Hur paverkar systemskiftet tillgangen till
vard och resultaten av vardens insatser?

Bo Burstrom, professor och overlakare i socialmedicin,
Institutionen for Global folkhalsa, Karolinska Institutet



Utmaningar och reformer

Utmaningar

Okad andel &ldre i befolkningen
- fler med multisjuklighet
- behov av integrerad vard

Okad ojamlikhet i hilsa
- geografiska skillnader
- socioekonomiska skillnader

Levnadsvanors betydelse for hdlsa — behov av
halsoframjande och forebyggande arbete

Brist pa vissa yrkesgrupper i varden

Reformer, utveckling

Okad marknadsorientering och konkurrens i varden

Valfrihetsreformer

- primarvard

- specialistsjukvard

- aldreomsorg

Okat antal privata utférare
Privata sjukforsakringar okar
Betoning pa dppenvard

Farre vardplatser

Farre sarskilda boenden for aldre

Inget omradesansvar fér befolkningens halsa i
primarvarden

Ersattningssystemens effekter (?)
- kapitering (ev. viktning)
- besbksersattning



Vad innebar vard pa lika villkor?

e Samma vard for alla? Mer vard at vissa?

* Horisontell och vertikal aspekt
- likar ska behandlas lika
- graden av behov ska styra prioritering
- storre behov framfor mindre behov

e Vad ar "behov”?

e Hur mater vi "behov”?



Indikatorer pa behov

 Sjuklighet
- registrerade diagnoser
- multisjuklighet

e Halsotillstand
- sjalvskattad halsa
- EQ-5D index

 Sammansatta index (baserade pa vissa registrerade diagnoser)
* Viktigt att ta hansyn till behov vid analyser av vardkonsumtion!

(Forvantade gradienter efter alder, kon, socioekonomisk grupp)
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Vardutnyttjande
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Sjukvardens uppgift och “vard pa lika villkor”

Ekonomi, kulturella
faktorer, bemdtande

Halsans v

bestamnings- — Hals0- . Behov —  Efterfrigan —» Vard-
faktorer tillstand 1 H 1 konjumtlon
T!IIgang till Hilso-
vard - utbud
utfall

Burstrom, 2009



Skillnader i halsa och behov av vard mellan
geografiska omraden

* Beror framfor allt pa skillnader i befolknings-
sammansattning avseende socioekonomiska faktorer

(utbildningsniva, sysselsattning, inkomst)

 Omradets karaktar (fysisk och social miljo) kan ocksa

bidra, t.ex

- Trygghet

- Tillgang till gronomraden, motesplatser
- Service, kommunikationer



Samre halsa i utsatta omraden (Storstadssatsningen)

e Samre forutsattningar
- livsvillkor (arbetsloshet, ekonomi)
- levnadsvanor (rokning, stillasittande)

e Samre sjalvrapporterad halsa, mer sjuklighet

* Hogre sjuklighet i folksjukdomar
- tidigare alder for insjuknande
- storre sjukdomsborda

e Storre behov av halso- och sjukvard



Diabetesforekomst efter alder, kvinnor 2011.
Storstadssatsningens omraden och 6vriga Stockholms lan
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Forekomsten av diabetes bland kvinnor ar 2011 uppdelat pa omrade och alder
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Olika matt pa behov av vard vid resursférdelning

* Besoksersattning
» Kapitering (listningsersattning)

- viktad efter socioekonomi och demografiska faktorer (Care Need
Index, CNI)

- viktad efter sjuklighet (Adjusted Clinical Groups, ACG)

* Hur hanteras “unmet needs” — att ha behovt men inte sokt vard?



Behovsbaserad resursférdelning — sammanvagning av
alder och omradets socioekonomiska vikt

* Fore Vardval Stockholm: behovsbaserad
spridning i resurser mellan mottagningar,
enligt omradets socioekonomiska vikt.

* Vardval Stockholm 2008: ingen
socioekonomisk viktning, ”lika villkor for
vardgivare”. Ingen skillnad mellan
omraden. Besdksersattning.

* Sedan 2016 6kning och viss viktning av
kapiteringsersattning enligt CNI och ACG,
men inte i paritet med skillnader i behov.

Fordelning vs genomsnittet
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Hadlsoframjande/forebyggande insatser

Hilsofrimjande/
forebyggande insatser
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Exempel pa studier av effekter av
Vardvalsreformen
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effekter pa besok

(2015 Equity impact of a choice reform and @
change in reimbursement system in
primary care in Stockholm County Council

Janne Agerhalm'™, Daniel Bruce'”, Antanio Ponce de Lean'?” and Bo Burstram'?

« Okning av antal besék

* Mindre 6kning bland de med kronisk
sjukdom och samre halsa

* Mindre 6kning i utsatta omraden Abstract
Background: In 2008 reforms were introduced in primary care in Stockholm County Coundil to increase patient
i Mlnd re Oknlng bla nd de med storre choice These reforms included changes o the reimbursement system from one that was primarily based on

need-weighted capitation system (75 %) to a system largely based on feefor-service (80 %) and freedom of
establishment of primary care clinics. The new reimbursement system created incentives for producing many visits
and additional primary care clinics wene established, particularly inareas that were already well served. This study
analyses if and how the choice reform and change of reimbursement system has affected equity in primary care
consumption by investigating whether the increase in visits reflects levels of need and to what extent the reform
have affectad equity in haalth care batween araas.

Methods: Cross-sectional data from the public health survey in Stockholm County 2006 (n=34.707) and 2010
[(n=30,767) werz linked to individual register data on socio-demographic characternstics and health care wtiliztion
in 2007 and 2001 1. Information on sef-reported health status and disability pension was used as indicators of need
of health care. Negative binomial regression was wsed to analyse the differences in GP visits between the two years.
Results: The total number of visits to GPs increased by 45 % from 2007 to 2011 and the propartion visiting a GP
increased by 17 %, Both men and women reporting poor mental health and women with limiting longstanding
illness and poor selfrated health had significantly smaller increase in number of visits than healthy women and

men. Men with poor health status living in disadvantaged areas had a smaller increase than men with poor health
status living in ather areas of Stockholm County.

behov

Conclusions: The reform did not particulady benefit those with greater health care needs, and there are indications
of a negative impact on equity in primary care after the introduction of the reform There were signs of a lesser
increase in total number of visits to GPs among those with poor mental health, amang women with poor self-rated
health and limiting longstanding iliness, and among men living in disadvantaged areas.

Keywords: Primary health care, Equity, Health care utilizmtion, Health care reform, Area differences




Ersattningssystem
och vard pa lika
villkor (2016)

Liten vetenskaplig evidens om hur
ersattningssystem paverkar jamlikhet i
vardutnyttjande och kvalitet

Kapitering kan oka tillganglighet och
minska undvikbara inlaggningar

Svart att jamfora ersattningssystem som
tillampas i olika halso- och
sjukvardssystem

Behovsbaserad resursfordelning kan
minska atgardbar dodlighet

ot s e BMC Health Services Research

The impact of reimbursement systems on e
equity in access and quality of primary
care: A systematic literature review

Wenjing Tao'*", Janne Agerholm'~ and Bo Burstrém'~

Abstract

Background: Reimbursement systems provide incentives to health care providers and may drive physician
behaviour. This review assesses the impact of reimbursement system on socioeconomic and racial inequalities in
access, utilization and quality of primary care.

Methods: A systematic search was performed in Web of Science and PubMed for English language studies
published between 1980 and 2013, supplemented by reference tracking. Articles were selected based on inclusion
criteria, and data extraction and critical appraisal were performed by two authors independently. Data

synthesized in a narrative manner and categorized according to study outcome and reimbursement system.
Results: Twenty seven articles, mostly from the United States and United Kingdom, were included in the data
synthesis. Reimbursement systems seem to have limited effect on socioeconomic and racial inequity in access,
utilization and quality of primary care. Capitation might have a more beneficial impact s 10
primary care and number of ambulatory care sensitive admissions than fee-for-service, b
satisfaction.

Pay-for-performance had little or no impact on sociceconomic and racial inequity in the management of diabetes,
cardiovascular diseases, chronic obstructive pulmonary disease, and preventive services.

Conclusion: We found little scientific evidence supporting an association between reimbursement system and
socioeconomic or racial inequity in access, utilization and quality of primary care. Overall, few studies addressed this



Vardvalsreformen —

jamlikhetsaspekter
(2017)

Okning av antal besék — mer bland de
med hogre inkomst

Mer etableringar i stader, mer valbargade
omraden

Forsvarat integrerad vard for de med
storre behov

Resursfordelning mindre kopplat till
behov, mer till lokalisering, patienters
val och efterfragan pa vard

Burstrdm et of. International Journal for Equity in Heafth (2017) 16:29 .
DOl 10.1186/512939-017-0524-z Internatlonaljournal for

Equity in Health

RESEARCH Open Access

Equity aspects of the Primary Health Care ~ ®=
Choice Reform in Sweden - a scoping
review

Bo Burstrdm ', Kristina Burstrém 2, Gunnar Nilsson®, Géran Tomson™, Margaret Whitehead'” and Ulrika Winblad®

Abstract

Background: Good health and equal health care are the cornerstones of the Swedish Health and Medical Service
Act. Recent studlies show that the average level of health, measured as longevity, improves in Sweden, however,
social inequalities in health remain a major issue. An important issue is how health care services can contribute to
reducing inequalities in health, and the impact of a recent Primary Health Care {PHC) Choice Reform in this respect.
This paper presents the findings of a review of the existing evidence on impacts of these reforms.

Methods: We reviewed the published accounts {reports and scientific articles) which reported on the impact of the
Swedish PHC Choice Reform of 2010 and changes in reimbursement systems, using Donabedian’s framework for
assessing quality of care in terms of structure, process and outcomes.

Results: Since 2010, over 270 new private PHC practices operating for profit have been established throughout the
country. Cne study found that the new establishments had primarily located in the largest cities and urban areas, in
socioeconomically more advantaged populations. Another study, adjusting for sodioeconomic composition found
minar differences. The number of visits to PHC doctors has increased, more so among those with lesser needs of
health care. The reform has had a negative impact on the provision of services for persons with complex needs.
Opinions of doctors and staff in PHC are mixed, many state that persons with lesser needs are prioritized. Patient
satisfaction is largely unchanged. The impact of PHC on population health may be reduced.

Conclusions: The PHC Choice Refarm increased the awerage number of visits, but particularly among those in more
affluert groups and with lower health care needs, and has made integrated care for those with complex needs more
difficult. Resource allocation to PHC has become more dependent on provider location, patient choice and demand,
and less on need of care. On the available evidence, the PHC Choice Reform may have damaged equity of primary
health care provision, contrary to the tenets of the Swedish Health and Medical Service Act. This situation needs to be
carefully monitored.

Keywords: Equity, Inequalities, Health care need, Primary Health Care Choice Reform, Quality of care, Reimbursement



Primarvardslakares
syn pa
ersattningssystem
(2021

* Lakare paverkas av ersattningssystemens
utformning

* Besoksersattning => kortare besok av friskare
patienter

* Ersattning som viktas med diagnoskoder
(ACG) kan manipuleras

The cumrent Esue and full fxt archive of this jourmalis availkble o Emerald Insght at
https:faana emerald. comfinsight! 1477 -72 668 him

Money matters — primary care
y y
providers’ perceptions of

payment incentives

Sofie Vengberg and Mio Fredriksson

Deparbment of Public Health and Coaring Sciences, Ubpsala Usiversity,
Uippsala, Sweden
Bo Burstriom

Department of (obal Public Health, Karolinska institutef, Stockhobn, Sweden
Kristma Burstrim
Depurrtment of Learmang, Informatics, Management and Ethes, K arobnska Insifutet,
Stockholm, Sweden, and
Ulrika Winblad

Department of Public Health and Caring Sciences, Ubpsala University,

Upprsala, Sweden

Abstract

Purpose — Payments to healthcare providers create incentives that can influence provider behawviowr.
Research on unit-level incentives in primany care is, however, scarce. This paper excamines hoss man agers and
salaried physicians at Swedish primary healthear centres perceiv e that payment incentives directed towands
the healthcare centre affect ther worle

Designimethodologylapproach — An interview stdy was omducted with 24 respondents &t 13 primary
heal theare centres, in two cities, lncated in regions with different payment systems. Une had a mixed system
comprised of fee-for-service and risk-adjusted capitation payments, and the other a mainly risk-adjusted
CHpi tation system.

Findings — Findings sugpested that hoth managers and salaried phys icians were aware of and adapted 1o
umit-level payment incentives, albeit the latter sometimes to & lesser extent. Respondents perceived fee-fior-
sErvice payments to stimulate production of shorter visits, up-ooding of visits and skimming of healthier
patients. Results ako sugpested that differentiated rates for patient visits af fected harisontal priaritisations
betwesn physician and nurse visits. Respondents perceived that risk-adjestments for disgnosss led to a focus
on registering diagnoeis codes, and to some extent, aleo up-ooding of secondary dignoses.

Practical implications — Policymakers and responsible autharities nesd to design pay ment systens
carefully, halancing different ncentives and omns iderng how and from wheme data used tocakoulate paymen ts
are retrieved, not relying too heavily on data supplied by providers.

Original ityfaloe — This study contriboates evidence on undtlevel payment incentives In primary care, a
scarcely ressarched topic, especially using qualitative methods.

Heywords Primary care, Sweden, (P, Incen tives, Payments, Interview stdy
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Hur kan man bidra till vard pa lika villkor?

 Bra lokalt utbud av vard
- lokalisering efter behov
- narhet => 6kad tillgang till vard

e Resursfordelning efter behov
- mellan mottagningar
- mellan patienter (ex tid till tolk)

* Mera utatriktad/uppsdkande vard
- efterfragan ej alltid samma som behov



