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11. Switzerland

11.1. Introduction166 

Duties and responsibilities in the Swiss healthcare system are divided among the federal, cantonal, and 
communal levels of government. The system can be considered highly decentralized, as the 26 cantons 
(including six half-cantons), are given a critical role. The cantons are sovereign in all matters, including 
healthcare, that are not specifically designated the responsibility of the Swiss Confederation by the 
federal constitution. Each canton and demi-canton has its own constitution and a comprehensive body 
of legislation stemming from its constitution. The legislative authority is a uni-cameral parliament that, in 
most cantons, is elected by proportional representation. Like the Swiss Confederation, the cantons have 
an executive body that is a collegial group of between five and seven members. In contrast to the 
Federal government, the members of the cantonal executives are directly elected by popular vote.  
Switzerland has about 2.300 municipalities that constitute the level of authority closest to the people 
within the federal structure. The rights and duties of the municipalities are not always identical but are 
laid down in the different cantonal laws applying to municipalities. The most obvious sign of autonomy is 
the tax sovereignty of the municipalities. Like the Confederation and the cantons, the municipalities are 
entitled to levy income tax and property tax on individuals and corporations in the municipality. They are 
also free to set the rate of tax. Swiss municipalities vary greatly in size, and their organization also 
differs. The municipalities can formulate policies in many areas. Depending on the rules laid down by 
the canton, these can include policies on nurseries, schools, energy supplies, refuse collection, building 
regulations, transport, social care, cultural activities, adult education and sport.  

Health policy 
Under the Constitution of Switzerland, public health is historically a general responsibility of the cantons. 
Exceptions are the legislation on food and consumer safety, on protection against epidemic diseases 
and against ionizing radiation, as well as transplantation, stem cell research and genetic engineering. 
Also the health insurance is a federal responsibility. The cantons are responsible for health services, 
preventive care and public health regulations. Each canton therefore has its own health legislation. Most 
cantons operate their own hospitals; some subsidize private hospitals. The cantons can provide nursing 
and home care or delegate this responsibility to the municipalities or to private institutions.  
The cantonal health laws confer responsibility for health policy on the municipalities. The responsibility 
for providing nursing care for certain vulnerable groups is usually delegated to the municipalities, with 
the emphasis on home care, residential and nursing homes for elderly people and community-based 
health services. The responsibility for professional education is a federal responsibility, while some 
responsibility of training is delegated to cantonal bodies. The authorisation and monitoring of pharma-
ceuticals are delegated to an independent federal authority, Swissmedic.  

The federal Parliament approves the budget for the federal contribution to subsidies for compulsory 
insurance premiums, every four years. It has an annual process of budget setting for federal disease 
prevention activities and health promotion programmes and for the federal health administration.  
Cantonal parliaments approve budgets annually for the cantonal contribution to compulsory health 
insurance premiums subsidies, prevention programmes, and subsidies to public and private cantonal 
hospitals. In some cantons budgets are also set for inpatient and outpatient care for the elderly, 
physically and mentally handicapped people within their canton. These budgets include also transfer 
payments for treatment provided for special reasons in cantons other than the one where the patient is 
registered. 
Municipalities or associations of municipalities also approve budgets for subsidies to inpatient and 
outpatient care for elderly, physically and mentally handicapped people and for disease prevention and 
health promotion programmes within their municipalities. All these budgets are indicative budgets rather 
than hard budgets. 

The Federal Health Insurance Law (LAMal), which has been in force since the 1st of January 1996, 
introduced compulsory health insurance. The main national player is the Federal Office of Public Health 

166 For this section texts have been selected from: Camenzind 2016, Sturny 2016 



104 
 

(FOPH) supervises the legal application of mandatory Statutory Health Insurance (SHI), authorises 
insurance premiums offered by statutory insurers, and governs statutory coverage (including health 
technology assessment) and the prices of pharmaceuticals. Other cost-control measures are shared 
with cantonal and communal governments. Professional self-regulation has been the traditional 
approach to quality improvement. 
The Federal Department of Home Affairs (FDHA) defines the SHI benefits basket by evaluating whether 
services are effective, appropriate, and cost-effective. It is supported in this task by the FOPH and by 
Swissmedic, the agency for authorisation and supervision of therapeutic products. 
 
 
11.2. Finance system167 
 
Healthcare financing in Switzerland is characterized by the large number of financing bodies. The 
most important third party payers are: (1) sickness funds which run compulsory social health 
insurance by charging citizens a community rating premium (2) the regional governments (cantons), 
which pay subsidies to public-interest hospitals by using general taxation funds (3) private financing – 
which covers private insurance as well as “out of pocket”.  
 
Statutory Health Insurance (SHI) 
SHI is provided by competing non-profit insurers supervised by the Federal Office of Public Health 
(FOPH), which sets levels for premiums offered to cover past, current, and estimated future costs for 
insured individuals in a given region. Funds are redistributed among insurers by a central fund, in 
accordance with a risk equalization scheme adjusted for canton, age, gender, and hospital or nursing 
home stays of more than three days in the previous year. 
 
Insurers are allowed to offer three premiums for defined geographical “premium regions” per canton. 
Within every region, the criteria for variation in premiums are limited to age group, level of deductible, 
and alternative insurance plans (so-called managed care plans with the main characteristic of giving 
up free choice of first medical contact), but variations in premiums among insurers can be significant. 
On average 60 percent of residents opted for basic coverage with a health maintenance organization, 
an independent practice association, or a fee-for-service plan with gatekeeping provisions.  
 
All residents in Switzerland must purchase basic health insurance. Insurance is purchased on an 
individual basis (the insurance policy does not cover dependents) and is not sponsored by employers. 
Residents are legally required to purchase SHI within three months of arrival in Switzerland, which 
then applies retroactively to the arrival date.  
There are virtually no uninsured residents. Temporary non-resident visitors pay for care up front, and 
must claim expenses from any coverage they may hold in their home country. Missing SHI for 
undocumented immigrants remains an unsolved problem, acknowledged by the Swiss Federal 
Council (SFC) which is the highest governing and executive authority. 
 
Individuals have to take up insurance within their canton or residence. Insurers can fix different 
premia in each of the cantons where they operate. Insurers have free choice of provider within a 
canton where they are insured, and can obtain full reimbursement of treatment outside the canton in 
the case of an emergency or when a medically necessary treatment is not available in their canton. 
 
Community rating premia: each insurer fixes competitively the premium charged and premia are the 
same for all its insured (insurers cannot adjust premia to the perceived risk of individual insured). 
Premia are not earnings-related, the poor pay the same premia as the rich. 
 
The benefits covered by mandatory health insurance are defined by the LAMal and relating rules. 
They include health services and medical goods needed to diagnose and treat sickness. According to 
the LAMal, benefits covered must be effective, appropriate and efficient. 
 
Compulsory health insurance is provided by multiple and competing insurers that are authorised to 
offer such cover. Insurers must provide this cover separately from other activities (e.g. voluntary 
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health insurance), cannot make profits on this branch of their operations, and are subject to regulatory 
and surveillance requirements. Insurers can have different juridical status, but must practice 
mandatory insurance according to the principle of “mutuality”. While both commercial health insurers 
and sickness funds can become LAMal-insurer, so far there have been no cases of commercial health 
insurers asking for authorisation to provide basic cover. Cantons are responsible for checking 
individual affiliation to the basic health insurance and can automatically insure all individuals who 
have not done so by themselves (automatic enrolment is carried out by the cantonal authority). 
 
As far as social sickness insurance is concerned, the insurers are supervised by the Federal Office of 
Public Health, while complementary insurance is supervised by the Federal Office for Private 
Insurance. The Federal Office of Public Health is responsible for ensuring that insurers apply the law 
and comply with its provisions. In order to do this, it may issue them with general instructions, ask 
them for additional information and documents as it deems necessary in order to evaluate the 
situation, and intervene on the ground if necessary. The Federal Office of Public Health is also 
responsible for supervising the financial position of sickness insurers. In connection with this function, 
sickness insurers must provide the Federal Office of Public Health with their reports, budgets and 
annual accounts, as well as their premium rates for the following year. These rates are not effective 
unless they have been validated.  
 
Open enrolment and free choice of insurer: The entire population is guaranteed a free choice of 
insurance provider for mandatory health insurance, and insurance companies are not allowed for any 
reason to refuse an individual’s application. Individuals have the freedom to choose and switch 
insurers (twice a year) in their canton, subject to some timing rules.  
 
Risk-equalization: A risk-equalization system attempts to compensate insurance companies for 
differences in costs arising from variation in their risk structures. The risk adjustment formula includes 
adjustors for age and sex. There are 30 risk groups in each canton: 15 age cohorts, each divided by 
gender. Children below 19 years of age are completely exempt from risk adjustment. The risk 
adjustment scheme is calculated separately in the 26 cantons. The premiums are different between 
cantons and there are no regional redistributions of funds. 
In 2017 the following risk adjustors were included: 

For people whose pharmaceutical cost didn’t exceed €4,300 in the previous year 

• age and gender (30 groups) 

• minimum of 3 inpatient nights in the previous year (yes or no) 

•  60 groups 
For people whose pharmaceutical cost exceeded €4,300 in the previous year 

•  minimum of 3 inpatient nights in the previous year (yes or no) 

•  2 groups 
So the total is 62 groups per canton, or 1,612 groups in the whole country. The subsidies are 
calculated separately in each canton by a cell based approach. 
 
In 2020, the threshold “pharmaceutical cost €4,300 will be abolished, and PCGs will be introduced. It 
would not be feasible to calculate PCG subsidies in each region, so these subsidies are calculated 
nationwide and will be added to the subsidies based on age, gender and prior hospitalisation (which 
are still calculated regionally). 
There are no ex post compensations however, cantons pay about half the cost for inpatient care. 
These payments are not related to risk adjustment at the moment and they mostly exist for historical 
reasons. 
 
Special forms of insurance: Individuals can choose special forms of health insurance offered by their 
LAMal insurer. These insurance products enable individuals to benefit from premia reductions in 
exchange for restrictions on the conditions of ordinary cover. Two of these special insurance types 
(insurance with higher deductibles and bonus insurance) entail higher financial risk for the insured.  
In the Insurance with bonus, the insured may obtain progressive reductions on the premium for each 
year in which no claim on reimbursement is made from the insurer; the initial premium is 10% higher 
than the standard premium, and the discount may be as much as 45% of the initial premium at the 
end of five years. This insurance must be taken out for a period of at least five years.  
A third type of special insurance involves the insured accepting a limited choice of providers (Health 
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Maintenance Organization, gatekeeping insurance). The premium is correspondingly lower, as the 
insured is giving up his right to choose his doctor and hospital freely (except in emergencies).  
For the particular health insurance forms (HMO, PPO, Insurance with bonus), depending on the 
cantons, the percentage of the population who selected one of these alternative insurance forms with 
restricted freedom of choice varies between 0.3% (in Canton Uri) and 27.5% (in Canton Thurgau), 
reaching a percentage share of slightly less than 7.6% of the adult population on a national level. 
Managed care and quality competition are allowed but are still not very common in Switzerland.  
 
Subsidies to low income individuals and family: Cantons pay means-tested subsidies to eligible low- 
income individuals and families in an attempt to mitigate the regressive effects of non-income-related 
premia. These subsidies are co-financed by the confederation.  
 
Health promotion: The role of the insurers is not restricted to reimbursing the cost of services provided 
to insured persons. They also work together with the cantons to encourage health promotion. Insurers 
and cantons operate a joint body whose aim is to promote, co-ordinate and evaluate steps aimed at 
promoting good health and preventing illness.  
 
Voluntary Health Insurance (VHI) 
The services not covered by mandatory health insurance can be funded by voluntary health 
insurance, of which the premiums are risk-related. There exist different supplementary health 
insurance policies. The most popular policies are those that allow free choice of a hospital, of a 
certain doctor within a hospital and cover for superior inpatient accommodation and full 
reimbursement in the whole of Switzerland.  
VHI is regulated by the Swiss Financial Market Supervisory Authority (FINMA). Insurers can vary 
benefit baskets and premiums and can refuse applicants based on medical history. Service prices are 
usually negotiated directly between insurers and providers. Unlike statutory insurers, voluntary 
insurers are for-profit; an insurer will often have a non-profit branch offering SHI and a for-profit 
branch offering VHI. It is illegal for voluntary insurers to base voluntary insurance subscription 
decisions on health information obtained via basic health coverage, but this rule is not easily 
enforced. 
 
Healthcare expenditure in Switzerland is 12.4% of the GDP. Of the total healthcare, expenditure is 
22% financed out of taxes, social insurance contributions (NHI) accounts for 42%, out-of-pocket 
payments for 28%, private insurance for 7% and other sources 1% (OECD Health Statistics 2017).  
 
Switzerland: Healthcare expenditure 

Healthcare expenditure %GDP 12.4% 

Healthcare expenditure by type of financing: 
- Government schemes:  
- Compulsory NHI 
- Out-of-pocket 
- Voluntary NHI 
- Other 

 
22% 
42% 
28% 
  7%  
  1% 

OECD Health Statistics 2017 
 
 
11.3. Benefit package and co-payments168 
 
The basic benefit package and therefore the services covered by the social health insurance are 
defined in law. SHI covers most general practitioner (GP) and specialist services, as well as an 
extensive list of pharmaceuticals, medical devices, home health care (called Spitex), physiotherapy (if 
prescribed), and some preventive measures, including the costs of selected vaccinations, selected 
general health examinations, and screenings for early detection of disease among certain risk groups 
(e.g., one mammogram per year for women with a family history of breast cancer). 
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Hospital services are also covered by SHI, but highly subsidized by cantons. Care for mental illness is 
covered if provided by certified physicians. The services of nonmedical professionals (e.g., 
psychotherapy by psychologists) are covered only if prescribed by a qualified medical doctor and 
provided in his or her practice. SHI covers only “medically necessary” services in long-term care. The 
FOPH and Swiss Conference of Cantonal Health Ministers aim to eliminate the gaps in financing of 
hospice care. Dental care is largely excluded from SHI, as are glasses and contact lenses for adults 
(unless medically necessary), but these are covered for children up to 18 years. 
 
Whenever coverage for a specific service is contested, an expert commission examines the case and 
voices a recommendation for or against coverage. The Federal Department of Home Affairs takes the 
final decisions, and publishes them in a special list. Certain benefits are subject to compulsory 
coverage for a limited period and under specific conditions, pending the results of relevant studies 
(complementary medical treatment, for example) allowing for a definitive decision. 
Those healthcare professionals providing services prescribed by physicians and who fulfil the 
requirements pursuant to the Health Insurance Ordinance (physiotherapists, occupational therapists, 
outpatient services, nutrition counselling, diabetes counselling, speech therapists, pharmacists), are 
reimbursed to the extent specified in the Health Care Benefits Ordinance (Krankenpflege-
Leistungsverordnung KLV). 
 
Cost-sharing 
Within the ambit of mandatory health insurance the insured participate in the costs of the services 
given them with an annual lump-sum, called deductible, at present fixed at €300 for adults and a zero 
deductible for children up to the age of 18, although insured persons may opt for a higher deductible 
(up to €2,300 for adults and €500 for children) and a lower premium. 
 
Insured persons pay 10% coinsurance above deductibles for all services (including GP consultations), 
but it is capped at €600 for adults and €300 for children up to 18 in a given year. For brand-name 
drugs with a generic alternative, 20% instead of 10% coinsurance is charged. For hospital stays, there 
is an additional charge of €10 per inpatient day.  
Most of out-of-pocket payments for services not covered by insurance are for dentistry and long-term 
care. Maternity care and some preventive services are fully covered and thus exempt from 
deductibles, coinsurance, and co-payments. Children or young adults in school (up to the age of 25) 
do not pay co-payments for inpatient care. 
Federal government and cantons provide income-based subsidies to individuals or households to 
cover SHI premiums; income thresholds vary widely by canton.  
Providers are not allowed to charge prices more than SHI will reimburse. 
 
 
11.4. Pharmaceuticals169 
 
Swissmedic, the Swiss Agency for Therapeutic Products, (established in 2002) is responsible for 
registration and market-entry authorisation for pharmaceuticals and medical devices. The Agency 
replaced the previous Inter-cantonal Office for the Control of Medicines. Swissmedic assesses and 
certifies that drugs and medical devices put on the Swiss market are high-quality, safe and effective. 
Product reviews require on average six to eight months, and a fast-track procedure (three to five 
months) exists for treatments against life-threatening conditions, those for which no satisfactory 
therapy is available, and drugs having high therapeutic value. Reviews are repeated five years after 
the date of entry into the Swiss market.  
 
Following granting of market authorisation, the manufacturer can apply for inclusion of the drug in the 
list of reimbursed products to the Federal Office of Public Health which decides whether a drug is 
eligible for reimbursement, as well as the maximum reimbursement price under the LAMal. It also 
determines which laboratory analyses and investigations or medical devices and medical aids are 
covered by the compulsory health insurance. Only pharmaceuticals included in a positive drug list by 
the Federal Office of Public Health (the so-called ‘specialty list’) are reimbursable for mandatory 
health insurance. The list shows two different prices for each pharmaceutical: a retail public price, 
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corresponding to the level reimbursed by the LAMal (before cost-sharing deductions) and inclusive of 
a 2.4% VAT; and a manufacturer’s selling price. Non-reimbursed drugs are not subject to price 
controls, although the Price Surveillance Authority is responsible for ensuring ‘reasonable’ prices. This 
lists and the prices are adapted and updated regularly. Examinations take place at four different 
points in time: upon the drug’s listing on the ‘specialty list’; two years after market entry; seven years 
after market entry if there were any new indications admitted( extension); and finally upon expiration 
of the patent or after 15 years of listing in the reimbursement catalogue. On this occasion, the price of 
the drug is aligned to the average price in the four reference countries. Prices of generics are required 
to be at least 30% lower than those for innovative drugs at market entry (basis: ex-factory prices). 
After 24 months, generic’s prices should still be 15% cheaper than the original products. Once a drug 
has been included in the ‘specialty list’, insurers reimburse the price of the drug, minus the required 
patient cost-sharing (deductibles and co-insurance).  
 
Over-the-counter drugs are divided into three categories: those which can only be sold in pharmacies 
(list C), those which can be sold in pharmacies and drugstores (list D) and those which can be sold 
anywhere (list E). About 55% of medicines in Switzerland are sold through pharmacies. The other 
distribution channels are dispensing doctors (about 23%), hospitals (about 19%) and drugstores 
(about 3%). The cantons decide whether doctors have the right to sell pharmaceuticals or not (so-
called dispensing doctors). There are no restrictions on dispensing doctors in 13 of the cantons.  
 
Switzerland: Expenditure retail pharmaceuticals by type of financing 

- Government & compulsory schemes: 
- Voluntary HI 
- Out-of-pocket 
- Other 

54.8% 
  5.1% 
40.1% 
  0.0% 

OECD Health Statistics 2017 
 
 
11.5. Primary care and hospitals170 
 
Primary care 
Registering with a GP is not required. People not enrolled in managed care plans generally have free 
choice among self-employed GPs but they have also direct access to specialist and hospital services.  
Although there is no gate-keeping system, most individuals seem to have a regular or family doctor. 
An exemption concerns the patients holding special insurance policies limiting the choice of providers. 
These individuals agree to use only certain designated providers from Health Maintenance 
Organizations (HMOs), a family-doctor gate-keeping scheme, Independent Practice Associations 
(IPAs), Preferred Provider Organizations (PPOs) or similar managed care arrangements in exchange 
for premium reductions on their basic health insurance policy.  
 
Approximately 40% of doctors in the outpatient care were classified as GPs and about 60% of doctors 
were classified as specialists. Apart from scale-of-charge measures, there are no specific financial 
incentives for GPs to take care of chronically ill patients, and no concrete reforming efforts are 
underway to engage GPs in “bundled payments” for chronic patients (e.g., diabetics). Primary (and 
specialist) care tends to be physician-centred, with nurses and other health professionals playing a 
relatively small role. About 60% of physicians are in solo practice. 
 
Residents have free access (without referral) to specialists unless enrolled in a gatekeeping managed 
care plan. Specialist practices tend to be concentrated in urban areas and within proximity of acute-
care hospitals. The public health system allows specialists to see MHI patients as well as private 
patients171. 
 
Apart from some managed care plans, in which physician groups are paid through capitation, 
ambulatory physicians (including GPs and specialists) are paid according to a national fee-for-service 
scale (TARMED). While billing above the fee schedule is not permitted, TARMED offers some 
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incentives for less resource-intensive forms of care. These incentives, however, are criticised by GPs 
as insufficient for provision of such services as home visits, after-hours care, and coordinating and 
communicating with chronically ill patients. In response, the SFC decided to slightly increase 
remuneration for consultations in primary care, while remuneration for some more technical services 
(such as computer tomography) has been slightly reduced172.  
 
The ambulatory services provided by general practitioner and in the hospitals as outpatient or short stay 
inpatient (one night or less) are paid for under a fee-for-service payment system. This is also the primary 
means of remuneration for other self-employed health professionals (such as nurses, dentists, 
midwives, physiotherapists). Individuals usually pay providers directly and are later reimbursed by 
insurers.  
Doctors treating patients who have chosen a LAMal-policy with limited choice of provider are paid 
differently depending on the specific managed-care model. In the case of HMOs, doctors are paid a 
salary whereas the HMO is financed by capitation and can contract with different insurers. In the case of 
group practices with budgetary responsibility (IPA-type managed care) individual doctors are paid on a 
fee-for-service basis.  
A global budget, which is calculated on the basis of the prospective costs per group insured persons, 
may be agreed between the IPA and their insurance partners. When the actual costs of treating insured 
patients is less than the budget, the surplus is shared among participating doctors. Similarly, doctors 
participating in ‘gate-keeping’ arrangements, are paid fee-for-service and may receive a share of the 
benefits gained by the network.  
 
Within social insurance schemes, all medical and medical-related professions of the ambulatory sector 
have a nationally agreed tariff structure that sets the relative weight of the different services provided. 
These relative weights have been negotiated between the relevant professional associations and 
insurers and a certain number of points are attributed to each service. For example, medical fees have 
been based on such a unified relative tariff system (TARMED). The TARMED specifies the resource-
based points for each type of medical treatment. It is also used as the basis for setting tariffs for out-
patient services delivered by hospitals. For LAMal-insurers, national agreements over the value of the 
‘point’ exist for dentist and dieticians however, in the case of medical fees the value ‘point’ is collectively 
negotiated between the cantonal associations of insurers and providers, and thus the value of the ‘point’ 
can reflect the differences in salaries and prices across cantons. Similar canton-based agreements exist 
for chiropractors, ergo therapists, nurses and physiotherapists. Outside the LAMal, providers set their 
prices freely, although usually on the basis of the nationally agreed point structure. 
 
Hospitals 
There are public, publicly subsidized and private hospitals in Switzerland. The public hospitals may be 
operated by the canton in which they are located, associations of municipalities, individual 
municipalities or independent foundations. Most emergency services are delivered by public hospitals.  
 
Private hospitals can be either for-profit or not-for-profit. Private facilities, representing about one fifth 
of overall hospital beds, generally provide simple surgical treatments, day-care and elective surgery. 
However a few centres also offer highly specialised care.  
Private hospitals do not receive any state subsidies but are financed solely by payments made by 
health insurance companies and patients. Private hospitals included in the cantons’ hospital list can 
be reimbursed under compulsory health insurance.  
 
Highly complex and highly specialized treatment is provided by five university hospitals, some large 
cantonal hospitals, and, in certain areas, private clinics operating with or without subsidies.  
The politicians want to concentrate this type of care in a few centres of excellence.  
 
Mostly self-employed specialists can schedule appointments in public hospitals with both SHI and 
private patients. 
 
Under the LAMal, cantons have been made explicitly responsible for hospital planning and funding, 
and are legally bound to coordinate plans with other cantons. Such plans are supposed to organise 
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the capacity and structure of hospital supply on the basis of population needs and cost-control 
targets. All public hospitals and a share of private hospitals have been included in the planning 
process. These hospitals are included in a cantonal list that gives them the right to claim insurance 
reimbursement for services covered by mandatory insurance however, there are no specific criteria or 
methods for inclusion in the list, although cantons have agreed on a set of common 
recommendations. The introduction in 2012 of free movement of patients between cantons under the 
diagnosis-related group (DRG) system has reduced cantonal fragmentation. Cantonal subsidies cover 
the cost of investment, training and research, and a share of the running costs for LAMal-covered 
treatments delivered in shared rooms. About three in five hospitals receive cantonal subsidies173. The 
obligation to set up hospital plans does not extend to cross-cantonal agreements to co-ordinate 
supply174.  
 
For services covered by SHI and billed through a national DRG payment system, hospitals receive 
around half (45%–55%) of their funding from insurers175. The other half is covered by cantons and 
communes, or, in case of additional services, by private health insurance176.  
Remuneration mechanisms depend on insurance contracts; as a consequence, fee-for-service is still 
possible for inpatient services not covered under SHI. Hospital-based physicians are normally paid a 
salary, and public-hospital physicians can receive extra payments for seeing privately insured 
patients. 
 
Like ambulatory services, in-patient hospital tariffs for services covered by social insurance schemes 
are negotiated between provider associations and insurers. The tariff can differ across social 
insurance schemes. 
 
After-hour care 
Cantons are responsible for after-hours care. They delegate those services (fees set by TARMED) to 
cantonal doctors’ associations, which organize care networks in collaboration with their affiliated doctors. 
The networks can include ambulance and rescue services, hospital emergency services, and walk-in 
clinics and telephone advice lines run or contracted by insurers. There is no institutionalized exchange 
of information between these services and GPs’ offices (as people are not required to register). 
 
Long-term care and social supports 
Services are provided for inpatient care (in nursing homes and institutions for disabled and chronically ill 
persons) and for outpatient care through Spitex (spitalexterne Hilfe und Plege, general name for home 
care). In some cases admission is possible only through a hospital or by approval from an admission 
authority. Palliative care provided in hospitals, in nursing homes, in hospices, or at home is not regulated 
separately in SHI, so coverage of services is similar to acute services in the respective provider setting. 
There is no provision of individual or personal budgets for patients to organize their own services. 
Inpatient long-term somatic and mental services are covered by SHI, but are highly subsidized by 
cantons. For services in nursing homes and institutions for disabled and chronically ill persons, SHI pays 
a fixed contribution to cover care-related inpatient long-term care costs; the patient pays at most 20% of 
care-related costs that are not covered, and the remaining care-related costs are financed by the canton 
or the commune.  
 
Almost half of total Spitex expenditure is financed by government subsidies (47.5%). SHI and the other 
social insurances covering the cost of medically necessary healthcare at home made up roughly one-
third (30.0%). The rest (22.6%), devoted mainly to support and household services, was paid out-of-
pocket, by old age and disability benefits, by VHI, and by other private funds. There is no legal basis for 
financial support for informal help or family caregivers. Most Spitex organizations are subsidized non-
profit organizations (85% of personnel), while the remaining 15% are nonsubsidized for-profit 
organizations. 
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Switzerland: Expenditure by type of service 

Inpatient care 
Outpatient care 
Long-term care 
Medical goods 
Collective services 

22% 
34% 
19% 
16% 
  9% 

OECD Health Statistics 2017 
 
 
11.6. Recent developments177 
 
The task force ‘Dialogue on National Health Policy’ discusses existing and new approaches to care. The 
national Health2020 agenda includes a comprehensive projection of the priorities of healthcare policy 
until the year 2020. Some of the priorities on the agenda are: 
 
Integration of care 
Care coordination is an issue, particularly in light of a projected lack of providers in the future and the 
need to improve efficiency to increase capacity. The agenda also addresses care coordination, stating 
that integrated healthcare models need to be supported in all areas. Strategies and networks tackling 
emerging areas of importance, like palliative care, dementia, and mental health, have been created to 
improve coordination. They are at the conceptual level, aiming at the practical level to encourage 
different types of health professionals to work together. A growing number of these programs are in 
being developed but pooled funding streams do not exist yet.  
 
Quality of care 
The strategy includes the implementation of a national network for quality and national quality programs 
in fields like medication safety and hospital infections. In 2008, the Swiss Inpatient Quality Indicators 
were introduced to monitor and evaluate the quality of care provided by acute-care hospitals. In addition, 
the National Association for Quality Improvement in Hospitals and Clinics (ANQ) publishes quality 
indicators for hospital inpatient care based on registries or patient surveys. Some registries are the 
result of private initiatives, while others, such as the cantonal cancer registries, are organized by the 
cantons themselves. 
 
Cost containment 
An overview of possible cost-reducing measures (such as coordination of care, compensating systems, 
and highly specialized medicine) is part of the Health2020 agenda. The agenda outlines a need for 
increasing flat-rate remuneration mechanisms and revising existing fee schedules to limit incentives for 
service providers. Also mentioned is the need for greater concentration in sites of highly specialized 
medicine to eliminate inefficiency and duplication in infrastructure systems and to increase the quality of 
health care provision. Swiss-DRG was introduced to contain hospital costs. Inpatient capacity is subject 
to cantonal planning requirements, and there is a “necessity clause for outpatient providers.”  
To control pharmaceutical costs, coverage decisions on all new medicines are subject to evaluation of 
their effectiveness (by Swissmedic) and cost (by the FOPH). Efforts are being made to reassess more 
frequently the prices of older drugs. Depending on national market volume, generics must be sold for 
20% to 50% less than the original brand. In addition to the aforementioned 20% coinsurance for brand-
name drugs, pharmacists are paid flat amounts for prescriptions, so they have no financial incentive to 
dispense more expensive drugs. 
 
The Health2020 strategy outlines important national topics, objectives, and measures for improving the 
quality of life, promoting equal opportunity and self-responsibility, ensuring and enhancing the quality of 
care, and creating more transparency, better governance, and closer coordination. In concrete terms, 
the SFC is pursuing the following 10 priorities in 2016: 

• Adoption of the revised radiation protection regulations 

• A decision on how to proceed with the total revision of the Federal Act on the Genetic Testing 
of Human Beings 

                                                           
177 For this section texts have been selected from: Camenzind 2016, Sturny 2016 
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• Adoption of the national strategy for the prevention of noncommunicable diseases 

• Adoption of the revised regulation of risk adjustment in health insurance 

• Consultation on the modification of the federal law on health insurance for the introduction of a 
reference price system 

• Adoption of resources to create a health technology assessment unit 

• Consultation on revision of the inclusion of complementary medical services in mandatory 
health insurance 

• A decision on the introduction of the federal law on electronic patient records 

• Adoption of the Suicide Prevention Action Plan 

• Adoption of the dispatch on the approval and implementation of the Medicrime Convention of 
the Council of Europe. 

 
 
Local Expert: Alexandre Abate 
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