
within a reasonable time period, in all three types of services, reported the use of emergency 
services by private practitioners in order to obtain immediate admission for non-urgent cases. 
This opinion was shared by 88% of administrators of general acute care hospitals and by 64% 
of administrators of psychiatric or psychogeriatric hospitals.   

6.2.2 Intra-hospital resources 
 Fewer than 10% of chief physicians in charge of departments of medicine, surgery or 
orthopaedics and of directors of acute care hospitals indicated that access to laboratory, 
radiology, CAT scans, pain consultation or dialysis was sometimes a problem (Figure 14). 
Access to MRIs appeared to be more limited, with 40% of physicians in charge of 
departments of medicine reporting occasional problems. Physicians in charge of departments 
of medicine also reported limited access to respiratory and mobilization physiotherapy more 
frequently than did surgeons. A smaller proportion of hospital directors reported problems 
with access to MRIs or physiotherapy. In-hospital specialized rehabilitation was reported easy 
to obtain after myocardial infarction or after coronary artery bypass grafts, but one fourth of 
physicians in charge of departments of medicine indicated limited access in cases of stroke. 
Some 15% reported difficulties in cases of multiple sclerosis or after hip or knee prosthetic 
surgery. 

 One fourth of surgeons in general acute care hospitals reported that operating rooms were 
not always available within a reasonable time period; this opinion was shared by a similar 
proportion of administrators. 

 Occasional limited access to intra-hospital resources was more frequently noted in 
psychiatric or psychogeriatric hospitals, where a majority of physicians reported that the time 
available for psychotherapy treatments did not meet the needs (Figure 15). Thirty to forty 
percent also reported that physiotherapy and other rehabilitation resources (ergotherapy, 
workshops, etc.) were not always available within a reasonable time period; twenty to thirty 
percent of administrative directors agreed with this view.  
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Figure 14: Proportion of respondents reporting limited access to intra-hospital resources in 
acute care hospitals, by type of respondent 
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Figure 15: Proportion of respondents reporting limited access to intra-hospital resources in 
psychiatric/psychogeriatric hospitals, by type of respondents 

0

10

20

30

40

50

60

La
bo

rat
ory

Mob
iliz

. P
hy

sio
the

rap
y

Pain
 co

ns
ult

ati
on

Psy
ch

oth
er.

 tim
e

Non
-ps

yc
ho

the
r. t

im
e

Ergo
the

rap
y

Reh
ab

ilit
ati

on
 w

ork
sh

op

Art t
he

rap
y w

ork
sh

op

%

Physician
Direction

 

 45



 In all facilities, limited access was in general attributed by administrators to the lack of 
financial resources for hiring trained personal. In addition, almost all physicians added that 
patients with private insurances did not benefit from better access. 

 According to nearly all physicians in acute care or psychiatric/psychogeriatric institutions, 
hospital administrations do not request justification for the prescription of costly medications. 
Exceptions to this rule included expensive new anti-fungal drugs and coagulants: 12-13% of 
respondents indicated that such mechanisms were in place for these groups. Some 10 to 20% 
of hospital directors reported that justification for costly prescriptions was mandatory at their 
facilities. However, 30% of responding physicians and 35% of hospital directors reported 
prescribing on the basis of clinical guidelines that include cost effectiveness considerations. 
More than half of these physicians but only a minority of the administrators admitted that 
such guidelines limit access for certain categories of patients such as the oldest patients, 
patients with co-morbidities and patients with a poor prognosis. 

6.2.3 Transfer to special units: rehabilitation, continuous and intensive care (acute 
care hospitals) 

 Four out of ten physicians in charge of departments of medicine or surgery/orthopaedics 
reported that they sometimes had problems transferring patients within a reasonable time 
period to continuous care or to intensive care units within their hospital (if such units exist) or 
in other hospitals. This situation was reported by a much lower percentage of hospital 
administrators when asked about internal transfers, as shown in Figure 16. 

Figure 16: Proportion of physicians in charge of departments of medicine or 
surgery/orthopaedics and directors of acute care hospitals reporting limited access to 
continuous and intensive care units 
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 Transfers to specialized rehabilitation hospitals were reported as always possible by only 
37% of physicians in charge of departments of medicine and by half of responding surgeons 
or orthopaedists. 

6.2.4 Hospital discharge planning (psychiatric and psychogeriatric departments) 
 The majority of chief physicians of psychiatric or psychogeriatric departments or hospitals 
reported easy access to medication after hospital discharge, and only 20% reported occasional 
problems (Figure 17). In contrast, they had a pessimistic view concerning access to other 
health services needed by their patients after a hospital stay. A large majority reported 
difficulties arranging for psychotherapy and rehabilitation treatments after discharge and 
finding adequate living environments for their patients. 

 
Figure 17: Proportion of physicians in charge of psychiatric or psychogeriatric departments or 
hospitals reporting occasional difficulties in arranging for certain types of post-discharge care 
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6.2.5 Opinions regarding the effects of limited access to care 
 Overall, half of physicians in charge of departments of medicine or surgery/orthopaedics 
in public general acute care hospitals reported that there were no limitations in access to care 
or that current limitations had no impact on patient health. Nearly half of the respondents in 
charge of departments of medicine and one third of those in charge of departments of surgery 
or orthopaedics believed that current limitations had some impact on patient health. One 
fourth of hospital administrators had the same view (Figure 19). At psychiatric or 
psychogeriatric hospitals, more than 80% of chief physicians and 70% of hospital 
administrators reported negative effects on health. 
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 Fewer than 20% of physicians in charge of departments of medicine (fewer than 30% of 
surgeons) believed that all patients were equally exposed to the negative effects of limited 
access. The first factor mentioned was old age, followed by social marginalization, uncertain 
health insurance coverage (e.g. illegal migrants) and alcohol or drug abuse. For almost all 
population subgroups mentioned in Figure 19, physicians in charge of departments of 
medicine were more likely to report discrimination. An exception is the lack of private health 
insurance, which was more often reported as a discriminating factor by surgeons. 

 Social marginalization and old age were also the discriminating factors most frequently 
mentioned by psychiatrists, who reported almost unanimously that they did not believe that all 
patients were affected to the same extent by a limited access to health care (Figure 20). 

 

Figure 18: Opinion of chief physicians in public hospitals regarding the impact of limited 
access to care, if any, on patient health, by type of hospital department 
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Figure 19: Subgroups facing discrimination, according to physicians in charge of departments 
of medicine and surgery/orthopaedics who believed that limited access to care sometimes or 
often has an impact on patient health 
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Figure 20: Subgroups facing discrimination, according to physicians in charge of psychiatric 
or psychogeriatric departments or hospitals who believed that limited access to care 
sometimes or often has an impact on patient health 
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 Finally, two thirds of physicians in charge of departments of medicine or 
surgery/orthopaedics and eight psychiatrists out of ten indicated that limited access led to 
inefficiencies in their daily activities. This opinion was shared by half of the administrators of 
general acute care hospitals and by three quarters of the administrators of psychiatric or 
psychogeriatric hospitals. 

 Limited access also generated frequent tension, if not exhaustion, in hospital caregivers 
according to at least 70% of respondents in all categories. The proportion exceeded 80% 
among psychiatrists and administrators of psychiatric or psychogeriatric hospitals.  

6.3 INTERPRETATION 
 Responses from physicians in charge of hospital departments and from hospital managers 
were similar in many areas. They agree in the following cases. 

 Access to the hospital was not always possible within a reasonable time period, but 
problems were essentially described as occasional rather than frequent. A larger proportion of 
respondents reported such problems in psychiatric or psychogeriatric hospitals. A minority 
mentioned the existence of explicit criteria for deciding who must be admitted first. When 
such criteria were mentioned, respondents indicated that clinical decisions were decisive. In 
hospitals that occasionally had situations of limited access, a majority of both physicians and 
administrators reported that emergency services were used by private practitioners in order to 
obtain admission for patients who could have waited. 

 Few problems of access to intra-hospital resources were reported in acute care hospitals. 
Exceptions include access to MRIs, physiotherapy and specialized rehabilitation, problems 
that were more often reported by departments of medicine. However, surgeons and 
administrators reported limited access to operating rooms in one quarter of public acute care 
hospitals. An even larger percentage reported difficulties in obtaining access to continuous or 
intensive care or in transferring patients to a rehabilitation hospital, irrespective of the type of 
responding department. Fewer administrators of hospitals housing continuous or intensive 
care units reported problems of access than did physicians. 

 The general opinion was that private insurance did not offer an advantage in terms of 
access to limited resources. While half of responding physicians believed that the current 
situation had a negative impact on patient health, nearly one half of physicians in charge of 
departments of medicine and one third of physicians in charge of surgical departments had a 
different opinion. They believed that some patients were discriminated against and cited old 
age and social marginalization as the principal factors. 

 Physicians and directors at psychiatric or psychogeriatric institutions had a more negative 
view of the current situation. More of them not only reported difficulties with admission but 
also problems with access to major components of intra-hospital care such as psychotherapy 
for hospitalized patients or in-patient rehabilitation treatment. Moreover, a large proportion of 
physicians reported problems with arranging for all types of care after hospital discharge 
except for medication. Like their colleagues in acute care hospitals, they did not believe that 
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privately insured patients had an advantage. However, only a few of them felt that the current 
situation had no effect at all on patient health, and a majority felt that socially marginalized 
and older patients were more likely to be impacted by limited access to care. The majority of 
administrators of psychiatric hospitals also expressed the opinion that current access 
limitations have an impact on patient health. 
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7 CONCLUSIONS 

 

  Various sources cited in Chapters 3 to 6 initially seem to hold contrasting views regarding 
the current situation in the Swiss health care system. This is due to the fact that each source 
discusses different aspects of the health care system and has its own recognised limitations. 
The Swiss Health Surveys and the Medical Hospitals Statistics have not been specifically 
designed in order to explore the question of access to care in Switzerland; secondary analyses 
are always restricted by the quality, the quantity and the relevance of available data, as it was 
the case in our work48. Our national data sources did not allow to study a large range of care 
and, for example, we faced considerable uncertainty concerning the coverage of surgery and 
the uniformity of data collection in hospitals statistics. This limited the scope and 
interpretation of our analyses and resulted in a concentration on surgeries like hip and knee 
replacements that are both unlikely to be miscoded or to be performed as day cases. Even with 
this type of interventions, differences in utilization rates noted in our work on the basis of 
hospital statistics point to the need for further research and cannot be interpreted without 
nuance as a manifestation of health care rationing, since we lack detailed information on the 
whole range of potential determinants of utilization. On the other hand, surveys described in 
this report are essentially opinion surveys that collect a subjective appreciation of the current 
situation by members of patients’ associations, physicians and hospital administrators. We 
could fear that a majority of respondents might take advantage of such surveys to complain 
about access problems in all fields in order to protect their own interests: this was not 
confirmed. As participation rates were high, there was no indication of self-selection of the 
most dissatisfied physicians. Then, the proportions of reported problems showed considerable 
variability across the diversity of health services investigated. Few respondents complained of 
a difficult access to cat-scans and, by contrast, a large proportion reported problems in some 
other domains. In addition, health care users, primary care physicians working in private 
practice, physicians in charge of hospital services and hospital administrations do not 
necessarily all share the same interests and we would not expect a large proportion of all 
respondents categories to report a specific problem if access is, indeed, sufficient. While 
conclusions from each part of our work taken in isolation must be cautious due to the 
discussed methodological limitations, we postulated that multiple imperfect sources may 
produce valuable information, provided that they are not all submitted to the same biases or 
deficiencies and that they produce convergent results. In the following conclusions, we 
emphasize the common elements that emerged from different parts of our research. 

                                                 
48 For a detailed discussion concerning the quality of these data sources and its impact on the feasibility of 
analyses, see B. Santos-Eggimann, S. Cornaz, N. Chavaz Cirilli. Rationnement implicite en Suisse: Exploration 
des domaines et des populations à risque. Recours aux services de santé selon les données de la Statistique des 
hôpitaux et de l'Enquête suisse sur la santé. Lausanne: Institut Universitaire de Médecine Sociale et Préventive, 
Février 2005. 
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• There is little evidence to support rationing of physician-provided out-patient care 
for somatic diseases. Most primary care physicians reported that it was easy to get 
appointments in their own practices, in many specialty practices and for a wide range of 
medical tests and procedures. Members of patients' associations such as those devoted to 
rheumatic arthritis or chronic pulmonary diseases experienced good access to care. 
Indicators of health care utilization in Swiss health surveys did not show variations 
relating to potential discriminating factors in the area of care for basically somatic 
conditions (hypertension, joint pain, etc.). 

• However, there are some indications, both from Swiss health surveys and from responses 
provided by primary care physicians, that individuals who have private insurance, a higher 
level of education and/or a higher income have better access to preventive medicine. Data 
also agree regarding limitations in access to out-patient rehabilitation. Primary care 
physicians reported that access to physiotherapy, ergotherapy and speech therapy was 
more frequently a problem than access to cardiology, for example. Many members of 
patients' associations reported limited access to rehabilitation care. The negative impact of 
health insurance regulations was noted by both physicians and patients. In addition, 
patients sometimes indicated the non-availability of specialized rehabilitation in their 
environment and their perception that inappropriate rehabilitation treatments were being 
offered in out-patient care.  

• All sources point to a real problem when it comes to access to psychiatric care. Private 
practitioners have difficulties in getting patients admitted to psychiatric hospitals and in 
arranging for psychotherapy for their patients. Physicians and administrators in charge of 
psychiatric hospitals cannot always admit all patients within a reasonable time period. 
Hospital psychiatrists complain of insufficient hospital resources and confirm that it is 
difficult to arrange for psychotherapeutic and rehabilitation care when patients are 
discharged to the community. Members of patients' associations concerned with mental 
health conditions complain of insufficient care when patients are not in critical situations. 
In contrast, none of these groups reported difficulties in obtaining drug treatment. 

• The lack of availability and the weakness of health insurance reimbursement for the 
care provided by institutions dedicated to rehabilitation and to support care results in 
limited access to the type of care needed by chronic patients, as repeatedly reported by 
members of patients’ associations. Difficulties in obtaining admission or transfer to 
rehabilitation hospitals was also reported both by primary care physicians and by 
physicians in charge of departments of medicine or surgery at public hospitals. In addition, 
informal caregivers of patients affected by chronic diseases who are willing to keep their 
relatives in the community emphasized how difficult it was to obtain adequate help at 
home as well appropriate support from primary care physicians, who were depicted as 
available but non-responsive. It may be hypothesized that many of them feel caught 
between the expectations of their patients or families and the current deficiencies of the 
health care system. 
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• Access to care in nursing homes should be further investigated. While primary care 
physicians reported full access to medication in this setting, many of them indicated that 
services such as dental examinations, vision and hearing tests and psychogeriatric 
assessments, which should be performed regularly in the case of older, chronically 
diseased individuals living in institutions, were not organized systematically. A non-
negligible proportion were unable to answer this type of question. In addition, a large 
proportion reported that they did not have enough time to give to their institutionalized 
patients and that the area suffered from under-financing.  

• Access to hospitals for surgical interventions remains difficult to evaluate. At public 
hospitals,  limited capacity in medicine was reported by a slightly greater proportion of 
chief physicians than limited capacity in surgery or in orthopaedics, and the general 
opinion was that privately insured patients did not have better access. In contrast, primary 
care physicians reported more problems in getting patients admitted to orthopaedic wards 
than to wards for medicine or general surgery. They also expressed the opinion that 
patients with private insurance had better access. This may reflect the fact that patients 
with private insurance can have surgery in private clinics, which were not covered by the 
survey described in Chapter 6. Two elements suggest that access to orthopaedic surgery is 
somewhat limited in Switzerland. The first is that Swiss rates of knee and hip replacement 
are not higher than those observed in several countries in which an explicit rationing 
policy has been adopted. For example, hip replacement rates seem to be markedly lower in 
older Swiss women than in older Swedish or Finnish women. The second argument is that 
one fourth of medical heads of surgery or orthopaedics departments and administrative 
directors of public general acute care hospitals indicated that operating rooms were not 
always available within a reasonable time period at their respective hospitals. In addition, 
analyses of the medical discharge statistics of Swiss hospitals pointed to particularly low 
rates of surgical interventions in foreign residents compared with Swiss nationals, which is 
a troubling and unexplained finding. Knee and hip replacement rates for foreigners living 
in Switzerland are lower than rates in countries that have a system of rationing in place. 
This result requires further research. 

• In view of the access problems described in this report, there is evidence of the 
existence of rationing in Switzerland in the fields of psychiatric care, rehabilitation 
care and support, and long-term care for individuals with chronic diseases. Rationing 
is largely implicit at the macro- and meso-levels since the political decisions that resulted 
in the current supply and financing situation in the Swiss health care system were neither 
particularly transparent in terms of process nor explicit in terms of expected and actual 
effects. Moreover, the rules for allocating access to resources that are limited but not 
totally non-existent are not any more explicit. At a micro-level, therefore, allocation 
appears to be essentially implicit, based on the opinion of a large majority of Swiss 
primary care physicians. 

• The impact of limited access to care in Switzerland has not been quantified. However, the 
opinions of primary care physicians, physicians in charge of hospital departments and 
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hospital administrators have been collected. Half of primary care physicians indicated that 
current limitations occasionally had a negative impact on patient health. The proportion 
was slightly lower among physicians in charge of departments of medicine or 
surgery/orthopaedics, nearly one half and one third of whom, respectively, shared this 
opinion. The proportion was much higher among medical heads of psychiatric 
departments, however; more than eighty percent of whom were convinced that the current 
limitations of access to care had a negative impact. Hospital administrators tended to be 
more optimistic. Nevertheless, one fourth of directors of acute care hospitals and 70% of 
directors of psychiatric hospitals thought that limited access to care had a negative impact 
on the health of some patients. 

• Population subgroups that were consistently mentioned by physicians as being victims of 
the current situation are older persons and patients with a poor level of social 
integration. Foreign nationality was not isolated as a discriminating factor, but it may 
have been included in the latter category by some survey respondents. Results of the 
survey of members of patients’ associations suggest that mental retardation and 
psychiatric disorders are other risk factors for discrimination. This view is consistent 
with results from the survey of primary care physicians and of hospital directors.  

 Our results support the conclusion that implicit rationing exists in Switzerland and point 
both to areas and populations that are at risk. Although the surveys essentially elicited 
subjective information and opinions, similar views were expressed by different groups of 
respondents who had different interests. Although this approach was based on a number of 
imperfect elements, it nevertheless provides valuable insights into the current state of the 
Swiss health care system. In a context of rapid changes in the health care system, instruments 
such as quantitative surveys of primary care physicians and hospital medical and 
administrative directors should be used periodically in order to document the development of 
limited access to health care and its impact on the health of the population. 
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