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Introduction

The compulsory healthcare insurance in Switzerland entails a deductible system,
for which all insurees older than 25 have to share the costs of their annual treat-
ments up to a chosen deductible (300 CHF to 2500 CHF).

On one hand, the introduction of this type of contracts has been hailed as a use-
ful tool to increase efficiency in markets through demand-side cost sharing [1].
On the other hand, cost-sharing contracts have been described as harmful due to
an incentive to delay care [2] and the fact that moral hazard incentives are still
present after exceeding the deductible [4]. Supply side structures could facilitate
this etfect by providing easier access to healthcare services [3].

This study presents two core contributions. The first is to determine the presence
of demand-side induced overuse of healthcare services as influenced by exceed-
ing the deductible in Switzerland. The second is to isolate the etfect of supply
structures as mediators of such overuse.

Methodology
Data

Data source: Anonymised insuree data from Swiss health insurer receipts.
Inclusion criteria: Insurees with healthcare expenses higher than their deductible
in 2018, enrolled in the compulsory health insurance during 2017, 2018 and 2019,
older than 25, and not giving birth in 2017, 2018, or 2019.

Year of interest: 2018.

Variables: The anonymised billing data contains the following information for
each receipt and each insuree: date of treatment, date of receipt, amount in CHF,
tariff used to bill the item, tariff code, age, nationality, place of living, deductible
group, premium reduction, pharmaceutical cost group codes. Furthermore, we
extracted information on the number of medical specialists by medical specialty
and by postal code.

Empirical strategy

1. Run Fixed etfects models
* Input:
—Dependent Variable: Weekly Healthcare expenses
—Independent Variables: Constant Variables and Time-varying variables
e Qutput: Residuals

2. Run Regression Discontinuity in Time (RDiT) models:
€t = Po+ Dt + Tiljo<i—T>12) T Ut (1)
* Input: Residuals on insuree-level
* Output: RDiT parameters for each insuree

3. Aggregate the results by simple mean

e Input: RDiT parameters from all insurees
* Qutput: Mean RDiT parameters

Figure 1 presents an illustration of the three different approaches that were used
to deal with the different treatment cost groups.
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First approach (All)

We considered all health care
expenses (i.e., relative to all

treatment cost groups in the
dataset)

Second approach (Exclude)

Starting from all treatment cost
groups, we excluded health care
expenses relative to SwissDRG
codes & other selected tariffs (top-
down)

- 1 extra model:

Excluded codes:

»  SwissDRG: 10, 11

» Inpatient: 12, 26, 27, 960, 910, 920, 930
« Rehabilitation: 20

« Dialysis: 471, 500

« S5VK: 501, 502

« Diabetes: 511, 515, 516

»  Oncology:512

» Stoma: 513

~~

Additional analysis:

Patients sub groups:
— Retired (265)

— 0, 1, 2+ chronic illnesses (PCGs)

— Low income (premium reduction)

Third approach (Include)

Starting from no treatment cost groups,
we included selected TARMED codes
and tariffs (bottom-up)

- 13 extra models:

1. Basic: 00.01, 00.02, 00.03, 00.04

2. Dermatology: 04.01

3. HNO:10.00, 10.0100, 11.00, 12.00

4.  Respiratory: 15.00, 15.01, 15.03, 15.04, 15.05, 15.06
5. Heart: 17.00, 17.01, 17.02, 17.03, 17.04, 17.05, 17.06
6. Gastrointestinal:19

7. Muskoloskeletal: 24.01, 24.02

8. Paintherapy: 29

9. Imaging:39

10. Physiotherapy: 103, 312

11. Chiropractic: 324, 424

12. Ergotherapy: 325, 338

13. Nutrition: 510, 514

~

Additional analysis (sub-RQ):
Supply-side: Low/middle/high

density of medical specialists

Figure 1: Three approaches for the treatment cost groups and additional analyses
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Results

Descriptives

Roughly 60% of insurees overcomes their deductible in one year and the 2500
and 300 deductible groups present the highest cumulative expenses.

Figure 2 shows no clear trend in the timing of the healthcare expenditures, but the
week in which the deductible is exceeded is later for higher deductible groups.
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Figure 2: Average and cumulative mean weekly expenses by deductible level

Regression results

There is a positive difference between the healthcare consumption before and
after reaching the 2500 deductible, however it is not significant (Figure 3).
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Figure 3: Effect of exceeding the deductible on healthcare expenses with the three
approaches (third approach on top, first approach at the bottom)

250 -100-50 -25 -10 -5

We find a consistent result also for the 300 deductible group and by stratify-
ing insurees according to retirement, premium reduction, and number of chronic
illnesses. Supply availability does not explain the increase in consumption.

Discussion and Conclusion

Our results show that, while there is an overall pattern indicating a higher con-
sumption of healthcare resources after exceeding the deductible, this outcome
is insignificant across all specifications of our model. Our findings suggest that
the deductible system as a cost-sharing solution for Switzerland does not create
demand-side financial incentives for the overuse of healthcare resources.
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