Austria

Health Syste

ms in Transition

Vol. 20 No. 3 2018

Health system review

Florian Bachner
Julia Bobek
Katharina Habimana
Joy Ladurner

Lena Lepuschiitz
Herwig Ostermann
Lukas Rainer
Andrea E. Schmidt
Martin Zuba

Wilm Quentin
Juliane Winkelmann

e20

uis

-at
European
Observatory z

on Health Systems and Policies

a partnership hosted by WHO\




Juliane Winkelmann and Wilm Quentin (editors) and Ewout van Ginneken (Series editor)
were responsible for this HiT

Editorial Board

Series editors

Reinhard Busse, Berlin University of Technology, Germany

Josep Figueras, European Observatory on Health Systems and Policies

Martin McKee, London School of Hygiene & Tropical Medicine, United Kingdom
Elias Mossialos, London School of Economics and Political Science, United Kingdom
Ellen Nolte, European Observatory on Health Systems and Policies

Ewout van Ginneken, European Observatory on Health Systems and Policies

Series coordinator
Anna Maresso, European Observatory on Health Systems and Policies

Editorial team

Jonathan Cylus, European Observatory on Health Systems and Policies
Cristina Herndndez-Quevedo, European Observatory on Health Systems and Policies
Marina Karanikolos, European Observatory on Health Systems and Policies
David McDaid, European Observatory on Health Systems and Policies
Sherry Merkur, European Observatory on Health Systems and Policies
Dimitra Panteli, Berlin University of Technology, Germany

Wilm Quentin, Berlin University of Technology, Germany

Bernd Rechel, European Observatory on Health Systems and Policies

Erica Richardson, European Observatory on Health Systems and Policies
Anna Sagan, European Observatory on Health Systems and Policies

Anne Spranger, Berlin University of Technology, Germany

Juliane Winkelmann, Berlin University of Technology, Germany

International advisory board

Tit Albreht, Institute of Public Health, Slovenia

Carlos Alvarez-Dardet Diaz, University of Alicante, Spain

Rifat Atun, Harvard University, United States

Armin Fidler, Management Center Innsbruck

Colleen Flood, University of Toronto, Canada

Péter Gaal, Semmelweis University, Hungary

Unto Hakkinen, National Institute for Health and Welfare, Finland

William Hsiao, Harvard University, United States

Allan Krasnik, University of Copenhagen, Denmark

Joseph Kutzin, World Health Organization

Soonman Kwon, Seoul National University, Republic of Korea

John Lavis, McMaster University, Canada

Vivien Lin, La Trobe University, Australia

Greg Marchildon, University of Regina, Canada

Nata Menabde, World Health Organization

Charles Normand, University of Dublin, Ireland

Robin Osborn, The Commonwealth Fund, United States

Dominique Polton, National Health Insurance Fund for Salaried Staff (CNAMTS), France
Sophia Schlette, Federal Statutory Health Insurance Physicians Association, Germany
Igor Sheiman, Higher School of Economics, Russian Federation

Peter C. Smith, Imperial College, United Kingdom

Wynand P.M.M. van de Ven, Erasmus University, The Netherlands

Witold Zatonski, Marie Sklodowska-Curie Memorial Cancer Centre, Poland



Health Systems
in Transition

Austria
Health System Review 2018

Florian Bachner
Austrian Public Health Institute (GOG)

Julia Bobek
Austrian Public Health Institute (GOG)

Katharina Habimana
Austrian Public Health Institute (GOG)

Joy Ladurner

Austrian Public Health Institute (GOG)
Lena Lepuschiitz

Lukas Rainer

Austrian Public Health Institute (GOG)
Andrea E. Schmidt

Austrian Public Health Institute (GOG)
Martin Zuba

Austrian Public Health Institute (GOG)
Wilm Quentin

European Observatory on
Health Systems and Policies

Austrian Public Health Institute (GOG)

Herwig Ostermann
Austrian Public Health Institute (GOG)

Juliane Winkelmann

European Observatory on
Health Systems and Policies

The European Observatory on Health Systems and Policies supports and promotes evidence-based health
policy-making through comprehensive and rigorous analysis of health systems in Europe. It brings together
a wide range of policy-makers, academics and practitioners to analyse trends in health reform, drawing
on experience from across Europe to illuminate policy issues.

The Observatory is a partnership hosted by the WHO Regional Office for Europe, which includes the
governments of Austria, Belgium, Finland, Ireland, Norway, Slovenia, Sweden, Switzerland, the United
Kingdom, and the Veneto Region of ltaly; the European Commission; the World Bank; UNCAM (French
National Union of Health Insurance Funds); the London School of Economics and Political Science; and
the London School of Hygiene & Tropical Medicine. The Observatory has a secretariat in Brussels and it
has hubs in London (at LSE and LSHTM) and at the Berlin University of Technology.




KEYWORDS:

DELIVERY OF HEALTH CARE

EVALUATION STUDIES

FINANCING, HEALTH

HEALTH CARE REFORM

HEALTH SYSTEM PLANS — organization and administration
AUSTRIA

© World Health Organization 2018 (acting as the host organization for, and secretariat of, the
European Observatory on Health Systems and Policies).

All rights reserved. The European Observatory on Health Systems and Policies welcomes requests for
permission to reproduce or translate its publications, in part or in full.

Please address requests about the publication to:

Publications,

WHO Regional Office for Europe,
UN City,

Marmorvej 51,

DK-2100 Copenhagen @, Denmark

Alternatively, complete an online request form for documentation, health information, or for permission

The views expressed by authors or editors do not necessarily represent the decisions or the stated policies
of the European Observatory on Health Systems and Policies or any of its partners.

The designations employed and the presentation of the material in this publication do not imply the
expression of any opinion whatsoever on the part of the European Observatory on Health Systems and
Policies or any of its partners concerning the legal status of any country, territory, city or area or of its
authorities, or concerning the delimitation of its frontiers or boundaries. Where the designation “country
orarea” appears in the headings of tables, it covers countries, territories, cities, or areas. Dotted lines on
maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are
endorsed or recommended by the European Observatory on Health Systems and Policies in preference to
others of a similar nature that are not mentioned. Errors and omissions excepted, the names of proprietary
products are distinguished by initial capital letters.

The European Observatory on Health Systems and Policies does not warrant that the information contained
in this publication is complete and correct and shall not be liable for any damages incurred as a result
of its use.

Suggested citation:
Bachner F, Bobek J, Habimana K, Ladurner J, Lepuschiitz L, Ostermann H, Rainer L, Schmidt A E, Zuba M,
Quentin W, Winkelmann J. Austria: Health system review. Health Systems in Transition, 2018; 20(3): 1 — 256

Print ISSN 1817-6119 Vol. 20 No. 3
Web ISSN 1817-6127 Vol. 20 No. 3


http://www.euro.who.int/pubrequest

CONTENTS

Preface v
Acknowledgements vii
Glossary of terms and institutions X
List of abbreviations Xvi
List of tables, figures and boxes Xix
Abstract xxiii
Executive summary XXV

1 Introduction 1
1.1 Geography and sociodemography 2
1.2 Economic context 4
1.3 Political context 5
1.4 Health status of the population 8

2 (Organization and governance 16
2.1 Overview of the health system 17
2.2 Historical background 18
2.3 Organization 25
2.4 Decentralization and centralization 35
2.5 Planning 36
2.6 Intersectorality 39
2.7 Health information management 45
2.8 Regulation 49
2.9 Patient empowerment 64
3 Financing 70
3.1 Health expenditure n
3.2 Sources of revenue and financial flows 71
3.3 QOverview of the statutory financing system 80
3.4 Out-of-pocket payments 93

3.5 \obluntary health insurance 98



iv Health Systems in Transition

3.6 Other financing 100
3.7 Payment mechanisms 103
4 Physical and human resources 113
4.1 Physical resources 114
4.2 Human resources 125
5 Provision of services 143
5.1 Public health 144
5.2 Patient pathways 151
5.3 Primary health care and specialized ambulatory care 191
5.4 Inpatient care 156
5.5 Emergency care 160
5.6. Pharmaceutical care 161
5.7 Rehabilitation/intermediate care 165
5.8 Long-term care 167
5.9 Services for informal carers 172
5.10 Palliative care 173
5.11 Mental health care 175
5.12 Dental care 176
5.13 Complementary and alternative medicine 178
5.14 Health services for specific populations 178
6 Principal health reforms 180
6.1 Analysis of recent reforms 181
6.2 Future developments 198
7 Assessment of the health system 200
1.1 Stated objectives of the health system 201
7.2 financial protection and equity in financing 202
1.3 User experience and equity of access to health care 205
1.4 Health outcomes, health service outcomes and quality of care 209
1.5 Health system efficiency 215
1.6 Iransparency and accountability 219
Conclusions 222
Appendices 225
9.1 References 225
9.2 HiT methodology and production process 249
9.3 The review process 252

9.4 About the authors 252



'The Health Systems in Transition (HiT) series consists of country-based
reviews that provide a detailed description of a health system and of reform
and policy initiatives in progress or under development in a specific coun-
try. Each review is produced by country experts in collaboration with the
Observatory’s staff. In order to facilitate comparisons between countries,
reviews are based on a template, which is revised periodically. The template
provides detailed guidelines and specific questions, definitions and examples
needed to compile a report.

HiTs seek to provide relevant information to support policy-makers and
analysts in the development of health systems in Europe. They are building
blocks that can be used:

= to learn in detail about different approaches to the organization,
financing and delivery of health services and the role of the main
actors in health systems;

= to describe the institutional framework, the process, content and
implementation of health-care reform programmes;

= to highlight challenges and areas that require more in-depth
analysis;

= to provide a tool for the dissemination of information on health sys-
tems and the exchange of experiences of reform strategies between
policymakers and analysts in different countries; and

= to assist other researchers in more in-depth comparative health

policy analysis.

Compiling the reviews poses a number of methodological problems. In
many countries, there is relatively little information available on the health
system and the impact of reforms. Due to the lack of a uniform data source,
quantitative data on health services are based on a number of different

sources, including the World Health Organization (WHO) Regional Office
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for Europe’s European Health for All database, data from national statis-
tical offices, Eurostat, the Organisation for Economic Co-operation and
Development (OECD) Health Data, data from the International Monetary
Fund (IMF), the World Bank’s World Development Indicators and any
other relevant sources considered useful by the authors. Data collection
methods and definitions sometimes vary, but typically are consistent within
each separate review.

A standardized review has certain disadvantages because the financing
and delivery of health care differ across countries. However, it also offers
advantages, because it raises similar issues and questions. Hi'Ts can be used
to inform policy-makers about experiences in other countries that may be
relevant to their own national situation. They can also be used to inform
comparative analysis of health systems. This series is an ongoing initiative
and material is updated at regular intervals.

Comments and suggestions for the further development and improve-
ment of the HiT series are most welcome and can be sent to contact@obs.

who.int.


http://contact@obs.who.int
http://contact@obs.who.int
http://www.healthobservatory.eu
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ABSTRACT

'This analysis of the Austrian health system reviews recent developments
in organization and governance, health financing, health care provision,
health reforms and health system performance. Two major reforms
implemented in 2013 and 2017 are among the main issues today. The
central aim of the reforms that put in place a new governance system
was to strengthen coordination and cooperation between different levels
of government and self-governing bodies by promoting joint planning,
decision-making and financing. Yet despite these efforts, the Austrian
health system remains complex and fragmented in its organizational
and financial structure.

The Austrian population has a good level of health. Life expectancy
at birth is above the EU average and low amenable mortality rates indi-
cate that health care is more effective than in most EU countries. Yet,
the number of people dying from cardiovascular diseases and cancer is
high compared to the EU-28 average. Tobacco and alcohol represent the
major health risk factors. Tobacco consumption has not declined over
the last decade like in most other EU countries and lies well above the
EU-28 average.

In terms of performance, the Austrian health system provides good
access to health care services. Austria’s residents report the lowest levels
of unmet needs for medical care across the EU. Virtually all the popu-
lation is covered by social health insurances and enjoys a broad benefit
basket. Yet, rising imbalances between the numbers of contracted and
non-contracted physicians may contribute to social and regional ine-
qualities in accessing care. The Austrian health system is relatively costly.
It has a strong focus on inpatient care as characterized by high hospital
utilization and imbalances in resource allocation between the hospital
and ambulatory care sector. The ongoing reforms therefore aim to bring
down publicly financed health expenditure growth with a global budget
cap and reduce overutilization of hospital care. Efficiency of inpatient
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care has improved over the reform period but the fragmented financing
between the inpatient and ambulatory sector remain a challenge. Current
reforms to strengthen primary health care are an important step to further
shift activities out of the large and costly hospital sector and improve
skill mix within the health workforce.



EXECUTIVE SUMMARY

Introduction

The Federal Republic of Austria is a relatively sparsely populated country with
8.7 million inhabitants. In 2016, Austria’s gross domestic product (GDP)
amounted to €40 000 per capita, placing Austria 6th among EU Member
States. Austria’s overall growing population and labour force and its relatively
low level of unemployment have substantially contributed to the growth of
its domestic economy in the last two decades.

Austria is a parliamentary republic with nine states (Lander). Decision-
making powers are shared between the federal government and the
Linder. Legislative processes primarily take place at the federal level in
the national parliament, which consists of two chambers, the National
Council (Nationalrat) and the Federal Council (Bundesrat). State parliaments
(Landtage) have legislative power at the Landerlevel. A distinctive feature of
the Austrian political system is that formal representatives of employers and
employees (and other interest groups), which are collectively known as the
Social Partners, have significant influence on legislative processes, especially
in the area of social policy and health policy.

Life expectancy at birth in Austria remains above the European Union
(EU) average (80.9 years) and has increased by more than three years since
2000, to 81.6 years in 2016. Healthy life years have not significantly changed
over recent years and remain below the EU average. Diseases of the cir-
culatory system such as stroke and myocardial infarction together with
malignant neoplasms are the causes of around two thirds of all deaths in
Austria. With stable smoking rates among adults that are above the EU
average (24% versus 21% in 2014) lung cancer represents the third leading
cause of death in Austria. Also, alcohol consumption is among the highest
in the EU. However, seven out of 10 Austrians (70%) report being in good
health, which is slightly higher than the EU average (67%).
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Organization and governance

'The Austrian health system is complex and fragmented: 1) responsibilities are
shared between the federal and the Lénder level; 2) many responsibilities have
been delegated to self-governing bodies (social insurance and professional
bodies of health service providers); and 3) health care financing is mixed,
with the state (federal and Linder level) and social health insurance (SHI)
funds contributing to different parts of the budget.

Health-related legislation is made at the federal level, usually initiated by
the Federal Ministry of Labour, Social Affairs, Health and Consumer Protection
(Bundesministerium fiir Arbeit, Soziales, Gesundheit und Konsumentenschutz,
BMASGK). The nine Lander are responsible for ensuring the availability of
adequate hospital capacity, including outpatient care in hospitals, and they
finance a major part of inpatient and outpatient care provided by hospitals.
Ambulatory (extramural) care is regulated by collective contracts negotiated
between self -governing bodies of SHI funds and providers.

Numerous reform attempts have aimed at improving cooperation and
coordination in the health care system. In particular, the health reform 2013
has led to the emergence of a new target-based health governance system.
Most importantly, a Federal Target-Based Governance Commission (Bundes-
Zielsteuerungskommission, B-ZK) has been established, bringing together the
federal level, the Linder and SHI funds to jointly define financial targets
and health targets for the country. These are then further specified by State
Target-Based Governance Commissions that bring together the main actors
at the Lander level.

'The B-ZK has also become the most important actor for joint planning
of health care provision structures through the Austrian Structural Plan for
Healthcare (Osterreichischer Strukturplan Gesundheit). This framework for
integrated planning of all sectors of the health system, including inpatient,
ambulatory, and rehabilitation care, is translated by the Ldinder and the
regional SHI funds into (nine) Regional Structural Plans for Healthcare
(Regionale Strukturpline). Since 2018, parts of the Austrian- and Regional-
Structural Plans for Healthcare may be made legally binding. In addition,
10 Austrian Health Targets have been developed under the involvement of
a broad range of stakeholders. Following a Health in All Policies approach,
these targets are broken down by intersectoral working groups into sub-
targets, indicators, concrete actions and benchmarks.
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Health information systems remain fragmented although efforts towards
increased transparency for the population have been made over the past
years. A range of services and sources of information about providers and
the quality of services provided is available to patients, and patients have
free choice of provider. Nevertheless, choice of provider may be limited by
the place of residence, as urban and rural health service structures often
differ considerably.

Financing

The Austrian health system is relatively costly. Around US$ 5 138 was
spent on health per capita in 2015 (adjusted for differences in purchasing
power), about US$1 800 more than the EU average. Health expenditure
in Austria is also high relative to GDP (10.2% of GDP in 2015), which is
considerably above the EU average (8.7%). More than 75% of total current
health expenditure is financed from public sources. About 18% of expend-
iture is out-of-pocket (OOP) payments, which is above the EU average
(15%), while voluntary health insurance (VHI) only plays a minor role in
the system. Average growth rates of health expenditure have been constantly
higher than GDP growth rates in recent years, which is currently tackled
by caps on federal, sectoral and Ldnder health budgets as part of health
care reform.

'The health system is financed by a mix of general tax revenues and com-
pulsory SHI contributions. Income-related SHI contributions accounted for
about 60% of publicly financed health expenditure, while the remaining 40%
come from general taxation, including value-added tax (VAT), income tax
and tobacco tax, which are collected at federal level. SHI has nearly universal
coverage (99.9%). There is no competition between SHI funds as the insured
are assigned by type or place of employment.

Providers of acute care hospital services are paid mainly via a Diagnosis-
Related Group (DRG)-like budget allocation system. Most acute care is
provided by public and private non-profit hospitals that are funded via state
health funds (Landesgesundheitsfonds, LGF). Providers of ambulatory care
under contract with SHI funds are paid directly by SHI funds via a mixture
of fee-for-service and contact capitations. Non-contracted providers represent
a significant share of ambulatory specialists and can freely set their fee levels.
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Patients have to pay for these providers out-of-pocket but are subsequently
reimbursed 80% of the applicable SHI tarift.

Physical and human resources

Austria has one of the highest rates of capital expenditure in health care
among OECD countries, spending more than 0.7% of GDP in 2015. Capital
expenditure has increased since 2000, in particular in private institutions.
Medical equipment is relatively well distributed across the country due to
national planning mechanisms and the number of units relative to population
is slightly above the EU-15 average.

'The hospital inpatient sector in Austria remains very large. Despite
reform plans to reduce the number of hospital beds, the beds-per-population-
ratio in 2014 was one of the highest in the EU (5.84 versus 3.94 acute care
beds per 1 000 population). Since 2007, the number of beds in DRG-financed
acute care hospitals decreased by 8%, but this is a modest reduction com-
pared to other European countries. Hospital utilization rates also decreased
between 2006 and 2015, but Austria still has the second highest hospital
discharge rate in the EU.

Development of information and communications technology and
e-health made considerable progress over the last decade. Implementation
of the electronic health record (Elektronische Gesundhbeitsakte, ELGA) and its
e-medication and e-report applications is currently ongoing, with nationwide
rollout to all providers due to be completed by 2021. This aims to reduce
organizational barriers, improve care coordination and empower patients.

Austria has the second highest density of practising physicians (510
per 100 000) in the EU after Greece — much higher than on average in EU
countries (350 per 100 000) and has a tradition of being a net exporter of
doctors. However, also inside Austria, the density of physicians has grown
more strongly since 2000 (by 34%) than on average in the EU (14%), mostly
driven by a growth of specialist physicians. However, the number of ambu-
latory physicians who contract with SHI has stagnated over recent years.
This has lead to a rising imbalance and unequal distribution of doctors across
regions, which is likely to be exacerbated by the ageing of contracted doc-
tors. In contrast to physicians, Austria has relatively low numbers of nurses,
although international comparisons of nursing staff are difficult because of
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limited data availability in Austria. A new mandatory health professional’s
registry implemented in 2018 will allow better comparability in the coming

years.

Provision of services

Provision of health services in Austria is characterized by relatively unre-
stricted access to all levels of care including general practitioners (GPs),
specialists and hospitals. There is no formal gatekeeping system in place.
For ambulatory care, patients can choose between independently practising
physicians, group practices, hospital outpatient departments and outpatient
clinics. Patients also have choice between SHI contracted physicians (45%)
and those without contract (55%) (subject to the reimbursement limits
described above, numbers reflect relation to head counts).

In general, health care provision remains strongly focused on hospital
care. Austria continues to have the second highest number of hospital dis-
charges per population in the EU (after Bulgaria). The current health reform
process aims to shift service provision away from hospital inpatient and
outpatient departments towards increased provision in the ambulatory (extra-
mural) sector with a particular focus on the strengthening of primary health
care. A promising but small step in this direction will be the implementation
of 75 multidisciplinary primary health care units as part of the primary health
care reform between 2017 and 2021. However, in the past, the fragmentation
of responsibility and financing between Lénder and SHI funds has often com-
plicated coordination and hampered the shifting of service provision towards
the ambulatory sector, as this would increase the expenditure of SHI funds.

Social and long-term care provision is separate from the health care
system in terms of legislation, responsibilities and financing, adding another
layer of complexity and further complicating coordination of care provision.
Long-term care provision relies heavily on a non-means-tested cash-for-care
allowance paid to approximately 5% of the population. Services are provided
in different settings such as informal care by families (42%), formal home
care (32%), day care (2%), residential care (19%) and 24-hour home care by
privately paid assistants (5%).

Austria has a relatively high density of pharmaceutical provision with
community pharmacies, dispensing doctors, and hospital pharmacies or
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pharmaceutical depots. The generics share of prescribed and dispensed phar-
maceuticals is relatively low both in volume and value partially because nei-
ther INN prescribing (International Nonproprietary Name) nor generic sub-
stitution is allowed in Austria. The planned implementation of e-prescription
and e-medication applications of the electronic health record ELGA may
improve appropriate prescribing and reduce adverse consequences of poly-
pharmacy in the next few years.

Preventive health care in Austria is still strongly focused on medical
prevention, although efforts are under way to include social and environ-
mental aspects. Despite free vaccination programmes for children, Austria
has comparatively low vaccination rates among 1-year olds (83% for diph-
theria, tetanus and pertussis and 76% for measles). Tobacco consumption is
a major public health issue and an important risk factor in Austria, which
is likely related to comparatively weak smoking policies and the absence of

a comprehensive smoking ban in bars and restaurants.

Principal health reforms

Recent years have witnessed two major policy developments that aimed to
improve population health and overcome the fragmentation of responsi-
bilities and financing by promoting joint planning, decision-making and
financing. The first was the development and adoption of the 10 Austrian
Health Targets in 2012, which serve as a new guiding framework for Austria’s
health policy and for ongoing and future reforms until 2032. The targets
were developed in a broad participatory process and build upon a Health
in All Policies approach. The overarching goal for all targets is to increase
healthy life expectancy of the Austrian population by two years. The targets
were adopted by the federal government but they received broad support
from all relevant stakeholders and provide a common vision for the future
development of the health system.

'The second initiative was the establishment of the new Target-Based
Governance system in 2013. The first Federal Target-Based Governance
Agreement was concluded in 2013 for the period until 2016. It included 12
strategic goals grouped into four key governance areas of: 1) financial targets,
2) health care structures, 3) health care processes and 4) health care outcomes.
All reform activities in the years 2013 to 2016 were somehow linked to the
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first Federal Target-Based Governance Agreement. The most important
goal with regard to financing was to bring down publicly financed health
expenditure growth to 3.6% per year in 2016 through the introduction of a
budget cap covering expenditure of federal and Lander governments as well
as of SHI funds. The budget cap and specific financial targets for each Land
and SHI fund were set with the Linder contributing 60% and SHI funds
40% to the budget cap. One of the most important reform activities with
regard to health care structures was the development of a new approach to
the provision of primary health care, which ultimately led to the adoption
of the Primary Health Care Act in 2017.

A second Federal Target-Based Governance Agreement was signed in
2017 defining goals for health reforms for the period to 2021. The agreement
mandates the establishment of the 75 primary health care units described
above and the strengthening of ambulatory specialist care besides supporting
turther developments in the area of health literacy and health promotion.
Publicly financed health expenditure growth is targeted to be reduced to
3.2% per year.

Finally, the new government has announced in its coalition agreement
of January 2018 to embark on a major structural reform. While details are
not yet available, the plan is to merge the nine regional SHI funds in order
to create a single Austrian SHI fund (Osterreichische Gesundheitskasse), which
would cover almost 80% of the insured population.

Assessment

'The Austrian health system is based on the principles of solidarity, afforda-
bility and universality. Virtually all the population is covered by social health
insurance and enjoys a broad benefit basket and good access to health care.
Austria reports the lowest level of unmet need for medical care across the
European Union, despite relatively high out-of-pocket payments and dif-
tering waiting times for patients with and without voluntary health insur-
ance (VHI). Vulnerable population groups enjoy various exemptions from
cost-sharing requirements. However, rising imbalances between contracted
and non-contracted specialists in urban and rural areas and the ageing of
contracted physicians might increase social and regional inequalities in access
to health care in the future.
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In assessing performance, the Austrian health system provides good
quality care. Low amenable mortality rates indicate that on this measure
health care is more effective than in most EU countries. Yet, the number of
people dying from cardiovascular diseases and cancer is high compared to the
EU-28 average. Unhealthy life styles represent the major health risk factors,
in particular tobacco and alcohol consumption, which have not declined over
the last decade in contrast to most other EU countries and lie well above the
EU-28 average. In terms of quality of care, there is room for improvement
of the effectiveness of cancer treatment (despite very good outcomes for
certain cancer types) and equity in outcomes across socioeconomic groups
and across Lander. The recently implemented Austrian Health Targets and
the target-based health governance system aim at monitoring and promoting
equity of outcomes and ensuring adequate health service provision based on
the principles of equity, accessibility and quality of services.

In terms of efficiency, the Austrian health system is costly and charac-
terized by high utilization of inpatient care, with a high number of hospital
beds and hospitalization rates. In the course of the ongoing reforms, efli-
ciency of inpatient care has improved through a gradual reduction of the
average length of stay in hospitals. However, efficiency remains hampered
by the separation of financing between the inpatient and ambulatory sectors
despite recent efforts for joint planning and financing, and strengthening of
primary health care. Respective targets and priority areas to further improve
efficiency of hospital care are addressed through the ongoing reforms.

While Austrians are generally very satisfied with health care, challenges
remain in terms of coordination between ambulatory and inpatient settings,
and health and long-term care settings. In recent years, measures were taken
to increase transparency, accountability and patient empowerment (e.g. with
the introduction of a public health portal and online health information
platforms), although provider performance is not publicly reported.



Introduction

'The Federal Republic of Austria is a relatively sparsely populated country
with 8.7 million inhabitants. In 2016, Austria’s gross domestic product
(GDP) amounted to €40 000 per capita, placing Austria’s GDP as the sixth
highest among EU Member States. Austria’s overall growing population and
labour force and its relatively low level of unemployment have substantially
contributed to the growth of its domestic economy in the last two decades.

Austria is a parliamentary republic with nine states (Lander). Decision-
making powers are shared between the federal government and the
Linder. Legislative processes primarily take place at the federal level in
the national parliament, which consists of two chambers, the National
Council (Nationalrat) and the Federal Council (Bundesrat). State parliaments
(Landtage) have legislative power at the Landerlevel. A distinctive feature of
the Austrian political system is that formal representatives of employers and
employees (and other interest groups), which are collectively known as the
Social Partners, have significant influence on legislative processes, especially
in the area of social policy and health policy.

Life expectancy at birth in Austria remains above the European Union
(EU) average (80.9 years) and has increased by more than three years since
2000, to 81.6 years in 2016. Healthy life years have not significantly changed
over recent years and remain below the EU average. Diseases of the cir-
culatory system, such as stroke and myocardial infarction, and malignant
neoplasms are the cause of around two thirds of all deaths in Austria. With
stable smoking rates in adults that are above the EU average (24% versus 21%
in 2014), lung cancer represents the third leading cause of death in Austria.
Also, alcohol consumption is among the highest in the EU. However, seven
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out of 10 Austrians (70%) report being in good health, which is slightly
higher than the EU average (of 67%).

1.1 Geography and sociodemography

Austria is a landlocked country. It borders eight countries: the Czech
Republic, Germany, Hungary, Italy, Liechtenstein, Slovakia, Slovenia and
Switzerland (see Figure 1.1). The country is shaped by the Alps: around
40% of its land mass (approximately 84 000 km?) is more than 1 000 m
above sea level.

FIGURE 1.1 Map of Austria

Source: authors' compilation based on Weltkarte 2018

In 2016, Austria’s population was approximately 8.7 million. Austria
is relatively sparsely populated when compared to the EU average, with
currently 106 inhabitants per square kilometre. Around one third of the
population lives in rural areas and about 20% of the total population live in
the capital Vienna. German is the official language, but specific rights are
granted to recognized linguistic minorities. The majority (about 70%) of
Austrians are Roman Catholic.
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Fertility rates remained quite stable between 1995 and 2016 (Table
1.1). Since 1980, the annual population growth rate has been increasing as
birth rates and migration inflows surpass death rates. The growing inflow of
immigrants (European and non-European) has resulted in the fifth highest
share of foreign nationals in the population (12.5%) among EU countries
(Eurostat, 2015). As of 2016, 22.1% of the population had a background of
migration (at least one parent is foreign born) (Statistics Austria, 2017g).
Interestingly, the female population surplus is declining — mostly because
widows of men killed during the Second World War are dying.

Similar to other western European countries, Austria’s population is
ageing. While the share of under-15-year-olds has declined by more than
15% since 2000, the share of the population older than 65 years has increased
by almost 24% in the same period. This results in an age dependency ratio of
nearly 50% (Table 1.1), which is one of the highest among EU-28 countries.

TABLE 1.1 Demographic indicators, selected years

1980 1990 2000 2010 2016

TOTAL POPULATION 7549433 7677850 8011566 8 363 404 8747 358
Total population growth (av. annual growth rate)' - 0.2 04 0.4 0.8
Population aged 0—14 (% of total) 20.5 16.9 16.8 14.7 14.2
Population aged 0—14 growth (av. annual growth rate)’ - -1.9 0.1 -1.3 0.6
Population aged 15-64 (% of total) 64.3 68.2 67.8 67.5 66.9
Population aged 1564 growth (av. annual growth rate)' - 0.6 -0.1 0.0 0.2
Population aged 65+ (% of total) 15.1 14.8 15.3 17.7 18.9
Population aged 65+ growth (av. annual growth rate)' 0.2 0.3 1.5 1.1

Age dependency ratio (% of working-age population)? ~ 55.4 46.6 47.4 48.1 495

Population, female (% of total) 52.7 52.2 51.5 5]k 50.8
Fertility rate, total (live births per woman) 1.7 1.5 1.4 1.4 15
Birth rate, crude (per 1 000 people) 12 11.8 9.8 9.4 10.0
Death rate, crude (per 1 000 people) 12.2 10.8 9.6 9.2 9.2
Population density (people per sq km) 91.4 93.0 97.0 101.3 106.0
Rural population (% of total population) 34.6 34.2 34.2 34.1 34.0

Notes: ' Average annual growth rates refer to the preceding periods. ? Age dependency ratio is the
ratio of dependents to people younger than 15 or older than 64 to the working age population (those
aged 15-64). Data presented as proportion of dependents per 100 working age population.

Sources: Statistics Austria 2017h, Statistics Austria 2017j, Statistics Austria 2017u, WHO 2017e
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1.2 Economic context

In 2016, Austria’s GDP amounted to approximately €350 billion. In
terms of GDP per capita, Austria ranked sixth among EU Member
States (approximately €40 000 versus €29 000 at EU-28 level) (Eurostat,
2017b). Average annual growth rates have declined since the 1980s,
which is similar to other western European countries (Table 1.2). In
2008 and 2009, Austria was affected by the global economic crisis but the
economy recovered fast and effects of the crisis did not lead to austerity
policies.

By the end of 2016 public debt in Austria amounted to €295.7
billion, corresponding to 84.6% of GDP (versus 65.9% in 2000; see
also Table 1.2); the average public debt for EU-28 countries in 2016
was at 83.5% of GDP (Eurostat, 2017c). Public revenues are mainly
derived from tax and social insurance contributions (87%). Almost half
of public expenditure (46%) is attributed to social and health expenditure
(Statistics Austria, 20171). Due to population ageing, public spending
on pension and health care is projected to increase, and may pose chal-
lenges to fiscal sustainability in the medium and long term (European
Commission, 2017a).

Since the 2000s, the trade balance of goods and services is in surplus
again and is increasing, meaning that Austria exports more goods and ser-
vices than it imports. Industry accounts for around one third of value added
in the Austrian economy, while value added by services contributes around
two thirds. The share of agriculture has declined to 1.3% of GDP in 2016
(versus 4.9% in 1980) (Table 1.2).

'The Austrian labour force has grown considerably since 2000 to about
4.5 million people in 2016. Currently, about 6% of the total labour force
(according to the International Labour Organization (ILO) definition) are
unemployed (Table 1.2), which is one of Europe’s lowest unemployment
rates. However, unemployment rates vary considerably across the Ldnder
(Eurostat, 2017¢): unemployment rates in Vienna (11.3%) are more than
three times those in Salzburg or Vorarlberg (3.4%).
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TABLE 1.2 Macro-economic indicators (current prices), selected years

1980 1990 2000 2010 2016

GDP, billion € 71.0 137.2 213.2 294.6 349.3
GDP (av. annual growth rate)’ - 6.0 45 3.3 29
GDP, PPP (current international $) billion = 148.9 2348 350.5 438.1
GDP per capita, € 101949 178718 26611.0 352282 39937.1
GDP per capita (av. annual growth rate)' - 5.8 4.1 2.8 2.1
GDP per capita, PPP (current international $) - 193942 29301.1 41906.7 50077.8
Public debt (% of GDP) - - 65.9 82.8 84.6
External balance on goods and services (% of GDP) ~ -3.4 -0.1 14 33 38
Industry, value added (% of GDP) 37.2 334 31.6 28.7 28.0
Agriculture, value added (% of GDP) 49 315 1.8 1.4 1.3
Services etc., value added (% of GDP) 58.0 63.1 66.5 69.9 70.7
Labour force, total, million - 36 39 43 45
Unemployment, total (% of total labour force) 19 3.3 47 48 6.0

Notes: ' GDP, gross domestic product; PPP, purchasing power parity.
Sources: Eurostat, 2017f; Statistics Austria, 2017n; World Bank Group, 2017.

1.3 Political context

Austria is a parliamentary republic and federal state based on democratic
principles and the separation of powers. The Federal Constitution (B-VG
1930), the State Treaty (Staatsvertrag, 1955), the Declaration of Neutrality
(Neutralititsgesetz 1955) and the EU Accession Treaty (EU-Beitrittsvertrag
1995) collectively form the constitutional foundation of the republic. Vienna
is the capital of Austria and seat of federal institutions and representations.

'The federal president is head of state and the highest representative of
the republic and directly elected by popular vote for a term of 6 years. The
tederal chancellor is head of the federal government. Based on the outcome
of the federal elections, the president appoints the federal chancellor and
the other members of the cabinet. The government or individual members
of cabinet can be removed from office either by a presidential decree or a
vote of non-confidence by the National Council (Nationalrat).
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'The Austrian Parliament is the legislative body at the federal level. It
consists of two chambers: the National Council and the Federal Council
(Bundesrat). The National Council has 183 members and is elected for
a 5-year legislative period. Since 2007, all nationals older than 16 years
(lowered from 18 years since 2007) are eligible to vote, making Austria one
of few countries where minors are allowed to vote. As of 2017, five parties
are represented in the National Council, of which two form the federal
government — the conservative People’s Party (OVP) and the right-wing
Freedom Party (FPO). Other parties currently represented in the National
Council are the Social Democrats (SPO), the Liberal Party (NEOS), and
the so-called Liste Pilz (a left-wing party founded by a former Member of
the Green Party). The National Council — in particular the opposition par-
ties — holds the federal government accountable via the Council’s democratic
right of enquiry.

The Federal Council currently has 61 members who primarily repre-
sent the interests of the Ldnder in the process of federal legislation. The
number of deputies from each of the nine Ldnder is proportionate to their
populations (Austrian Parliament, 2017a). Deputies are elected by the state
parliaments (Landtage) through proportional representation for the duration
of the Linder’s legislative period. The main function of the Federal Council
is to deliberate on and enact laws passed by the National Council. It may
object to bills but the National Council can overrule its negative vote. For
some laws formal approval from both chambers is required; for example, for
those that limit the power of the Lénder or affect the competencies of the
Federal Council itself.

The initiative for a new law or the amendment of an existing one
mostly comes from within the government (“government bill”). After
submission to the National Council, government bills undergo a review
process before being approved by the cabinet. Members of Parliament
(in the National Council and Federal Council) may equally submit draft
legislation (“motion”) for which no review procedure is necessary. Also,
popular petitions receiving at least 100 000 signatures of the Austrian
electorate or one sixth of signatures of the electorate of three Linder have
to be debated in the National Council. After parliamentary discussion
(comprising prediscussions in preparatory committees and three readings),
the National Council’s enactment is transmitted to the Federal Council
for approval (Austrian Parliament, 2017b).
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The Federal Republic of Austria has nine states (Lander): Burgenland,
Carinthia, Lower Austria, Upper Austria, Salzburg, Styria, Tyrol, Vorarlberg
and Vienna. Each state has its own government that is elected every five years
by popular vote, except for Upper Austria, where elections are held every six
years. A state government consists of a governor, deputies and other members
of government (Landesrite). State parliaments have legislative power at the
Liénder level. The federal government has the right to object to resolutions
of a state government, in case it contradicts federal interests.

SEPARATION OF POWERS

Governance in Austria is based on separation of powers in three branches
of government (¢7ias politicas): the legislative (National and Federal Council
and state parliaments), the executive (the federal government, the federal
president and all federal and state authorities including the police and the
armed forces which enforce federal law) and the judiciary (e.g. constitu-
tional, administrative, labour and social, as well as civil courts) (Austrian
Parliament, 2017c).

Besides the horizontal separation of powers, legislative and executive
powers are divided vertically between the federal and the Léinder level.
The Federal Constitutional Law (Articles 10 to 15) regulates this divi-
sion of responsibility by defining categories of competences. One impor-
tant instrument of cooperation between the federal government and the
Linder are agreements under Article 15a of the Federal Constitutional
Law. Developments in health and social care, particularly the management
of hospital provision, have been determined with this instrument (see also
section 2.3). These agreements are concluded between the federal level and
the Ldinder, usually in line with the general negotiations on fiscal allocation,
as they commonly determine the financial flows for hospital care between the
tederal level and the Lander. At the local level, districts and municipalities
carry out some administrative tasks (execution of laws) (Hofmarcher and
Quentin, 2013).

The “Social Partnership” is a distinctive feature of Austria’s political
system. “Social Partnership” is a specific system in which economic inter-
est groups (chambers) cooperate informally with one another and the
government. The most important bodies within the social partnership are
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the Austrian Trade Union Federation (Osterreichischer Gewerkschaftsbund),
the Austrian Chamber of Commerce (Wirtschaftskammer Osterreich), the
Austrian Chamber of Labour (Bundesarbeiterkammer) and the Austrian
Chamber of Agriculture (Landwirtschafiskammer). These associations have
the right to review bills and represent the interests of their members in
various committees, advisory councils and commissions, mainly in the fields
of economic and social policy. In the past, these processes have contrib-
uted significantly to the stability of the Austrian economic and political
system (Pelinka et al., 2016). Moreover, the Social Partners nominate to a
large extent the representatives of the self-governing bodies of the social
insurance funds and therefore play a vital role in the health system (see
section 2.3.3).

INTERNATIONAL RELATIONS

Austria joined the European Union in 1995 and adopted the Euro as its
official currency in 2002. Austria is also a member of the United Nations, the
World Bank, the OECD, the Organization for Security and Co-operation
in Europe, the World Trade Organization, the International Monetary Fund
and the WHO. Austria is committed to permanent neutrality according to
constitutional law (Neutralititsgesetz 1955) and is thus not a member of
any military alliance, such as the NATO.

1.4 Health status of the population

Life expectancy at birth in Austria increased by 3.3 years between 2000 and
2016, to 81.6 years. In 2015, life expectancy in Austria was 0.7 years above
the EU-28 average (Eurostat, 2017a). Similar to many other European
countries, life expectancy increased more strongly for men than for women,
but women still live nearly 5 years longer than men (Table 1.3). Since the
year 2000, mortality rates have decreased considerably. However, in 2016,
rates remained almost 50% higher for men (11.9 deaths per 1 000 males)
than for women (7.9 deaths per 1 000 females) (Table 1.3).
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TABLE 1.3 Life expectancy and mortality, 1980-2016 (selected years)

1980 1990 2000 2010 2016

Life expectancy at hirth, total 72.7 75.8 78.3 80.5 81.6
Life expectancy at birth, men 69.0 722 75.1 71.7 79.1
Life expectancy at birth, women 76.1 78.9 81.1 83.1 84.0
Deaths per 1 000 population, total’ 19.4 15.2 12,9 11.0 99
Deaths per 1 000 population, men’ 232 18.9 15.5 13.3 11.9
Deaths per 1 000 population, women' 15.5 12.3 10.3 8.8 79

Notes: " age and sex standardised with European Standard Population 2013

Sources: Statistics Austria, 2017q; Statistics Austria, 2018a, author's calculations

Most of the gains in life expectancy in Austria have occurred after the age
of 65 but not all of these additional years are lived in good health (Statistics
Austria, 2017v). Healthy life years — defined as the years a person is likely to
live free of disability — have not significantly changed over the past years in
Austria and remain below the EU-28 average (European Union Statistics on
Income and Living Conditions (EU-SILC)). In 2015, women could expect
to live around 69% of their total life years free of disability (76% on average
across the EU-28), while men could expect to spend 74% of their total life
years free of disability (EU-28-average 80%) (Eurostat, 20171). Despite this
slightly below-average disability-free life expectancy, 72% of Austrian men
perceive their health status as very good or good versus 68% of women (the
EU-28 average being 70% and 64% respectively) according to EU-SILC
(Eurostat, 2017h) (Table 1.4).

As in many other countries, there is a gap in life expectancy and self-
rated health by socioeconomic status. With a life expectancy of 83.3 years
in 2014, men with tertiary education were estimated to live 6.8 years longer
than men with only compulsory education as their highest level of school-
ing (76.5 years) (Statistics Austria, 2017a). The gap among women is much
smaller with 2.8 years (85.6 years for women with tertiary education com-
pared to 82.8 years for women with compulsory education only) (Statistics
Austria, 2017a). More than 80% of Austrians in the highest income quintile
reported to be in good or very good health, compared with less than 60% of
the population in the lowest income quintile.
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TABLE 1.4 Healthy life expectancy and self-perceived health status, 2005-2015
(selected years)

2006 2010 2011 2012 2013 2014 2015

Healthy life years, women 60.1 60.8 60.1 62.5 60.2 57.8 58.1
% of life expectancy 73.1 728 n7i 74.7 718 68.8 69.4
Healthy life years, men 58.2 59.4 99k 60.2 59.7 57.6 57.9
% of life expectancy 76.0 76.3 76.0 76.8 76.0 72.9 735
Self-perceived health status as “very 698 672 676 684 667 672 680

good/good”, women (% of ages 15+)

Self-perceived health status as “very
goad/good”, men (% of ages 15+) 738 720 713 717 705 719 719

Note: Healthy life years (HLY) refer to the years a person is likely to live free of disability
Sources: EU-SILC, Eurostat, 2017h; Eurostat, 2017i; OECD, 2017e; World Bank Group, 2017

'The two main causes of death in Austria are circulatory diseases (such
as stroke and myocardial infarction) and malignant neoplasms (cancer),
accounting for about two thirds of all deaths (see Table 1.5). A con-
tinuous reduction of standardized death rates for the main causes of
mortality was achieved for both sexes. The reduction in death rates was
less pronounced for malignant neoplasms, in particular for lung cancer.
Looking at more specific causes of death, lung cancer is the third leading
cause. Different gender trends have been observed with increasing lung
cancer death rates for women and decreasing rates for men, which are
likely associated with corresponding gender differences in smoking prev-
alence trends (see Table 1.6). In contrast to the general trend of falling
death rates, mortality rates related to diabetes, mental and behavioural
disorders and infectious diseases have increased substantially since 2000
(see Table 1.5).

Disease-specific morbidity is not fully documented in Austria, except
for diseases subject to statutory reporting requirements such as cancers
(Austrian Cancer Registry) (Statistics Austria, 2017b). In absolute terms,
incidence of new cancer cases has increased since the 1980s for both women
and men, but age- and sex-standardized rates have decreased. Also, preva-
lence of cancer — the proportion of the population living with cancer — has
increased since 2000, especially in women. Cancer prevalence in women

is nearly twice as high as in men, even if incidence for men is higher (in
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TABLE 1.5 Main causes of death, per 100 000 population (standardized rates),
selected years

1980 1990 2000 2010 2014

ALL CAUSES OF DEATH 1415.7 1153.2 953.9 787.3 1735.8
Certain infectious and parasitic diseases 8.8 5.3 38 6.8 6.8
of which: tuberculosis 5.7 19 0.9 0.4 0.7
of which: HIV/AIDS = 0.9 0.6 0.5 0.5
Circulatory diseases 7783 6035 5005 331.3 3023
of which: ischaemic heart disease 2100 2250 2014 1497 1311
of which: cerebrovascular disease 146.1 1233 95.0 53.8 428
Malignant neoplasms 2737 2611 2297 2040 1972
of which: colon, rectum and anus 38.4 37.4 31.2 219 20.6
of which: trachea, bronchus, lung 436 424 39.7 38.3 38.1
of which: female breast 34.9 393 34.6 26.9 26.1
of which: uterine neck (cervix uteri) 7.3 4.6 3.0 3.1 28
of which: prostate 41.2 47.5 47.9 322 27.1
Diabetes 16.3 276 171 303 289
Mental and behavioural disorders 34 3.6 49 9.3 14.5
Diseases of the mental system 11.5 15.2 20.8 17.2 1.7
Diseases of the respiratory system 75.7 594 50.8 42.4 34.6
Diseases of the digestive system 76.6 56.1 428 32.3 26.6
EXTERNAL CAUSES 100.0 445 109.2 742 305
of which: transport accidents 26.6 9.4 305 19.4 53
of which: intentional self-harm 26.9 12.9 38.1 239 9.7

Source: OECD, 2017f

absolute and age-standardized terms). This is due to lower mortality rates
across all types of cancer for women (200.7 per 100 000 women in 2014)
than for men (317.8 per 100 000 men in 2014). Women have better survival
rates after diagnosis of cancer, which is particularly due to better survival
rates for breast cancer (Table 1.6).
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TABLE 1.6 Morbidity and factors affecting health status, selected years

1980 1990 2000 2010 2014

Prevalence of cancer, women = - 106364 157 152 174 347
% of female population 257% 366% 3.99%
Prevalence of cancer, men = = 84266 90427 96419
% of male population 217% 2.22% 2.31%
Incidence of cancer, women (number of new cases) 158012 16391 17873 18706 18547
Incidence of cancer, men (number of new cases) 135472 14883 19516 20393 20361

Incidence of cancer, women (per 100 000, age-standardised) ~ 439.82 4413 4521 4254 4033

Incidence of cancer, men (per 100 000, age-standardised) 61892 6498 7190 6056 5555
Number of cancer deaths, women 94312 9619 9200 9253 9563
Number of cancer deaths, men 9,335 9,607 9,493 10419 10,829

Mortality of cancer, women (per 100 000, age-standardised) ~ 265.0> 2585 2304 2041 200.7

Mortality of cancer, men (per 100 000, age-standardised) 4444 4470 3914 3389 3178
Lower-back pain or other chronic back pain 244
Allergies 24.2
Hypertension 211
Neck pain or other chronic pain at the cervical vertebral column 18.5
Avrthrosis 12.0
Depression 7.7
Chronic head ache 6.7
Diabetes 49
Asthma 4.4
Chronic bronchitis, emphysema, COPD 42
Urinary incontinence 3.6
Stomach or intestinal ulcer 2.5
Coronary heart disease or angina pectoris 2.2
Chronic kidney problems or kidney failure 15
Myocardial infarction or chronic complaints after 1.0
Stroke or chronic complaints after stroke 0.8

Liver cirrhosis 0.2
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1980 1990 2000 2010 2014

ABSENCE DUE TO ILLNESS

Days of absence per employee, women - = 130 130 132
Days of absence per employee, men - = 149 128 123
Smoking prevalence, females (% of adults) 136" 175° 188 1948 222
Smoking prevalence, males (% of adults) 353" 346° 300° 275% 267
Girls smoking at least once a week (% of 15-year-old girls) - - 37NN 29.3 ERIEI5
Boys smoking at least once a week (% of 15-year-old boys) - - 2617 252 142
Girls first smoking aged 13 or younger (% of 15-year-old girls) - - - 350 230
Boys first smoking aged 13 or younger (% of 15-year-old boys) - - - 350 270
Total alcohol consumption (litres per capita aged 15+) 136 139* 132 121 12.3
Obesity in women (self-reported, in % of women) - 8.9 915  132° 134
Obesity in men (self-reported, in % of men) - 8.0 9.1 124 16.0
Obese or overweight girls (% of 11-, 13- and 15-year-old girls) - - 98 119 117
Obese or overweight boys (% of 11-, 13- and 15-year-old boys) - - 139" 185 173

Notes: 11979, 21983, °1986, “1991, °1997, 61999, 72001/2002, ©2006/07

Sources: (Currie 2004, OECD 2017i, Ramelow et al. 2011, Ramelow et al. 2015, Statistics Austria
2015, Statistics Austria 2016b, Statistics Austria 2017e, Statistics Austria 2017p, Statistics
Austria 2017r, Statistics Austria 2017s, Statistics Austria 2017x, WHO 2017a, WHO 2017¢)

The Austrian Health Interview Survey (ATHIS) — conducted in
2006/2007 and 2014 — provides data on self-reported diseases (Statistics
Austria, 2017b). According to the 2014 wave of this survey, nearly a quarter
of the population reported having had back pain or allergies in the past 12
months. Hypertension affected about one fifth of the population; 7.7% indi-
cated symptoms of depression; and 5% reported diabetes in 2014 (see Table
1.6). Large inequalities exist in the prevalence of these chronic conditions
by education level. Twice as many people with the lowest level of education
live with them compared to people with the highest level of education.
Self-harm (suicide and attempted suicide) is another important, although
decreasing, health problem.
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Health status is strongly affected by lifestyle-related health determi-
nants. The estimates of the Institute for Health Metrics and Evaluation
reveal that over 28% of the overall burden of disease in Austria in 2015
(measured in terms of disability-adjusted life years) could be attributed to
behavioural risk factors, including smoking and alcohol use, as well as diet
and low physical activity contributing to high body mass index and other
health risks IHME, 2017). Indeed, with nearly every fourth adult reporting
to smoke daily, Austria has the seventh highest smoking prevalence among
EU-28 countries. The rate of adults reporting that they smoke every day
has remained stable in Austria against an overall declining trend in many
European countries. However, the proportion of daily smokers among men
has decreased, while smoking prevalence in women increased. Smoking is
also prevalent among young people: 23% of 15-year-old girls and 27% of
15-year-old boys reported first smoking at the age of 13 or even younger
(2014). Nevertheless, smoking prevalence among young people has decreased
considerably: 15.5% of 15-year-old girls and 14.2% of 15-year-old boys
reported weekly smoking in 2014 down from 37.1% for girls and 26.1% for
boys in 2001/2002 (Currie 2004; Currie et al., 2012; Ramelow et al., 2011;
Ramelow et al., 2015).

Alcohol consumption per capita in Austria in 2014 was the third highest
in the EU: adults consumed 12.3 litres of pure alcohol per year on average in
Austria (EU average 10 litres per year). Alcohol consumption has decreased
since the 1980s but has remained stable since the early 2000s. Binge drinking
rates, which involves consuming six or more alcoholic drinks on a single occa-
sion, at least once a month over the past year, among Austrian adults (19%)
are slightly below the EU average (20%). Self-reported obesity is slightly
below EU-28 average but has increased substantially since 2000. In 2014,
13.4% of women and 16.0% of men reported to be obese. Overweight and
obesity have also increased considerably among adolescents. For example, the
share of overweight or obese boys increased from 13.9% in 2002 to 17.3%
in 2014 (see Table 1.6).

Austrian adults are among the most physically active in the EU. About
half of 18 to 64 year-old adults (women 49%, men 52%) report regular
physical activity (i.e. above 150 minutes per week); and 36% of men and
29% of women report muscle-strengthening activities at least twice per week
(WHO, 2017a). However, physical inactivity among 15-year olds is relatively
high compared to other EU countries.
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Women in Austria eat comparatively healthily, while male eating habits
are rather unhealthy. In 2014, 66% of women (EU average 62%) and 45%
of men (EU average 49%) reported to consume fruits daily; 55% of women
and 40% of men consume vegetables daily, which is similar to the EU-28
average for women, and 4 percentage points below the EU-28 average for
men (Eurostat, 2018g). The share of men reporting daily meat consumption
(39%) is twice as large as the corresponding share of women (19%) (Statistics
Austria, 2015).

Child health has significantly improved since the 1980s in Austria.
This is apparent in continuously declining mortality rates for new-borns,
infants and children (Table 1.7).The trend is similar in most other European
countries and is attributable to improvements in pre- and postnatal care as
well as in nutrition. Austria shows a trend of increasing numbers of high-
risk pregnancies due to older women giving birth and more in vitro fertili-
zations (OECD, 2017p). Furthermore, risk behaviour of pregnant women
regarding alcohol, smoking and obesity can still be improved (Habimana
et al., 2015). Adolescent fertility rates have dropped since the 1980s from
33.4 births per 1 000 women aged 15 to 19 years to 6.8 births in 2015.
Maternal mortality has halved since 1990 to 4 deaths per 100 000 live
births in 2015 (Table 1.7).

TABLE 1.7 Maternal, child and adolescent health, selected indicators, selected years

1980 1990 2000 2010 2015

Adolescent fertility rate (births per 1 000 women, 15-19 years) 334 208 13.9 96 6.8

Mortality rate, perinatal (per 1 000 live births) 14.1 6.9 6.7 59 53
Mortality rate, neonatal (per 1 000 live births) 94 4.4 33 2.7 2.4
Mortality rate, infant (per 1 000 live births) 14.3 78 48 39 3.1
Mortality rate, under-5 (per 1 000 live births) 16.3 95 5.5 44 35
Maternal mortality rate (per 100 000 live births) - 8 B 4 4

Sources: Maternal Mortality Estimation Inter-Agency Group 2016, OECD 2017p, WHO 2017e
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Organization and
governance

'The Austrian health system is complex and fragmented: (1) responsibilities
are shared between the federal and the Léinder level; (2) many responsibilities
have been delegated to self-governing bodies (social insurance and profes-
sional bodies of health service providers); and (3) health care financing is
mixed, with the state (federal and Linder level) and social health insurance
(SHI) funds contributing to different parts of the budget.

Health-related legislation is made at the federal level, usually initiated
by the Federal Ministry of Labour, Social Affairs, Health and Consumer
Protection (BMASGK). The nine states (Lander) are responsible for ensur-
ing the availability of adequate hospital capacity, including outpatient care
in hospitals, and they finance a major part of inpatient and outpatient care
provided by hospitals. Ambulatory (extramural) care is regulated by collec-
tive contracts negotiated between self -governing bodies of SHI funds and
providers.

Numerous reform attempts have aimed at improving cooperation
and coordination in the health care system. In particular, the health
reform 2013 has led to the emergence of a new target-based health gov-
ernance system. Most importantly, a Federal Target-Based Governance
Commission (B-ZK) has been established, bringing together the federal
level, the Linder and SHI funds to jointly define financial targets and
health targets for the country. These are then further specified by State
Target-Based Governance Commissions that bring together the main
actors at the Ldnder level.
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'The B-ZK has also become the most important actor for joint planning
of health care provision structures through the “Austrian Structural Plan for
Healthcare”. This framework for integrated planning of all sectors of the
health system, including inpatient, ambulatory, and rehabilitation care, is
translated by the Lander and the regional SHI funds into (nine) Regional
Structural Plans for Healthcare. Since 2018, parts of the Austrian- and
Regional Structural Plans for Healthcare may be made legally binding. In
addition, 10 Austrian Health Targets have been developed under the involve-
ment of a broad range of stakeholders. Following a Health in All Policies
approach, these targets are broken down by intersectoral working groups
into sub-targets, indicators, concrete actions and benchmarks.

Health information systems remain fragmented although efforts towards
increased transparency for the population have been made over the past
years. A range of services and sources of information about providers and
the quality of services provided is available to patients, and patients have
free choice of provider. Nevertheless, choice of provider may be limited by
the place of residence, as urban and rural health service structures often
differ considerably.

2.1 Overview of the health system

The Austrian health system is complex and fragmented (see Figure 2.1):
(1) responsibilities are shared between the federal and the Lander level; (2)
many responsibilities have been delegated to self-governing bodies (social
insurance and professional bodies of health service providers); and (3) health
care financing is mixed, with the state (federal and Ldinder level) and social
insurance funds contributing to the budget (see section 3.2).

'The federal level is primarily responsible for regulating social insurance
and most areas of health care provision — except hospital care, where the
tederal level defines only the basics and the Ldnder are responsible for the
specifics of legislation and implementation (see section 2.8). There are 18
SHI funds, including one for each of the nine Ldinder, which are joined
together in the Main Association of Austrian Social Security Institutions
(Hauptverband der ésterreichischen Sozialversicherungstrager, HVB) (including
also the pension and accident insurance funds) (see section 2.3.3). SHI funds
collectively negotiate with the professional body of physicians, the Austrian
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Medical Chamber (Osterreichische Arztekammer) and other health professions
about health care provision in the areas of ambulatory (extramural) and
rehabilitative care and pharmaceuticals.

Efforts have been made for several years to achieve more joint plan-
ning, governance, and financing, by bringing together the federal and the
Liander level and coordinating these with SHI funds. The establishment of
state health funds (Landesgesundheitsfonds, LGF) that pool resources for
the financing of hospital care at the Léinder level in 2005 has contributed to
more coordination in the financing of hospital care. More recently in 2013,
the introduction of the B-ZK and nine State Target-Based Governance
Commissions (Landes-Zielsteuerungskommissionen), bringing together rep-
resentatives of the three major public financing agents (federal government,
state governments and SHI funds), has improved coordination and gov-
ernance of the health system (see section 6.1.2). In addition, joint planning
of health care (see section 2.5) through structural plans for health care is
becoming increasingly important and is starting to overcome its traditional
focus on (specialized) hospital care by including also ambulatory (extramural)
care planning.

However, despite the establishment of joint governance and planning
mechanisms, the constitutional decision-making powers of the various players
have remained essentially unchanged. As a result, coordination continues
to be a challenge — not only with regard to the provision of inpatient and
ambulatory (extramural) care but also with regard to rehabilitation and
long-term care (LT'C) (see sections 5.7 and 5.8).

2.2 Historical background

2.2.1 From the origins of social security until the re-institutionalization
of the Austrian health system after the Second World War

'The first forms of social security can be traced back to the late middle ages
when basic forms of social protection for selected (privileged) groups of
society — free farmers and skilled craftsmen — started to emerge in the form
of so-called Ausgedinge (a proportion of income saved for retirement or
inability to work).

However, the foundations of a formal health care system emerged only
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FIGURE 2.1 Organization of the Austrian Health System, 2017
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care hospitals operating under public law, as well as acute care hospitals operated by non-profit organizations, that

receive public funding from state health funds (LGF) (BMGF, 2017q).

Notes: DRG, Diagnose Related Group; FFS, Fee-for-Service; SHI, Social Health Insurance. Funds hospitals refer to acute
Source: Compilation by the Austrian Public Health Institute (GOG).
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during the Austro-Hungarian monarchy between the mid-19" century and
the end of the First World War. Two acts from this period were particularly
important and have shaped the health system until the present day. The first
was the Imperial Sanitary Act of 1870 (Reichssanititsgesetz, 1870), which
has influenced the distribution of competencies between the federal and the
Linder level by giving the federal level responsibility of sanitary supervision
and epidemic hygiene (see also Table 2.1, first and third rows). The second
was the Associations Act of 1867 (Vereinsgesetz, 1867), which allowed for
the formation of association-based health- or invalidity relief funds, thus
laying the legal foundation for the subsequent introduction of formal health
insurance funds. In 1887/88, the industrial accident and health insurance
scheme for workers was introduced on the basis of self-governing inde-
pendent funds. By 1918, more than 600 health, pension, and work accident
insurance funds had been established on the territory of modern Austria,
which were organized along professional groups, Ldnder or other criteria
such as language or political ideology.

During the period of the Austrian first republic (1918-1933), efforts
focused on organizing these mushrooming insurance funds and to extend
social protection and welfare to the unemployed and to other professional
groups, such as white-collar workers and farm labourers. At the same time,
substantial improvements in general public health were achieved by improv-
ing the social situation and housing conditions, in particular in Vienna.

The era of the Austro-fascist corporative state (1933-1938) led to a
strengthening of the occupational principle for the organization of social
insurance funds. While social protection was extended to the self-employed,
benefits (e.g. pension levels and sick pay) were reduced because of financial
difficulties due to the world economic crisis.

Following the “Anschluss” of Austria to Nazi-Germany in March 1938,
German legislation became effective on 1 January 1939. This meant that
insurance schemes had to be reorganized in line with the principles of
German imperial law. Self-governing bodies were abolished and white- and
blue-collar workers’ (regional) health insurance funds were merged. However,
the basic organizational structure of social insurance remained intact.

After the end of the Second World War the Social Insurance Transition
Act of 1947 (Sozialversicherungsiiberleitungsgesetz, 1947) restored the
self-governing structures of the social insurance scheme and introduced the
HVB as the umbrella organization, spanning Austrian health insurance,



Austria

work accident insurance and pension insurance. Also the distribution
of competencies between the federal and the Ldnder level in the area of
public health was restored through the re-introduction of the constitution
of 1930. Numerous responsibilities were delegated to the Linder level,
in particular in the area of hospitals, nursing homes and social care (see

Table 2.1).

TABLE 2.1 Federal constitution and division of power in health care

REFERENCE

TYPE OF DIVISION OF POWER (AUSTRIAN RELEVANT AREAS IN HEALTH CARE
CONSTITUTION)

Federal responsibility for Social insurance; health care
legislation and execution Art. 10 {B-VG 1930) system (general issues)

Federal responsibility for framework
legislation, responsibility for
implementing legislation and
execution at the Lander level

Art. 12 (B-VG 1930) Hospitals and nursing homes; social care

responsibility for legislation and Art. 15 (B-VG 1930)

. ~ Ambulance service; funerals
execution at the Lander level

Source: GOG compilation

2.2.2 The consolidation of the Austrian health system and reform
efforts since 1955

In 1955, the Austrian Parliament passed the General Social Insurance Act
(Allgemeines Sozialversicherungsgesetz, 1955, ASVG), which came into
force on 1 January 1956. The ASVG was the culmination of efforts made
after 1945 to revise and standardize social insurance legislation for blue- and
white-collar workers while eliminating the provisions remaining from impe-
rial law. It is the “basic law” of social insurance, encompassing the areas of
health, work accidents and pensions insurance for all employees in the fields
of industry, mining, commerce and trade, transport, agriculture and forestry,
and also regulates health insurance for pensioners of the covered groups.

From 1955 onwards, social insurance coverage was extended progres-
sively, e.g. to farmers (1965), civil servants (1967), and refugees (2005) (see
Table 2.2). Consequently, insurance coverage increased from approximately
70% of the population in 1955 to approximately 99.9% in 2017.
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TABLE 2.2 Selected major reforms extending health insurance coverage since 1955

YEAR LEGISLATION COMMENTS

1955

1958

1965

1966

1967

1970

1978

1978

1993

2005

2010

General Social Insurance Act (Allgemeines
Sozialversicherungsgesetz, 1955)

Act on Pension Insurance for Self-
Employed (Gewerbliches Selbstandigen-
Pensionsversicherungsgesetz, 1957)

Act on Health Insurance for Farmers (Bauern-
Krankenversicherungsgesetz, 1965)

Act on Health Insurance for the Self-employed
(Gewerbliches Selbstandigen-
Krankenversicherungsgesetz, 1966)

Civil Servants’ Health and Accident
Insurance Act (Beamten-Kranken- und
Unfallversicherungsgesetz, 1967)

Act on Pension Insurance for Farmers (Bauern-
Pensionsversicherungsgesetz, 1970)

Act on Social Insurance for the Self-Employed in
Commerce, Trade and Industry (Freiberuflichen
Sozialversicherungsgesetz, 1978)

Act on Social Insurance for Farmers (Bauern-
Sozialversicherungsgesetz, 1978)

Federal Long-Term Care Allowance Act
(Bundespflegegeldgesetz, 1993)

Basic Care Act (Grundversorgungsgesetz, 2005)

ASVG Amendment Acts (for
instance SVAG (2010))

Regulating health insurance, accident insurance
and pensions insurance for all employees (white-
and blue-collar) and health care for pensioners

Regulating pension insurance
for the self-employed

Regulating health insurance for farmers

Regulating health insurance
for the self-employed

Regulating health insurance and
accident insurance for civil servants

Regulating pensions insurance for farmers

Jointly regulating health insurance,
accident insurance and pensions
insurance for the self-employed

Jointly regulating health insurance, accident
insurance and pensions insurance for farmers

Introduction of a seven-stage cash
benefit for LTC dependents

Regulating health care for refugees
and asylum-seekers

Extension of coverage to several non-standard
employment relationships such as marginal
part-time workers, quasi-freelancers, the newly
self-employed, and temporary agency workers.

Source: GOG compilation

Since the late 1970s, numerous reforms have been implemented to

improve coordination and governance of the Austrian health care system and

to contain expenditure growth. In 1978, the Hospital Cooperation Fund was

introduced with the aim of improving coordination of hospital planning and
financing between the federal level and the Lander level. The establishment
of the fund marked the start of a new legal mechanism for health reform as

it was established as the result of an agreement between the federal level and
the Lander under Article 15a of the Federal Constitutional Law (Vereinbarung
gemafS Artikel 15a Bundes-Verfassungsgesetz, B-VG) (see section 2.3.4). Since
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1978, all major health reforms with regard to the hospital sector have been
defined as agreements under Article 15a of the Federal Constitutional Law.

In 1997, a new agreement under Article 15a of the Federal Constitutional
Law introduced the Austrian DRG system (Leistungsorientierte
Krankenanstaltenfinanzierung, LKF), the Austrian Diagnosis-Related Group
(DRG)-based payment system. At the same time, the Hospital Cooperation
Fund was replaced by a Structural Fund at federal level and nine funds at
Liinder level for the financing of hospital care (see Table 2.3). Furthermore,
the 1997 agreement introduced a system for national health care planning,
starting with the first mutually agreed and binding central Austrian Hospitals
and Major Equipment Plan.

In 2005, another reform aiming to increase integration and efficiency of
health service provision led to the establishment of health platforms at the
Linder level, including state governments, SHI funds, municipalities as well
as providers and representatives of the federal government. Health platforms
were intended to collectively reorganize health care provision at the Linder
level but as competencies of state governments (for inpatient care) and SHI
funds (for ambulatory (extramural) care) remained unchanged, they had only
a minor impact on the (re-)organization of health care provision. However, a
certain amount of funding was pooled at the Lénder level to enable projects
aimed at strengthening the integration of care between the inpatient and
the ambulatory (extramural) sector (“reform pool”).

At the same time, structural and integrated health (framework) planning
on the basis of four planning zones and 32 planning districts was introduced
at the federal level (Austrian Structural Plan for Healthcare), complemented
by detailed health planning at Ldinder level (Regional Structural Plans for
Healthcare). As a result of the integrated planning approach, the initial health
planning for inpatient services in hospitals was extended to the ambulatory
(extramural) sector both in hospitals and physician practices.

Also, the 2005 reform was based on an agreement under Article 15a
of the Federal Constitutional Law, but it recognized for the first time the
collective responsibility for health service provision of all players, including
the SHI funds. Consequently, all players were represented in the then newly
established federal bodies for central planning and financing, i.e. the Federal
Health Commission (Bundesgesundheitskommission) and the Federal Health
Agency (Bundesgesundbeitsagentur, BGA, see section 2.3.4 and 2.5). The BGA
replaced the former federal Structural Fund (see Table 2.3).
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TABLE 2.3 Federal and state hospital financing funds, 1978 onwards

FEDERAL LEVEL LANDER LEVEL
DECISION- DECISION-
FUNDS MAKING BODY FUNDS MAKING BODY
1978 Hospital
reform Cooperation Fund Fondsversammiting n/a /e
Health Platform
1997 . (decisions making
reform Structural Fund Strukturkommission State Funds Via votes of state
governments only)
Health Platform
2005 Federal Health Federal Health State Health (decisions making
reform Agency (BGA) Commission Funds (LGF) via votes of state
governments only)
Health Platform
FederaI_He_:aIth (dgcisions making
2013 Federal Health banuisstay, State Health 8 RS O S
reform Agency (BGA) Federal Target- Funds (LGF) governments only),
gency Based Governance State Target-
Commission (B-ZK) Based Governance
Commission
Health Platform
(d_ecisions making
2017 Federal Health ~ Fod%fal Farget. State Health g‘gjevrﬁtnfzr?tfssgﬁf;)
reform Agency (BGA) Commission (B-ZK) Funds {LGF) State Target-
Based Governance
Commission

Source: GOG compilation

In the LTC sector, the past three decades have seen some significant
steps towards increased harmonization of LTC services across the nine
Linder and more centralized governance at the federal level. Up until the
1990s, a fragmented system of allowances existed to cover LT'C, organized
under various schemes and by different stakeholders (Leichsenring, 2017).
After protests of disability organizations during the 1980s, inconsistencies
across different groups and coverage gaps were brought to public attention
and resulted in the adoption of the Federal Long-Term Care Allowance
Act (Bundespflegegeldgesetz) in 1993 (see Table 2.2). Austria was the first
country in Europe to introduce a system of comprehensive and needs-based

* 'The introduction required the signing of a state treaty and adoption of nine corresponding

Long-term Care Allowance Acts at Linder level, as constitutional law assigns responsibility
for LT'C to the Léinder (Leichsenring, 2017).
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cash benefits for people with LT'C needs, financed by general taxes
(Leichsenring, 2017)."

2.2.3 The emergence of a target-based health governance system
since 2012/2013

The organization of the current joint decision-making bodies (see section
2.3.4) has been strongly shaped by the 2013 health reform (see section 6.1.2).
'The reform established a joint, target-based health governance system, bring-
ing together the major players (federal government, state governments, and
SHI funds). A Federal Target-Based Governance Commission (B-ZK) was
established in 2013 to define targets at the federal level (see Figure 2.1). In
2017, this commission took over the financing tasks of the Federal Health
Commission.

'The new federal target-based health governance system encompasses
both financial targets and jointly defined (public) health targets for health
outcomes, as well as processes and structures of services provision. Financial
targets are defined in terms of expenditure caps at the Linder level, encom-
passing the expenditure of both, state governments and SHI funds at the
Linder level (see section 6.1.3). Both financing agents should take on joint
responsibility for attaining these targets (ZS-G, 2017).

Since 2017, the responsibilities of the B-ZK and — to some extend also
of the State Target-Based Governance Commissions — have been further
extended, in particular with regard to competencies of devising structural
plans for health care, which are now (at least partly) legally binding.

2.3 Organization

Definition of the legislative framework for the health system takes place at
the federal level, where draft legislation is usually initiated by the Federal
Ministry of Labour, Social Affairs, Health and Consumer Protection
(Bundesministerium fiir Arbeit, Soziales, Gesundheit und Konsumentenschutz,
BMASGK). With regard to the provision and financing of hospital care,
the Ldnder have to implement and execute the legislation. As a result,

*  Since 2011, care allowances are also administered centrally at the federal level.
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responsibility for hospital care is shared between both levels, which means
that reforms affecting the hospital sector (and hence any major reform
effort) are possible only through joint agreements. Therefore, agreements
under Article 15a of the Federal Constitutional Law have become the most
important mechanism for reform in the Austrian health system (see section
2.2.2). These agreements are concluded between the federal level and the
Linder, usually in line with the general negotiations on fiscal allocation, as
they commonly determine the financial flows for hospital care between the
federal level and the Ldinder. The organization of ambulatory (extramural)
care is largely delegated to the self-governing bodies of social insurance funds
and providers, which engage in collective negotiations about contracts and
reimbursement.

More recently, the relevance of joint decision-making bodies at fed-
eral and Ldnder level, including representatives of the three main players
(federal government, Lander, and SHI), has increased considerably since
2013. These bodies aim to overcome the traditional fragmentation of the
health system.

2.3.1 Federal level

At federal level, the most important players are the federal parliament as
the representation of legislative power, and the BMASGK. Most laws are
drafted by the BMASGK. The parliamentary committee on health policy
reviews and discusses all bills and proposals relating to health care.

'The Ministry responsible for health has changed its name and remit
several times during the last decade. The Federal Ministry of Health
(Bundesministerium fiir Gesundbeit, BMG) has been known by this name
since December 2008. In 2016, it became the Federal Ministry of Health and
Women’s Affairs (Bundesministerium fiir Gesundheit und Frauen, BMGF) and
in January 2018 the responsibility of health was merged with social affairs,
labour and consumer protection under the new Federal Ministry of Labour,
Social Affairs, Health and Consumer Protection (BMASGK).

In addition to its responsibilities for the health care system and public
health, the BMASGK is responsible for the supervision of SHI funds and
the HVB (including the pension insurance funds), and for the financing and
supervision of LT'C services.
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Various bodies provide advice to the BMASGK when it comes to ques-
tions requiring a high level of medical and/or scientific expertise. The most
prominent body is the Supreme Health Board, which advises the Ministry
on medical questions particularly focusing on the current state of the art
of medical science (“lege artis”). Furthermore, various advisory boards have
been established, e.g. the Physicians’ Training Commission, the Commission
on Tele-Healthcare until 2015, the Board on Rare Diseases, the Board on
Patient Safety, the Board on Mental Health, the Board on Geriatric Medicine
and the Oncology Board.

In addition, the BMASGK is supported by several institutions:

= The Austrian Public Health Institute (Gesundbeit Osterreich GmbH,
GOG) is the national public health research and planning institute
and incorporates the Federal Institute for Quality in the Health
Care System and the Austrian Health Promotion Fund (Fonds
Gesundes Osterreich, FGO).

= The Austrian Agency for Health and Food Safety (Osterreichische
Agentur fiir Gesundhbeit und Ernéhrungssicherheit GmbH, AGES),
a joint agency of the BMASGK and the Federal Ministry of
Sustainability and Tourism. It is in charge of the protection of
human, animal and plant health, of medical and drug safety, and
of food security and consumer protection along the food-chain.

= 'The Austrian Federal Office for Safety in Health Care together
with the Austrian Medicines and Medical Devices Agency (AGES
Medizinmarktaufsicht, a section of AGES) is responsible for market
authorization of medicinal products and the assessment of the
efficacy and safety of medicinal products and medical devices as
well as market surveillance and inspection of manufacturers (see
sections 2.8.4 and 2.8.5).

= 'The Electronic Health Record Institution (ELGA Ltd.) is a joint
institution of the federal government, the state governments and
the SHI funds. The company is responsible for the further devel-
opment of the national e-health infrastructure as well as for the
coordination of all relevant activities necessary to roll out electronic
health records in Austria (see also section 4.1.4).
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The Federal Ministry of Finance is also involved in health system gov-
ernance, in particular with regard to health system financing and is
formally represented in the B-ZK (see section 2.3.4). The Federal Min-
istry of Education, Science and Research (Bundesministerium fiir Bildung,
Wissenschaft und Forschung) is responsible for the university education
of physicians.

2.3.2 Lander level

At Linder level, the state parliaments and the state ministers responsible for
health care are the main players with regard to health system governance.
Often state ministries combine health with other affairs, such as social
protection (including LT'C). Except for Lower Austria, where health affairs
are distributed among three different ministers, the areas of responsibility

of state ministers usually encompass:

= general (public) health issues, including municipal sanitary services,
" inpatient care,

= ambulatory (extramural) care,

= funerals, and

= personnel of health care facilities.

'The Lénder are responsible for ensuring the availability of adequate hospital
capacity, and they finance an important part of inpatient and outpatient care
in hospitals. Most of the public and private non-profit hospitals are owned
by the Lénder, the municipalities or by non-profit institutions. However,
all Lander have outsourced the management of their state-owned public
hospitals to state-owned companies run under private law — or are in the
process of doing so (Vienna).

Furthermore, all Lander have established Patient Ombudspersons’ Ofhices
as independent institutions. These offices inform patients about their rights
and act as mediators and advocates of patients’ interests in case of poor-
quality care or malpractice. The patient ombudspersons are also represented
in the health platforms.
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2.3.3 Self-governing bodies

'The Austrian social insurance system has always been administered accord-
ing to the principle of self-government, with the exception of the period
1939-1947. Self-governance of the social insurance system means that
insurance-holders and those who pay contributions (employers), service
users and health care providers participate indirectly in the administration
of the system.

Health care provision is organized through negotiations between the
self-governing bodies of SHI funds and providers in all areas of health care
provision except hospital care. Self-governing bodies of SHI funds consist
of representatives of both employers and employees, and exist at the level
of individual SHI funds as well as at the level of the HVB. Self-governing
bodies of health service providers are — among others — the medical cham-
bers and the Austrian Chamber of Commerce, as well as representatives of
dentists, pharmacists and the voluntary professional associations of other
health professionals (e.g. nurses, technical staff).

SOCIAL INSURANCE

Austria has a long history of social protection via the social health insurance
(SHI) system (see sections 2.2.1 and 2.2.2). At present, 21 social insurance
funds are responsible for health, pension and accident insurance, out of which
18 offer SHI to their beneficiaries. Most persons are assigned to a certain
insurance fund by law according to their profession. There is one regional
SHI fund for each of the nine Ldnder and five company health insurance
funds, the latter are mainly a heritage of the former nationalized industry.
Regional SHI funds are responsible for all persons who work for employers
in the respective Lander. Some specific professional groups though (farm-
ers, railway workers and miners, the self-employed and civil servants) are
insured by four specialist insurance funds that provide health insurance and
operate under specialist law (see Figure 2.2 and Table 3.4). There are also five
company health insurance funds (Betriebskrankenkassen) for the employees
of five larger companies. Furthermore, some freelance professions (such as
physicians, lawyers, architects, civil engineers) are entitled to opt out of the
public SHI system (see section 3.3.1).
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FIGURE 2.2 Organization of the Austrian Social Insurance Funds, 2017

Main Association of Austrian Social Security Institutions (HVB)

Pensions Insurance Health Insurance Accident Insurance
Pensions Insurance Fund 9 Regional 5 Company
SHI Funds SHI Funds Accident
Insurance
Social Insurance Fund for Persons Fund

engaged in Trade and Commerce

Social Insurance Fund for Farmers

Social Insurance Fund for the Austrian Railway and Mining Industries

Insurance Fund for Social Insurance Fund for Public Service
Austrian Notaries Wage and Salary Earners

Note: SHI: Social Health Insurance
Source: HVB, 2017f

All social insurance funds included in Figure 2.2 are legally required to
be members of the Main Association of Austrian Social Security Institutions
(HVB). The HVB represents the general interests of social insurance funds
in Austria and abroad. It coordinates health, accident and pension insurance,
produces binding guidelines (e.g. for administrative procedures), legislative
suggestions, expert reports and policy statements, and concludes collective
contracts with providers (HVB, 2017e).

'The HVB is governed by an executive committee consisting of 15 mem-
bers representing both employers and employees (see Figure 2.3, upper part),
which appoints directors to the Board of Directors and gives instructions to
the Board. The Board of Directors is composed of four managers, one general
director and three deputy directors. The highest controlling and legislative
body at the level of the HVB is the conference of social insurance funds
(Trigerkonferenz), which consists of 37 members. Its members are chairper-
sons nominated by the individual social insurance funds representing both
employers’and employees’ perspectives (except for pensioners). Furthermore
an advisory board is installed with 18 members, including representatives of

the BMASGK and the social insurance funds (HVB, 2018d).
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FIGURE 2.3 Organization of the Main Association of Austrian Social Security
Institutions (HVB) and SHI funds, 2017

Main Association of Austrian Social Security Institutions (HVB)

Executive Committee
executive body Conference of

Social Insurance
Funds Advisory Board

controlling and

Board of Directors legislative body

bound by instructions

Individual insurance funds

Executive Committee General Assembly
executive body legislative body
Advisory Board
Director Controlling Assembly
bound by instructions controlling body

Sources: GOG compilation (HVB 2012; HVB, 2018d; WGKK, 2017a)

At the level of the individual social insurance funds, the governing
structure slightly difters (see Figure 2.3, lower part). Each social insurance
fund has three governing bodies, consisting of representatives of employers

and employees:

= the General Assembly as legislative body,
= the Executive Committee as executive body,

= the Controlling Assembly as controlling body.
PROFESSIONAL BODIES OF PROVIDERS

The Austrian Medical Chamber (Osterreichische Arztekammer) is the fed-
eral association of the nine regional medical chambers and represents the
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professional, social and economic interests of Austrian physicians based on
mandatory membership. The federal and the regional medical chambers
negotiate collective contracts (Gesamzvertrige) with the HVB (on behalf of
the corresponding SHI funds) on a regular basis. These specify and regulate
the catalogue of services, associated tariffs, payment mechanisms, service
volumes, and the number of contracted providers (see section 3.3.4). In
addition, the Austrian Medical Chamber is mandated by law to pursue
various functions, such as the organization of vocational (lifelong) training,
the specification of postgraduate training, or the organization of the exam-
ination for being approved as a GP or specialist. Moreover, the Austrian
Medical Chamber also runs the physicians’ register and is responsible for
the quality assurance in GPs’and specialists’ independent and group prac-
tices via a subsidiary unit: Austrian Society for Quality Assurance and
Quality Management (Osterreichische Gesellschaft fiir Qualititssicherung und
Qualititsmanagement in der Medizin GmbH). Outpatient clinics (see section
5.3) are represented by the Austrian Chamber of Commerce in negotiations
with SHI funds.

The Austrian Dental Chamber (Osterreichische Zahnérztekammer)
was established in 2006 and is the professional body of Austrian dentists.
Previously, dentists had been members of the Medical Chamber. The Austrian
Chamber of Pharmacists (Osz‘erreic/_)iscbeApotbeéerkammer) is the professional
mandatory representation of Austrian pharmacists, working in pharmacies
and/or hospitals. Social protection for self-employed pharmacists is pro-
vided by the General Salary Fund of Austrian Pharmacists (Pharmazeutische
Gebhaltskasse) responsible for salaries of employed pharmacists in public or
hospital pharmacies and settlement of health insurance prescriptions with
SHI funds (Pharmazeutische Gehaltskasse, 2018). The Austrian Midwives’
Association (Osterreichisches Hebammengremium) is a public corporate body
and as concerns mandatory membership (since 2014) the most recent pro-
fessional body for health professionals, even if the establishment of such
midwives’ committees dates back to 1925 (Hebammengesetz, 1925).

Health professions without legal professional representatives are able to
enrol in voluntary professional associations including the Austrian Nurses
Association (Osterreichischer Gesundheits- und Krankenpflegeverband)
as well as the Austrian Association of Higher Medical Technical Staff
(Dachverband der gehobenen medizinisch-technischen Dienste Osterreichs),

with the latter embracing seven different professions (biomedical analysts,
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dietitians, occupational therapists, radiology technicians, physiotherapists,
orthoptists and speech therapists). Membership is voluntary and although
not stipulated by law, its representatives are involved in various committees

as well as decision-making processes.

2.3.4 Joint decision-making committees and funds

Austria has a long tradition of setting up committees in order to enable
joint (federal level, Lander and SHI funds) financing of hospitals and to
enable joint governance of issues, such as health system planning or health
promotion. This started with the establishment of the Hospital Cooperation
Fund at the federal level in 1978 (see section 2.2.2). While joint financing
and planning initially aimed at coordinating activities of the federal and the
Linder level, joint decision-making bodies later also included representatives
of SHI. At the time of writing, the most important joint decision-making
committees and funds included the B-ZK, the BGA, the State Target-Based
Governance Commissions, and the health platforms at Linder level and state
health funds (Landesgesundheitsfonds, LGF).

Since 2013, the Federal Target-Based Governance Commission (Bundes-
Zielsteuerungskommission, B-ZK) is the most senior joint committee of the
Austrian health system, composed of decision-makers of all three relevant
players — technically referred to as the three curiae:

= Four representatives of the federal level: the Federal Minister
of Labour, Social Affairs, Health and Consumer Protection, the
Federal Minister of Finance plus a representative of their federal
ministries (usually cabinet members).

=  Four representatives of social insurance funds: the president of the
HVB, the chairperson of the conference of social insurance funds
plus chairpersons of two SHI funds (usually one of a regional and
one of another fund).

= Nine representatives of the Ldinder: the state ministers responsible

for health.

Decisions within the B-ZK have to be taken first within the respective curia
(i.e. federal level, Lander level, or SHI), following defined decision-making
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criteria set by each curia in its respective regulations (e.g majority vote, una-
nimity). Second, decisions within the B-ZK have to be taken unanimously
among the three curiae with each curia having one vote. The B-ZK is respon-
sible for all matters of the target-based health governance system at federal
level including expenditure caps as well as (public) health target attainment.
In addition, it is the decision-making body of the BGA. Furthermore,
since 2017 the B-ZK has the power to declare certain parts of the Austrian
Structural Plan for Healthcare legally binding (see Table 6.1). The standing
high-level committee (Stindiger Koordinierungsausschuss) — itself a body of the
BGA (see below) — has a preparatory and coordinating function regarding
the B-ZK agendas and supports the implementation of B-ZK decisions
(see section 6.1.4).

The Federal Health Agency (Bundesgesundheitsagentur, BGA) is a public
fund and a separate legal entity for cross-regional and cross-sectoral health
planning, governance and financing. Its funds are allocated mostly to hospital
financing (see section 3.3.3). The agency is also in charge of administering
parts of the Austrian hospital financing system and it is tasked with central
documentation matters.

The State Target-Based Governance Commissions (Landes-
Zielsteuerungskommissionen) are the corresponding joint committees at Lander

level and again consist of members of the three main stakeholders:

=  Five representatives of the Lander level: the state minister respon-
sible for health (in some Ldinder also additional state ministers,
e.g. responsible for financial affairs) and usually several members
of state parliament with a focus on health policy.

= Five representatives of SHI: generally, the chairperson and the
deputy chairpersons and further two representatives of the regional
SHI fund as well as one representative (also members of the direc-
torate) of other SHI funds.

*  One representative of the federal level: a senior civil servant of the

BMASGK.

Again, decisions within the State Target-Based Governance Commissions
have to be taken first within the respective curia (i.e. Lander level or SHI),
and the final decision of both curiae has to be unanimous. The federal
level has a veto right in cases where a Ldnder decision would contradict
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the federal standards e.g. with regard to health targets or federal structural
health planning.

'The State Target-Based Governance Commissions have been established
primarily to execute the target-based health governance system (health targets
and expenditure caps) and to enable joint planning. In addition, State Health
Platforms exist in all Linder, which include not only representatives of the
financing agents (Lander level, SHI, and federal level) but also representa-
tives of the Medical Chamber, the municipalities, operators of hospitals and
patients’ ombudspersons. State Health Platforms make decisions about the
use of the funds of state health funds (LGF) and they are responsible for
the financing system of Ldnder hospitals.

2.4 Decentralization and centralization

The Austrian health system is characterized by regionalized health care
provision within a regulatory framework determined at the federal level, and
delegation of several statutory tasks to self-governing bodies. Health-related
legislation is largely defined at the federal level (e.g. for social insurance,
health professionals, pharmaceuticals, medical devices, etc.). However, for
hospital care, the federal level defines only basic legislation, whereas the
Linder are responsible for enacting and implementing legislation at the
Linder level (Table 2.4). SHI is organized by the self-governing bodies,
with the federal government as surveillance-authority. As a result, given the
significant number of Lander (nine) and SHI funds (18), decision-making
authority is distributed among many players.

Responsibility for the provision of health care services is mostly trans-
terred to the Lander level (hospital care) and to SHI funds operating at the
federal and Lainder level (e.g. ambulatory (extramural) care, rehabilitation).
'This includes also the provision of public health services, which is the respon-
sibility of state and municipal health (sanitary) authorities. Furthermore,
private entities, such as hospitals, physicians, other health professionals,
nongovernmental organizations (NGOs) and welfare institutions, perform
important functions in the health system.

In recent years, there has been a trend towards concentrating (cen-
tralizing) planning at the federal level through the development of frame-
work plans and targets (see section 2.5), while concomitantly regionalizing
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(decentralizing) detailed planning and implementation. In particular, the
2013 health reform has meant a remarkable shift towards more coordination
as it led to the establishment of a target-based health governance system
under the responsibility of the B-ZK (see also sections 2.2.3,2.3.4 and 6.1.2).
Since then, the trend towards more centralized steering and governance has
continued as manifested by the 2017 Federal Target-Based Governance
Agreement (Bundes-Zielsteuerungsvertrag), which defines the guiding princi-
ples as well as priorities for the period 2017-2021 for both the federal and the
Linder level (BMGEF, 2017t). Previously, i.e. between 2013 and 2016, State
Target-Based Governance Agreements (Landes-Zielsteuerungsvertrige) had
existed alongside the federal contract to specify targets at the Lander level.

TABLE 2.4 Task allocation according to degree of centralization

CENTRALIZATION FUNDRAISING AND
LEVEL GOVERNANCE DISTRIBUTION USE OF FUNDS PROVISION

f?:rsnlgvsggk Collection and
High leqislation for gl distribution of taxes, ) Disaster
g g determination of SHI management

sectors including

- . contribution levels
medication, training

Agreement under Article 15a of the Federal
Constitutional Law, collective contracts

Medum (el et Hospitals, care
promotion, - hoFr)nes ‘etc Vaccination
prevention, planning T
Hospitals, q Public health service, health
culgiiony Collect‘mn promotion/ prevention, ambulatory
Low (extramural) care, and pooling of care, provision of medication, mobile
mobile services, contributions services, hospitals, LTC homes

care homes

Source: Hofmarcher and Quentin, 2013

2.5 Planning

Planning in the Austrian health care system is largely supply driven and
is — in accordance with the fragmentation of responsibility — carried out and
implemented by a variety of stakeholders. Despite the trend towards more
centralized and harmonized planning (as part of the new target-based health
governance system), planning still remains fragmented and rather focused
on inpatient service provision.
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Responsibility for planning of the health care system at the federal
level lies with the BGA and its decision-making body, i.e. the B-ZK (see
section 2.3.4) (ZS-G, 2017). The Austrian Public Health Institute (GOG)
acts as a facilitator and scientific expert in the planning process at federal
level. The outcome of federal planning activities is the Austrian Structural
Plan for Healthcare. The most recent version (2017) was developed on the
basis of the Federal Target-Based Governance Agreements (2013, 2017)
and replaced the 2013 version.

The Austrian Structural Plan for Healthcare 2017 provides a frame-
work for planning of health care provision in all sectors of the health system
covering the period up to 2020, including the inpatient and ambulatory
sectors as well as rehabilitation care and the interface to the social sector. It
defines 32 health care regions and four health care zones and determines the
amount of services in the inpatient sector — specified in terms of numbers
of admissions per DRG - that will be necessary to meet the needs of the
population. The Austrian Structural Plan for Healthcare 2017 also contains
an analysis of ambulatory care provision at Ldnder level, includes quality
criteria for inpatient and ambulatory (extramural) service provision, and
provides guidelines for the further development of the health care system.

At the Linderlevel, nine State Target-Based Governance Commissions
are responsible for translating and implementing guidelines and reg-
ulations of the Austrian Structural Plan for Healthcare into Regional
Structural Plans for Healthcare, according to the Health Reform Act
(Vereinbarungsumsetzungsgesetz, 2017). Regional Structural Plans for
Healthcare are the basis for determining whether care provided by a hospi-
tal is necessary. This is important because SHI funds are legally obliged to
contract only with those providers that are deemed necessary (section 2.8.2).
All nine Lander have a Regional Structural Plan for Healthcare, but they
largely difter with regard to structure and health care sectors included. Most
of them still only focus on acute inpatient care as reliable performance data
on ambulatory (extramural) care remains unavailable.

Planning in the ambulatory sector is challenging because hospital-
based outpatient departments as well as registered physicians working in
independent ambulatory (extramural) practices, outpatient clinics and group
practices, must all be taken into account simultaneously.

Parts of the Austrian- and the Regional- Structural Plans for Healthcare
may be made legally binding by means of regulations at federal or the Léinder
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level in the future (Vereinbarungsumsetzungsgesetz, 2017). A new planning
agency (Gesundheitsplanungs GmbH) in the ownership of the BMASGK, the
state governments and SHI will be authorized to adopt regulations for legally
binding parts of health care planning (GOG 2013; GOG, 20172; ZS-G, 2017).
Legally binding parts of the Austrian Structural Plan for Healthcare refer e.g.
to supra-regional health care service departments that provide specialist care
(e.g. for highly contagious diseases or severe burns victims), to the Austrian
Hospitals and Major Equipment Plan or to capacities for rehabilitation.

Health workforce planning is becoming more important due to general
trends such as demographic shifts (concerning population as well as practis-
ing physicians), epidemiological changes and technological and economic
developments. The location-based staffing plan controls, as part of the col-
lective contracts, the number and distribution of contracted physicians based
on need and existing provision by hospitals. These plans are negotiated by
the HVB (on behalf of and in consultation with regional SHI funds) and
the corresponding regional medical chambers, and are divided according
to medical specialties. As a rule, each insured person should have a choice
between at least two appropriately qualified providers, which should be
located within a reasonable travel distance. The location-based staffing plan
should be developed in line with the Regional Structural Plan for Healthcare.
'The Austrian Structural Plan for Healthcare provides nonbinding targets of
the number of physicians in the ambulatory (extramural) sector but they are
hardly translated in the Regional Structural Plans for Healthcare.

There is currently no systematic health workforce planning mechanism
in place. Only the number of first year students at public medical universities
and national targets of the number of training places for GPs are planned.
In light of the imminent shortages of health care staff, this may represent
a matter of concern. The current reform package (second Target-Based
Governance Agreement, 2017-2021) foresees to implement a monitoring
mechanism of workforce indicators such as the number of training positions

(see sections 6.1.4,7.3.2 and 7.5.2).

2.5.1 Risk management and preparedness planning

Responsibility for risk management in Austria lies primarily with the

BMASGK. The 2017 health reform defines provisions for the national
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planning of specialized, complex services, including special isolation units for
the treatment of patients with (presumed) highly contagious life-threatening
diseases (Vereinbarungsumsetzungsgesetz, 2017).

Multisectoral preparedness planning is under the responsibility of the
Federal Ministry of the Interior, which collaborates with a number of organ-
izations and institutions including BMASGK, Red Cross etc. It takes the
lead in the State Crisis and Disaster Protection Management mechanism,
which facilitates cooperation between all federal and state bodies as well as
any other organizations involved in disaster relief (BMI, 2017). In case of a
disaster, state governments are responsible for among others disaster relief and
emergency care. However, they rely on (semi-)voluntary organizations, such
as fire brigades, Red Cross, and other rescue organizations, to carry out the
operations. In fact, the Red Cross is responsible for ensuring the functioning
of water and sanitation. Involvement of the armed forces as well as the civil
population is possible. Furthermore Austria collaborates with other countries

via bilateral agreements on mutual support in case of disaster (Austrian Red

Cross, 2017b).

2.6 Intersectorality

Awareness for intersectorality and its potential benefits is gradually gaining
attention in Austria. It is increasingly recognized, that health is influenced
by a wide range of determinants, which need to be addressed as part of a
Health in All Policies approach (WHO, 2013) as recently demonstrated in
the Austrian Health Targets.

Several institutions support intersectoral actions on health, such as
the Austrian Health Promotion Fund, which is part of GOG, and focuses
on health promotion activities in different sectors, AGES and the Federal
Ministry of Sustainability and Tourism. The Federal Ministry for Transport,
Innovation and Technology is in charge of road safety and active mobility
(BMVIT;, 2011). The Federal Ministry of Public Service and Sport coordinates
health-enhancing physical activities. The Federal Ministry of the Interior is
co-responsible for the health of displaced persons. The Federal Environmental
Office monitors the environment and — among others — its effects on health
(Umweltbundesamt, 2016). The Lander play an important role in child pro-
tection, e.g. by regulating smoking and the use of alcohol (BKA, 2017b).
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'This section focuses on intersectoral activities taking place at the federal
level, especially those led by the BMASGK. However, this overview is not
complete because relevant ongoing intersectoral activities are not denom-

inated as such.

2.6.1 Austrian Health Targets

More than 40 stakeholders from relevant institutions and civil society were
involved in the development of the 10 Austrian Health Targets that were
adopted in 2012.The Austrian Health Targets provide a national framework
for health targets at Linder level and complement already existing Ldnder
targets. Partially the definition of national targets was influenced by pre-
existing Ldnder targets. So far six out of nine Ldnder have developed their
own set of health targets (BMG, 2015d; BMGF, 2016g; BMGE, 2017u)
(see section 6.1.1).

The primary goal is to increase the number of healthy life years of all
people living in Austria, irrespective of their level of education, income or
personal living conditions. The 10 targets cover a broad range of determi-
nants, policy areas and/or population groups (health promotion, working
conditions, gender, equal opportunities in health, health literacy, natu-
ral resources, healthy environments, social cohesion, children and young
people, nutrition, exercise and activity, psychosocial health, health care
services). The targets represent a framework for coordinated action until
2032, counting on the commitment of all sectors and institutions involved
in the process, and adhering to the guiding principles of a Health in All
Policies approach. For each target, an intersectoral working group defines
sub-targets, indicators, concrete actions and benchmarks. To date reports
have been completed for seven health targets. First updates of these reports
have been published for two targets; two further updates are planned for

2018 (BMGE, 2017u).

2.6.2 National strategies and action plans

Numerous national intersectoral strategies and action plans have been
developed, usually under involvement of a broad range of stakeholders
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from different sectors, professional backgrounds and areas of expertise. The
BMASGK often leads this development process under cooperation with

other ministries. The most recently developed strategies are:

= Austrian Diabetes Strategy 2017 (Schmutterer et al., 2017)

= Austrian Health Promotion Strategy (BMASGK, 2018f)

*  Austrian Nutrition Action Plan (BMGF, 2017v)

= National Action Plan on Physical Activity (BMGEF, 2017w)

= Action Plan for Women’s Health (BMGEF, 2017x; Ladurner, 2016b)

= National Action Plan for Antimicrobial Resistance 2017 (NAP-
AMR) (BMGEF, 2017y)

= Strategy for Dementia 2015 (BMASK, 2017b; BMGEF, 2017z)

*  Austrian National Action Plan for Rare Diseases (NAP.se) 2015
(BMG, 2015a; BMGEF, 2017aa)

= Austrian Addiction Prevention Strategy 2015 (BMG, 2015bj;
Ladurner, 2016a)

= National Cancer Framework Programme 2014 (BMG, 2014b).

Also the initiative for health in schools is an example of intersectoral action
on health, which was led by the Federal Ministry of Education, Science and
Research (BMB, BMGF, HVB, 2017).

2.6.3 Health Impact Assessment (HIA)

Health Impact Assessment (HIA) is not mandatory for general legislation
nor for public or private investments. However, several strategic documents
and/or political decisions refer to HIA, and public institutions have com-
missioned HIAs in several cases (Gruber and Tiirscherl, 2012).

A concept for the establishment of HIA in Austria was developed in
2009 and implementation started in 2010 (Horvath et al., 2010). There is a
national HIA-network and a pilot-HIA was undertaken on the introduction
of a compulsory kindergarten-year in 2011/2012 (Grillich and Griebler,
2012). National examples of HIAs as well as related publications, such as
guidelines for practical implementation (BMG, 2013a), are available on the

Based Governance Agreement (2017) also aims to foster HIAs.

LY
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2.6.4 Initiatives to reduce inequities in health

'The reduction of inequalities in health has received increasing attention in
the past years. Ensuring health equity for all in Austria is one of the Austrian
Health Targets (target 2). The promotion of health equity moreover features
a guiding principle across all targets (BMGEF, 2017u). Various initiatives and
strategies were set up in recent years with the aim to reduce inequity in health:

REDUCING HEALTH INEQUITIES IN EARLY LIFE AND WOMEN

The gradual establishment of Regional Early Childhood Intervention
Networks (Frihe Hilfen) throughout Austria is a successful example for a
regional support programme addressing health inequities at source. Early
childhood interventions comprise various health promotion services and
activities tailored to parents and young children. Special attention is given
to socially disadvantaged families and families in particularly stressful life
situations. The establishment of regional networks has gradually been advanced
since 2011 and was completed in about half of all Austrian districts in 2016
(NZFH, 2017b).

CHILD AND YOUTH HEALTH STRATEGY

The Child and Youth Health Strategy (thematic field 4), aims at promoting
health equity via reducing entry barriers to existing welfare programmes.
Furthermore, pilots with respect to health literacy e.g. regarding dental health
or intercultural communication have been launched. The associated Austrian
Child and Youth Health Survey of 2016 provides information on the health
situation and living conditions of children and adolescents in Austria and

informs the strategy (BMGEF, 2017ab).

ACTION PLAN FOR WOMEN'S HEALTH

With the Action Plan for Women’s Health, the Federal Ministry of Health
launched a joint project in 2015, focusing on women’s health promotion
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and prevention as well as gender-sensitive health care. In the medium term,
actions in the areas of mental health, equal opportunities and women’s self-
image will be promoted in their implementation. The implementation process
is supported by an annual Women’s Health Dialogue, which takes place
between stakeholders from different policy areas and NGOs (BMGEF, 2017x).

NATIONAL HEALTH STRATEGIES AND PROGRAMMES

One of the strategic goals of the National Cancer Framework Programme
is equal access to care provision as well as new developments in cancer
treatment for everyone, independent of age, gender, origin or socioeconomic
background. The programme calls for an analysis of the impact of socioec-
onomic determinants on the incidence, prevalence and mortality connected
to different tumour entities, as well as of the influence of a cancer diagnosis
on the socioeconomic living conditions of patients and their close relatives.
In addition, a concept should be developed to minimize the impact of
socioeconomic determinants and preventing a worsening of socioeconomic
conditions due to cancer (BMG, 2014b).

'The National Health Promotion Strategy is part of the Austrian health
reform and is aligned with the Austrian health target process. The strat-
egy provides a framework for coordinated action and funding in the field
of health promotion — especially for the State Health Promotion Funds
(Landesgesundheitsforderungsfonds — a new financial pot established through
the health reform) and the so-called Vorsorgemittel (prevention funds). It also
defines objectives, quality criteria and priority topics serving as requirements
for use of the available funds. One of the requirements is that measures,
projects and strategies which promote health equity should be given priority
(BMASGK, 2018f).

The Preventative Healthcare Strategy makes provisions for supra-
regional health promotion and preventive health care programmes, financed
by the BGA with €3.5 million annually. It is jointly implemented by the
federal government, the Lander and SHI funds. To receive funding, measures
must prove to be in line with the National Health Promotion Strategy and
aim to reduce health inequities. The current focus is on health equity for
children and youth (BMASGK, 2018f).

The Austrian Nutrition Action Plan (2011) aims to implement effective
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measures in a transparent and intergovernmental way to prevent over-,
under- and malnutrition in all socioeconomic groups, to reverse the rising

overweight and obesity rates by 2020 and to prevent diet related noncom-
municable diseases (BMG, 2013b; BMGE, 2017v).

OTHER INITIATIVES

Since 1998, Austria has a publicly funded national immunization programme
offering the most important, recommended vaccines free of charge to all
children and adolescents up to the age of 15 living in Austria. Furthermore,
vaccinations against measles, mumps and rubella are offered free of charge
for all adults.

Since 1995, the Austrian Anti-Poverty Network (Armutskonferenz)
connects more than 40 welfare organizations, education and research insti-
tutions or social initiatives in order to channel the interests of people in, or
at risk of, poverty. Addressing health disparities, the network raises public
awareness of existing, self-perceived access barriers of needy people to health
care (Armutskonferenz, 2017). It is also represented in the plenary of the
Austrian Health Targets and is an active member of several working groups
on individual targets (esp. “Ensure health equity for all in Austria”). The
Handbook Poverty in Austria (Dimmel et al., 2014) provides evidence and
policy options for reduction of poverty and health disparities.

A recent study commissioned by the BMASGK based on data col-
lected for the Austrian Health Interview Survey (ATHIS) 2014 investigated
connections between health status and social environment in the Austrian
context. It confirmed international findings that socially disadvantaged pop-
ulation groups suffer from poor health more often and are more exposed to
health risks than those who are more advantaged. This particularly concerns
people with low income and the long-term unemployed as well as people
with low levels of education or with a migration background (Statistics
Austria, 2016a). In the context of the EU “Europe 2020” goals, the Austrian
government has implemented the goal “Fighting poverty and social exclusion”
as one of the core goals (BKA, 2017c¢).

At the GOG, the Task Force Socioeconomic Determinants of Health
has been established to facilitate the exchange of stakeholders from research,
policy and practice (Braunegger-Kallinger and Ladurner, 2014). The Health
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Impact Assessment support unit has a strong focus on health equity taking
potential effects of new policies on health equity into account (GOG, 2017a).
Health equity has also been defined as a priority of the Austrian Health
Promotion Fund to reduce health inequalities due to socioeconomic dispar-

ities (FGO strategy on health equity 2021) (FGO, 2017b).

2.7 Health information management
2.1.1 Information systems

To increase transparency for the population as well as for experts, efforts
towards new information systems have been made over the past years.
Nevertheless, the health information systems remain fragmented in Austria,
which is related to its fragmented organization and financing.

'The B-ZK is aiming to measure performance of the entire health system
to strengthen governance. A performance measurement framework has been
developed and the performance of the health system has been assessed in
a baseline report that draws together various indicators from a range of
available databases and surveys, e.g. on tobacco consumption, inpatient
mortality, patient satisfaction, and life expectancy (Bachner et al., 2018b).
Furthermore a mechanism is in place that monitors the 10 Austrian Health
Targets which is coordinated with the monitoring processes for the federal
targets (see section 6.6.1) and for national health strategies (BMGE, 2017u).

INPATIENT DATA

For the inpatient sector, comprehensive information is available on service
provision and financing. Hospitals are required to provide a minimum basic
dataset for each admission, including information on age, gender, proce-
dures (coded according to a national procedure catalogue) and diagnoses
(coded according to the International Classification of Diseases, ICD-10).
Furthermore, hospitals are obliged to report general information, such as
number of beds, quantity and qualifications of personnel, availability of
equipment, number of inpatient stays etc., as well as aggregated data on costs
according to defined standards. Data are integrated in a non-public database
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(Diagnosen- und Leistungsdokumentation der osterreichischen Krankenanstalten)
(BMGE, 2017ac) that is accessible for the main stakeholders (BMASGK,
SHI funds, Lénder). Selected contents (e.g. on utilization, diagnoses and
procedures) are published online by the BMGEF/BMASGK (BMGE, 2017k).

Since 2013, inpatient quality is assessed by the Austrian Inpatient
Quality Indicators (A-IQI) on the basis of administrative data with more
than 200 indicators which are focused on outcome quality, e.g. inpatient
mortality of patients with cerebral infarction or share of patients with com-
plications following cystectomies (BMGEF, 2016a). However, transparency
remains limited because indicators are not publicly reported at hospital level.

Hospitals have to fill in questionnaires on quality management activities
at regular intervals via a web-based quality platform (Qualititsplatform 3.0)
(BMGF, 2017g). In addition, hospitals have to report on quality management
activities at regular intervals via questionnaires on this platform (BMGE,
2017ad). The information is published on two websites together with infor-

registers exist for selected medical areas, e.g. adult heart surgery, stroke,
pacemakers, premature birth (privately financed), cancer.

AMBULATORY CARE DATA

For the ambulatory care sector, information systems are less well developed,
but efforts are ongoing to improve information availability on care quality
and diagnoses (e.g. via implementation of the electronic health record and the
launch of the Austrian health portal, see also section 4.1.4). Yearly statistical
handbooks provide detailed information on physician charges based on the
tee scale (Honorarordnung) and on financial expenditure statistics published
by SHI funds (HVB, 2016¢; HVB, 2017b; HVB, 2017k). However, outpa-
tient services provided by hospitals are not included in these statistics. In
addition, the reporting of diagnoses remains incomplete in the ambulatory
(extramural) care sector. A nationwide uniform catalogue of ambulatory
services provided by both ambulatory (extramural) physicians and hospital
outpatient departments has become mandatory in 2017 with a 2-year tran-
sition period to enable full rollout until 2019 (see section 3.7.1). Pilots of
this catalogue date back to 2007 (BMASGK, 2018e).
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Austria
SURVEY DATA

'The Austrian Health Interview Survey (ATHIS) plays an important role in
health reporting and hence for the target-based health governance system
of the health reforms 2013 and 2017. It is performed at regular intervals of
about five years, provides information on health status, health behaviour and
health service utilization and is representative for all people living in private
households in Austria aged 15 years or older. In 2014, about 16 000 persons
(15 years and above) participated in the survey (Statistics Austria, 2015).

'The Patient Satisfaction Survey that is regularly performed at national
level provides information about overall satisfaction with the health care
system and specific services. In 2015, 20 000 patients (14 years and above)
of 12 insurance funds participated in the survey focusing on quality and on
coordination between inpatient and ambulatory (extramural) care (Leuprecht
et al.,2016a). This survey is conducted by the Federal Institute for Quality in
the Health Care System and the first survey was commissioned in 2010/2011
(Gleichwelt et al., 2011). Further frequently used data sources for health
reporting are the HSBC (Health Behaviour in School-Aged Children)
survey, EU-SILC, death statistics or cancer statistics, to only name a few.

Data on children’s health status and health behaviour is collected by the
Health Behaviour in School-Aged Children Study (HBSC) that assesses
self-reported health and health behaviour of students aged 11, 13, 15 and
17 years. Since 1986, it is conducted every four years by a multidisciplinary
network of researchers in 42 countries. In Austria, the study is conducted
by the Institute for Health Promotion and Prevention on behalf of the
BMASGK (Ramelow et al., 2015).

HEALTH INFORMATION REPORTING

Information collected in the various databases is published in different reports
and on different platforms. Health information reports for population groups
(e.g. women, men, children) as well as for certain sectors of the health care
system (e.g. oncology, palliative care) are published at federal, Linder and
municipal level by using the above-mentioned data. In 2003, the platform for
health reporting (Plattform Gesundbeitsberichterstattung) was established to
bring together relevant actors that play a role in health reporting in Austria.
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In biannual meetings organized by the Austrian Public Health Institute
representatives of the BMASGK, the Linder and the SHI funds discuss
and formulate recommendations for the health reports (BMGEF, 2017ae).
National health expenditure data are collected by the National Statistical
Institute (Statistics Austria) according to the OECD System of Health
Accounts (SHA) (OECD, Eurostat, WHO, 2011).

GOG also collects expenditure information and provides an overview
on health expenditure by sector and by Land (sum of SHI and Lénder
expenditure on Lénder level). This is part of the financial target monitoring
task of GOG performed for the B-ZK (see section 6.1.3). Reports are pub-
lished twice a year on the BMGF/BMASGK homepage (BMGE, 2017af).
Furthermore, Austrian data on health expenditures, service utilization, and
quality is included in international health information systems, e.g. of OECD,
WHO and Eurostat.

2.1.2 Health technology assessment

Health technology assessment (HTA) is not yet systematically incorpo-
rated into public decision-making in Austria, for example, concerning the
inclusion or exclusion of technologies from the benefits basket. However,
there is political will to strengthen the use of HTA in decision-making to
support evidence-based medicine and evidence-based public health (ZS-G,
2017). Ongoing activities in the area of HTA are guided by specifications
of the 2010 HTA strategy (e.g. on the selection and prioritization of topics)
(GOG, 2010a), and the national methods manual that HTAs should follow
(BMGEF, 2017ag; GOG, 2012).

Various institutions perform HTA in Austria (GOG, 2017b), includ-
ing the Austrian Public Health Institute (GOGQG), the Ludwig Boltzmann
Institute for Health Technology Assessment (LBI-HTA), the University for
Health Sciences, Medical Informatics and Technology and the department
for evidence-based economic health care at the HVB.

However, in the absence of a legal framework, coordination of HTA
activities in Austria remains a challenge. International cooperation is key
for a small country like Austria, and all of the above-mentioned institutions
actively participate in the European HTA network (EUNetHTA, 2017).
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2.8 Regulation

As described in section 2.1 Overview of the health system, the Austrian
health system is shaped by the division of responsibilities resulting in a
complex and fragmented system. Competencies are shared between the
tederal and Ldnder level, where the most important actors are the federal
and state governments with the respective ministries responsible for health.
With respect to the health care system, many responsibilities have been
delegated to self-governing bodies (e.g. SHI funds). With the 2005 health
reform the BGA and the LGF's were created and have an important role in
development of quality rules and guidelines.

Responsibility and financing of ambulatory care difters depending
on whether services are provided by hospitals on an outpatient basis — in
Austria considered to be part of the intramural sector — or whether they
are provided by physicians outside hospitals — referred to as the ambulatory

(extramural) sector.

2.8.1 Regulation and governance of third-party payers

'The two main third-party payers in Austria are the SHI funds and the state
governments. The federal government, i.e. the BMASGLK, is responsible
for the supervision of SHI funds and the HVB. The Federal Ministry of
Finance is entitled to send a representative to governing body meetings of
the pension insurance funds and the HVB to protect financial interests of
the federal government.

'The BGA determines the mechanisms of financial equalization and dis-
tributes tax money and the lump sum from SHI funds to the LGF according
to legally predefined proportions. Management by the BGA is subject to
control by the audit office. At Léinder level, the LGF manage the payment
for public hospitals (see sections 2.3.4 and 3.3.3). According to constitutional
law, the federal and the nine state governments are autonomous with respect
to administration and legislation of the LGF (BMF, 2017).

'The most important legal document regulating social insurance is the
General Social Insurance Act (ASVG) which defines — among others — the
administrative structures of insurance funds, beneficiaries, benefits baskets,
basic relations with service providers, relations between the insurer and the
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insured as well as financing (Allgemeines Sozialversicherungsgesetz, 1955).
A number of specialist insurance laws (GSVG, BSVG, B-KUVG) regulate
insurance for specific groups of the population (self-employed, farmers and
civil servants) (see section 3.3.1).

Other legal frameworks regulating availability and financing for social
and health care facilities are the financial equalization measures and the
agreements between the federal government and the Ldnder in accordance
with Article 15a of the Federal Constitutional Law. Social security contri-
butions are set nationally by Parliament. The Financial Equalization Act
(Finanzausgleichsgesetz, 2017) regulates pooling and intergovernmental
transfers of direct and indirect taxes between the federal level, the Linder
and municipalities. The Financial Equalization Act primarily concerns dis-
tribution of revenue for hospital care and is a result of negotiations between
tederal, Linder and municipality level, usually in force for a period of four
years. The most recent Act was negotiated in 2016 and is in force for the
period 2017-2021 (Finanz-Verfassungsgesetz, 1948; Finanzausgleichsgesetz,
2017).1In addition, the intra-state agreements under Article 15a of the Federal
Constitutional Law (Vereinbarungen gemdf Artikel 152 B-VG) are central for
financing of hospital care. They regulate the distribution of funds raised from
various taxes and, different to the Financial Equalization Act, reallocate funds
of the SHI. These agreements under Article 15a are subject to negotiations
between the federal and the Ldnder level and are usually valid for a period
of four years (see section 2.3).

Since 2013, the target-based health governance system stipulates finan-
cial targets (a budget cap) for public health expenditures in Austria, i.e. for
spending by Linder and SHI funds. The national budget cap is defined by
according law and agreements under Article 15a of the Federal Constitutional
Law and it is broken down for each Land and SHI fund. The budget cap was
part of debt reduction efforts to meet fiscal targets of the EU Maastricht
criteria defined within the consolidation package (Stabilititspak) for the
period 2012-2016 (European Central Bank, 2018) (see section 6.1.3). The
cap is linked via agreements under Article 15a of the Federal Constitutional
Law regarding general fiscal targets (Maastricht criteria and consolidation
package), and consequently the sanction mechanisms of the consolidation
package apply also to the health sector. This means that breaching financial
targets might violate the agreed Maastricht criteria and may result — after a
decision by a dispute settlement body — in penalty payments for third-party
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payers. However such penalties have never been applied so far. The Austrian
Public Health Institute monitors the financial targets twice a year in public
reports.

Municipalities play only a minor role as public payers in the health care
system and are therefore not involved in financial governance and regulation.
Nonetheless, municipality participation in hospital financing is significant
in some Ldnder. In this context, some Ldinder implement taxation legislation
as part of their responsibilities and oblige municipalities to make resources
available. The range and type of this participation by municipalities in the
hospital sector varies significantly in its organization but information about
it is sparse (Hofmarcher and Quentin, 2013).

Private health insurers, unlike the public SHI system, have no obligation
to take on any individual as a customer. This type of insurance is based on
a freely arranged, voluntary agreement (see section 3.5.3). Private health

insurance firms are regulated by the financial services regulator.

2.8.2 Regulation and governance of providers

Establishment and operation of hospitals and outpatient clinics is regulated
jointly by the Federal Hospital Act (Krankenanstalten- und Kuranstaltengesetz,
KAKuG, 1957/2018) and relevant implementing legislation at Lander level.
'The Lander are responsible for the licensing of hospitals, outpatient clinics
and group practices. To obtain a license, prior needs assessment on the basis
of the Regional Structural Plans for Healthcare is mandatory if services are
to be reimbursed by SHI funds. Also, a statement of the State Health Fund
is required regardless of whether the hospital or outpatient clinic is included
in the Regional Structural Plan for Healthcare. Providers have to submit
an application with the intended spectrum of services to be performed, the
planned volume of services, and any investment plans. The administrative
approval of the license by the state government depends on assessments
from relevant parties (e.g. SHI fund, regional medical chamber). For outpa-
tient clinics, a needs assessment by GOG (or another comparable research
institute) is obligatory. Needs assessment is not required for providers that
only offer services that are not reimbursed by social health insurance funds.

In addition, a special designation process exists for “national centres of
expertise” (nationale Expertisezentren). Designation as a national centre of
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expertise by the B-ZK is a requirement for full participation in the European
Reference Networks (see also section 2.9.6). Providers have to obtain consent
of all relevant players, such as the state governments, prior to application
(BMGE, 2017p).

In ambulatory (extramural) care, any licensed physician registered with
the Austrian Medical Chamber has the right to open a practice (free-
dom to practice). However, only (single or group) practices included in the
location-based staffing plan and with an SHI contract are allowed to bill
services to SHI funds. The conditions of practice are regulated through
collective contracts, which are negotiated between the HVB and regional
medical chambers according to the sixth part of the ASVG (Allgemeines
Sozialversicherungsgesetz, 1955). Subsequently, each individual SHI fund
must agree to the contract (Article 341, paragraph 1, ASVG). The involve-
ment of the HVB is intended to ensure that contracts are established on the
same basis for all health insurance funds. The Austrian Medical Chamber can
agree on a contract on behalf of the regional chambers with their consent. The
collective contracts stipulate among others the rights and responsibilities of
contracted providers, service volume, the fee schedule, and the location-based
staffing plan. Based on the collective contracts, providers of ambulatory care
conclude individual contracts with SHI that must meet the criteria of the
collective contracts (see sections 2.5 and 3.3.4).

Although the Austrian Structural Plan for Healthcare includes plan-
ning of ambulatory care, it remains the responsibility of Ldnder and SHI
funds to include this area of provision in their Regional Structural Plans for
Healthcare. However, ultimately, the number of physicians is determined
by the contracts between insurance funds and physicians or group practices
that are handed out in accordance with the location-based staffing plan (see
section 2.5).

Since 2001, physicians are allowed to form group practices. Some of
the newly founded group practices seem to primarily serve the purpose of
practice takeover (e.g. from father to son). Group practices have to fulfil
several characteristics, such as the legal form of a collective or limited part-
nership or self-employed co-owners (possibility of different specialities).
Furthermore, like solo practices, group practices are not allowed to employ
physicians; however, they are allowed to employ a limited number of other
health care professionals. The latter is currently discussed in the context of the
regulation on primary health care. In contrast to initial planning, the recent
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Primary Health Care Act (Primirversorgungsgesetz, 2017) failed to create
the option to employ physicians in independent practices (see section 5.3).

QUALITY ASSURANCE REGULATIONS FOR HEALTH CARE PROVIDERS

Quality assurance in hospitals, rehabilitation clinics and outpatient clinics
is mainly regulated by the Federal Hospital Act (KAKuG) and the Federal
Act on the Quality of Health Care (GQG, 2004). Based on the Federal Act
on the Quality of Health Care several national quality standards exist, e.g.
for patient blood management (BMGEF, 2016b), hospital hygiene (BMG,
2015c¢), admission and discharge management (BIQG/BMG, 2012) and
preoperative diagnostics (BIQG/BMG, 2011). Every owner or operator is
obliged to implement a quality assurance system, which includes among
others the establishment of a quality assurance commission and the partic-
ipation in regular national quality reporting. The Federal Hospital Act also
regulates the mandatory sanitary supervision, which includes unannounced
quality inspections focusing mainly on hygiene criteria. Furthermore, the
Austrian Structural Plan for Healthcare includes relatively detailed stand-
ards for the required quantity and quality of personnel and equipment
at the facilities. In addition, quality of care is systematically assessed on
the basis of A-IQI (see also section 2.7). If measured indicators suggest
potential quality problems at the level of individual hospital departments,
a peer review procedure is initiated to identify irregularities and options
for improvement. For the peer review three to four chief physicians (from
at least two different medical specialties) evaluate 20 hospital cases within
one day based on e.g. timeliness and adequacy of diagnostics and treatment,
use of clinical guidelines, supervision during treatment, cooperation across
disciplines, documentation and thereafter provide recommendations and
a protocol.

In the ambulatory (extramural) care sector, the Quality Assurance
Regulation of the Medical Chamber (OAK and BMG, 2012) defines qual-
ity criteria for independently practising physicians and group practices and
regulates the evaluation process. In 2014, minimum quality management
requirements for health care providers were released by the Federal Ministry
of Health defining the minimum standards for quality management that
have to be fulfilled by any health care provider (see Table 6.3). In addition,
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a general commitment to provide high-quality care is included in all health
care professional laws.

Mandatory quality checks are performed by the Austrian Society for
Quality Assurance and Quality Management in Medicine according to
the Physicians’ Act (Arztegesetz, 1998) and results are regularly published
in quality reports. Furthermore, the first Federal Target-Based Agreement
aims at improving quality reporting (processes and outcomes) in the entire
ambulatory (extramural) care sector (including also non-medical health
professions) in the next years (ZS-G, 2017) (see section 6.1.3). In this con-
text, quality indicators for the ambulatory care sector (Austrian Outpatient
Quality Indicators) have been developed based on the A-IQI-project, and
were measured in some selected regions. They will be applied nationwide in
the next few years.

In 2016/17, the Federal Ministry of Health in Austria revised a quality
strategy for the Austrian health care system, which had originally been
published in 2010. The strategy aims to ensure equal access to the best pos-
sible treatment through coordinated measures in the areas of patient safety,
quality of structure, process and outcome, risk management and training
and further education.

An important development to improve quality assurance is the planned
implementation of cross-sectoral quality measurement by 2021, which is
supported by the stepwise implementation and rollout of diagnosis coding
in ambulatory settings (see section 3.7.1). Furthermore, quality standards
for certain chronic diseases are being developed (e.g. diabetes, stroke) which
aim to assure that patients receive better coordinated and integrated care
across different settings (ZS-G, 2017).

2.8.3 Registration and planning of human resources

All health care professions are subject to regulations put in place by federal
legislation. Regulation of health care professions covers training, career
path, nomenclature, rights to practise, practice obligations and disciplinary
procedures. To practise it is necessary to have the appropriate permission.
Obtaining this requires successful completion of the appropriate (legally
defined) training, legal capacity to practise as well as being able to prove
your own adequate state of health and trustworthiness.



Austria

Certain health care professions require compulsory entry in a public
register before starting to practise. For physicians, pharmacists, midwives
and dentists, the registers are run by their legally appointed professional
bodies. The Austrian Medical Chamber is the responsible authority for the
recognition of professional qualifications for physicians and also the registry
for licensed physicians in Austria (including physicians in training) based on
the provision of §27 (2) of the Austrian Physicians’ Act (Arztegesetz, 1998).
Before starting a medical activity in Austria every physician is obliged to
register with the Austrian Medical Chamber. The registration takes place in
the Land of the medical activity.

Compulsory registration has been progressively expanded to cover
almost all types of health professionals practising in Austria. Since the
second half of 2018, registration into the Health Care Professional Register
run by the GOG has become compulsory also for several health care
professional groups that had previously been exempted, such as LTC
and nursing professionals, physiotherapists, and speech therapists (see
section 4.2.1).

Admissions to exercise health care for foreigners in Austria are based on
the European Directive on the Recognition of Professional Qualifications
(Directive 2005/36/EC) and apply to citizens of the European Union, of
the European Economic Area as well as to Swiss and certain third country
nationals (BMGF, 2017ai). Practising without prior recognition or employing
such persons is an administrative offence, punishable by a fine and may also
be subject to personal liability under criminal and civil law.

All health professionals in Austria are required to regularly update their
training based on the latest developments and findings, as regular continu-
ous training is considered a major quality aspect (BMGEF, 2017aj) (see also
section 4.2.3).

2.8.4 Regulation and governance of pharmaceuticals

Regulation of pharmaceuticals is a federal responsibility. The most impor-
tant piece of legislation is the Medicines Act (Arzneimittelgesetz, 1983),
which contains fundamental definitions as well as regulations on market
authorization procedures, manufacturing and distribution of pharma-
ceuticals. Further important legal frameworks are set out in the Price Act
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and in regulations on pharmacy and wholesale remuneration. Legal provi-
sions on pharmaceutical reimbursement in the ambulatory care sector are
covered by the ASVG. The Hospital Act contains regulation on hospital
pharmacies and medicines stock in hospitals. In addition, EU legislation
is of particular relevance with regard to the marketing authorization of
medicines (Regulation 2004/726/EC), while regulation of pricing and
reimbursement is left to individual Member States (under the condition
that procedural rules are conform with the so-called Transparency Directive
(Council Directive 89/105/EEC).

According to EU regulations, there are different pathways for manufac-
turers to obtain a marketing authorization: (1) the centralized authorization
by European Medicines Agency (EMA), and (2) the mutual recognition
or decentralized authorization procedures. Under the centralized author-
ization procedure, pharmaceutical manufacturers may obtain a marketing
authorization from EMA that is valid in all EU Member States as well as
in Iceland, Liechtenstein and Norway. Under the decentralized procedure
and under the mutual recognition procedure, the marketing authorization
of one Member State is recognized also in one (or several) other Member
States on the basis of the evaluation of the first (the reference) Member
State, where a manufacturer requests the authorization.

'The Federal Office for Safety in Health Care (Bundesamt fiir Sicherbeit im
Gesundheitswesen, BASG) is the most important national authority (subordi-
nate to the BMASGK) for the execution of laws related to market access and
safety of pharmaceuticals and medical devices. Its tasks include granting of
marketing authorizations, inspection of pharmaceutical firms, and assessment
of medicines and medical devices which are already on the market regarding
efficacy, adverse reactions, production, shipment and storage etc. (Vogler et
al., 2013). The Austrian Agency for Health and Food Safety (Osterreichische
Agentur fiir Gesundheit und Erndhrungssicherbeit GmbH, AGES) — a limited
liability company owned by the Republic of Austria — and, in particular, its
subdivision AGES MEA (Austrian Medicines and Medical Devices Agency)
supports the BASG in its work through assessments, quality control of
pharmaceuticals and pharmacovigilance.

National marketing authorization of pharmaceuticals is based upon an
assessment of efficacy, safety and quality. It is awarded for an initial time
period of five years. However, as there is a high level harmonized marketing
authorization for pharmaceuticals in the EU (centralized, decentralized and
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mutual recognition procedure), national authorization only plays a minor
role (GOG, 2010b). Re-assessments though are performed for all pathways
of marketing authorizations after five years and for any variation in phar-
maceuticals (BASG, 2017¢).

Following the marketing authorization, the BMASGK, advised by
experts of the prescription commission (Rezeptpflichtkommission), decides
about the prescription status of the medicine in accordance to the Prescription
Act (Rezeptpflichtgesetz, 1972). Most pharmaceuticals (more than 85%
of all authorized medicines) in Austria are prescription-only medicines
(BASG, 2018).

Advertisement of pharmaceutical products in Austria is regulated by
the Medicines Act. It is the responsibility of BASG, along with municipal-
ities, to monitor advertisement of pharmaceuticals. Advertising aimed at
consumers is not allowed for prescription-only medicines. However firms
can make product-specific information available, if there is a demand from
patients. Nonprescription medicines (over-the-counter medicines, OTC) are
also sometimes subject to an advertising ban, if they are on the positive list
(Erstattungskodex) or if they have the same brand name as a prescription-
only medicine. Other OTC products may be advertised via any medium
(Hofmarcher and Quentin, 2013).

Since 2016, financial flows from pharmaceutical manufacturers to doc-
tors and medical institutions have been published on a voluntary basis
(CORRECTIYV, 2017). A study in 2015 showed that physicians tend to
be reluctant to release the amounts of payments they have received from
pharmaceutical companies; only about one in five physicians make these
payments transparent (Mantsch et al., 2016).

REGULATION OF PHARMACIES

Community pharmacies are the main dispensaries of both prescription-only
medicines and nonprescription medicines. The Pharmacy Act regulates
the establishment and ownership of community pharmacies in Austria
(Apothekengesetz, 1906).

The operation of a community pharmacy is, in accordance with the
Pharmacy Act, subject to license from the authorities that require certain
individual conditions (e.g. pharmacy degree from an European Economic
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Area country, minimum of five years professional experience in a pharmacy)
as well as material preconditions (e.g. minimum size of operating space) to
be fulfilled. However, the most important barrier for the establishment of a
new pharmacy is a needs assessment in accordance with the Pharmacy Act as
there must be a minimum distance of 500 metres between two pharmacies,
and a minimum customer base of 5 500 people.

A further requirement for establishment of a new community phar-
macy is that a dispensing physician does not operate an in-house pharmacy
in his or her practice within the municipality. Nonpharmacists may only
own up to 50% of a pharmacy. Pharmacists may have only one pharmacy
license and may only run one pharmacy, but they may open one additional
branch pharmacy (Apothekengesetz, 1906; Langebner, 2017, Osterreichische
Apothekerkammer, 2017; Zimmermann and Vogler, 2012).

Drugstores may only sell a restricted range of nonprescription medicines
as for example herbal teas, cosmetics or vitamin products. In line with EU
legislation (Directive 2011/62/EU), the sale of nonprescription medicines on
the Internet by registered Austrian community pharmacies has been allowed
since June 2015 (Osterreichische Apothekerkammer, 2017; Zimmermann
and Vogler, 2012). The BASG is responsible for registration of all author-
ized mail-order pharmacies in Austria and their compliance with the legal
requirements for the distribution of medicines by means of distance sales
(BASG, 2017a; BASG, 2017b). The sale of prescription-only medicines
through the Internet remains prohibited.

PRICING AND REIMBURSEMENT OF PHARMACEUTICALS

The responsibility for the pricing of pharmaceuticals lies at federal level
with the BMASGK and is regulated by the Price Act and the ASVG. The
Ministry, advised by the Pricing Committee, calculates and sets maximum
(ex-factory) prices for medicines. For medicines included in the positive list
of SHI reimbursable pharmaceuticals for use in the ambulatory (extramural)
care sector (i.e. the Reimbursement Codex, Erstattungskodex), the maximum
price is set at EU average or below. The HVB decides about the inclusion
of a pharmaceutical in the positive list based on advice provided by the
Pharmaceutical Evaluation Board (Heil/mittel-Evaluierungskommission). This
reimbursement decision is based on an evaluation of alternative medicines
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for the indication in question and the (added) therapeutic benefit. The eval-
uation is performed in three stages: first pharmacological evaluation, second
medical-therapeutic evaluation, and third economic evaluation (BMGE,
2017ak; Mandlz, 2015; Osterreichische Apothekerkammer, 2017; Vogler
et al., 2013; WHO, 2017d).

Of the total number of 9 182 medicines (including homeopathics) with
a marketing authorization in Austria (counting different pharmaceutical
forms and dosages) 7 372 medicines were contained in the positive list in
January 2018 (counting different pharmaceutical forms, different dosages
and different pack sizes) (HVB, 2018e; BASG, 2017¢).

For medicines not included in the positive list of the ambulatory
(extramural) care sector, pharmaceutical companies are, in principle, free
to determine the ex-factory price. However, since April 2017, new pricing
regulations apply to these medicines if their annual sales (during 12 months,
not necessarily during a calendar year) at the expense of Austrian SHI
funds exceed €750 000. As soon as sales of a particular pharmaceutical
(incl. all pack sizes and dosages) reach this threshold, the HVB has to
notify the Pricing Committee, which will then determine an EU average
price within eight weeks. If the determined EU average price is lower
than the ex-factory price, the company is obliged to repay the difference
for the period after the annual sales threshold was reached (Zimmermann
and Rainer, 2018).

For generic medicines (i.e. medicines with off-patent active ingredi-
ents) included in the ambulatory positive list, pricing regulations are as
follows. The price of the first generic “follower” product with identical
active ingredients must be 50% less than the price of the originator product.
Each “follower” generic medicine is required to have a price difference to
the previous generic medicine; the price of the second generic “follower”
product has to be 18% lower, and the price of the third “follower” product
has to be 15% lower than the price of the second “follower”. The price
of the originator product has to be reduced by at least 30% within three
months after the inclusion of the first generic into the positive list. If
there is a third follower generic medicines, companies selling the first
and second “follower” generic products have to reduce their prices to the
same level as that of the third follower product. If these price reductions
are not carried out, medications have to be removed from the positive
list. Further follower products have to offer price deductions of at least
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€0.10 to be included in the positive list (Zimmermann and Rainer, 2018).
While these price linkage mechanisms had been in place since 2004, the
respective percentage rates were revised in April 2017 (i.e. higher differ-
ence between the prices of “follower” generic medicines and originator
medicines).

The percentage rates of the price linkage mechanisms between the
reference products and biosimilar medicines included in the positive list in
the ambulatory (extramural) sector were also revised in April 2017 (before
the same regulations were applied for biosimilars as for generics). The first
follower has to be priced at least 38% below the originator, the second
follower has to be priced at least 15% lower than the first follower and
the third follower has to be priced at least 10% below the second follower.
Then the same procedure as for generics applies (the reference medicine
has to decrease its price by 30% within three months, etc.). If these price
reductions are not carried out, the medicines affected must be removed
from positive list.

All medicines in the positive list (Erstattungskodex) are fully reim-
bursed by SHI (except for a user fee in the form of a prescription fee
per prescribed item, see section 3.4.1) (HVB, 2018b). The positive list
is divided into three different sections (“boxes”). Pharmaceuticals in the
green box can be freely prescribed by physicians. The yellow box includes
medicines which offer significant additional therapeutic benefits for patients
and which are not included in the green box due to medical or health-
economic reasons. The yellow box is subdivided into a light-yellow box
and a dark-yellow box. Medicines in the light-yellow box can be freely
prescribed for particular indications but must be accompanied by writ-
ten documentation and prescription behaviour is monitored. Medicines
in the dark-yellow box require an ex-ante approval from a SHI fund
doctor before they can be prescribed. The red box includes all medicines
for which inclusion in the positive list has been requested. The SHI has
to decide on their future reimbursement status (yellow or green box, or
delisting) and reimbursement price within 180 days (in accordance with
EU legislation, the so-called Transparency Directive (Council Directive
89/105/EEC)).

The decision may be revised upon request from the manufacturer or
the HVB in case of a new indication or the emergence of new pharmaco-
logical, medical/therapeutic or health-economic evidence (BMGF, 2017ak;
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Mandlz, 2015; Osterreichische Apothekerkammer, 2017; Panteli et al.,
2016; Pharmig, 2016). Companies have the possibility to appeal to the
Federal Administrative Court (Bundesverwaltungsgericht) (Zimmermann
and Rainer, 2018). However, medicines not included in the positive list,
may be prescribed on individual applications following prior approval from
a SHI fund doctor.

Final consumer prices (pharmacy retail prices) of medicines in the
ambulatory care sector are calculated by adding to the ex-factory price a
mark-up for wholesalers, a mark-up for pharmacies and 10% VAT. There
are two wholesale mark-up schemes that differ for medicines in the green
and yellow boxes of the positive list and for all other pharmaceuticals. The
schemes are set in the Regulation on Maximum Mark-ups in Pharmaceutical
Wholesale by the BMGF (Verordnung des BMGF iiber Hochstaufschlige im
Arzneimittelgrofihandel (BMGEF, 2004)). Remuneration of pharmacies is
regulated by the Austrian Pharmacy Mark-up Regulation (Osterreichische
Arzneitaxe), which sets the maximum and statutorily fixed mark-ups for
all pharmaceuticals (Osterreichische Arzneitaxe, 1962). There are different
mark-up schemes for “privileged customers” such as SHI funds or Ldnder,
and “private customers”.

Medicines in the inpatient sector are purchased by individual hospitals
or the hospital owner organizations. Medicines not included in the posi-
tive list can be priced freely by the pharmaceutical companies; maximum
wholesale mark-ups can also apply in the inpatient sector where relevant.
Confidential agreements on the actual prices paid between hospitals and
pharmaceutical companies are common (Stemar, 2015). Medicines — except
defined medicines for chemotherapy in oncology — are reimbursed as part

of the DRG-based payments to hospitals.

COST-EFFECTIVE USE OF PHARMACEUTICALS

When compared with other countries, there are relatively few regulations
aiming to assure cost-effective use of pharmaceuticals. Generic substitution
in community pharmacies — that is the practice of substituting a prescribed
product with another one that contains the same active ingredient(s) (Vogler
et al., 2010; Vogler and Zimmermann, 2016) — is not permitted in Austria.
Physicians may not prescribe by International Nonproprietary Name (INN)
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but must use the brand name, which may explain the rather low uptake of
generics in Austria (Vogler et al., 2013; Zimmermann and Rainer, 2018)
(see section 7.5.2).

However, the HVB has introduced guidelines for physicians on rational
prescribing (ROV, 2005) which aims to encourage doctors to prescribe under
considerations of efficacy and expenditure (Mandlz, 2015). The SHI funds
regularly monitor the prescribing behaviour of contracted doctors and provide
them with information and counselling about their prescribing behaviour
in relation to their peers within the region (Ganjeizadeh-Rouhani, 2010).
In theory, i.e. according to the collective contract between SHI funds and
physicians, penalties are possible if physicians do not follow the guidelines —
but this has rarely happened.

Some macro-level measures are in place that aim at reducing costs of
pharmaceuticals. Since 2004, pharmacists grant reductions to privileged cus-
tomers, for example SHI funds, at a rate of 2.5% of the amount of pharmacy
income exceeding the national average. In addition, through framework
agreements between industry and the HVB a system of annual contributions
of the pharmaceutical industry has been introduced for reimbursable med-
icines since 2008. As a result of negotiations for the period 2016-2018, the
industry contributed €125 million in 2016 and will contribute a maximum
of €80 million both in 2017 and 2018 to the public budgets, although the
final amount will depend on the increase of pharmaceutical expenditures
(Osterreichische Apothekerkammer, 2017; Panteli et al., 2016; Pharmig,
2016; Vogler et al., 2013).

There is so far no systematic use of Health Technology Assessment
(HTA) reports to inform decision-making in the field of medicines in Austria
(see section 2.7.2 Health technology assessment).

2.8.5 Regulation of medical devices and aids

"The Austrian Act on Medical Devices is in line with EU directives (BMGE,
2017ap; Medizinproduktegesetz, 2014) and regulates the construction, oper-
ation, application and maintenance of medical devices as well as their safety,
efficiency, effectiveness and quality. As EU directives on medical devices
were revised in May 2017, the Austrian Act on Medical Devices will be
adjusted accordingly within three years with regard to medical devices and
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within five years with regard to in vitro diagnostics (Regulation 2017/745/
EU, Regulation 2017/746/EC).

Only medical devices with an EU-wide CE mark may be sold in Austria,
as this mark means that the device meets the requirements of applicable
European legislation. However, there are exceptions for custom-made prod-
ucts, products for clinical trials, products with a special permit and in-house
produced products.

The Act on Medical Devices is also the basis for the maintenance of a
national medical devices registry by the Austrian Public Health Institute
(GOG), which reports to the European database on Medical Devices
(EUDAMED). Registration in the Austrian Medical Devices Registry
is obligatory for all Austria-based persons and companies (manufacturers,
importers, authorized representatives etc.) responsible for the first introduc-
tion of a medical device (including in vitro diagnostics) on the European
market. Registration is also mandatory for auditors, testing laboratories,
and inspection- and certification bodies of medical devices. Registration of
distributors is voluntary but strongly recommended. The online database is
cost-free and not publicly accessible (GOG, 2017f).

All companies or persons that supply medical devices to end users
(patients or doctors) have to pay an annual fee of €250-400 to the Federal
Office for Safety in Healthcare, depending on the highest class of sold
medical devices (BASG, 2017d).

In the ambulatory (extramural) sector, SHI funds are responsible for
purchasing and payment of medical devices. There is no collective contract for
medical devices. SHI funds contract medical device companies and distributors
(e.g. opticians, orthopaedic technicians, medical technology companies) for
the provision of medical aids at specified prices. Non-contracted companies
are free to set other prices, which will only be reimbursed by SHI funds up
to the amount a contracted partner would receive (HVB, 2017m). In addi-
tion, user charges apply for certain types of medical aids (see section 3.4.1).

In the inpatient sector, costs of medical devices are usually included in
DRG-based payments to hospitals. In addition, individual, highly innovative,
medical devices are reimbursed as procedure-related case groups. The adop-
tion of new, innovative medical devices or interventions in the catalogue of
procedure-related case groups is increasingly subject to an evaluation in the
form of a HTA. Owners of hospitals are responsible for the procurement
of medical devices.
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2.8.6 Regulation of capital investment

In 2015, €2 500 million or 6.7% of total health expenditure were related to
investments, with the majority (54%) made from public sources (see section
4.1.1) (Statistics Austria, 2017t).

The Austrian Structural Plan for Healthcare and the Regional Structural
Plans for Healthcare are intended to guide public and private investments
in order to ensure an equitable distribution of infrastructure in the country.
These plans include regulations for capacities, major equipment in all sectors,
etc. However, final decisions on investments in the inpatient sector (incl.
hospital outpatient departments) are taken by the owners of hospitals (i.e.
Linder) (see section 2.5 Planning).

In the ambulatory (extramural) sector, investments are somewhat deter-
mined by the location-based staffing plan, which determines the location of
contracted providers. However, also in the ambulatory (extramural) sector,
owners of practices are responsible for investments, such as for setting up
their practices or purchasing equipment (see section 4.1.1). With the Primary
Healthcare Act (2017) the implementation of multi-professional primary
health care units is supported by public funding of €200 million.

2.9 Patient empowerment
2.9.1 Patient information

Patients can rely on a range of services and sources of information, when
making decisions about (accessing) health services. According to the most
recent Eurobarometer survey, the most important sources of information
about quality of care are trusted health care providers (e.g. patients’ GPs)
as well as friends and/or family (European Commission, 2013b). Other
sources of information involve information centres (run by public and pri-
vate organizations), self-help organizations and/or patient representatives

such as patient lawyers and/or ombudspersons. An increasing number of

The development of reliable health information with the aim of improv-
ing health literacy of the population is relatively high up on the policy
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agenda in Austria. Enhancing health literacy is included as target 3 in the
Austrian Health Targets (see Box 6.1) (BMGF, 2017u). There are several
ongoing initiatives that aim to improve health literacy (e.g. a health-literate-
organization-approach for hospitals) (Dietscher et al., 2015; OPGK, 2017a).
However, the most important initiative is the Austrian Platform for Health
Literacy (Osterreichische Plattform Gesundheitskompetenz), which brings
together various players that work on improving health literacy. The current
main areas of activity of the Austrian Platform for Health Literacy are the
improvement of the quality of communication in health care and of health
information. Partners of the Austrian Platform for Health Literacy include
representatives of the Ldnder and of social insurance, but also of a number

both initiatives of BMASGK, with a slightly different focus. A national
initiative focusing on outcome quality assessment in the inpatient setting is
the A-IQI. However, information about A-IQI is only available via general
reports containing aggregated results at federal level. Information on out-
come quality in the entire ambulatory sector is currently not available for
the public (see section 2.7.1).

Several international (EHIS, Eurobarometer) and national surveys
(Leuprecht et al., 2016a) have assessed accessibility and usefulness of avail-
able health information.

Information on benefits is publicly available on websites. In addition,
information brochures exist and insured may consult social insurance staff
personally or via phone for a consultation. Also private health insurance
funds use a range of information channels to make their benefits transpar-
ent. However, the benefit package and even co-payments still vary between
SHI funds, which complicates traceability for insured persons and induces
equity concerns.

In 2017, pilots for a telephone helpline (Gesundheitsberatung 1450:
and Vienna). Expansions of the service are planned for the upcoming years
until 2021. The main goal of this new service, which follows examples of
other European countries, is to guide patients to the “best point of service”

(BMGEF, 201720).
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2.9.2 Patient choice

People insured in Austria cannot choose their SHI fund as these are auto-
matically assigned depending on the occupational group and/or the Land.
However, patients have free choice of providers, which is a core element
of the Austrian health care system. Nevertheless, choice of provider may
be influenced by the place of residence, as urban and rural health service
structures often differ considerably.

Patients can freely choose any primary or specialized provider of ambu-
latory care, even if they require a referral for certain services (selected medical
specialists, MRI-, CT-investigations). However, the full costs of care will be
covered only if patients chose to obtain services from contracted providers.
If they chose to obtain care from the increasing number of non-contracted
providers, higher out-of-pocket user charges apply.

Patients also have free choice of hospital in case of elective inpatient
treatment, although choice may be influenced by waiting times. Patients with
supplementary voluntary health insurance can choose a particular physician
at their chosen hospital (although with some restrictions in public hospitals)
(see section 3.5.1). In case of acute inpatient care, patients are usually trans-
ferred to the closest hospital providing the appropriate care, depending on
the availability of resources. In addition, choice may be restricted for certain
types of care in certain Ldinder, e.g. psychiatric patients in Vienna are taken
to hospitals that are determined by the place of residence (see sections 5.2

and 5.3).

2.9.3 Patient rights

Patients’rights are enshrined in numerous federal and state laws. Furthermore,
a range of persons and organizations exist that support patients to claim their
rights. Fundamental patients’rights are summarized in the Patient Charter
(Patientencharta, 2001), which is an agreement between the Federal State
and the Lander (under Article 15a of the Federal Constitutional Law). The
Patient Charter contains fundamental rights of the patient, such as the right
to be treated in accordance with current scientific standards, the right to self-
determination, the right to information (explanations and informed consent),
the right to view one’s own medical history, the right to confidentiality and
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data protection, and the right to protection of dignity and personal integrity
etc. Special provisions and protections are included for children and young

people (BMGF, 2017an).

2.9.4 Complaints procedures

'The improvement of the legal standing of patients is a topic that has been
discussed in the Austrian health care system for decades. For complaints
and for individual and collective patient representation various institutions
have been established with different areas of responsibility (Hofmarcher and
Quentin, 2013). When health care-related errors occur, compensation may
be claimed for by patients via the routes described below.

Patients can either go through the civil courts to assert claims for com-
pensation on the grounds of medical malpractice. Successful court action
requires the presence of the elements of liability in causality, illegality or
negligence, as well as the existence of damages.

To circumvent the civil court, the patient ombudsperson and its com-
plaint management competence can be consulted. In many public and private
hospitals but also at the Austrian Medical Chamber, the SHI funds, and the
Austrian Chamber of Labour there is an ombudsperson’s office that deals
with individual patient complaints. These offices are generally established as
part of the hospital administrative staft and often fulfil the role of a quality
manager.

Since 2002, patients who have suffered damages as a result of a diagnosis
or treatment in a public or private non-profit hospital can receive compen-
sation from a Patient Compensation Fund (Patientenentschidigungsfonds).
These funds provide compensation in cases which would not necessarily
fulfil requirements for conventional compensation under liability law. They
are an additional out-of-court compensation model, financed by patients
themselves, who pay 73 cents per inpatient day into the funds (as of 2017,
KAKuG). Decisions on payouts are taken by independent commissions with
strong involvement of patient ombudspersons.

Moreover, there are arbitration boards for reaching out-of-court settle-
ments, sparing patients and physicians lengthy and expensive legal proceed-
ings. Arbitration boards in most Ldinder are either run directly by the regional
medical chamber or with their cooperation and involvement.
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2.9.5 Public participation

Participation by patients and citizens in the decision-making structures of the
public health care system is not systematic (Forster, 2015). However, all citi-
zens have the opportunity to send written statements to draft-bills, -reports
or -project results. Online platforms for interested parties to participate in
discussions on the development of health care goals were brought in for the
first time as part of the Federal Health Conference 2011.

The insured are indirectly represented in the relevant decision-making
bodies of their SHI fund via representatives sent to these institutions from
chambers of labour or commerce. These representatives are included in the
formal consultation stage of the federal and state legislation processes, and
they are members of State Health Platforms, target commissions, and the
B-ZK. Patient representatives of self-help organizations (or their umbrella
organizations) are often also included, but less systematically. Among other
factors, this is due to the fact that these bodies do not have a continu-

ous structure or sufficient resources to carry out such representative duties
(University of Vienna, 2012).

2.9.6 Patients and cross-border health care

Austrian regulations on cross-border care are in line with European reg-
ulations and jurisprudence. The regulations and case law on cross-border
care, including the Patients’ Rights in Cross-border Healthcare Directive
(Directive 2011/24/EU), have been incorporated in the Austrian EU Patient
Mobility Law (EU-PMG, 2014).

Rules of reimbursement for treatment abroad differ depending on
whether treatment was planned before leaving the country or not. Austrian
insured are entitled to receive all medically necessary care if they fall ill
(unplanned) in any EU Member State and/or European Economic Area
Member State (Iceland, Liechtenstein or Norway) as well as Switzerland and
Macedonia (BMASGK, 2018h). In this case, they will be treated in accord-
ance with locally applicable regulations and all contracted providers (doctors
and hospitals) in these countries are obliged to accept the European Health
Insurance Card. Costs for the treatments are first settled between the provider
and payer of the treatment country, which is subsequently reimbursed by the
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applicable Austrian SHI fund. In the case of planned treatment abroad, two
options exist. Either patients go abroad, pay for services, and subsequently
seek reimbursement from their SHI fund — but reimbursement is limited to
the amount that would have been paid for a comparable treatment in Austria
(according to the catalogue of covered services). Alternatively, patients can
request prior authorization from their SHI fund (Directive 2011/24/EU),
and if authorization is granted, treatment will be fully reimbursed according
to the reimbursement rates (at public providers) in the country of treatment
(BMGE, 2017al). Patient information on cross-border care is available at
the nation contact point, which is hosted by GOG.

Especially for complex and rare conditions, cross-border health care is
becoming increasingly important. Austria takes part in European Reference
Networks (ERN), which aim at coordinating health care providers treating
patients with complex or rare diseases and conditions. The first ERNs were
launched in March 2017, involving more than 900 highly specialized health
care units from over 300 hospitals in 26 Member States; 24 ERNs are work-
ing on a range of medical conditions including bone disorders, childhood
cancer and immunodeficiency (European Commission, 2017¢). Austria is
represented in the ERN on skin disorders (ERN Skin) by the £B-Haus and
as network coordinator in the ERN on paediatric cancer (PaedCan) by the
St. Anna Kinderspital & St. Anna Kinderkrebsforschung.
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'The Austrian health system is relatively costly. Around US$5 138 was spent
on health per capita in 2015 (adjusted for differences in purchasing power),
about US$1 800 more than the EU average. Health expenditure in Austria
is also high relative to GDP (10.2% of GDP in 2015), which is consider-
ably above the EU average (8.7%). More than 75% of total current health
expenditure is financed from public sources. About 18% of expenditure is
out-of-pocket (OOP) payments, which is above the EU average (15%), while
voluntary health insurance (VHI) only plays a minor role in the system.
Average growth rates of health expenditure have been constantly higher
than GDP growth rates in recent years, which is currently tackled by caps
on federal, sectoral and state (Lander) health budgets as part of health care
reform.

The health system is financed by a mix of general tax revenues and
compulsory social health insurance (SHI) contributions. Income-related
SHI contributions accounted for about 60% of publicly financed health
expenditures, while the remaining 40% come from general taxation, including
value-added tax (VAT), income tax and tobacco tax, which are collected at
federal level. SHI has nearly universal coverage (99.9%). There is no com-
petition between SHI funds as the insured are assigned by type or place of
employment.

Providers of acute care hospital services are paid mainly via a Diagnosis-
Related Group (DRG)-like budget allocation system. Most acute care is
provided by public and private non-profit hospitals that are funded via state
health funds (Landesgesundheitsfonds, LGF). Providers of ambulatory care
under contract with SHI funds are paid directly by SHI funds via a mixture



Austria

of fee-for-service and contact capitations. Non-contracted providers represent
a significant share of ambulatory specialists and can freely set their fee levels.

Patients have to pay for these providers out-of-pocket but are subsequently
reimbursed 80% of the applicable SHI tarift.

3.1 Health expenditure

The health care sector is an important part of the Austrian economy. In
2015, current health expenditure amounted to €35 077 million or 10.2% of
GDP (see Table 3.1). In the same year, €2 500 million were spent on gross
capital formation, bringing the total health expenditure to €37 600 million
(see section 4.1.1).

TABLE 3.1 Trends in health expenditure in Austria (current prices), 2000-2015

EXPENDITURE ON HEALTH 2000 2005 2010 2015
Current health expenditure (in € millions) 19 660 24 243 29794 35077
Current health expenditure in € per capita 2454 2947 3562 4072
Current health expenditure as % of GDP 9.2% 9.6% 10.1% 10.2%

PUBLIC EXPENDITURE
Public current expenditure on health (in € millions) 14 850 18 203 22 685 26513

Public expenditure on health as % of
current expenditure on health

Public expenditure on health as % of GDP 7.0 1.2 7.7 7.8

Government health spending as % of
total government spending

PRIVATE EXPENDITURE
Private current expenditure on health 4809 6 040 7109 8564

Private expenditure on health as % of
current expenditure on health

755 75.1 76.1 75.6

14.1 14.5 14.9 15.6

245 24.9 239 244

Private expenditure on health as % of GDP 2.3 24 24 25
0O0P payments as % of current expenditure on health 17.8 18.6 17.7 17.9
0QP payments as % of private expenditure on health 72.9 745 74.3 734

Voluntary health care payment schemes (VHI,
NPISH and enterprise financing schemes)' 6.6 6.4 6.1 6.5
as % of current expenditure on health

Voluntary health care payment schemes as

% of private expenditure on health i 453 o .5

n
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f:\?E"I‘%’XEE"A‘m AL GROWTH RTEs vy 20002005 2005-2010 2010-2015  2000-2015
GDP (nominal) 33 3.1 29 32
Current expenditure on health 43 42 33 39
Current expenditure on health per capita 3.7 39 2.7 34
Public current expenditure on health 42 45 32 39
Private current expenditure on health 47 3.3 3.8 39

Notes: ' See also Table 3.3 for composition of voluntary health care pay-
ment schemes. NPISH: Non-profit Institutions Serving Households

Sources: OECD, 2018b; Statistics Austria, 2017w

Current health expenditures grew at an annual average rate of about
3.9% between 2000 and 2015, which was higher than the average nominal
GDP growth of 3.2% over the same period (see Table 3.1). However, health
expenditure growth has declined to 3.3% between 2010 and 2015, which can
be partially attributed to the global financial crisis in 2008/2009 and the cost
control measures of the Austrian health care reform 2013 — the first Federal
Target-Based Governance Agreement (see also section 6.1.2).

Health expenditures in Austria have consistently been well above the
average of EU countries but below those of Germany and Switzerland. Figure
3.1 shows trends in current health expenditure as a share of GDP between
1995 and 2015 for selected European countries. Also, when comparing
expenditures on health in purchasing power parities (PPP) across countries,
Austria spends considerably more than most other European countries (see
Figure 3.2). In fact, total health expenditures per capita in Austria were 55%
above the EU average (US$3 310) in 2015.

Health care is largely publicly financed. In 2015, 75.6% of total health
care expenditure was financed from public sources, mainly through SHI
contributions and general taxation. The public share of health care financing
has remained relatively stable since 2000 and was slightly above the average
of the European Union in 2015 (see Figure 3.3).

'The largest share of health expenditure was spent on hospitals in 2015
(€13 561 million or 38.7% of current expenditure) of which most (86%)
was spent on inpatient hospital care. Among EU countries, Austria spends
one of the largest shares of its health budget on hospital care; only Greece
and Poland spend larger shares on hospital care. Table 3.2 provides an
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FIGURE 3.1 Trends in current health expenditure as a share (%) of GDP in Austria
and selected countries, 1995-2015

13

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Austria Belgium M Germany Mltaly [ Slovenia M Switzerland
W EU members before May 2004 M EU members since May 2004 M EU

Notes: EU-averages refer to unweighted averages
Source: OECD 2018b

overview of the distribution of public and private health expenditure among
the most important provider groups in 2015. Ambulatory (extramural)
health care providers received the second largest share (21.9% of current
expenditure), while medical goods provided by retailers and other providers
represented 16.8%. Spending on residential LT'C facilities (€2 955 million
or 8.4% of current expenditure) is about 50% higher than spending of
households as providers of home health care (€2 000 million or 5.7% of
current expenditure). Administration and financing accounted for 3.8% of
current expenditure, which is comparatively low for a SHI system (Statistics
Austria, 2017w). One explanation for the low level of administrative and
financing expenditure is the lack of competition between SHI funds which
makes marketing obsolete.
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FIGURE 3.2 Health expenditure in PPP per capita in the WHO European Region, 2015
or latest available year (WHO estimates)
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FIGURE 3.3 Health expenditure from public sources as a percentage of total health
expenditure in the WHO European Region, 2015 (or latest available year)
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TABLE 3.2 Private and public health expenditure by health care provider in € million
and as % of current health expenditure (current prices), 2015

FINANCING SCHEMES
CURRENT  AS SHARE OF TOTAL

PUBLIC PRIVATE HEALTH ~ CURRENT HEALTH

HEALTH CARE PROVIDERS EXPENDITURE EXPENDITURE EXPENDITURE EXPENDITURE (%)
Hospitals 12 244 1318 13561 38.7
Residential long-term care facilities 1770 1186 2 955 8.4
Providers of ambulatory
(extramural) health care L = Jit 2
Medical practices 2552 761 3314 9.4
Dental practices 817 913 1731 49
Other health care practitioners 262 567 829 24
Outpatient clinics 857 374 1231 35
Providers of home health care services 356 209 565 1.6
Providers of ancillary services 715 342 1057 3.0
Providers of patient transportation 355 245 600 17
and emergency rescue
Medical and diagnostic laboratories 360 97 457 1.3
Other providers of ancillary services 0 0 0 0.0
Retaile_rs and other providers 3659 9240 5899 16.8
of medical goods
Pharmacies 2965 1374 4339 12.4
Retail sellers and other suppliers of durable 380 203 1083 31

medical goods and medical appliances

All other miscellaneous sellers and
other suppliers of pharmaceuticals 314 163 477 1.4
and medical goods

Providers of preventive care 279 15 294 0.8

Providers of health care system

administration and financing iz o 1zl e
Government health administration agencies 68 0 68 0.2
Social health insurance agencies 684 0 684 20
Prive}tg heallth insurar}ce 0 569 569 16
administration agencies
Other administration agencies 0 0 0 0.0

Rest of the economy 2115 63 2178 6.2
Households as providers of home health care 2000 0 2000 5.7
All o_ther industries as secondary 115 63 178 05
providers of health care

Rest of the world 134 7 141 04

Current expenditure on health care 26513 8 564 35077 100.0

Source: Statistics Austria, 2017w
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3.2 Sources of revenue and financial flows

'The contributions from different sources of revenue to fund health expendi-
ture (SHI contributions, taxes, OOP, and VHI) has remained relatively stable
over the past 10 years (see Table 3.3). SHI contributions represent the largest
share of revenue, accounting for 44.8% of current health expenditure and
60% of public expenditure in 2015 (Table 3.3 and Figure 3.4). Contributions
are pooled by the Main Association of Austrian Social Security Institutions
(HVB) and subsequently allocated to SHI funds for payment of health care

providers.

TABLE 3.3 Sources of revenue as percentage of current expenditure on health
(current prices), 19802015

1980 1990 2000 2005 2010 2015

Current health expenditure
(in € million) 5417.9 106159 19659.7 242431 297936 350769

Government/compulsory schemes 67.2% 744% 755%  751% 76.1% 75.6%
Government schemes = = = 29.2% 31.7% 30,8%

Compulsory contributory health

insurance schemes/CMSA - - - Bk REE S

Voluntary schemes/household

out-of-pocket payments’ 328%  256% 245%  24.9% 23.9% 24.4%

Voluntary health insurance schemes = = 5.3% 5.0% 4.7% 4.9%
Household out-of-pocket payments - - 17.8% 18.6% 17.7% 17.9%
NPISH financing schemes = = 1.2% 1.2% 1.3% 1.4%
Enterprise financing schemes = = 0.2% 0.2% 0.2% 0.2%

Notes: " refers to OECD, Eurostat & WHO (2011)

2 Non-profit institutions (NPISH) financing schemes means non-compulsory financ-
ing arrangements and programmes with non-contributory benefit entitlement that are
based on donations from the general public, the government or corporations.

Enterprise financing schemes include primarily arrangements where enterprises directly provide or finance health
services for their employees (such as occupational health services), without the involvement of an insur-
ance-type scheme. Therefore, this excludes employer-based insurance schemes (OECD, Eurostat, WHQ, 2011).

CMSA: Compulsory Medical Saving Accounts; NPISH: Non-profit institutions serving households
Source: OECD (2017c)
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FIGURE 3.4 Value (in € million) and percentage of total expenditure on health
according to source of revenue, 2015
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Note: NPISH: Non-profit Institutions Serving Households
Source: OECD 2017¢

Revenue raised from taxes constitutes the second largest source, amount-
ing to 30.8% of total expenditure and 40% of public expenditure in 2015.
This corresponds to payments of the federal government, the Lander or
municipalities for the costs of inpatient care and LTC, public health and
prevention, as well as contributions to SHI funds for the unemployed and
for maternity benefits. Tax revenues for health care are mainly pooled by
the Federal Health Agency (Bundesgesundhbeitsagentur, BGA) at the federal
level and by the nine state health funds (LGFs) at the level of the Léinder.

Private expenditure (including VHI) is the third largest source of rev-
enue and contributed one fourth of current health expenditure in 2015.
OOP accounted for 18% of health expenditures in Austria, which is rela-
tively high compared to most other high-income EU countries and above
the EU-28 average of 15% in 2015. Voluntary health insurance (VHI)
plays a minor role in Austria with a share of about 4.9% of current health
expenditure in 2015.

Figure 3.5 provides an overview of sources of revenues and the financial
flows in the Austrian health care system. The following sections provide
in-depth information.



Austria

FIGURE 3.5 Financial flows in the Austrian health care system

SHI funds

4 specialist 5 company

9 regional

Hospitals

Funds hospitals

Private/ voluntary
health insurance Accident hospitals

Rehabilitation centres

Private for-profit hospitals

Ambulatory care providers

Contracted providers

Non-contracted providers

— governmental [T] Taxes

financing system [C] Social insurance Pharmacies
--% social insurance contributions
financing system [P] Private payments

——» private financing system LTC providers
—> transfers within system

- - -p- transfers between systems

Other providers
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goods (other than pharmacies), administration, rest of the economy, and rest of the world, respectively. Health
and welfare institutions (Krankenfiirsorgeanstalten) are not incorporated in the figure due to abstraction.

Source: Statistics Austria
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Hospital financing is particularly complicated and fragmented in Austria.
'The Lénder pay for an important part of inpatient care and operate one
LGF fund each. These nine LGFs play the most important role in hospital
financing. They pool resources from various sources, and directly finance
acute and curative care in hospitals. Hospitals financed via the LGFs are
called funds hospitals. The LGF receive general tax revenues from the federal
government, state governments and municipalities as well as negotiated lump
sums from SHI funds. In addition, different levels of government allocate
funding to the LGF's and supra-regional hospital services via the BGA. Most
private hospitals are financed through the Private Hospitals Financing Fund
(Privatkrankenanstalten-Finanzierungsfonds).

Figure 3.5 shows the fragmentation of the responsibilities in financing
different types of providers or sectors. Ambulatory care providers e.g. GPs,
specialist physicians or dentists are exclusively financed by the 18 SHI funds.
LTC services are mostly financed by the Linder and municipalities. The fed-
eral government covers a fixed proportion of expenses or subsidizes a fixed
amount (care allowance) irrespective of actual costs if eligibility criteria are
met (see also section 3.6.2). Rehabilitation centres are financed by the pension
insurance, accident insurance or health insurance. Accident insurance covers
rehabilitation following a work-related accident. Pension insurance covers
the costs for pensioners’ rehabilitation and for rehabilitation efforts that serve

to prevent inability to work. Health insurance covers the remaining cases.

3.3 Overview of the statutory financing system

3.3.1 Coverage

WHO IS COVERED?

In Austria SHI covered 8.82 million persons (including non-residents) or
99.9% of the population in 2016. About 76% of the insured population
(6.66 million persons) paid wage-based contributions while about 24% were
co-insured dependants such as children (until the age of 18, extendable under
certain conditions until the age of 27), spouses and partners (HVB, 2017b).
In 2010, coverage was extended to several non-standard employment rela-
tionships such as marginal part-time workers, quasi-freelancers, the newly
self-employed, and temporary agency workers (see Table 2.2).
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Membership in an SHI fund is determined by law according to place
of occupation, type of occupation or occupational status (unemployed, pen-
sioners, etc.). Thus, there is no regulated competition between SHI funds.

Insurance coverage is mandatory under various laws that apply to different
groups in the population covered by different types of health insurance funds.
'The General Social Insurance Act (Allgemeines Sozialversicherungsgesetz, 1955,
ASVG) regulates the nine regional health insurance funds that insure 76% of
the population. There are five company health insurance funds (Bezriebskranken-
kassen) for the employees of five larger companies that are also regulated by
the ASVG (see Table 3.4). In addition, there are specialist insurance laws (the
Federal Act on Social Insurance for Persons engaged in Trade and Commerce
(GSVG), Act on Social Insurance for Farmers (BSVG) and the Civil Servants’
Health and Accident Insurance Act (B-KUVG), Act on Social Insurance for the
Self-Employed in Commerce, Trade and Industry (FSVG)) that regulate health
insurance and respective health institutions for specific groups of the populations
(self-employed, farmers and civil servants) (HVB, 2017f) (see Table 3.4).

'The insurance for the self-employed (Social Insurance Fund for Persons
Engaged in Trade and Commerce) differentiates between insured persons
eligible for benefits in kind, and those who are eligible for cash benefits only
(people with an annual income above €71 819.99 as of 2018). Since 2000, a
number of self-employed groups (physicians, pharmacists, lawyers, architects,
public accountants, veterinarians and notaries) have the right to opt out of
the statutory SHI system (GSVG). However, they have to take up either
voluntary self-insurance offered by a SHI fund or private health insurance
(often regulated via professional chambers).

'The federal government covers contributions for the unemployed; contri-
butions for pensioners are covered partly by deductions from pension payouts
and partly by the pension insurance. SHI contributions of recipients of the
needs-based minimum income (social welfare benefits, bedarfsorientierte
Mindestsicherung) are covered by the Lander. They have access to services under
the ASVG and receive the electronic health insurance card (e-card) free of
charge. Moreover, they do not have to pay deductibles such as prescription
tees. Registered asylum seekers are covered under SHI and have access to the
same services as insured residents. Their SHI contributions are covered by
tederal funds. In some Lénder they receive an e-card and are exempted from
co-payments. Irregular migrants are not covered by SHI and need to pay for
the medical service out of pocket (Anzenberger et al., 2014).
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Health services for prisoners are under the responsibility of the Federal
Ministry of Justice and are covered by federal funds. Health benefits for
members of the Austrian Armed Forces are also outside the statutory health
insurance system and covered by the Ministry of Defence (from federal
funds) (see also section 3.6.1).

A particularity of the Austrian SHI system are the Health and Welfare
Institutions (Krankenfiirsorgeanstalten) for civil servants at the level of the
Léinder or municipalities. The B-KUVG allows public bodies to insure their
employees directly via these Health and Welfare Institutions. In total 15
Health and Welfare Institutions for civil servants exist both at Linder and
municipality level and they are not subject to federal oversight. In 2016,
about 200 000 civil servants and dependants were insured via the Health
and Welfare Institutions which fulfil the same functions as SHI (health and
accident insurance).

WHO IS NOT COVERED?

A small number of people who are neither employed, insured as dependents,
without residence permits, nor are recipients of any form of unemployment
benefit or social aid are not covered by SHI. They have the opportunity to
sign up for a voluntary health insurance scheme offered by SHI funds. These
schemes are particularly relevant for part-time employees earning up to
€438.05 (in 2018) per month and students who are not eligible for insurance
as a dependent (HVB, 2018f).

WHAT IS COVERED?

Health insurance legislation defines that SHI coverage protects individuals
from risks of illness, inability to work, and it provides benefits and health
care in the event of motherhood. The minimum benefits package is deter-
mined by law, irrespective of the SHI fund and the law governing mandatory
insurance (see Table 3.5). The collective contracts between SHI funds and
physicians define the services covered. Except for pharmaceuticals, there
are no explicit positive lists specifying which services or products have to be
covered by SHI. Negative lists do not exist either.
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TABLE 3.5 Covered social health insurance services according to ASVG

PREVENTIVE
CARE AND
HEALTH
PROMOTION

SICKNESS

MATERNITY

Mother-child-pass (screening programme) (Mutter-Kind-Pass)
Medical examinations for young persons

Medical examinations

Public health measures (vaccination, screening, etc.)
Preventive measures and health promation

Health consolidation and illness prevention (spa treatment)

Treatment by doctors and dentists (general and specialist
ambulatory (extramural) care including: psychotherapy)

Physiotherapy, ergotherapy, logotherapy
Therapeutic massage

Diagnostic services

Hospital care

Medicines

Home medical care (including nursing care)
Medical rehabilitation

Sickness benefit

Return-to-work-benefit!

Rehabilitation allowance

Case management

Travel and transportation

Reimbursement (e.g. doctor of one’s choice)
Contributions towards expenses (e.g. dentures)
Braces for children

Assistance in event of physical infirmity
Therapeutic aids (e.g. shoe inserts)

Aids for the disabled (e.g. wheelchairs)
Hospital care and ambulatory (extramural) treatment
Medicines and therapeutic aids related to maternity
Midwifery and infant nurse care

Maternity allowance

Notes:"\Wage compensation for reduced working hours after a long sick
leave (min. 6 weeks) in order to allow a gradual return to work

Source: Allgemeines Sozialversicherungsgesetz, 1955; HVB, 2017b
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Treatment and prescribing behaviour of doctors and other health pro-
tessions under contract with SHI funds shall adhere to the guiding principle
that provision of treatment must be sufficient and appropriate but should
not exceed what is necessary (HVB, 2017¢). The most recent extension of
the statutory benefit package was the inclusion of dental braces for children
and adolescents under the age of 18 in cases of severely misaligned teeth
in July 2015 and the abolishment of co-payments for children in hospitals
in 2017.

Most benefits are provided in kind. These are predominantly hospital
care, treatment by physicians, dental care and prostheses, midwifery, medical
nursing care at home and preventive health check-ups. Nursing care at home
and psychotherapy by nonphysician staff have been compulsory benefits since
the early 1990s. Sickness benefits, maternity allowance and travel expenses
are cash benefits.

In case of sickness absence of an insured employee, the employer contin-
ues to pay 100% of the gross employee salary or wage for a period of six to 12
weeks (depending on the duration of employment at the current employer).
After this period the share of the employer is reduced to 50% for another
four weeks, with the remaining 50% complemented by a sickness benefit
paid by the SHI. Thereafter, the SHI fund pays a sickness benefit, equivalent
to 100% of gross the employee salary or wage, for a period of at least 6 or
12 months, depending on the duration of insurance coverage (BKA, 2018c).

In addition to the minimum benefits package, SHI funds may cover
certain complementary benefits. SHI funds have no legal obligation to
offer these benefits, and they do so according to their available resources.
Voluntary ASVG services include certain cosmetic treatments (Article 133,
ASVG), health consolidation measures and illness prevention (Articles 155,
156, ASVG), or a funeral costs award (Article 116, paragraph 5, ASVG).
Within their statutes, SHI funds may also provide additional services, such
as preventive services, reimbursing travel expenses for carers, or extending

eligibility for illness benefits.

HOW MUCH OF BENEFIT COST IS COVERED?

SHI generally covers the vast majority of benefit costs but there are cost-
sharing requirements for several categories of benefits and these requirements
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differ between SHI funds. Cost-sharing requirements are the main area
of variation in coverage between SHI funds (Hofmarcher and Quentin,
2013). For example, there are co-payments for hospital stays, for services
from non-contracted providers and for prescription medicines. However,
the level of user charges differs by SHI fund and numerous exemption
mechanisms exist for poorer households. In 2015, cost-sharing amounted
to 2.1% of current health expenditure or 12% of total OOP expenditure
(see section 3.4).

3.3.2 Collection

Health care in Austria is mainly financed through a mix of income-related
SHI contributions (about 60% of public health expenditure) and general
taxes (about 40%) (Statistics Austria, 2017t). Taxes are collected at federal
level and distributed via financial equalization mechanisms to three different
administrative levels that finance health care: the (central) federal govern-
ment, nine state governments, 2 102 municipalities.

'The Lander cover their health expenditure from their share of general
taxation, the majority of which is not earmarked. Earmarked tax revenue
(small percentages of VAT and tobacco tax) is distributed from the federal
level to the Ldinder via a financial equalization scheme and is mainly used
to finance hospitals but also health promotion and preventive measures, and
research and planning projects (see section 3.3.3). The tax-based share of
health expenditure depends on the general level of tax revenues and thus on
the macro-economic conditions.

SHI contributions are based on income and not on health risks.
Contribution rates are determined by law and can only be changed by
the Austrian Parliament. The contribution rate amounted to 7.65% of
employment-based income or income (also called the contribution base)
for the majority of the contributing population in 2017. The contribution
rate is nearly equally shared between employers and employees: 50.6%
(contribution rate of 3.87% of income) are paid by the employee and 49.4%
(contribution rate of 3.78% of income) by the employer. Lower contribution
rates apply to civil servants (7.635%) and pensioners (5.1%). SHI contribu-
tions for certain population groups (e.g. the unemployed) are financed from
general tax revenues.
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SHI funds collect contributions independently. Employers pay SHI
contributions, including both the employers’ and the employees’ share, to
one of the 18 SHI funds. The federal state pays the employer contribution
for pensioners (through pension insurance) and for the unemployed (HVB,
2016b).

SHI contributions are capped. In 2018, contributions increased pro-
portionally up to a base salary or wage threshold of €5 130 per month
for employees (plus annual bonus payments of €10 260). This means that
the maximum SHI contribution was €392.44 per month (Allgemeines
Sozialversicherungsgesetz, 1955). For self-employed and farmers the max-
imum income threshold on which to pay contributions was set at €5 985,
and the maximum SHI contribution was €457.86 per month (HVB, 2017g).
However, it must be mentioned that the annual maximum amount of SHI
contributions are equal for employees and self-employed/farmers due to the
13th month or 14th month bonus payments for employees.

Revenues and expenditures of SHI funds are shown in Table 3.6. Health
insurance contributions, the largest source, include contributions from the
tederal government for selected groups of people, e.g. family members of
conscripts, and asylum seekers. In addition, SHI receives revenues from the
Interregional Equalization Fund as well as reimbursements for services that
are administered via SHI but financed by other payers (e.g. maternity benefit,
mother-child-pass screening programme) or private insurances.

3.3.3 Pooling of funds

'The financing of Austria’s health system is highly fragmented with a com-
plex network of pooled funds, transfers between the tax system and the SHI
system and with financial obligations being shared between three governmen-
tal levels. The responsibilities of the different governmental financing agents
are regulated by agreements under Article 15a of the Federal Constitutional
Law and by the Financial Equalization Act. These agreements are concluded
between the federal level and the Ldnder, usually in line with the general
negotiations on fiscal allocation, as they commonly determine the financial
flows for hospital care between the federal level and the Lander (see also
section 2.8.1).
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TABLE 3.6 Revenues and expenditure of Austrian social health insurance funds in
2016, in € million

ALL SHI SHARE OF WHICH REGULATED BY

FUNDS  IN % ASVG B-KUVG | GSVG | BSVG

SHI funds GKK' BKK?> VAEB®* BVA* SVAs SVB®

Total revenues 17889 100.0%| 13647 121 602 1797 1110 612
Health insurance contributions 14640 81.8% | 11027 106 524 1567 905 511
Prescription fees 403 23% | 305 4 15 41 23 15
Return on assets 33 0.2% 15 2 3 g 0 3

Reimbursements (for e.g.
maternity benefit, MuKiPa)

1833 10.2% | 1586 7 41 107 67 26
Interregional Equalization Fund 300 1.7% 300 - - -
Other revenues 680 3.8% 414 3 19 74 114 57
Total expenditure 17776 99.4% | 13556 116 601 1823 1094 585

Physician services and

> : 4242 237% | 3198 29 144 455 289 127
equivalent services

Pharmaceutical products 3439 192% | 2677 25 118 280 209 130
Medical and therapeutic aids 268 1.5% 191 2 7 26 21 20
Dental care 1008 57% | 753 6 32 116 68 32
Inpatient care (without hospital

outpatient departments, 5007 28.2% | 3732 37 170 566 319 182
transfer to LGF)

Medical home care 19 0.1% 15 0 1 1 1 1
Sick leave benefits 704 39% 632 3 18 15 5
Rehabilitation benefits 314 1.8% 309 1 2 2

Maternity benefits 680 3.8% 569 1 4 73 22 1"

Health promotion and prevention
including medical rehabilitation

Transport costs 233 1.3% 177 2 1 20 10 12
Other services 87 0.5% 69 1 5 6 3 2

758 43% | 481 7 49 167 35 19

Organizational and
administrative expenditure

Other expenditure 537  3.0% | 461 2 7 30 28 9
ACCOUNT BALANCE 113 0.6% 90 ] 1 -26 15 2]

481 27% | 290 1 32 66 53 39

Notes: GKK, Gebietskrankenkassen (regional social health insurance funds); BKK,
Betriebskrankenkassen (company health insurance funds); VAEB, Versicherungsanstalt fiir
Eisenbahnen und Bergbau (Insurance Fund for the Railway and Mining Industries); BVA,
Versicherungsanstalt Gffentlich Bediensteter (Civil Servants’ social insurance fund); SVA,
Sozialversicherungsanstalt der gewerblichen Wirtschaft (social insurance fund for Persons
engaged in Trade and Commerce); SVB, Sozialversicherungsanstalt der Bauern (social insur-
ance fund for farmers); MuKiPa, Mutter-Kind-Pass (mother-child-pass screening programme)

Source: HVB, 2017i: Tables 5.08 and 5.09
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POOLING AND DISTRIBUTING FUNDS AT THE FEDERAL AND LANDER LEVEL

Tax revenues for health care are mainly pooled by the Federal Health Agency
(Bundesgesundheitsagentur, BGA) at the federal level and by the nine LGF
at the level of the Lander. The BGA is a public fund that pools earmarked
and fixed shares of tax revenues such as VAT, tobacco tax, income tax and a
lump sum paid by SHI funds at federal level. The fund distributes resources
to the LGF's according to pre-specified shares for the financing of hospitals.
To compensate Léinder particularities (e.g. for Lander hosting a high number
of tourists) or imbalances due to Austrian patients receiving care in a Land
other than their own, some LGF receive subsidies (paid as lump sums) from
the BGA. The BGA also finances scientific and health care planning projects,
the electronic health record (ELGA), coordination of transplantations and
national health prevention and promotion programmes (BMGEF, 2017ah).
Since 2017, the BGA also co-finances newly created supra-regional health
care service departments that provide specialist care for highly contagious
diseases or severe burns victims (see also Figure 3.5).

State health funds (Landesgesundheitsfonds, LGF) were created as part
of the 2005 health reform. Each of the nine Léinder operates a LGF. LGF
are responsible for integrated planning, steering and — most importantly —
financing of public and private non-profit acute care hospitals. They pool
funds from various sources (see Figure 3.6):

= funds from the BGA via the process described above;

= a fixed share of VAT from general tax revenues of the Lander and
municipalities;

= funds (tax-based) according to the Health and Social Sector Assis-
tance Act (Gesundheits- und Sozialbereich-Beihilfengesetz, 1996);

= negotiated lump sums from the SHI funds dedicated to inpatient
care (Allgemeines Sozialversicherungsgesetz (1955) in its current
version), covering in total about 43% of public spending for hospital
care in 2015;

= funds from the Linder and municipalities for covering operational
losses of hospitals (Betriebsabgangsdeckung);

= compensation for treatment of foreign patients from foreign payers;

= other sources e.g. co-payments by patients for inpatient care.
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FIGURE 3.6 Sources of revenue of LGF as % of total revenue, 2014

B LGF-earmarked tax
revenues (VAT, GSBG)
1032 (9%)

W social health insurance
funds (lump sum)

4807 (43%)

M non-earmarked
tax revenues
(Lénder, municipalities)
4043 (37%)

H foreign patients
162 (2%)

I others sources
(e.g. deductibles)

341 (3%)

BGA funds
696 (6%)

Notes: LGF, State health funds; GSBG, Health and Social Sector Assistance Act; BGA,
Federal Health Agency’ change to ‘Notes: LGF, State health funds; GSBG, Health and
Social Sector Assistance Act; BGA, Federal Health Agency; VAT, Value-added tax

Source: Own calculation based on system of health accounts micro data (BMGF 2017af)

Each LGF has a Health Platform that plays an important role in the health
system governance at Ldnder level as it determines the use of the funds of
the LGF and is responsible for the hospitals financing system at Ldnder
level (see section 2.3.4).

In 2014, more than €11 000 million were distributed to the LGF's with
the majority being redistributed among hospitals based on the Austrian
DRG system. However, in some of the Ldnder there are also direct pay-
ments from state governments to hospitals that bypass the LGFs (approx.
€190 million in 2014). In 2013, additional State Health Promotion Funds
(Landesgesundheitsforderungsfonds) were set up by the LGFs in each Land,
endowed with in total €150 million for all LGFs from SHI funds and from
state governments for a period of 10 years (2013-2022) (ZS-G, 2013).

FUNDS ADMINISTERED BY SOCIAL HEALTH INSURANCE

'The Main Association of Austrian Social Security Institutions (Hauptverband
der dsterreichischen Sozialversicherungstriger, HVB) administers a number of



Austria

funds to equalize the availability of financial resources for the BGA, the
LGF and SHI funds. These equalization funds mainly receive resources
from the 18 SHI funds, federal subsidies and general tax revenue.

The Hospital Finance Equalization Fund (Ausgleichsfonds fiir die
Krankenanstaltenfinanzierung gemafs § 447, ASVG) was established in 1978
and has the main purpose to pool SHI resources for financing public hospitals
in the form of earmarked lump sums.

To equalize for different risk structures, liquidity and regional particu-
larities among the nine regional SHI funds, the Interregional Equalization
Fund (Ausgleichsfonds der Gebietskrankenkassen) was created in 1961 under
the responsibility of the HVB. It receives resources from the regional
SHI funds (1.64% of their revenues from SHI contributions), federal
subsidies and earmarked taxes (Allgemeines Sozialversicherungsgesetz,
1955; Dienstgeberabgabegesetz, 2003; Gesundheits- und Sozialbereich-
Beihilfengesetz, 1996) and redistributes them among regional SHI funds
if revenues per compulsorily insured person drop below the average
across all contributing SHI funds. About 57% of its resources are dedi-
cated to a risk adjustment scheme that adjusts for age structure, gender,
income levels and heavy users of medicines (i.e. the 1% of the insured
causing the highest expenditure for medicines). Another 33% are used
to compensate liquidity imbalances and 10% are used to finance special
demands. Before 2012, only 45% of funds were used for risk adjustment
and 45% for liquidity imbalances. Between 2012 and 2015, these alloca-
tion guidelines were successively changed in favour of risk adjustment.
Besides these equalization rules, the distribution of funds is subject to
negotiations between the regional SHI funds (HVB, 2006a). In 2016
its endowment was €312 million.

To prevent a number of SHI funds from falling into debt the Health
Insurance Structural Fund (Krankenkassen-Strukturfonds) was set up in
2010 with an endowment of €100 million from general tax revenues. Funds
are distributed to SHI funds under financial pressure if they meet specific
financial criteria. Between 2011 and 2014, the fund received €40 million
per year. In 2015, payment by the federal government was suspended but
restored in 2016. Until 2018 the yearly payment of €10 million is earmarked
for cost containment measures, better services in terms of integrated care

and improved quality (Krankenkassen-Strukturfondsgesetz, 2009).
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COMPENSATION FUND FOR PRIVATE HOSPITAL SERVICES

Private for-profit hospitals that contract with SHI funds receive compen-
sation for inpatient services from the Private Hospitals Financing Fund
established in 2002. A commission consisting of representatives of the Lander,
the federal government, the SHI funds and the Chamber of Commerce,
controls the fund.

'The services offered by private hospitals are examined and then paid
for by the Private Hospitals Financing Fund under the rules of the Austrian
DRG-based hospital payment system. The Private Hospitals Financing Fund
itself is mainly funded by a lump sum payment from all SHI funds that is
adjusted annually with the increase of SHI contribution rate (€112.4 million
in 2015). Furthermore, patients’ statutory co-payments related to stays in
private hospitals are administered via the Private Hospitals Financing Fund

(see also section 3.7.1).

3.3.4 Furchasing and purchaser—provider relations

'The Austrian health care system is characterized by a mix of selective and
collective contracts between purchasers and service providers. In particular,
the purchaser—provider relations can be distinguished between relatively
active purchasing in the ambulatory (extramural) sector and passive pur-
chasing in the inpatient sector.

In the ambulatory sector, collective contracts are regularly negotiated
between medical chambers (either the Austrian Medical Chamber or regional
medical chambers — on behalf of independently practising physicians) and the
HVB (on behalf of the SHI funds). This means that in fact every SHI fund
negotiates its own collective contract. These contracts specify and regulate
the catalogue of services, associated tariffs, payment mechanisms, service
volumes, and the number of contracted providers. Physicians are awarded a
contract with SHI funds based on collective contracts and regional staffing
plans, which regulate the number of contracted practitioners per discipline
and per region (Waldner, 2001; HVB, 2017j). Many practising physicians
have a contractual relationship with one or more health insurers.

Physicians not included in these plans are not subject to collective
contracts and hence have no contract with SHI funds. However, these may
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charge fees that are above those stipulated in the collective contract for
which patients can claim reimbursement for up to 80% of the service fee that
would have been paid to a contracted practitioner. Private health insurance
may cover the difference between non-contracted provider fees and those
reimbursed by SHI.

Collective contracts with other health providers (e.g. orthopaedic
shoemakers) can be concluded by the Austrian Chamber of Commerce
(Wirtschaftskammer Osterreich). Collective contracts with the Austrian
Chamber of Pharmacists (Osterreichische Apothekerkammer) are regularly
negotiated and regulate prescription fees, billing and dispensing details for
medicines.

Some outpatient clinics (Ambulatorien), which are legally considered to
be hospitals, can choose to either conclude selective contracts or can accept
the general collective contract for independent physicians with health insur-
ance funds (only outpatient clinics that provide MRI and/or CT are required
to conclude collective contracts). Also the new primary health care units
initially concluded selective contracts but a collective contract is currently
under negotiation and may replace these selective contracts in the future.

In the inpatient sector, all hospitals are contracted collectively by the
SHI funds, regardless of whether they are publicly or privately owned, but
are reimbursed by the LGF. Hence, the Linder play a more important role
in the purchasing of inpatient care than SHI funds. SHI funds are passive
purchasers of inpatient services as they pay a lump sum to LGFs earmarked
for hospital financing and are at the same time legally required to contract
all hospitals that are authorized within the Regional Structural Plans for
Healthcare (see section 2.8.2).

3.4 Out-of-pocket payments

In 2015, out-of-pocket (OOP) payments that include direct payments, user
charges (cost-sharing) and informal payments constituted 17.9% of current
expenditure on health (73.4% of private expenditure, see Table 3.1) (Statistics
Austria, 2017w). Over the last 10 years, absolute OOP spending increased
by 36.4%, from €4 610 million in 2006 to €6 287 million in 2015, while its
share of total health expenditure slightly decreased by 0.3 percentage points
in the same period (OECD, 2017¢; Statistics Austria, 2017w).
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In 2015, the largest share of OOP was spent on ambulatory (extramu-
ral) curative and rehabilitative care (37.44%), especially for dental services
(13.9% or €876 million) and on pharmaceuticals (21.4%), notably for over-
the-counter (OTC) medicines (14% or €865 million). Also spending on
long-term care (14.6%) and therapeutic appliances (12%) are among the
largest shares of total OOP spending (see Table 3.7).

Direct payments for benefits not covered by SHI funds represented
15.8% of current health spending. Cost-sharing (user charges) for benefits
partly covered by SHI funds was only 2.1% (or €754 million) of current
health spending. It must be noted that the Austrian statistics presented in
Table 3.7 include cost-sharing of patients visiting non-contracted physi-
cians under direct payments, although this would usually be considered as
cost-sharing.

OOP payments do not seem to constitute a significant barrier for
accessing health care in Austria, mainly because of the existence of numer-
ous exemptions (e.g. for low-income patients) and a prescription fee cap.
However, there is evidence of inequalities across the insured due to dif-
ferent cost-sharing levels of different SHI funds (Mossialos et al., 2006;
Unterthurner, 2007). Recent policy debates concern the harmonization of
cost-sharing requirements across SHI funds for a total of 23 services and
products, in particular for therapeutic aids (such as wheel chairs) and tick-

borne encephalitis vaccination (HVB, 2017a).

3.4.1 Cost-sharing (user charges)

In 2015, cost-sharing accounted for 12% of total OOP spending. Cost-
sharing requirements vary between SHI funds. Specialist insurance funds
under specialist insurance laws (including those of the self-employed and
farmers) require cost-sharing across all types of ambulatory (extramu-
ral) medical care, while SHI funds under ASVG have fewer cost-sharing
requirements.

Cost-sharing typically takes the form of co-payments for ambulatory
(extramural) visits (including GPs and specialist physicians), inpatient stays,
prescription pharmaceuticals, medical rehabilitation and therapy and visual
aids. Table 3.8 provides an overview of cost-sharing regulations for SHI

funds under ASVG.
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TABLE 3.7 Structure of out-of-pocket payments by type of service, 2015

00P BY TYPE DIRECT
OUT-OF-POCKET TOTALOOP  OF SERVICE PAYMENTS
PAYMENTS (IN MILLION €) (IN MILLION €)  (AS % OF (AS % OF

COST-SHARING
(AS % OF

TOTALOOP)  TOTALOOP)  'OIALOOP)

Inpatient care including day cases 465.80 1.4 84.71 15.23
General hospitals 246.12 3.91 100.00 0.00
Specialized hospitals 147.89 2.35 52.03 47.97
Residential long-term care facilities 71.78 1.14 100.00 0.00

Long-term care 917.57 14.59 100.00 0.00
Nursing and residential care facilities 917.57 14.59 100.00 0.00

:r'l':ibr‘:ﬁ;‘;'l‘l’lgz‘:,':'::::') Bl 2354.10 37.44 88.87 1113
Hospitals 33.64 0.54 100.00 0.00
Offices of general medical practitioners 228.38 3.63 47.01 52.99
Offices of specialist physicians 426.83 6.79 95.61 439
Dental practices 876.25 13.94 86.04 13.96
Other health care practitioners' 546.12 8.69 100.00 0.00
Outpatient clinics 242.88 3.86 100.00 0.00

Home health care 183.12 291 100.00 0.00
Providers of home health care services 183.12 291 100.00 0.00

Ancillary services 137.09 218 90.55 9.45

Phamaceulica's: other 1345.78 2.4 7022 2978
Prescribed medicines 400.72 6.37 0.00 100.00
Over-the-counter medicines 865.25 13.97 100.00 0.00
Other medical non-durables 79.81 1.27 100.00 0.00

L"e‘;’i‘::';‘:';‘;z‘;‘i'sapp"; gl 75252 11.97 99.02 098
Glasses and other vision products 463.39 7.37 99.89 0.11
Hearing aids 48.69 0.77 97.68 2.30
Orthopaedic appliances and prosthetics 86.21 1.37 97.63 2.37
All other medical durables 154.24 2.45 97.62 2.38

Preventive care 131.21 2.09 100.00 0.00

Notes: " Qther health care practitioners refer to paramedical and other independent health prac-
titioners (other than general or specialist physicians) e.g. nurses and midwife offices, physio-
therapists, or dietitians (see OECD, Eurostat, WHQO (2011) SHA, subcategory HP.3.3).

Source: OECD, 2017c; Statistics Austria, 2017w
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Although co-payments in general apply for all patients, exemptions
exist for certain population groups, e.g. for patients with notifiable infec-
tious diseases, persons in compulsory community service or asylum seekers
under federal care, pensioners entitled to compensatory allowances, children
or co-insured dependants up to the age of 18. These groups are exempted
from prescription fees and a range of further co-payments. Exemptions from
co-payments vary per type of service and across SHI funds.

Social insurance legislation lays down guidelines for what constitutes
“requiring social protection” for the purposes of exemption from prescrip-
tion fees. Exemption from prescription fees acts as a marker for a range of
other exemptions. The proportion of insured individuals that are exempt
from prescription fees varies significantly across SHI funds. Considering
regional SHI funds, the share of the insured exempted from prescription
fees was lowest in Burgenland (2%) and highest in Vienna (28%) in 2016
(Wilbacher, 2018). That includes, for instance, single people whose monthly
net income in 2017 did not exceed €909.42 (for married couples: €1 363.52).
For individuals with a chronic illness who can demonstrate associated high
costs, these income limits are raised to €1 045.83 for singles and €1 568.05
for married couples. Furthermore, for every dependent child living in the
household, the income limit increases by €140.32 (values for 2018 under
ASVG). In addition, there is a prescription fee cap of 2% of an individual’s
annual net income since 2008 (see section 5.6.1).

Cost-sharing is primarily used as an instrument for cost containment
and for directing patients towards GPs and ambulatory specialists. With
the aim of relieving SHI funds, health care reforms between 2000 and 2005
increased cost-sharing for inpatient stays and visual aids (Steiner, 2016;
Unterthurner, 2007).

3.4.2 Direct payments

Direct payments for medical goods and services not covered by SHI funds
made up 88.0% (€5 533 million) of total OOP payments in 2015 (see Table
3.7).’The largest share (37.8% of direct payments) was related to ambulatory
(extramural) curative and rehabilitative care. This includes visits to GPs
and specialist physicians without a contract with the SHI funds, but also
direct payments for dental care (€754 million or 13.6%) (see section 5.12).



TABLE 3.8 Cost-sharing regulations by type of health service for ASVG-insured people

HEALTH  TYPE OF COST-  LEVEL OF COST- EXEMPTIONS AND/ CAP ON 00P

SERVICE SHARING SHARING, 2017 OR REDUCED RATES SPENDING

« Patients with minor employment
» Employees not receiving compensation
as of 15. November (e.g. in case of

i maternity benefit, maternity/paternity
§ leave, military or community service)
o * Pensioners
8 = P €11.70 + Future pensioners, who are known
‘g'g ingependent Overall ann_ual to be unsubscribe_d from_statutory
5= s e-card service health insurance in the first
Eo fee (2018) quarter of the following year.
£ E * Persons exempt from prescription
O] fee for social reasons
=2 « Conscripts and persons in
Sa compulsory community service
] = * Asylum seekers under federal care
€ .S + Co-insured dependents
<=
2  Extrabilling/ Usually 80% of the
= (Co-insurance tariff set by the  Mother-child-pass (screening
(for non-contracted insurance funds programme)
private GPs/ isreimbursed by~ « Medical check-ups
specialist care) insurance funds
« Pensioners eligible for compensatory/
= supplementary allowance
2 é €6.00 @ Eatients with infelctious diseases 2% of I
=g .00 per + Persons in compulsory community % of annua
§ 3 D prescription (2018)  service and their dependants net income’
& E = Asylum seekers under federal care
+ Patients with a monthly net
income below a threshold
° €9.58-12.16 * Patients exempt from prescription fees
= per day for insured + Inpatients up to the age of 18
= inpatients * Inpatient stays due to childbirth T L T
E Co-payment + Inpatient stays due to organ g
® €19.10-21.20 per donation and delivery KBy
_E" day for dependents <+ Inpatient stays due to communicable
of insured persons diseases or kidney disease/dialysis
S
E :§ €8.20-19.91 + Patients with a gross income of For max. 28
3= Co-payment per day less than € 909.42 per month days per year
E [
s
8 + Patients up to the age of 15 R
s ® ] « Patients (and their dependents) in need
1o : L0 of 'ghe tarif for social protection (living underneath 2L
1] Co-insurance or a minimum T it el st el €1 328.00 per
2  Co-payment of €34.20 per for hiah h\I/ family allov 9 prescription
e prescription AT B owance depending on
e + Therapeutic aids in course of L ——
= medical rehabilitation
" Between
= 10% of the tariff €498.00-
= Co-insurance or a minimum * Patients up to the age of 15 €1 328.00 per
§ Co-payment of €102.60 « Patients exempt from prescription fees  prescription
=~ per prescription depending on
insurance fund

Note: ' Patients have to pay a minimum of €222 (for 37 prescription) before the 2% threshold applies.
Sources: Prescribed medicines: BMGF, 2016f; HVB, 2016d; HVB, 2017n; Inpatient care:
BMGF, 2016b; Medical goods/glasses: HVB, 2017n; Ecard: HVB, 2016a; HVB, 20171
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Other important categories of direct payments include payments for nursing
and residential care facilities (€918 million or 17% of direct payments), OTC
medicines (€865 million or 15.6 %)(Statistics Austria, 2017w).

3.4.3 Informal payments

Data on informal payments is not systematically collected and analysed in
Austria. A study by the European Commission suggested that informal
payments are related to waiting lists and dual practices. Dual practice relates
to ambulatory (extramural) services provided by publicly employed hospital
physicians in their private practices outside the hospital. Patients may pay
for these services informally with the expectation of receiving better treat-
ment (European Commission, 2013a). A Special Eurobarometer Report on
Corruption (2017) found that 9% of survey respondents in Austria reported
having provided their physician with an additional payment, a valuable gift or
hospital donation to obtain faster treatment. This is clearly above the EU-27
average of 5% and higher than in Bulgaria, Latvia and Poland (European
Commission, 2017d).

A recent review on physician payment mechanisms suggests that the
institutional design of special physician fees (for “special fee class” rooms
in public hospitals, see section 3.5.1) and dual practices pave the ground
for two-tier medicine in Austria (Sommersguter-Reichmann and Stepan,
2017). Two-tier medicine in this context mainly refers to prioritization of
patients with VHI that are moved up or bypass public waiting lists. In an
anonymous patient survey, 6.5% of respondents stated that they had been
offered shortened waiting times in return for direct private payment and
7.4% were offered earlier treatment when visiting the physicians’ private
practices (Czypionka et al., 2013).

3.5 Voluntary health insurance
3.5.1 Market role and size

Voluntary health insurance (VHI) has mainly a supplementary function in
the Austrian health system and can take various forms. The most common
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type of supplementary health insurance covers extra amenities in the hospi-
tal sector like accommodation in “special fee class” rooms in hospitals (e.g.
single rooms), costs of transportation to hospitals and free choice of hospital
physicians (Pruckner and Hummer, 2013). In 2016, nearly two thirds of
total VHI expenditure was spent on this type of insurance (VVO, 2017).
The second most common type of VHI offers more choice of ambulatory
care providers, covering fees of physicians without SHI contracts, medicines
and medical aids in the ambulatory care sector. Spending on this scheme
increased from 15.3% to 21.0% of total private health insurance expenditure
between 2012 and 2016. A hospital day fee insurance is mainly taken up by
the self-employed as it pays per diems during hospital stays or inability to
work (7.5% of total private health insurance expenditure). VHI for dental
care not included in the statutory benefit package also plays a role (2.9%
of total private health insurance expenditure in 2016).

In 2015, VHI financed 4.9% of current health expenditure (OECD,
2018b) and 20.2% of private current health expenditure (see also Table
3.1). In 2016, more than one third of the population (36.5%) were cov-
ered by one form of VHI (VVO, 2017). According to a survey, the main
motivations for individuals to purchase VHI for hospital care were access
to better medical care (36% of respondents), coverage gaps of SHI (20%),
increased attention by carers (17%), comfort and accommodation (13%),
shorter waiting times (10%) and free choice of physicians (5%) (Pruckner
and Hummer, 2013).

3.5.2 Market structure

Socioeconomic characteristics of those buying VHI are not publicly available.
The uptake of VHI varies largely by Lander, from 25.2% in Lower Austria to
53.5% in Carinthia in 2016. It is unlikely that only socioeconomic differences
account for this geographical variation in coverage of VHI (Czypionka and
Sigl, 2016).

'The market for VHI is highly concentrated with four players that had
more than 95% market share in 2016: UNIQA Osterreich Versicherungen
AG (a subsidiary of UNIQA Insurance Group AG) (46.6% market share),
the Vienna Insurance Group (18.8%), Merkur Versicherung AG (16.5%)
and Generali Versicherung AG (13.3%) (VVO, 2017).
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3.5.3 Market conduct

In Austria, there is no obligation to accept applicants for VHI. The selec-
tion of insured is risk-based, and premiums and benefit packages vary by
risk group. Contracts with private health insurances are for life and can be
terminated by the insurer only in certain cases (e.g. failed payment of pre-
miums (VVO, 2013)). The insured can terminate the contracts once a year.

Private health insurances have contracts with most Austrian hospitals
that determine fee schedules and allow direct billing (VVO,2013). Contracts
are negotiated between providers or regional medical chambers on behalf
of physicians employed in hospitals and the Austrian Voluntary Insurance
Association on behalf of private health insurance companies. Public hospitals
receive a per diem fee for patients with VHI to cover additional costs for
higher-quality accommodation. In addition, doctors receive fee-for-service
payments on top of their salaries although a share is kept by the hospital. It
has often been argued that this additional income helps to attract and keep
highly qualified doctors within public hospitals but also contributes to the
overall budget of public hospitals (Pruckner and Hummer, 2013).

3.5.4 Public policy

As part of the private insurance market, VHIs are regulated by the Insurance
Contract Act and the Law on the Supervision of Insurance Undertakings.
Similar to all other insurance companies VHIs are also supervised by the
Austrian Financial Market Authority (Finanzmarktaufsicht) (Czypionka and
Sigl, 2016). Previous tax deductions for VHIs are being phased-out by 2020
for contracts signed before 2016 and are not applicable for newly signed
insurance contracts. In-kind and cash benefits from VHI are not taxed.

3.6 Other financing
3.6.1 Parallel health systems

The military health service can be characterized as a parallel health system.
The health status of members of the armed forces and civilian employees
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of the Austrian Armed Forces are under the responsibility of the military
health service. The Austrian Armed Forces operate four separate hospitals
with physicians, paramedics and nurses. During military service, SHI
coverage remains dormant for conscripts (no contributions need to be
paid and no benefits can be received). However, co-insurance of rela-
tives remains active. In case of illness or injury, military doctors decide
whether treatment is appropriate in military facilities. If treatment in
civilian health facilities becomes necessary the Ministry of Defence covers
costs incurred.

A second parallel health system exists for prisoners and is under the
responsibility of the Federal Ministry of Justice (BMJ]). Prisoners are not
covered by the SHI system and receive health services in prisons from
employed personnel and/or external physicians. In the latter case the BM]
pays tariffs negotiated with SHI funds. GPs hold consulting hours in all
prisons every week. If medical treatment in other hospitals is required, the
BM]J is charged a daily lump sum.

Besides hospitals financed via LGF's or the Private Hospitals Financing
Fund, seven acute care accident hospitals are operated and financed
by the accident insurance funds (A/lgemeine Unfallversicherungsanstalt).
Their main purpose is to treat work-related accidents. Given the steadily
decreasing incidence of work-related accidents (only 18% of ambulatory
(extramural) visits and 11% of admissions to these accident hospitals in
2015), the remaining capacities are used to treat sports- or leisure-related
accidents. In 2015, costs of treatment in accident hospitals amounted
to €364 million. To compensate for accommodation and treatment of
patients who do not have work-related injuries, SHI funds transferred
€86 million to the accident insurance funds in 2015 (AUVA, 2016a;
AUVA, 2017a).

3.6.2 Long-term care financing

In 2015, Austria’s total expenditure on long-term care amounted to 1.6%
of GDP, of which around 0.3% was privately financed (Grossmann and
Schuster, 2017). For services (in-kind benefits), around 60% of LT'C spend-
ing is financed by general taxes from different government levels. In 2016,
the remaining share, i.e. about 40% of LTC expenditure on services (or
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€1 361 million), was covered by private households through means-tested
contributions or for care provided at home (Statistics Austria, 2017k). Public
expenditure for long-term care services (in-kind benefits) amounted to
€3 421 million in 2016. Long-term care services are provided by private and
public home care providers while residential facilities are planned, regulated
and funded by state governments and municipalities.

The Austrian long-term care (LT'C) system provides two types of uni-
versal needs-oriented UT'C benefits, which were initially introduced with the
Long-Term Care Allowance Act (Bundespflegegeldgesetz, 1993): (1) the care
allowance (Pflegegeld), a cash benefit granted for people with care needs, and
(2) means-tested in-kind benefits. The care allowance is a needs-based and
non-means-tested cash benefit for all citizens requiring more than 65 hours
of care per month. It was paid to 455 354 recipients in 2016 amounting to
€2 587 million (Statistics Austria, 2017m). The care allowance is funded by
the federal government from general tax revenues.

In 2007, an additional subsidy was introduced to facilitate the hiring of
24-hour carers in private households. It is aligned with the LTC allowance
scheme and is financed both by the Linder and the federal government from
general taxation (see section 5.8).

In 2011, a LTC fund (Pflegefonds) was created to allow for financial
compensation from the federal to the Linder and the municipality level as
both Léinder and municipalities faced increasing problems in financing home
care and nursing home service provision. The LT'C fund receives general tax
revenues (amounting to a budget of €350 million in 2016) which are then
redistributed to the Linder. Additionally, the LT'C fund law reserves up to
€18 million annually for palliative and hospice care for the period 2017 to
2021, funded by the federal government, Linder and SHI funds in equal
parts (Pflegefondsgesetz, 2011). The LT'C fund covered €300 million or 7%
of LT'C expenditure in 2015. To accommodate for rising LT'C spending
caused by population ageing, the revenue of the LT'C fund will be increased
to €417 million until 2021.

3.6.3 Other sources of financing

Several private, non-profit organizations (e.g. the Red Cross, the Samaritan’s
Association) play a substantial role in providing specific health services (e.g.
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emergency transport) in the Austrian health and social care system. Their
services are co-funded by membership contributions and donations and are
supported by voluntary work.

3.7 Payment mechanisms
3.7.1 Paying for health services

HOSPITAL INPATIENT SERVICES

Since 1997, inpatient health care services in public and private non-
profit (funds) hospitals and private for-profit hospitals (funded by the
Private Hospitals Financing Fund) are mainly financed on the basis of a
DRG-like budget allocation system, also known as the Austrian DRG
system (Leistungsorientierte Krankenanstaltenfinanzierung, LKF). In addi-
tion, public and private non-profit hospitals are financed via coverage
for operational losses (Betriebsabgangsdeckung) by the hospital owners or

operators (the Lander in case of public hospitals) as well as “special fee
class” (Table 3.10).

The LKF system

The LKF system was introduced in 1997 to increase transparency and
eficiency, with the ultimate aim to contain hospital budgets. Prior to
this, hospitals were financed on a per diem basis (BMGEF, 2016¢). The
LKF system distinguishes between two areas: the nationally uniform
LKEF core area, and the LKF steering or governance area, which allows
Linder to determine Ldinder-specific allocation rules on the basis of the
core area.

The LKF core area consists of a patient classification system and the
rules for determining the relative costliness of cases in terms of so-called LKF
points, which are similar to DRG weights in other countries (BMGEF, 2016e).
Almost every inpatient case in both funds hospitals and hospitals funded by
the Private Hospitals Financing Fund is assigned to one of 976 procedure-
and/or diagnosis-related case groups (leistungsorientierte Diagnosefallgruppen,
LDF groups) in a three-step procedure:
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= First, the patient case is designated as procedure-related (if a main
surgical service or a significant medical service was performed
during the stay) or diagnosis-related (otherwise).

= Second, the patient case is classified as one of 202 procedure-related
groups or one of 220 diagnosis-related groups. These 422 groups
summarize procedures or therapeutic episodes that are assumed
to incur similar costs.

= In a third step, a decision-tree classifies patients of these main
groups into one of the 979 LDF groups (448 procedure-related, 531
diagnosis-related). This classification is based on detailed patient-
or stay-related characteristics, e.g. age, main diagnosis, or specific
services provided (such as expensive chemotherapies) and aligns

payments more closely to expected costs of patient cases.

Every LDF group is associated with a specific point-value (score) that
represents the average costs of all patients in that LDF and includes a
range of expected lengths of stay. Average costs are determined on the basis
of micro-costing with data from selected reference hospitals. Associated
scores are designed to cover all costs, including indirect costs of admin-
istration, depreciation of fixed capital not attributable to specific services
(e.g. infrastructure) and other services, and are accounted for via mark-up
rates to direct costs. If special care is provided, e.g. in an intensive care
unit (ICU) or a psychiatric or neurological ward, the LDF flat rate is
supplemented with a mark-up to account for additional costs that accrue
in these departments.

An interdisciplinary working group of experts from different fields
regularly updates the LKF model to introduce new procedures or account
for price changes. Minor changes of the LKF model are based on regularly
performed simulations, while micro-costing is performed less regularly (in
1999 for the models 2002-2008, in 2005 for 20092016, and in 2014 for
2017 and after) (BMG, 2010).

While the amount of points assigned to an inpatient case is determined
from the point-value of the relevant LDF group and assorted mark-ups
(e.g. ICU, long stay, etc.), the effective pay-out from the LKF system from
LGF - that is, the amount in euros paid out per point produced — may vary
according to:
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= regulations set by the Linder in the “LKF steering area”;

= the amount of resources available in the LGF.

In addition, some admissions are not classified into LDFs and LKF points
are awarded based on length of stay. This includes follow-up treatment of
neurologic patients, acute geriatrics, remobilization and youth psychiatry.

The LKF steering area allows state governments to allocate funding
based on specific functions of hospitals (i.e. centralized or specialized care,
state provider) that are of particular significance in the Land (BMG, 2010). In
principle, the budget of the LGF is divided between hospitals on the basis of
LKF points (core area) and other (Lander) criteria (steering area). However,
the distribution of funds between the steering area and the core area as well
as the distribution of the steering area funds are within the discretion of the
LGF. Typically, funds from the LKF steering area are allocated as different
mark-ups (depending on the type of hospital) to payments based on LKF
points (BMGE, 2010). These additional funding options can be used at
the discretion of the State Health Platforms (bodies of the LGF) to create
different conditions and incentives for hospitals (Czypionka et al., 2008).

As the system is used to allocate a fixed budget for the LGEF, an increase
in LKF points produced by hospitals reduces the value of one LKF point.
This is because statutory LGF resources are determined by social security
contributions and general taxation (see Figure 3.6). As a result, pay-out via
the LKF system does not (necessarily) cover total hospital costs, and public
hospitals depend on additional funding via special class fees, the LKF steering
area or coverage of deficits by the hospital owner.

Private for-profit hospitals receive public funding via the LKF system
(see above) as well as private payments. As with funds hospitals, pay-out
per point from the LKF system depends on the amount of funds available
in the relevant source of financing, the Private Hospitals Financing Fund,
which pools funds allocated to private hospitals. Private for-profit hospitals
are not eligible for funds from the LKF steering area.

Hospitals that have contracts with SHI funds may charge the Private
Hospitals Financing Fund directly. Hospitals without SHI contracts charge
their patients who are then reimbursed by the Private Hospitals Financing
Fund subject to the SHI benefits catalogue, determining which services and
to what extent their costs are covered.
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Cover for operational losses

The share of LKF in total hospital financing by the Linder must exceed
50% by law but, beyond that, the Linder can determine freely the degree to
which to fund their hospitals via the LKF system versus cover for operational
losses. Since deficits of hospitals will be covered by the Léinder, the degree
to which incentives in the LKF system affect hospital operation depends
on the proportion of compensation payments versus funding via the LKF
system (see Table 3.9).

TABLE 3.9 Share of cover for operational losses in financing of funds hospitals
across Lander, 2016

NO 00 SBG STM TIR VBG VIENNA AUSTRIA

Financed

‘;';“ef:t‘:z:lz‘;' 30% 39% 2% 41% 21% 35% 9% 2% 4% 28%

losses

Notes: BGL, Burgenland; KTN, Carinthia (Karnten); NO, Lower Austria (Niederésterreich); 00, Upper
Austria (Obertsterreich); SBG, Salzburg; STM, Styria (Steiermark); TIR, Tyrol (Tirol); VBG, Vorarlberg

Source: compilation by the authors

HOSPITAL OUTPATIENT SERVICES

Hospital outpatient (intramural) services are also financed via LGFs. Payment
mechanisms used to vary across regions and were based on DRGs (outpa-
tient LKF system), global budgets, fee-for-service, or a mixture thereof. As
a result of the 2017 health reform a unified catalogue of hospital outpatient
and ambulatory (extramural) physician services was introduced. For hospital
outpatient services, this catalogue will serve as the centrepiece for a new
DRG-based payment system (LKF ambulant). After a 2-year transition
period for regional testing, the system is planned to be rolled-out nationwide
by 2019 (BMGEF, 2017aq; ZS-G, 2017).

The new outpatient LKF system also assigns points to services pro-
vided in hospital outpatient departments. In contrast to the LKF system for
inpatient services, payment for outpatient hospital services is scaled to cover
only 50% of total costs. The remaining 50% are attributed to the “structural
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component” of the LKF system — fixed budgets that are set by the LGF and
account for public supply mandates and contingency costs. This restriction
of points-based reimbursement is expected to discourage overutilization of
capacities (BMGF, 2017aq).

Besides the outpatient LKF system, a cross-sectoral documentation of
diagnoses is planned to be implemented by the end of the current health
care reform period (in 2021) (ZS-G, 2017).

AMBULATORY (EXTRAMURAL) CARE

Ambulatory health services are provided by GPs, specialist physicians,
dentists, allied health professionals and outpatient clinics. Payment mech-
anisms for these services depend on whether they are part of the catalogue
of reimbursable services of the SHI funds, the provider is included in the
collective contracts with the HVB and the location-based staffing plan,
and the provider has a contract with the patients’ SHI fund (see section
2.8.2). If these conditions are not met, the provider charges the patient
directly. The patients can claim reimbursement for these payments for up
to 80% of applicable SHI tariff. Private health insurance may cover the
difference between non-contracted provider fees and those reimbursed
by SHI.

The catalogue of reimbursable services, which is part of the collective
contract, includes fee-for-service payments and contact capitations, i.e.
tees that can only be charged once per patient and quarter irrespective of
the number of consultations (but not if the patient never seeks care). For
example, the first GP consultation within a calendar quarter will result in
a higher total fee than subsequent visits, since the provider may charge the
contact capitation only once per calendar quarter. However, if the patient
visits another GP in the same quarter, the new GP is also allowed to charge
the contact capitation.

'The mix of payment methods may vary across specialities and/or regions.
GPs generate only about a quarter of their revenues based on service fees and
three quarters based on contact capitations (Jung, 2016). In tariff regulations
for specialist physicians, contact capitations play a substantially smaller role.

Many collective contracts specify budget ceilings up to which individual
providers may charge the SHI funds for a specific type of service. Budget
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ceilings are a contested issue and subject to continuous public debate. SHI
funds are in favour of budget ceilings as they allow containing budgets and
decreasing unit prices if volumes increase. The Austrian Medical Chamber
points out that budget ceilings create long waiting times for specific ser-
vices. As a result, paying OOP to bypass waiting lists (see section 3.4.3) or
taking-up VHI to reduce waiting time is incentivized but creates inequalities
in access to health services (Die Presse, 2015) (see section 7.3.2). Following
public debate, budget ceilings were abolished for CT and MRI scans in
2017/18 (Die Presse, 2017).

Many physicians practice without an SHI contract (Wahlirzte) because
the number of contracts with SHI funds is limited based on staffing plans
(see section 3.3.4). In addition, some physicians prefer not to contract with
SHI because this allows greater flexibility with regard to fee levels, opening
hours, and SHI insurance status of patients. Non-contracted physicians
are always paid fee-for-service and they may set their fees without any
restrictions (BMGF, 2017am). These incentives have also contributed to an
increase of the number of non-contracted physicians since 2000, while at
the same time the number of physicians with SHI contract stagnated (see
sections 4.2.1 and 7.3.2).

PHARMACEUTICAL CARE

The costs of pharmaceuticals dispensed during inpatient stays are included
in the associated LKF points. In the ambulatory sector, SHI funds cover
most of the costs for prescribed medicines (except for the prescription fee).

= Remuneration of wholesalers and pharmacies is subject to statutory
regressive mark-up schemes on regulated prices. For wholesalers,
mark-ups depend on the classification of the pharmaceutical in the
positive list, according to which pharmaceuticals either belong to
green, yellow and red boxes (see section 2.8.4). Pharmaceuticals
included in the yellow or green box of the positive list are subject to
mark-ups of 7% to 15.5% of the ex-factory price (up to a maximum
of €23.74 for products priced at €339.15 or higher).

* Pharmaceuticals in other boxes of the positive list, or pharmaceu-

ticals that are not listed in the positive list, are subject to mark-ups
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of 9 to 17.5% of the ex-factory price (up to a maximum of €30.52
for products priced at €339.15 or higher) (BMGE, 2004).

For pharmacies, mark-up schemes depend on the customer.

= Community pharmacies face mark-ups ranging from 12.5% to 55%
of the pharmacy purchasing price (which is the ex-factory price
plus the wholesalers’ mark-up), as well as an additional “private
customer mark-up” of 15%.

= “Privileged customers” such as SHI funds or Ldnder and asso-
ciated institutions as well as non-profit hospitals benefit from
lower mark-ups of 3.9% to 37% of the pharmacy purchasing price
(Osterreichische Arzneitaxe, 1962).

All mark-up schemes, except the fixed 15% “private customer mark-up”,
are designed as staggered regressive mark-ups, i.e. mark-ups are higher
tor lower-priced products. Note also that the law sets maximum mark-ups.
While wholesalers and pharmacies could set lower mark-ups, in practice
they correspond to these maximum values (Zimmermann and Rainer, 2018).

In 2015, pharmacies dispensed medicines and medical non-durable
goods worth €4 339 million, of which 77.7% were for prescribed medicines
and 20.4% for OTC products (OECD, 2017c¢).

REHABILITATIVE CARE

Rehabilitative care provided in acute care hospitals and specialized reha-
bilitation centres are excluded from the LKF system and paid per diem.
Patients can use rehabilitative care after inpatient stays upon application to
the SHI funds and are charged income-based co-payments of up to €19.91
per day. Rehabilitation centres are either operated by SHI funds directly or
have contracts with SHI funds that stipulate payment schemes.

While SHI funds are responsible for rehabilitative care for the general
population, pension insurance funds cover expenses for pensioners and
people whose medical condition would have caused occupational disability.
Accident insurance covers expenditures for rehabilitative care following
work accidents.
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Total expenditure for rehabilitative care (in all settings) was €2 291
million in 2015. In inpatient settings, government/compulsory financing
schemes covered 71% of total costs. This share was considerably smaller in
ambulatory (extramural) settings (42%) where private OOP payments played
a substantial role (56%).

EMERGENCY CARE SERVICES

Emergency care that covers public pre-hospital emergency health care,
including the ambulance service, is provided by municipalities, cities and
Linder (see section 5.5). Ambulance transport fees are primarily covered
by SHI funds. A budget from municipalities covers costs for availability
of providers and capital investment. If transport of a patient is not med-
ically necessary after an emergency care intervention, providers cannot
charge transport fees. Tariffs for emergency care services differ between
municipalities. Patients are charged fees if they are not insured by SHI, or
if transportation turned out to be medically unnecessary (Andreaus, 2009;

Austrian Red Cross, 2017¢).

3.7.2 Paying health workers

In the ambulatory (extramural) sector, physicians mainly practise inde-
pendently and are self-employed. Their remuneration is based on the fees they
bill to SHI funds. According to the income report of the Austrian Court of
Auditors the annual median gross income of independently practising phy-
sicians varied between €86 512 for GPs, €99 704 for dentists and €120 589
for specialist practitioners in 2013 (Austrian Court of Auditors, 2016b).

Fees charged by speciality can also be disaggregated in the accounting
data of SHI funds. The remuneration varies significantly across specialities,
with radiologists charging SHI funds nearly four times the fees charged by
GPs. The accounting data also shows that between 2005 and 2015 the average
remuneration of GPs increased by 10.2% while it increased by 45.1% for
orthopaedists in the same period.

In the hospital sector, physicians, nurses and allied health professionals
are employed by hospital operators. Collective bargaining agreements define

m
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remuneration schemes and working conditions (i.e. working hours). However,
hospitals operated by the Lénder apply separate collective bargaining agree-
ments resulting in different wage levels in every Land. Also hospitals operated
by religious associations and private hospitals have separate collective bar-
gaining agreements for their employees. Salaries of hospital physicians also
vary substantially as they may receive income from special class fees from
private health insurances (see section 3.5) in addition to their salary. Some
employed hospital physicians also operate private practices. As a result, there
are no reliable figures on total earnings of hospital physicians (der Standard,
2017; Sommersguter-Reichmann and Stepan, 2017).

Based on taxation data, the annual median gross income of health pro-
fessionals with university education in 2015 was €45 887, while assistants
earned €30 407 annually. In comparison, the annual median gross income of
employed workers in Austria was €27 347 in 2015 (Statistics Austria, 2018d).



Physical and
human resources

Austria has one of the highest rates of capital expenditure in health care
among OECD countries, spending more than 0.7% of GDP in 2015. Capital
expenditure has increased since 2000, in particular in private institutions.
Medical equipment is relatively well distributed across the country due to
national planning mechanisms and the number of units relative to the pop-
ulation is slightly above the EU-15 average.

'The hospital inpatient sector in Austria remains very large. Despite
reform plans to reduce the number of hospital beds, the beds-per-population-
ratio in 2014 was one of the highest in the EU (5.84 versus 3.94 acute care
beds per 1 000 population). Since 2007, the number of beds in DRG-financed
acute care hospitals decreased by 8%, but this is a modest reduction com-
pared to other European countries. Hospital utilization rates also decreased
between 2006 and 2015, but Austria still has the second highest hospital
discharge rate in the EU.

Development of information and communications technology and
e-health has made considerable progress over the last decade. Implementation
of the electronic health record (Elektronische Gesundheitsakte, ELGA) and its
e-medication and e-report applications is currently ongoing, with nationwide
rollout to all providers due to be completed by 2021. This aims to reduce
organizational barriers, improve care coordination and empower patients.

Austria has the second highest density of practising physicians (510 per
100 000) in the EU after Greece — much higher than the average for EU
countries (350 per 100 000) and has a tradition of being a net exporter of
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doctors. However, also inside Austria, the density of physicians has grown
more strongly since 2000 (by 34%) than on average in the EU (14%),
mostly driven by a growth of specialist physicians. However, the number
of ambulatory physicians who contract with SHI has stagnated over recent
years. This leads to a rising imbalance and unequal distribution of doctors
across regions, which is likely to be exacerbated by the ageing of contracted
doctors. In contrast to physicians, Austria has relatively low numbers of
nurses, although international comparisons of nursing staff are difficult
because of limited data availability in Austria. A new mandatory health
professional’s register implemented in 2018 will allow better comparability
in the coming years.

4.1 Physical resources
4.1.1 Capital stock and investments

Gross fixed capital formation in health care amounted to approximately
€2 501 million in 2015, which corresponded to 6.7% of total health expend-
iture. More than half of this capital investment spending in the health sector
was financed from public spending (€1 357 million). Thereof more than a
half was allocated to the hospital sector. Table 4.1 shows current public and
private health expenditure and investments in the period 2000 to 2015.
Total capital investment has considerably increased over the last 15 years. In
particular, private investments grew by nearly 150% while public investment
increased only by 57%.

Compared to other countries, Austria invests heavily in the health sector.
In 2015, the gross fixed capital formation in the health sector in Austria as a
share of GDP was the highest among OECD countries for which data are
available, amounting to 0.74% of GDP (OECD, 2017c¢) (see Figure 4.1).

'The responsibilities for investments in the health sector are divided
between the Léinder (and municipalities), SHI funds and private investors.
'The Léinder and municipalities are responsible for financing and allocating
investments in hospitals which are administered by the state health funds
(Landesgesundheitsfonds, LGF). SHI funds invest in their own facilities such
as outpatient clinics. Investments in ambulatory (extramural) practices are

considered as private expenditure. However, if there is a vacant practice in
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TABLE 4.1 Health expenditure and investments (current prices), 20002015
(in € millions), selected years

2000 2005 2010 2011 2012 2013 2014 2015

Total health expenditure 20982 25.828 31839 32767 34573 35254 36485 37578
Current public health expenditure 14850 18203 22685 23250 24391 24766 25655 26513
Public investment 861 1003 1269 1295 1394 1400 1425 1357

Annual growth rate of
public investment (%)

Current private health expenditure 4809 6040 7109 7333 7733 8088 8331 8564
Private Investment 461 581 777 889 1054 1000 1073 1144

Annual growth rate of
private investment (%)

Total investments 1322 1584 2046 2184 2448 2400 2498 2501

Total investments as % of
total health expenditure

2.0 16 04 18 -48

144 186 -51 73 6.6

63 6.1 64 67 7.1 68 68 67

Public investments as % of

public health expenditure 55 5.2 83 B 5.4 54 913 49

Source: (OECD 2017c, Statistics Austria 20171)

FIGURE 4.1 Gross fixed capital formation in the health care sector as a share of GDP, 2015
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the staffing plan, municipalities may offer incentives such as real estate, or the
renovation of buildings to attract physicians. Since 2017, the Federal Health
Agency (Bundesgesundheitsagentur, BGA) also allocates investment funds to
selected supra-regional health care service departments that provide specialist
care, for example, for highly contagious diseases or severe burns victims.

4.1.2 Infrastructure

In 2016, Austria had 273 hospitals with 64 838 beds, of which 162 were acute
care hospitals (48 816 beds). Nearly 93% of all acute care beds were located
in funds hospitals (financed via the state health funds, LGF), accounting for
about 95% of all acute care admissions. In addition, there are 83 rehabilitation
and 28 long-term care hospitals (see Table 4.2). More than 900 outpatient
clinics are also classified as hospitals according to the Federal Hospital Act
(Krankenanstalten- und Kuranstaltengesetz, KAKuG, 1957) but they only
offer ambulatory (extramural) care.

Austria has a very large hospital sector despite different reform initia-
tives that have aimed to reduce the number of hospitals and hospital beds.
In 2014, the bed-per-population ratio in Austria (5.84 acute care beds
per 1000 population) —was among the third highest (after Germany and
Bulgaria) in the EU (EU average 3.94) (see Figure 4.2). Between 2007 and
2016, the number of acute care beds in funds hospitals declined by about
8%. This reduction is very moderate compared to other European countries
like Finland, Denmark or Italy (WHO, 2017d) due to missing incentives
to treat patients in ambulatory setting and the high level of fragmentation
between the ambulatory and inpatient sector. The reform agenda 2017-2021
foresees to further reduce the number of hospital beds in the coming years
(see section 6.1.4).

In 2015, about 850 nursing homes or residential care facilities provided
75 632 inpatient care places while 12 019 persons lived in alternative housing
forms. Since 2000, the number of places in nursing homes or residential care
facilities increased by more than 30%, as a result of population ageing and
increasing demand for long-term care (BMGEF, 2017k). Also, the number of
hospitals and beds in rehabilitative care increased by around 40% between

2007 and 2016.
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FIGURE 4.2 Acute care beds per 1 000 people, 1995 to 2015 (or latest available
year)
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Source: (WHO 2017c)

The level of activity in inpatient care facilities is also among the highest
in Europe. Although utilization rates decreased by nearly 8% between 2006
and 2015, Austria still had the second highest hospital discharge rate in the
EU with 256 discharges per 1 000 population in 2015. Also, the bed occu-
pancy rate in acute care hospitals in Austria (74.3%) was below the EU-22
average (76.5%), declining slightly between 2006 and 2015 (see Figure 4.3
and Table 4.3). As in most European countries, the average length of stay
in acute care hospitals decreased since the mid-1990s to 6.5 days in Austria
in 2015, which was close to the EU average of 6.4 days (see Figure 4.4)
(OECD, 2017a).
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FIGURE 4.3 Hospital discharges per 1 000 population in the EU, 2015
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TABLE 4.3 Hospital utilization indicators, 20062015

UTILIZATION CHANGE
INDICATOR 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

2006-2015

Average length
of stay in all 79 79 79 78 79 78 79 81 82 85 7.6%
hospitals (days)

Average length of
stayinacutecare 69 68 68 67 66 65 65 65 65 65 -5.8%
hospitals (days)

Hospital
discharges in

all hospitals per
1000 population

277 219 281 219 216 274 210 266 263 256 -1.6%

Hospital

discharges

in acute care 264 266 267 265 262 259 254 248 245 238 -9.8%
hospitals per

1000 population

Bed occupancy
rate inacutecare 780 777 785 779 770 763 752 754 750 743 -4.7%
hospitals (%)

Sources: Average length of stay and hospital discharge rate in all hospitals and acute
care hospitals: OECD, 2018c; Bed occupancy rates: Eurostat, 2018a

FIGURE 4.4 Average length of stay for acute care hospitals in Austria and selected
countries, 1995 to 2015 (or latest available year)
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4.1.3 Medical equipment

The Austrian Structural Plan for Healthcare (Osterreichischer Strukturplan
Gesundheit) (GOG, 2017e) and the Regional Structural Plans for Healthcare
(Regionale Strukturpline Gesundheir) (GOG, 2017d) define the number of
major medical equipment in both sectors to ensure equitable distribution
across regions, i.e. the Austrian Hospitals and Major Equipment Plan
(see section 2.5). Investment in medical equipment is financed separately
for the inpatient and the ambulatory sector. The owners of hospitals (i.e.
Linder) take financial investment decisions on medical equipment and
may receive subsidies from the LGF (see section 2.8.6). Investments in
medical equipment in the ambulatory sector are financed by ambulatory
providers and later reimbursed by SHI funds via the catalogue of reim-
bursable services.

Table 4.4 shows the numbers of medical equipment units per 100 000
population in Austria and EU-15 countries. The number of units of major
medical equipment relative to population in Austria is above the EU-15
average. Over the past 10 years (2006-2015) the numbers of major med-
ical equipment remained stable, except for an increase of MRI and PET
scanners that is mostly related to the growth of private investments in
the ambulatory (extramural) sector (GOG, 2017c). However, data needs
to be interpreted with care, as not all Member States report national
medical equipment data to international statistics. The majority of medical
equipment in Austria is located in hospitals and is used for inpatient care
and care provided by hospital outpatient departments. One exception
and in contrast to many other European countries, are mammographs,
which are mostly located in ambulatory settings. Data on the utilization
of medical equipment is scarce and available only in terms of annual
examination rates (per 1 000 inhabitants) in hospitals: 142.2 CT scans,
55.0 MRI scans and 4.1 PET scans per 1 000 inhabitants were performed
in hospitals in 2015.
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4.1.4 Information technology

'The share of private households with Internet access has increased by 42.8%
since 2007, reaching 85.1% in 2016, equal to the EU average. While the
share of persons, who used the Internet during the last three months is
very high among younger age groups (97.6%, 16—44 years), only 50% of
people aged between 65-74 years used the Internet in 2016 (Statistics
Austria, 2016c¢).

In the past decade, health information has become widely available
on the Internet in Austria via different reliable online health information
platforms, which are maintained by publicly funded institutes with a public

thirds of the Austrian population used the Internet to find health-related
information (Statistics Austria, 2016d).

Information technology solutions have gained importance in the
health care sector over the past decade. The foundation for an elec-
tronic health infrastructure was laid with the introduction of a stand-
ardized electronic health insurance card (e-card) in 2005. Today almost
all Austrian hospitals and ambulatory (extramural) practices have access
to the e-card system. The e-card operates on a key card principle and
only contains the cardholder’s administrative insurance data (i.e. patient’s
name, sex, birth date, and social insurance number) that show health
care providers the insurance status of the patient. Health care data is
not stored on the card but requested online via a secure data network.
"The e-card also allows to connect to a number of services: the electronic
approval and application service (eBS; which allows electronic referrals
to, e.g. C'T, MRI examinations), the electronic medication approval ser-
vice (ABS; the authorization process for medication which are subject
to authorization), the electronic temporary disability report (eAUM,; the
electronic registration of sick certificate) or the electronic transmission of
preventive medical check-up documents (DBAS). The e-card also records
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the prescription fee limit and the preoperative questionnaire (PROP),
which is an assessment tool for preoperative diagnosis in case of planned
operations. Further, Austrian citizens can activate a “citizen card” func-
tion for accessing various e-Governance applications using the e-card
(Sozialversicherungs-Chipkarten Betriebs- und Errichtungsgesellschaft
m.b.H., 2017).

'The Austrian e-health strategy was last updated in 2007. This update
focused primarily on improving integration and interoperability of existing
information systems of providers and the e-card to ensure stable exchange
of information. The central element of the Austrian e-health strategy is
ELGA (Elektronische Gesundheitsakte, electronic health record) (Pfeiffer,
2007). ELGA provides the opportunity to add and extend e-health appli-
cations for various health settings. Major benefits of ELGA are safe and
reliable information transfer, as well as communication and workflow
improvements. Patients’ health information (e.g. medical examinations,
prescriptions and medication, allergy tests, blood group, laboratory and
radiology tests) is made available to both patients and eligible providers
in a highly structured manner and provides a full picture of a patient’s
treatment pathway. This helps to avoid duplication of medical tests and to
improve quality of care, patient safety, patient-centred care and ultimately
patient empowerment. The limited liability company ELGA (GmbH) is
responsible for the development of the national e-health infrastructure
and the coordination of all relevant activities necessary to roll out the
electronic health record.

The law that enabled the introduction of ELGA was adopted by
Parliament in January 2013.In 2014, the ELGA Internet portal was launched
allowing patients and health care providers to access ELGA documents
and applications. The portal enables patients to restrict access to selected
personal health information and to see who has consulted their individual
records. Patients are enrolled in ELGA by default, but can also entirely
opt-out of and opt-in again using the Internet portal (Bachner et al., 2012;
Philippi, 2015).

ELGA has been rolled-out gradually with health care providers since
December 2015 when a number of public hospitals and nursing care facil-
ities started to use clinical e-reports (eBefunde) that contained discharge
letters from hospitals, and laboratory and imaging results. In 2016 and 2017,
more public and private hospitals and nursing homes were progressively
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connected to ELGA and started to use clinical e-reports. In November
2017, 194 public health care providers including hospitals, nursing homes
and outpatient clinics were actively or passively (only using the reading
function) using e-reports (ELGA, 2017). In the ambulatory sector, the
renewed ELGA regulation (ELGA-Verordnungsnovelle, 2017) mandates
the stepwise rollout of ELGA to ambulatory health care providers and
pharmacies which should be finished by mid-2019. Completion of the
nationwide rollout of ELGA is expected by 2021 (ZS-G, 2017). ELGA
should then also be available for home care providers and nursing homes
(Philippi, 2015).

A pilot of an electronic medication record (e-Medikation) was started
in 2016 in a district in Styria to collect information on prescribed and dis-
pensed medicines (Bachner et al., 2017). The e-medication record intends
to improve the quality, safety and efficiency of pharmaceutical care by
flagging up contraindications to prescribing physicians and by avoiding
duplicate prescriptions. The e-medication record and the clinical e-reports
are gradually rolled-out to contracted physicians in the ambulatory (extra-
mural) sector and pharmacies, followed by outpatient clinics, private clinics
and dentists.

'The introduction of an electronic vaccination record (e-Impfpass) is a
turther target of the current health reform period 2017-2021. Pilots are
scheduled for 2018 (BMGF, 20171). Electronic vaccination records improve
transparency and reduce inefficiencies such as redundant vaccinations by
improving the availability of vaccination documentation.

4.7 Human resources
4.2.1 Health workforce trends

In 2016, around 282 600 health professionals (according to the statistical
classification of economic activities in the European Community (NACE)
Q86: Human health activities) were employed in the Austrian health sector,
which corresponds to 65% of total health and social care employment.
Between 2007 and 2016, the number of professionals employed in the health
sector increased by 16%. This increase is particularly pronounced for specialist
physicians and medical technicians. In the same period total employment
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only increased by 8%. The health and social care sector accounts for around
10% of total employment in Austria and is thus the third largest sector of
employment (Statistics Austria, 20170). In 2016, more than three out of four
health and social care professionals were female (Statistics Austria, 2018b).
Table 4.5 indicates the number of health professionals by professional group
per 100 000 population since 1995.

More than 116 000 health professionals were employed in hospitals
in 2016, which corresponds to 41% of all health professionals in the health
sector. Nurses were the largest professional group, accounting for more than
50% of total hospital staff. Around one fifth were physicians (approx. 24
600), with about half of them being specialists and half being physicians in
training (Statistics Austria, 2017b).

To date, the number of health care professionals outside hospitals
has not been systematically recorded. However, the implementation of a
public health care professions register is currently in preparation. From
the second half of 2018, all health and care professionals, including long-
term care and nursing professionals, physiotherapists, and speech therapists
will be required to register (see section 2.8.3) (Gesundheitsberuferegister-
Gesetz, 2016).

PRACTISING PHYSICIANS

Austria has the second highest density of physicians (510 per 100 000
population) in the EU, far above the EU average of 350. Between 1995 and
2015, the number of physicians increased by 45%, faster than in any other
OECD country (see Figure 4.5). This increase was particularly pronounced
for specialist physicians, namely in neurology and radiology. Between 1995
and 2015, the number of specialists more than doubled while the number
of general medical practitioners (GPs) only increased by 25%. As a result,
only 15% of all physicians worked as GPs in private practice in 2015 (Table
4.5). It should be noted that national statistics exclude double counts for
physicians with more than one graduation (e.g. general practitioner and
medical specialization), therefore deviations from internationally reported

numbers may occur.
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FIGURE 4.5 Number of physicians per 100 000 population in Austria and selected
countries, 1995 to 2015 (or latest available year)
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Source: (WHO 2017c)

In 2015, approximately 44 000 physicians were licensed to practice in
Austria, with about two thirds of them working as employees (29 800) and
more than half (24 000) working as employees in hospitals (Statistics Austria,
2016b). Ambulatory health care services are provided by around 17 000
independently practising physicians, whereof 10 300 practise without any
additional employment. They either contract with one or more SHI funds
(7 700 or 45% in 2015) and/or practice without SHI contracts (9 400 or
55% in 2015, Figure 4.6). Most non-contracted independent physicians
(5 400 or 60% in 2015) are employed in other settings, such as hospitals,
and consequently spend less time providing ambulatory care than their
contracted colleagues.

The increase in the number of ambulatory care physicians since
2000 was mostly driven by an increase in the number of non-contracted
physicians. At the same time the number of contracted physicians has
stagnated as shown in relative terms in Figure 4.6. This development will
be further exacerbated by future retirements of physicians (see section

7.3.2).
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In addition, the distribution of specialist physicians across regions and/
or medical specialties is a challenge (see also section 5.3). In particular, there
are considerable disparities for specialists. For example, there is a 2.5-fold
difference between the two Ldnder with the highest and lowest density of
neurologists and psychiatrists with SHI contracts, and the density of radiol-
ogists varies threefold across the Lander (OECD and European Observatory
on Health Systems and Policies, 2017). This maldistribution is further exacer-
bated by the rising numbers of non-contracted (mostly specialist) physicians

who are free to choose their practice location.

FIGURE 4.6 Contracted and non-contracted physicians as a share of the total number
of independently practising physicians in ambulatory (extramural) care, 2000—2016'
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NURSES AND MIDWIVES

In 2015, a total number of 69 500 nurses (general nurses and assistant nurses)
were employed in Austrian hospitals. In the period 20062015, the number of
nurses increased by 16%. However, nurse density in Austria (817 per 100 000
population) remained slightly below the EU average (see Figure 4.7), and
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when compared with Switzerland and Germany, nurse density is quite low.
'This comparatively low number of nurses in Austria explains why the total
number of physicians and nurses is in the middle field of western European
countries (Figure 4.8).

However, international comparisons are difficult because data on nurses
working outside of hospitals remains unavailable. Furthermore, headcounts
and full-time equivalents are not used consistently in data reporting across
countries. Data on midwives is collected and presented separately by national
statistics and refers either to midwives employed in hospitals or total numbers

of midwives licensed to practice (see Table 4.5).

FIGURE 4.7 Number of nurses per 100 000 population in Austria and selected coun-
tries, 1995 to 2014 (or latest available year)
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Source: (WHO 2017c)
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FIGURE 4.8 Number of physicians and nurses per 100 000 population in the WHO
European Region, 2014 (or latest available year)
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DENTISTS

In 2015, there were 4 906 dentists working in Austria (Statistics Austria,
2017t, BMGF, 2017j). Since 1995, the number of dentists increased by 77%.
However, the dentist-to-population ratio remains below the average in the
EU-15 in 2014 (57.3 per 100 000 population compared to 70.5) and sig-
nificantly below the density of dentists in Germany (85.3) (see Figure 4.9).
Of the comparator countries, only Switzerland has a lower ratio of dentists
to population (51.4 per 100 000 population). The majority of dentists are
self-employed and work in private practices outside hospitals (approximately
80% in 2015), either with or without a contract with a SHI fund. Employed
dentists (approximately 20% in 2015) work mostly in hospitals or dental
clinics.

FIGURE 4.9 Number of dentists per 100 000 population in Austria and selected
countries, 1995-2015 (or latest available year)
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PHARMACISTS

Figure 4.10 shows that the number of pharmacists in Austria increased con-
tinuously since 2000, to 66.1 per 100 000 population in 2014, which is, how-
ever, considerably below the EU average (85.1).In 2016, 5 822 pharmacists
worked in community pharmacies, with one out of four being self-employed.
On average, four community pharmacists work together in one pharmacy.
'The majority of pharmacists are women (79.1%) and about 50% of pharma-
cies are owned and managed by a female pharmacist. Only 362 pharmacists
were employed by the 45 hospital pharmacies in 2015 (Osterreichische
Apothekerkammer, 2017).

FIGURE 4.10 Number of pharmacists per 100 000 population in Austria and selected
countries, 1995 to 2014 (or latest available year)
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4.2.2 Professional mobility of health workers

Austria has long been a net importer of nurses and a net exporter of physi-
cians. The main destination countries for physicians trained in Austria are
Germany and Switzerland. Nurses move to Austria mostly from Germany
and eastern Europe.

PHYSICIANS

'The share of foreign-trained physicians increased from 2.9% in 2006 to 5.1%
in 2016. Due to the absence of language barriers, Austria is a main destination
country for German physicians. In 2015, a total of 1 084 German physi-
cians worked in Austria (approximately 60% of all foreign-trained doctors).
Conversely, Germany is also a major destination for Austrian physicians,
mainly due to higher German pay grades. In 2015, in total 1 977 Austrian
physicians worked in the neighbouring country. Other sending countries are
Hungary (244 physicians), Slovakia (105 physicians) and Czech Republic
(77 physicians) (OECD, 2017j; OECD, 2017k).

After the European Court ruling on university admissions in 2005 that
declared earlier restrictions illegal for discrimination towards non-national
European citizens, the numbers of foreign students admitted to medical
faculties in Austria increased. However, this significant intake of international
students has put the education and training system under pressure. To stem
the flow of foreign students (primarily from Germany), Austria decided
in 2006 to reserve 75% of places in medical faculties for students with an
Austrian high school diploma. This quota-based system aims to prevent a
domestic shortage of doctors as foreign graduates potentially return to their
country of origin.

NURSING STAFF

In contrast to physicians, mobility patterns of nursing staff are characterized
by a constant net inflow of foreign-born and foreign-trained nurses from
neighbouring countries. Germany is the main source of foreign-trained
nurses given that German diplomas are recognized and there are no language
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barriers. Also, Slovakia plays an important role due to its geographical
proximity and the possibility for professionals to commute. Exact numbers
of foreign-trained nurses will only be available after the implementation of
the registry of health and care professionals.

According to census data, the share of foreign-born nurses in Austria in
2009/2010 was similar to the average across the 22 OECD countries from
which data are available (14.5%) (OECD, 2015). The number has remained
stable since 2000/2001, except for a short peak following EU enlargement in
2004. The majority of foreign-born nurses comes from EU-15 and European
Free Trade Association (EFTA) countries (36%) and new EU Member States
(35%). Mligration of nurses and carers also plays a major role in the long-term
care sector (see section 5.8.1), with about 30% of home-based caregivers
being foreign born in 2012/2013 and coming mainly from Romania and
Slovakia (OECD, 2015). The full extent of health workforce migration is
difficult to capture because data on foreign health professionals, especially
for nurses, is not systematically reported and evaluated.

4.2.3 Training of health workers

In Austria, training for all health care professions is regulated by federal
law. EU legislation (e.g. the Directive on the Recognition of Professional
Qualifications (Directive 2005/36/EC)) has been transposed into national
law (BMGF, 2017g). Non-academic training is regulated by the Federal
Ministry of Labour, Social Affairs, Health and Consumer Protection
(Bundesministerium fiir Arbeit, Soziales, Gesundheit und Konsumentenschutz,
BMASGK). Higher education is regulated by the Federal Ministry
of Education, Science and Research (Bundesministerium fiir Bildung,
Wissenschaft und Forschung) (e.g. by the University Act (UG 2002)), with
the BMASGK also establishing guidelines for the training of health care
professionals at higher education institutions (BMGF, 2017aj). For health
care professions with a legal representative body (e.g. a chamber), part
of the responsibility for regulating postgraduate training also lies with
the representative bodies (Hofmarcher and Quentin, 2013). Continuing
education is compulsory for all health care professionals; however, the
required contact hours are not always clearly defined. The following
sections give an overview of training and respective requirements for all
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health professionals; however, physicians and nurses are covered in more
detail due to recent changes.

PHYSICIANS, DENTISTS, PHARMACISTS AND OTHER HEALTH CARE
PROFESSIONALS WITH A UNIVERSITY EDUCATION

University education of physicians is regulated in the University Act 2002
and in the Medical Training Regulation 2015 (Arzteausbildungsordnung,
2015). Medical study programmes (Human medicine and dentistry) are
offered at four public universities (Vienna, Graz, Innsbruck and Linz) with
a total annual capacity of 1 536 places for 2018/2019 (jku 2018, medizin-
studieren 2018) and three private universities in Salzburg (75 places), Krems
(50 places in 2018/2019, 70 places from 2019) and Vienna (150 places)
(Arztezeitung, 2016; stu, 2017; pmu, 2017; FH Krems, 2017). Training of
medical doctors lasts for a minimum of 6 years, with the exception of the
university in Salzburg that offers a 5-year study programme, equivalent
to the 6-year programmes elsewhere. Study programmes of the medical
faculties are not subject to detailed regulation (the University Act defines
only length of studies and ECTS-points), structure and curricula differ by
university.

Admission to the study of medicine was restricted in 2006 with the
introduction of a standardized test at public universities (admission exam-
ination for medical studies, EMS). Private universities defined admission
requirements individually. In addition, a quota system was set up in 2006
after Austria experienced a significant inflow of German students in 2005,
granting 75% of the study places to students with an Austrian secondary
school leaving qualification, 20% to EU-citizens and 5% to non-EU-citizens.
'The introduction of these contingents resulted in infringement of EU non-
discrimination proceedings taken against Austria (starting in 2007), which
were terminated in 2017, when the European Commission declared the
quota system as justified (Miko, 2017).

Postgraduate medical training is regulated by the BMASGK
(Arzteausbildungsordnung, 2015) as well as by the Austrian Medical
Chamber, according to their respective areas of responsibility. In 2015,
postgraduate medical education underwent an important structural reform.

Postgraduate medical education for GPs and specialist physicians now
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starts with a clinical training of a minimum of nine months, during which
graduates obtain basic competences in surgical and conservative specialties.
Thereafter they undergo training specific to their chosen specialty: those
wanting to become GPs enter a 33-months-period (2.75 years) of prac-
tical training in a recognized training institution, which they conclude
with a final exam. Those wanting to obtain another specialization enter a
63-months-training period (5.25 years) in a recognized training institu-
tion (including 15-36 months basic specialty training, followed by 27- to
48-months advanced practical training and a final exam) (BMGEF, 2017g;
BMGE, 2017aj). Training institutions have to meet quality criteria, which
are defined in the Arzteausbildungsordnung and monitored by the Austrian
Medical Chamber, which in turn reports to BMASGK.

Continuing medical education with a defined number of contact hours
is compulsory for all practising physicians. The Austrian Medical Chamber
is responsible for regulating, promoting and supervising the continuing
education of their members and for offering special diplomas, certificates
and further training courses (e.g. in occupational medicine, public health,
emergency medicine and alternative medicine).

'The profession of dentistry was only separated from the medical pro-
fession in 2005 with the Dentist Act (2005). Before that, dentistry was a
medical specialization followed after completion of general medical training.
Training of dentists takes place at a medical university, lasts a minimum of
6 years and includes clinical training. Doctors specialized in dental, oral and
maxilla-facial surgery are physicians (see training above), undergoing training
for this specialty (BMGE, 20174j).

University studies in pharmacy last nine semesters in Austria. Graduation
from university is followed by a practical year in a pharmacy and a final
examination which entitles graduates to work as employed pharmacists.
Various laws are relevant to training requirements for pharmacists, the most
important being the Pharmacy Act (1906, latest amendment in 2017) and
the Chamber of Pharmacists Act (2001, latest amendment in 2017) (BMGE,
2017aj). The latter also regulates continuing education of pharmacists.

Other health professionals with a university education include health
care psychologists, clinical psychologists, veterinary surgeons and exercise
therapists. Different academic degrees can be obtained (Bachelor’s, Master’s,
Dr., PhD), which are mostly followed by education and training in a clinical
setting (Aistleithner, 2017).
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NURSES

Training and further education of nursing professionals is regulated by the
Nursing Act (2007/amendment 2016). Until 2016 nursing professionals
included the professions of general nurses and assistant nurses. In July 2016,
following a lengthy evaluation period of the existing law (2009-2012), the
Austrian Parliament passed an amendment to the Nursing Act (2007).
A new profession of assistant nurse with more competences was created,
named “second level assistant nurses” (GuKG-Novelle, 2016). The previous
profession of assistant nurse was thereafter renamed “first level assistant
nurse”. First level assistant nurses require a 1-year full-time training, while
second level assistant nurses follow 2-years full-time education in nursing
schools.

The reform also adapted the professional profiles to a changing
environment of service provision and requirements of the skills mix of
health professionals. The overall aims of the reform of the Nursing Act
were thus:

* to increase the importance of competences of care workers rather
than of activities performed,

* to increase the number of nursing staff;

= to allocate the workload more evenly across the different profes-
sional groups; and

* to promote the attractiveness of the nursing profession both for
young people graduating from high school as well as those already

qualified to remain in their jobs.

Several studies projected that, in the absence of reform of the nursing pro-
fession, Austria would face a lack of nurses and assistant nurses in the future
(Rappold et al., 2017; Zsitkovits et al., 2013).

Training as a general nurse (as of July 2018 with mandatory registration
in order to practice) can be pursued both at universities of applied sciences
(since 2010) and nursing schools and requires three years to complete.
Currently around 80 nursing schools (usually located at hospitals) and about
10 universities of applied sciences offer nurse training programmes and/or
further education (oegkv, 2017a; oegkv, 2017b; oegkv, 2017¢). In addition,

two private universities offer university training in cooperation with nursing
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schools. By 2024, all training of nurses will be gradually transferred to the
tertiary educational sector. From 2024 onwards, a qualification in nursing
training can only be obtained at universities of applied sciences through a
Bachelor’s degree (three years, 180 ECTS) which corresponds to interna-
tional standards.

Completion of continuing professional development for nursing profes-
sionals is compulsory and the responsibility of both the professional and his
or her employer. Requirements for continuing development courses stipulate
60 contact hours within 5 years for general nurses and 40 hours for first and
second level nurse assistants.

OTHER HEALTH CARE PROFESSIONALS

Other health care professionals who undergo training at universities of
applied sciences (Bachelor’s degree programmes lasting for 3 years) include
midwives, higher medical-technical professionals (physiotherapists, biomed-
ical analysts, radiological technologists), dietitians, occupational therapists,
speech/logopedic therapists and orthoptists.

Training of psychotherapists is varied and mostly offered by private
institutions (associations, universities). Education is divided into two phases,
general and specialized training. Regarding specialization, a large range of
psychotherapeutic methods are recognized in Austria. Music therapists
undergo training (Bachelor’s, Master’s degree programme/s) at an Austrian
(public) university or an Austrian University of Applied Sciences.

Training settings and qualification periods of paramedical assistants
vary. Qualified cardio-technicians undergo their training within a defined
tramework of employment over the course of 18 months. Medical assistants
(disinfection assistant, plastering assistant, laboratory assistant, assistant
prosector, operating theatre assistant, doctor’s surgery assistant, radiology
assistant and qualified medical assistant) attend the school for medical
assistants or a course of 650-2 500 contact hours.

Masseurs train as medical and/or therapeutic masseurs, Paramedics
also have a clearly defined training course ranging from first level- and
second level-training (1 690 to 2 490 contact hours) to special emergency
qualifications. Dental assistants attend a course within a 3-years training
employment framework.
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4.2.4 Doctors’ career paths

After completing postgraduate medical education as a GP and/or specialist
physician, physicians have several career options. Requirements to practice
as a physician are regulated in the Physicians’ Act (1998/2017). Physicians
can either work in medical or in non-medical settings. The latter include
positions in consulting, the pharmaceutical industry, the public sector (fed-
eral, Lander, and municipal health services as well as police or military),
SHI funds or schools, etc. Occupational physicians, emergency medicine
specialists and doctors working for public health institutions, the police or
the military service mostly follow special career paths with different entry
requirements and defined (further) training.

Within hospitals, physicians usually work as employees. They start their
hospital career as interns (7urnusdrztinnen/-drzte), both those in training
to become GPs and those to specialize in a certain field. Physicians having
trained as GPs may continue to work as assistant physicians in hospitals,
usually being assigned to a ward. Specialist physicians may become “senior
physicians” (Oberarzt/Oberarztin). The way in which this title is awarded
is not regulated by law but is usually based on professional qualification
and length of service. Sometimes senior physicians head defined wards. A
specialist physician employed within a department is subject to the super-
vision of the department chair (chief physician, Primarirztin/Primararzt).
The next career step is the position of the first senior physician (Oberarz?),
who is usually appointed by the chief physician and/or hospital owner. The
chief physician is responsible for a department and usually requires certain
professional qualifications (in the field of medicine and management) as
well as a defined background of professional experience (Mossialos et al.,
2006). Chief physicians are able to supplement their income by treating
patients with private supplementary insurance (“special fee class”) although
reimbursement mechanisms vary considerably by medical specialty and
hospital.

Specialists outside hospitals usually work on a self-employed basis in
private practice with or without SHI contracts. Specialist physicians are, with
few exceptions, restricted to practice within their obtained specialization.
To contract with a SHI fund as a physician, defined criteria have to be met,
which are agreed upon between the relevant regional medical chamber/s and
SHI fund/s. Free posts are advertised via the Medical Chamber. Physicians
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mostly work in individual or group practices. Criteria for physicians wishing
to work in primary health care units are defined by the Austrian Medical
Chamber and the Main Association of Austrian Social Security Institutions
(Hauptverband der ésterreichischen Sozialversicherungstriger, HVB) in a con-
tractual agreement from 2018 onwards.

4.2.5 Career paths of other health workers

Other health professionals may also work in non-clinical settings, including
consultancy, research, teaching, public services, social insurance and/or for
the pharmaceutical industry. The recent shift of education to universities
of applied sciences has increased the relevance of research for a number of
health professionals.

Due to tertiarization (shift from primary and secondary education to
tertiary education) but also increased demand, new specialist and advanced
roles for health professionals are developing (e.g. respiratory physiotherapy,
family health nursing, advanced nursing practice or advanced occupational
therapy). These are usually, as in other countries, not regulated by law.

Pharmacists can work on an employed or self-employed basis, in com-
munity pharmacies or hospital pharmacies. Five years of employment are
required to obtain a license to own and manage a community pharmacy
(new or existing pharmacy). The professional license is issued by the Austrian
Chamber of Pharmacists. Further training and education is overseen by the
Chamber of Pharmacists.

Nurses are responsible for the immediate and indirect care of people of
all ages, families and population groups in all forms of care settings (primary
health care, ambulatory (extramural) specialist care as well as hospital care)
(Gesundheits- und Krankenpflegegesetz, 1997; Habimana et al., forthcom-
ing; Weiss, 2014). They can either work on employed or self-employed basis,
except for assistant nurses who cannot be self-employed. After graduation,
nurses can undergo further training to specialize in a number of fields,
such as psychiatric nursing and paediatric nursing, intensive care, hospice
and palliative care, anaesthetic care, intensive paediatric care, renal nursing,
surgical nursing, hospital hygiene, wound management and stoma care
and psychogeriatric nursing (BMGF, 2017aj). Entry-level specializations
as paediatric nurse or psychiatric nurse in the third year of general nurse
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were abolished. Potential further career options and steps for nurses involve
managerial positions (e.g. as head of departments, wards or, on a higher level,
as a nursing director within a hospital or a nursing home), teaching and/
or lecturing or research. Also public (health) institutions and private health
institutions offer career options.

Midwives can exercise their profession in various ways, working either on
a self-employed basis and/or on an employed basis in hospitals, institutions of
prenatal and postnatal care, for medical doctors or in medical group practices.

Most health professionals working in a therapeutic field (e.g. physio-
therapists, psychotherapists, speech therapists) work on an employed and/
or a self-employed basis, with sole or shared responsibility. Several of them
are entitled to provide services to patients insured with SHI funds. However,
patients require a referral (from a physician) for the respective services to
be covered by SHI.

Masseurs can work on a self-employed or employed basis (in hospitals, in
other establishments under medical management or supervision, in doctors’
practices or group practices or for physiotherapists).



Provision of services

Provision of health services in Austria is characterized by relatively unre-
stricted access to all levels of care including general practitioners (GPs),
specialists and hospitals. There is no formal gatekeeping system in place.
For ambulatory care, patients can choose between independently practising
physicians, group practices, hospital outpatient departments and outpatient
clinics. Patients also have choice between social health insurance (SHI) con-
tracted physicians (45%) and those without contract (55%), but they are only
reimbursed for 80% of the applicable SHI tariffs for non-contracted care.

In general, health care provision remains strongly focused on hospital
care. Austria continues to have the second highest number of hospital
discharges per population in the EU (after Bulgaria). The current health
reform process aims to shift service provision away from hospital inpatient
and outpatient departments towards increased provision in the ambulatory
(extramural) sector with a particular focus on the strengthening of primary
health care. A promising but small step in this direction is the implementa-
tion of 75 multidisciplinary primary health care units as part of the primary
health care reform between 2017 and 2021. However, in the past, the frag-
mentation of responsibility and financing between Ldnder and SHI funds
has often complicated coordination and hampered the shifting of service
provision towards the ambulatory sector, as this would increase expenditures
of SHI funds.

Social and long-term care provision is separate from the health care
system in terms of legislation, responsibilities and financing, adding another
layer of complexity and further complicating coordination of care provision.
Long-term care provision relies heavily on a non-means-tested cash-for-care
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allowance paid to approximately 5% of the population. Services are provided
in different settings such as informal care by families (42%), formal home
care (32%), day care (2%), residential care (19%) and 24-hour home care by
privately paid assistants (5%).

Austria has a relatively high density of pharmaceutical provision with
community pharmacies, dispensing doctors, hospital pharmacies or phar-
maceutical depots. The generics share of prescribed and dispensed pharma-
ceuticals is relatively low both in volume and value partially because neither
INN prescribing (International Nonproprietary Name) nor generic substi-
tution is allowed in Austria. The planned implementation of e-prescription
and e-medication applications of the electronic health record ELGA may
improve appropriate prescribing and reduce the adverse consequences of
polypharmacy in the next years.

Preventive health care in Austria is still strongly focused on medical
prevention, although efforts are under way to include social and environ-
mental aspects. Despite free vaccination programmes for children, Austria
has comparatively low vaccination rates among 1-year olds (83% for diph-
theria, tetanus and pertussis and 76% for measles). Tobacco consumption is
a major public health issue and an important risk factor in Austria, which
is likely related to comparatively weak smoking policies and the absence of

a comprehensive smoking ban in bars and restaurants.

5.1 Public health

There is a Public Health Service (Oﬁnﬂic/yer Gesundheitsdienst) in Austria,
which assumes tasks in the fields of epidemiology and health reporting, health
promotion and prevention, health planning and policy consultation, control
of communicable diseases, medical crisis management and environmental
medicine and hygiene (BMASGK, 2018d). However, public health policy
and practice remains highly fragmented, involving many actors from differ-
ent sectors (education, social services, environment etc.) (BMGEF, 2017u),
including several federal ministries, SHI funds, the Federal Health Agency
(BGA), the Supreme Health Board (Oberster Sanitatsrat), the Austrian
Agency for Health and Food Safety (Osterreichische Agentur fiir Gesundhbeit
und Ernabrungssicherbeit GmbH, AGES) as well as various bodies of the
Austrian health reforms 2013 and 2017 (see sections 2.3.1 and 2.3.4).
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Also, universities, research institutes, NGOs, and expert associations

are involved in public health functions and public health research. These
include the Austrian Public Health Association (Osterreichische Gesellschaft
fiir Public Health), the Ludwig Boltzmann Institute for Health Technology
Assessment, the Institute for Health Promotion and Prevention and the
Austrian Public Health Institute (GOG), which hosts the Austrian Health
Promotion Fund (Fonds Gesundes Osterreich, FGO).

'The 10 Austrian Health Targets adopted in 2012 highlight the impor-
tance of public health in Austria. These targets provide the guiding framework
for public health policy until 2032, following a Health in All Policies (HiAP)
approach and aiming to contribute to increased healthy life expectancy
(BMGEF, 2017s).

Public expenditure on preventive care (according to the system of health
accounts) amounted to €555 million in 2015 which corresponds to 1.6% of
current health care expenditure (OECD, 2017c¢).

5.1.1 Communicable disease control functions

Surveillance and control of communicable diseases is mainly under respon-
sibility of BMASGK, which monitors infectious diseases via the elec-
tronic epidemiological reporting system (Epidemiologisches Meldesystem,
EMS). According to the Law on Epidemics all health providers and
actors are required to report defined communicable diseases to this system
(Epidemiegesetz, 1950). This facilitates the temporal and spatial monitoring
of diseases and planning of preventive measures (BMGE, 2017r). Foodborne
diseases are jointly monitored by health, food and veterinary authorities. To
combat outbreaks of foodborne disease a specialized centre was established
within the Austrian Agency for Health and Food Safety (AGES) in 2012
(Hofmarcher and Quentin, 2013).

Antimicrobial resistance has been monitored since 2005 including also
nationwide surveillance of antibiotic use by non-hospital providers and usage
statistics of hospitals (Hofmarcher and Quentin, 2013). Monitoring results are
published annually in the Austrian Report on Antimicrobial Resistance. The
National Action Plan on Antimicrobial Resistance (Nationaler Aktionsplan
zur Antibiotikaresistenz, NAP-AMR) published in 2017 aims to improve
the use of antibiotics (BMGEF, 2017y). In particular, it strives to limit the
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development and spread of antimicrobial resistance, to sustain the effective-
ness of antibiotics and to promote the quality of antimicrobial therapies.
Revision of the NAP-AMR will start in 2018 based on the new EU One
Health Action Plan against Antimicrobial Resistance published in July 2017
(European Commission, 2017b).

5.1.2 Health promotion and education

In 2012, both the Federal Health Commission (Bundesgesundbeitskommission)
and the Council of Ministers agreed upon 10 Austrian Health Targets
(Gesundpeitsziele) that provide the framework for steering the health system
until 2032. Nine of the 10 Health Targets aim at health promotion and
related topics such as health literacy, and healthy behaviour (see section 6.1.1).

'The Health Promotion Strategy that was agreed during the last health
reform period 2013-2016 builds upon the framework for coordinated health
promotion actions in Austria until 2022. Its priority areas are early childhood
intervention; healthy nurseries, kindergartens and healthy schools; healthy
living environments and lifestyles of adolescents and people of working age;
health literacy of adolescents, people of working age and elderly people and
social participation and psychosocial health of the elderly. The strategy also
sets rules and conditions for the allocation of resources (BMGF, 2016d).

Two national action plans have been developed to support healthy life-
styles. The first is National Action Plan on Nutrition (Nationaler Aktionsplan
Erndhrung) originally adopted in 2011 and updated in 2012 and 2013, which
aims to reduce over-, under- and malnutrition and to reverse the trend of
rising overweight and obesity rates by 2020. The second is the National
Action Plan on Physical Activity (Nationaler Aktionsplan Bewegung) adopted
in 2013, which sets targets for specific population groups and gives recom-
mendations on possible measures to increase physical activity (BMLVS,
2013; BMG, 2013b).

The Austrian Health Promotion Fund (FGO) is an important player in
Austria for health promotion and prevention. In 2015, it financed in total 92
health promotion projects. The highest amount was spent on implementing
innovative health promotion and primary prevention pilot projects in dif-
ferent settings (€4.8 million), followed by occupational health promotion
projects (€1.6 million) (FGO, 2015a; FGO, 2015b). Depending on the grant
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level, either internal or external (€20 000—€60 000) or external (>€60 000)
project evaluation is obligatory.

Health promotion is also anchored in a number of strategies (National
Strategy on Child and Youth Health, National Strategy on Dementia,
National Strategy on Diabetes) as well as the national platform on health
literacy (OPGK, 2017b) and the National Centre for Early Childhood
Intervention (NZFH, 2017a) (see section 2.6.4).

5.1.3 Preventive services

Preventive activities in Austria still focus on medical prevention, involving
vaccination, preventive health check-ups, screening for different population
groups (e.g. pregnant women and infants or adolescents), and addiction
prevention including non-smoking programmes. However, prevention is
increasingly taking into account different social contexts with varying social
and environmental risk factors.

In close cooperation with the national vaccination committee (Nationales
Impfgremium) the BMASGK issues an annual vaccination plan (BMGE,
20170). Included vaccinations are free of charge up to the age of 15 years
and cover diphtheria, haemophilus influenza type B, hepatitis B, human
papillomavirus (HPV'), measles, mumps, rubella, meningococci of groups A,
C,W135 and Y (MEC-4), pertussis, pneumococci, poliomyelitis, rotavirus
and tetanus (BMGEF, 2017n). Two thirds of programme costs are covered
by the federal government, the remainder by the Ldnder and SHI funds
in equal shares. In contrast to other countries, none of the recommended
vaccinations are mandatory.

Austria has relatively low vaccination rates, which might, however, be
partially explained by lack of systematic documentation and reporting of
vaccinations. In 2014, 83% of children aged 1 year were immunized against
diphtheria, tetanus, pertussis, 76% against measles and 83% against hepatitis
B.In 2014, Austria abolished the age limit for the free measles vaccination
and launched a public awareness campaign with the aim to increase uptake.
However, in 2015, Austria reported 300 measles cases, corresponding to 35.3
cases per million inhabitants — the second highest, with only Croatia among
EU countries reporting a higher rate (ECDC, 2016).

Austria recommends influenza vaccination for infants, different at-risk
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populations, and for adults aged 50 and over. Vaccination is typically subsi-
dized but is generally not provided free of charge. In 2014, only 20.3% of the
population aged 65 years and over were immunized compared to more than
70% in the Netherlands and the United Kingdom — both countries that pro-
vide influenza vaccination free of charge for the elderly (OECD/EU, 2016).

Against an overall declining trend of smoking in many European coun-
tries, the number of Austrian adults who smoke has remained stable since
2000 and was above the EU-28 average (see section 1.4) (Eurostat, 20171).
One potential reason for the high smoking prevalence is the comparatively
weak smoking policy in Austria in the last decades. The 2008 amendment
of the Tobacco Act (1995) prohibited smoking in restaurants and bars but
still allowed smoking in separate rooms or when the surface area of an estab-
lishment was under a certain threshold. Smoking policy is a topic of public
debate, especially as the new federal government revoked plans for a total
smoking ban in restaurants and bars after their election in 2017.

Encouragingly, smoking rates among adolescents and young adults have
decreased since the year 2000. The recently launched tobacco prevention initi-
Main Association of Austrian Social Security Institutions (Hauptverband der
dsterreichischen Sozialversicherungstrige, HVB) and the Austrian Association
for Addiction Prevention (Osterreichische ARGE Suchtvorbeugung) specifically
targets young people aged 10~14 years (FGO, 2017a). In 2016, Austria pub-
lished its first Addiction Prevention Strategy, which covers legal and illegal
drugs, including alcohol and tobacco, and provides guidance for addiction
policy in the forthcoming years (BMG, 2015b).

In each of the nine Lander there are Institutes for Addiction Prevention
that aim to combat and prevent addictions to legal substances (alcohol,
tobacco or pharmaceuticals) as well as illegal substances and behavioural
addictions. These institutes conduct sensitization and information campaigns
as well as prevention projects (Suchtvorbeugung, 2017).

A range of population-wide screening programmes are available. Once
a year, preventive screenings are offered to all inhabitants above 18 years
regardless of their insurance status. For persons without health insurance
coverage, the federal government reimburses SHI funds for incurred costs.
Screenings comprise anamnesis and early detection of noncommunicable
diseases (coronary heart disease, metabolic diseases and cancer) as well as stool
tests for occult blood to screen for colon cancer. The screening also covers
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prevention of addictive disorders (i.e. alcohol, tobacco, and pharmaceuticals),
parodontal disorders and age-related diseases. Patients aged 50 years and
above are recommended a colonoscopy every 10 years and patients older than
65 years a regular check of hearing and sight. Gynaecologic examination
(including screening for cervical cancer) and examinations for specific age
risk groups (e.g. biennual breast cancer screening for women aged between
45 and 69 years) also belong to preventive population-wide screenings.

Since 2014, a new nationwide breast cancer screening programme that
meets international and European quality standards targets women aged
45-69 years. They receive written invitations for participation every two
years. Women aged 40—44 years and 70 years and older can voluntarily sign
up for the screening.

In 2015, the SHI funds spent €122 million for preventive examinations
(HVB,2017b).In the period 2005-2015, the number of preventive screenings
provided to people aged 19 years and above per 1 000 inhabitants increased
by 19.7%. However, this increase was particularly pronounced only in a few
Linder (Vienna, Burgenland, Carinthia, Tyrol and Lower Austria) while
screening rates remained stable or even decreased in the others (see Table 5.1).

TABLE 5.1 Number of preventive check-ups and screenings per 1 000 inhabitants
(above 19 years), 2005 and 2015

Austria 138.0 115.9 158.3 165.1 130.5 197.6 19.7%
Burgenland 179.5 170.0 188.4 274.4 189.3 354.5 52.9%
Carinthia 217.0 151.8 276.4 255.5 205.0 302.2 17.7%
Lower-Austria 61.6 65.0 58.5 62.2 63.6 60.8 0.9%
Upper-Austria 118.9 118.3 119.5 133.0 132.9 133.1 11.9%
Salzburg 135.8 123.8 146.6 144.1 134.6 152.8 6.1%
Styria 135.1 125.6 1439 138.2 127.4 148.5 2.3%
Tyrol 270.5 167.7 365.8 304.6 188.8 4141 12.6%
Vorarlberg 301.5 157.7 438.0 263.3 143.3 377.8 -12.7%
Vienna 106.7 100.9 111.8 186.2 131.3 236.0 74.4%

Source: HVB, 2006b; HVB, 2017b
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Apprentices aged 15-18 years are eligible for the adolescent screening
programme (Jugendlichenuntersuchung) that aims for early detection of dis-
eases, as well as awareness raising and support for a healthy lifestyle (HVB,
2017b). Additionally, annual school medical examinations are anchored in
the School Education Act (Schulunterrichtsgesetz, 1986).

'The mother-child-pass is a screening programme for pregnant women
and infants up to the age of 5. Pregnant women are entitled to five screening
cycles, three ultrasound exams, one HIV test, an oral glucose tolerance test
and support by consultant midwives, while infants have to undergo five med-
ical screenings during the first 14 months. The full parental leave allowance
is only granted if all of the 10 screenings during pregnancy and the first 14
months have been taken up. Six further screenings for infants are foreseen
between the age of 22—62 months. Since its introduction in 1974, nearly all
pregnant women participated in the programme and perinatal mortality was
reduced substantially (Bancher-Todesca, 2014). Since then, the programme
was adapted and extended. Currently, its further development is anchored
in the federal government’s working programme 2017-2022, which focuses
on its evaluation and improvement and its enhanced use in early childhood
support (BMGF, 2017m).

Finally, opportunistic screening for prostate cancer is also available in

Austria but it is not part of the annual preventive examination (BMGEF,

2016¢).

5.1.4 Occupational health services

'The Employee Protection Act regulates responsibilities in the field of occu-
pational health and safety at the state and enterprise level. The Act also
defines the nomination of dedicated health and safety representatives and
the requirements of medical personnel responsible for safety measures within
organizations, which may vary by company size. The Accident Insurance
Fund also plays an important role in the field of occupational health as it
has the statutory mandate for prevention of accidents, occupational dis-
eases (according to the General Social Insurance Act (ASVG)) and safety
(ASchG 1994).

Occupational health promotion and prevention is very fragmented
in Austria mainly relying on voluntary small-scale projects. The Austrian
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Network for Occupational Health Promotion (BGF Netzwerk, 2017) advises
companies on adequate occupational health programmes. The Austrian
Health Promotion Fund (FGO) provides financial project support either
as a share of a project’s process costs (for large companies) or as a lump sum
of €2 000 or €3 000 (for SMEs) (Fonds Gesundes Osterreich, 2017). After
a stepwise introduction, the federal government’s secondary prevention
programme “Fit2work” was implemented nationwide in 2013. Fit2work
is a low-threshold programme which aims to preserve the employability
of employed and unemployed people and particularly targets people with
vulnerable employability (Hausegger et al., 2015).

.2 Patient pathways

'The Austrian health care system is characterized by nearly unrestricted access
for patients to contracted providers at all levels of care. GPs are the first entry
point to the health system, however, they generally do not have a formal
gatekeeping function and specialists can be consulted directly. Gatekeeping
only exists for certain medical specialists (e.g. radiologists). However, SHI
funds allow patients to change physicians of the same specialty (GP or
specialist) during an invoicing period (usually one quarter) only in excep-
tional circumstances. Patients are also free to consult hospital outpatient
departments directly. Hospital outpatient departments play a particularly
important role during GPs’ and ambulatory specialists’ out-of-office hours.
Box 5.1 presents a typical pathway of patients in curative, non-emergency
care within the Austrian health care system.

5.3 Primary health care and specialized
ambulatory care

'The majority of primary health care and specialized ambulatory (extramu-
ral) care is provided by independently practising physicians. In 2015, about
6 600 GPs worked in independent private practices and about 62% of them
had a contract with one or more SHI funds (OAK, 2017a). Treatment by
specialist physicians is available in independent private practices, outpatient
clinics and hospital outpatient departments. With 6.8 annual physician
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visits per adult in 2015, the number of ambulatory contacts is relatively
high compared to other western European countries (see Figure 5.1). Since
2001, physicians are allowed to form group practices, legally defined as
general partnerships (Offene Gesellschaft). Since 2010, physicians may also
collaborate under the legal form of limited liability companies (GmbH)
(Reisner, 2010). Nevertheless, physicians are required to become co-owners
as partnerships and limited liability companies are not allowed to employ
doctors. Hence, only a few GPs have taken up this possibility to form group
practices and usually run single practices so far. The recent Primary Health
Care Act (Primirversorgungsgesetz, 2017) does not, however, provide the
option to employ physicians in independent practices. Group practices are
only allowed to employ a limited number of other health care professionals.
There are currently no data available at national level on the number of
employed health professionals in GP practices. A study from Styria reveals
that almost all practices (97.5%) employ a practice assistant but only 25.8%
employ a nurse (Korsatko, 2014).

Mr Need, a 70-year-old married man with SHI coverage and no fee exemption or
additional private insurance, has been having pains in his hip for some time. He
can hardly walk anymore and fears that he will need a hip replacement.

e Mr Need consults his GP and tells him about his symptoms. The doctor
prescribes painkillers and refers him to the specialist orthopaedic physi-
cian who is contracted with his SHI fund (see section 5.4). His electronic
health insurance card (e-card) registers his visit and the GPs services
are paid for directly by the SHI fund (see section 4.1.4).

o After visiting his GP, Mr Need goes to the pharmacy closest to him and
presents his prescription issued by the GP in order to receive his med-
ication, for which he has to pay a prescription fee (see section 3.4.1,
Table 3.6).

e The orthopaedic physician examines Mr Need and refers him for an
X-ray scan to an ambulatory radiology institute. She gives him a list of
independent radiology institutes, which are contracted with his SHI fund,
to choose from. Mr. Need calls all institutes and selects the institute with
the shortest waiting time. His visits at the orthopaedic physician and
radiology institute are recorded on his e-card and their services are paid
for directly by the SHI fund.
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e Mr Need returns to the orthopaedic physician who can access and
consult his results through ELGA and advises him to have surgery. As Mr.
Need does not have specific requests for the hospital, the orthopaedic
physician recommends the closest hospital that performs hip surgeries.
Again, the e-card is used for registration and later payment of the service.

e Backathome, Mr. Need additionally accesses information on the Austrian
Health Portal and the Hospitals Directory (see section 2.9.1) and decides
to seek a second opinion before he decides where to go for surgery.

e Mr Need therefore consults a non-contracted (elective) orthopaedic
physician, who recommends surgery as well. Mr. Need pays for the
service of the elective physician directly. He sends this bill to his SHI
fund requesting reimbursement and receives 80% of the tariff for con-
tracted orthopaedic physicians (see section 3.3.4). The non-contracted
physician recommends a different hospital with a good reputation for hip
surgery, and informs him that he has to expect waiting times of around
three months. For Mr Need, waiting three months is too long and he
decides to take his referral and test results to the hospital the contracted
orthopaedic physician recommended.

e As the hospital is close to Mr. Need's residence and his medical condi-
tion does not justify ambulance services, he uses public transportation
to go there.

o After surgery, rehabilitation begins while he is still in hospital. A request
for medical inpatient rehabilitation is prepared (see section 5.7). The
hospital is reimbursed by the State Health Fund (LGF) according to a
fixed number of DRG points for the treatment “hip replacement surgery”.

e Before being discharged, Mr Need receives a discharge letter with
relevant recommendations and information for further treatment, which
he hands over to his GP. Additionally, information on his treatment and
exams are recorded in ELGA. The GP helps him to complete the request
for rehabilitation and tells him that he needs to hand this in to his SHI
fund. The hospital sends Mr Need a bill, charging a daily rate that partially
covers accommodation (Table 3.8).

e Mr Need is admitted to a hospital specializing in rehabilitative care. The
SHI fund pays for his stay, and the clinic produces a per diem based bill
(see Table 3.8). Crutches and other medical aids required by Mr Need
are provided by the SHI fund.

o After rehabilitation, Mr Need realizes that he can no longer run his
household without support. The GP recommends Mr Need to apply for
long-term care allowance (see sections 5.8).

Source: adapted by GOG in 2017; Hofmarcher and Quentin 2013; Mossialos et al., 2006
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'The current health reform 2017-2021 aims to strengthen primary health
care. With the Primary Health Care Act (Primarversorgungsgesetz, 2017)
passed in June 2017 the grounds were provided for the implementation of
75 primary health care units by 2021 (see section 6.1.4). They are designed
as multi-professional units with at least a core team of GPs, qualified nurses
and practice assistants. The units can also include paediatricians and other
health and social professionals (physiotherapists or social workers) and can
either be set up as centres with one location or as networks with several
practice locations (BMG, 2014a). The primary health care units aim to
reduce the numbers of patient visits and self-referrals to hospital outpatient
departments where the costs of treatment are expected to be higher. They
also aim to guide patients in finding the most appropriate ambulatory care
provider. The first pilot units already exist in several Lainder.

Ambulatory care is also provided by outpatient clinics (Ambulatorien)
that are legally defined as hospitals and are represented by the Chamber of
Commerce. They are run as separate health care institutions by SHI funds or
private individuals and are able to hire doctors. In 2017, there were approx-
imately 900 outpatient clinics (BMASGK, 2018c). The last comprehensive
survey on outpatient clinics dates back to 2008. Out of the 755 outpatient
clinics about one third were active in the field of physical medicine, 14%
provided medical imaging and about 13% provided dental care. A total
number of 2 603 physicians worked in outpatient clinics in 2008, 50% as
specialists, 33% as GPs and 17% as dentists (BMGF], 2008).

In addition, outpatient departments of acute hospitals also provide
outpatient care and play an important role in provision of specialist ambula-
tory care. According to data from public hospitals, about 20 million patient
contacts were documented in outpatient departments of acute care hospitals
in 2016 (BMGEF, 2017ac).While these departments were not designed to
provide primary health care, they are legally obliged to provide emergency
care, as well as testing and treatment methods that are not sufficiently covered
by networks of independently practising physicians. An increasing number
of patients rely on their after-hour services in the evenings and weekends.
However, since the introduction of the LKF system (1997) the lump sum for
hospitals was never adjusted and does not reflect the increased level of their
outpatient activities. As a result, many hospitals have been reluctant to invest
in their outpatient services capacity, which in turn has led to increased waiting
times. A newly developed DRG-based payment system (LKF ambulant) for
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hospital outpatient services will be gradually introduced in hospitals in all
Liénder until January 2019 (see section 3.7.1). Further, the extended opening
hours of the new primary health care units might reduce patient numbers in
hospital outpatient and emergency departments. However, the new concept
remains a matter of political debate and subject to criticism, in particular by
the Austrian Medical Chamber.

In Austria, a commitment towards more integrated care is anchored in
the Agreement under Article 15a of the Federal Constitutional Law and in
the health care reforms of 2013 and 2017 with the aim to reduce the fragmen-
tation in health service delivery. However, the operational implementation
of integrated care is so far limited to small-scale projects. In 2007, the first

Federal Target-Based Governance Agreement aims to improve integrated
care through new integrated care programmes for common chronic diseases
and enhanced cooperation across care settings. Also, the implementation of
new primary health care units is expected to improve coordination of care
(see section 6.1.4).

While the density of active physicians is very high compared to other
countries (see section 4.2.1), geographical distribution and accessibility
of independently practising physicians vary widely. The density of GPs is
relatively high in some cities such as the centre of Vienna (13.3 per 1 000
population), Krems (5.2), St. Pélten (4.2), Linz (4.3) and Klagenfurt (3.7)
but comparatively low in some rural districts which have as few as 0.2 GPs
per 1 000 inhabitants. The geographical spread between different districts
is even more pronounced for specialists (e.g. ranging from 4 to 0.04 paedi-
atricians and 2 to 0.04 eye specialists per 1 000 inhabitants) (OAK, 2015).
These regional inequalities might become even more problematic as rural
areas face problems in filling open vacancies and more than half of active
physicians will retire within 15 years from now (Kringos et al., 2015).

Non-contracted physicians in independent practice are increasingly
important in the provision of primary health care and specialized ambula-
tory care. Between 2000 and 2016, the share of non-contracted physicians
of all independently practising physicians in ambulatory care increased
from 38% to 55% while the absolute number of contracted ambulatory care
physicians is stagnating. Today, non-contracted physicians largely account
for the relatively high density of physicians in Austria (see section 4.2.1 and
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Figure 4.6). Overall, non-contracted physicians spend much less of their
time providing ambulatory care compared with their contracted colleagues,
as most work only in private practice in addition to salaried work in other
settings, such as hospitals. Yet recent years have witnessed an increase in the
activity of non-contracted physicians providing ambulatory care along with
their steadily rising numbers.

While contracted physicians can be accessed free of charge, private
payments apply for consultations with non-contracted physicians. Patients
can claim reimbursement for these payments for up to 80% of the fee that
would have been paid for a contracted physician performing the same service.
The difference has to be paid out-of-pocket or may be covered by VHI (see
section 3.4). Payments for non-contracted care account for a large share of
out-of-pocket spending. In 2015, OOP payments for ambulatory treatment
amounted to €2.35 billion, corresponding to 37% of total OOP payments
(see Table 3.7).

5.4 Inpatient care

Hospital care (including inpatient and outpatient care) is mostly under the
responsibility of the Ldnder. This is in contrast to care provided by inde-
pendently practising GPs and specialists, which is under the responsibility
of the SHI funds.

Inpatient care is largely publicly organized or relies on private non-
profit-making institutions. About 56.7% of hospitals are private non-for-
profit with nearly half of them (42.9% or 117 hospitals) operating under
public law (BMGEF, 2017i; BMGEF, 2017ac). Hospitals subject to public law
are obliged to admit and provide services to all patients (Hofmarcher and
Quentin, 2013).

In 2016, there were 273 hospitals in Austria providing a total of 64 838
beds. About 59% (162) were acute care hospitals (BMGE, 20171). Lander
and Ldnder-owned companies are the largest owners of hospitals, managing
55.9% of hospital beds and 73.1% of all beds in hospitals with public law
status. Religious associations (holy orders and faith groups) managed about
15.9% of hospital beds (see Table 5.2) (BMGEF, 2017h). Overall, hospitals
and hospital beds are equally distributed across regions and thus ensure good
accessibility to inpatient care.



FIGURE 5.1 Ambulatory contacts per person in the WHO European Region, 2015 or
latest available year
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TABLE 5.2 Hospitals and available beds by ownership, 2016

OWNERS

Federal government
Lander, Lander-owned companies

Municipal organizations, municipalities
and their companies

Social health insurance (SHI) funds
Accident and pension insurance funds
Religious associations

Charities and foundations

Private companies and individuals

TOTAL

OWNERS

Federal government
Lander, Lander-owned companies

Municipal organizations, municipalities
and their companies

Social health insurance (SHI) funds
Accident and pension insurance funds
Religious associations

Charities and foundations

Private companies and individuals

TOTAL

NUMBER OF HOSPITALS % OF TOTAL HOSPITALS

FINANCED VIA LGF  TOTAL | FINANCED VIA LGF  TOTAL

0 7 0.0 26
72 89 61.5 326
Y 10 1.1 3.7
1 g 09 33
0 33 0.0 12.1
29 36 248 13.2
1 5 09 1.8
S 84 43 30.8
117 273 100.0 100.0

Source: BMIGF, 2017h'’

NUMBER OF AVAILABLE BEDS % OF TOTAL BEDS

FINANCED VIA LGF  TOTAL | FINANCED VIA LGF  TOTAL

0 322 0.0 05
33075 36 230 731 55.9
2317 2339 5.1 36

404 1397 09 22

0 4622 0.0 7.1

8583 10318 19.0 15.9
220 678 05 1.0
625 8932 1.4 13.8

45224 64 838 100.0 100.0

Source: BMGF, 2017h
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Austria’s health system has a strong focus on inpatient care. In fact,
Austria has the second highest number of hospital discharges per popula-
tion in the EU (after Bulgaria, see section 4.1.2). The Federal Target-Based
Governance Agreements 20132016 and 2017-2021 and the Primary Health
Care Act (2017) aimed at strengthening ambulatory care and primary health
care and reducing activity in the inpatient sector (hospital discharges and
average length of stay) by shifting services from the inpatient to ambulatory
and day care settings (see sections 6.1.3 and 6.1.4). During the first reform
period 2013-2016, hospital discharges in funds hospitals were reduced by 8%
(from 232 in 2012 to 213 hospitalizations in 2016 per 1 000 inhabitants) and
hospital bed days by 10% (from 1.225 in 2012 to 1.104 in 2016 per 1 000 pop-
ulation) (Bachner et al., 2017). The second Federal Target-Based Governance
Agreement aims to achieve a further annual countrywide reduction of hospital
discharges on average at least 2% until 2021 (ZS-G, 2017) (see also Table 6.3).

However, the main obstacle impeding a shift of health service provision
towards the ambulatory sector is the fragmented financing responsibilities
between Léander and the SHI funds (see section 2.3). The conflict concerns
the question of who would pay for the resulting increase of service use in the
ambulatory sector from a shift away from inpatient care (Hofmarcher and
Quentin, 2013). In the current financing system, a shift towards ambulatory
care would imply higher costs for SHI funds.

Improvements in quality and quality measurement continue to be a
core theme of the current reform. Selected results of the Austrian Inpatient
Quality Indicators (A-IQI) are available to the public through the platform
the hospital that best meets their individual needs and preferences. The
Austrian Structural Plan for Healthcare includes quality criteria such as a
minimum number of procedures conducted for certain services per hospital
(e.g. in the case of pancreatic surgeries) that were implemented. However,
due to lack of monitoring it remains unclear whether these quality criteria
lead to centralization of certain procedures in fewer hospitals.

5.41 Day care

Day care in Austria refers to treatments in acute care hospitals that do not
require an overnight stay (past midnight). Services provided and financed

159


http://www.kliniksuche.at

160

Health Systems in Transition

as day care in inpatient settings (also referred to as 0-day admissions) are
usually procedures listed in a catalogue of defined day care procedures. The
most common day care services are eye treatments, oncological therapies
and chemotherapy (BMGF, 2017ac).

The current health reforms explicitly emphasize a shift towards day
care. The second Federal Target-Based Governance Agreement specifies
as an indicator the proportion of a selected set of procedures performed in
day care settings, and monitors this proportion (ZS-G, 2017) (Table 6.3).
'The proportion of procedures carried out as day cases varies widely across
Linder; for instance, only 3.5% of all varicocele operations in Burgenland
were carried out as day cases in inpatient settings, compared to 43.5% in
Carinthia in 2016 (BMGEF, 2017¢). In general, Austria still performs below
international benchmarks in providing day care despite improvements since
2000 (see section 7.5.1).

5.5 Emergency care

Emergency care covers public pre-hospital emergency medical services,
including ambulance services, and hospital emergency care. All public acute
care hospitals (117) have outpatient departments, which are legally obliged
to offer emergency treatment. Organization and financing of emergency care
are under the legal responsibility of the Ldinder, which each define emergency
care services differently. State legislation usually obliges municipalities to
fund and contract emergency care services, but some Ldnder co-finance these
services. Most municipalities contract private non-profit organizations such
as the Austrian Red Cross, the Samaritans Association, St. John’s Association
and the Maltese Hospital Service for emergency care services delivery. The
city of Vienna provides emergency services via an own branch of the city’s
administration (Viennese Municipal Department 70). The Austrian Red
Cross is the largest provider with a network of more than 2 000 emergency
ambulances and emergency physician vehicles and is able to reach every
patient in Austria within 15 minutes with an ambulance and within 20
minutes with an emergency physician vehicle (Austrian Red Cross, 2017a).

Contrary to many other countries, emergency services and patient
transport is often jointly organized using the same vehicles and person-
nel. Emergency care is mainly performed by paramedics and critical care
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paramedics, that are joined by emergency physicians when necessary (BMGE,
2017c). In Austria, voluntary work plays an important role in emergency
care. In 2016, about 39 000 volunteers worked in the emergency and patient
transport sector for the Austrian Red Cross (Austrian Red Cross, 2017a).
Men who opt out of military service and provide civil service are also fre-
quently engaged in emergency services. Training for paramedics is relatively
short by international standards (100 hours of theoretical and 160 hours of
practical training) (Reisinger, 2012). Thereafter paramedics are responsible
prior and during transport for non-high-level emergency patients as long
as no emergency physician is required. Increased training requirements for
paramedics and professionalization might seem necessary but would most
likely reduce participation of volunteers.

* In medical emergencies, the patient or a bystander calls 144 to reach
the nearest emergency coordination centre. Emergency hotlines are
also linked to the European emergency number (112), the police (133)
or fire brigade (122).

e The emergency coordination centre assesses the level of care required
and usually sends an ambulance with paramedic staff and/or an emer-
gency physician vehicle. If necessary, other rescue services might also
be alerted and first aid instructions given over the phone.

e Paramedics and, if alerted, the emergency physician provide emergency
care on site as well as during the emergency transport. In most cases
the patient will be taken to a hospital emergency department where
decisions are taken on further care requirements.

5.6. Pharmaceutical care

In Austria there are approximately 220 pharmaceutical companies employing
around 18 000 people (Zimmermann and Rainer, 2018). In 2015, pharma-
ceutical production in Austria reached a value of €2 864 million with exports
exceeding imports by about 6% (Pharmig, 2017). Direct delivery from phar-
maceutical manufacturers to pharmacies is allowed but plays an insignificant
role. In general, medicines are distributed via wholesalers who usually deliver
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to pharmacies about three times per day. There are about 35 wholesalers in
Austria with six of them covering 95% of the market (Zimmermann and
Rainer, 2018) (Figure 5.2).

Medicines for use in the ambulatory (extramural) care sector were
dispensed by 1 380 community pharmacies in 2016 (Osterreichische
Apothekerkammer, 2017). With around 841 dispensing doctors, Austria
ensures a relatively high density in medication distribution, particularly in
remote areas (Zimmermann and Rainer, 2018).

In the inpatient sector, medicines are usually dispensed by the 38 hos-
pital pharmacies (Pharmazeutische Gehaltskasse, 2017) or via “pharma-
ceutical depots” which are supplied by hospital or community pharmacies
(Hofmarcher and Quentin, 2013).In 2017, approximately 14% of all hospitals
had their own pharmacy, but the number of hospital pharmacies continu-
ously decreases, given the trend of out-sourcing and centralizing of hospital
pharmacies (Zimmermann and Rainer, 2018).

FIGURE 5.2 Distribution channels for pharmaceuticals
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5.6.1 Access to medicines

All insured individuals have free access to medicines included in the pos-
itive list of SHI reimbursable pharmaceuticals for use in the ambulatory
(extramural) care sector, if prescribed by a physician. Physicians are allowed
to freely prescribe medications listed in the green section of the positive
list, which includes also OT'C medicines. Other medications in the list
(in the yellow section) require permission by a physician of the SHI fund
or documentation to allow retrospective justification (Hofmarcher and
Quentin, 2013) (see section 2.8.4).

In 2018, the prescription fee per prescribed item amounted to €6.00
(HVB, 2018b) with all costs exceeding this amount covered by the SHI funds.
For medicines with a gross reimbursement price below the prescription fee
individuals pay the full price. No cost-sharing applies to pharmaceuticals
provided in inpatient settings.

Certain population groups (e.g. individuals with infectious disease, pen-
sioners with a compensatory allowance) and individuals with a household
income below certain thresholds are exempt from prescription fees (BMGE,
2017ar) (see section 3.4.1). The proportion of insured individuals exempt
from prescription fees varies significantly across SHI funds. In 2016, the
share of insured exempted from prescription fees was lowest in the regional
SHI fund of Burgenland (2%) and highest in the regional SHI fund of
Vienna (28%) (Wilbacher, 2018). Since 2008 a prescription fee cap of 2% of
an individual’s annual net income has been in place, in particular to alleviate
the burden of prescription costs for chronically ill people (BMGE, 2017ar).
However, patients have to pay a minimum of €222 (for 37 prescriptions)
before the 2% threshold applies. Despite these exemptions, prescription fees
accounted for 6.4% of total out-of-pocket expenditures in Austria in 2015
(see Table 3.7). Patients admitted for inpatient treatment are not required
to pay any additional costs for prescriptions.

5.6.2 Pharmaceutical consumption

Medication consumption is measured in packets. In 2015, in total 240.7
million packages of prescribed and non-prescribed medicines were sold,
of which about 90% (217.9 million packages) were dispensed in the
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ambulatory sector (Pharmig, 2017). About 49% of the packages sold
(119 million) were financed by SHI funds, corresponding to 14 packages
per insured person.

Total expenditure on prescribed and non-prescribed medicines in the
ambulatory sector accounted for €4 300 million in 2015, i.e. 12.4% of total
current health expenditure and €504 per person, with 69.7% financed from
public sources. While per capita spending on pharmaceuticals is above the
OECD average, the share of pharmaceutical expenditure of current health
expenditure is below the OECD-30 average of 15.7% (see section 7.2.1)
(OECD, 2017d).

The generics share of pharmaceutical sales is relatively low with 32.5% of
the ambulatory reimbursement market in volume and 14.3% in value in 2015,
partially owed to the fact that neither INN (International Nonproprietary
Name) prescribing nor generic substitution is allowed. In the inpatient
sector availability of data on prices and the generics share is limited, posing
challenges for efforts towards more cost-efficiency (Panteli D et al., 2016;
Zimmermann and Rainer, 2018). On a more positive note, the frequency of
prescribed antibiotics in Austria (13.9 defined daily doses per 1 000 popu-
lation per day) is below the OECD-30 average (21 defined daily doses per
day) in 2016 (OECD, 2017b).

5.6.3 Current developments

Core elements of the current health reforms are likely to have important
impacts on pharmaceutical care through the planned applications of the
electronic health record ELGA (e-prescriptions, electronic medication
record (e-medication) and electronic vaccination record (e-Impfpass)).
The e-medication application will provide an overview of all medications
prescribed by difterent providers, contributing to appropriate prescrib-
ing and reducing adverse consequences of polypharmacy. Polypharmacy
prevalence and potentially inappropriate medications are also indicators
of the Federal Target Contract being monitored as part of the reform
process 2017-2021.

An explicit objective of the Federal Target-Based Governance Agreement
is also to improve efficiency of public pharmaceutical spending through joint
procurement of medicines across the ambulatory and inpatient sectors and
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Lénder (ZS-G, 2017). In 2016, Austria joined the Beneluxa Cooperation
on Pharmaceutical Policy with Belgium, the Netherlands and Luxembourg
(BeNeLuxA). The cooperation aims to contribute to sustainable access to
medicines and their appropriate use through goals such as increasing effi-
ciency in the assessment, pricing and reimbursement of medicines. It covers
four domains of collaboration among participating countries, which are
horizon scanning, health technology assessments, sharing information and
potentially joint price negotiations for selected products.

5.7 Rehabilitation/intermediate care

Rehabilitation care is regulated by the ASVG and is considered to be part
of medical care. Generally, a distinction needs to be made between (1)
medical rehabilitation care and restoration, (2) secondary and tertiary pre-
vention (e.g. spa treatments, sanatoria), and (3) non-medical interventions,
i.e. professional and social support. For a patient to be eligible for medical
rehabilitation care, three conditions must apply: there must be an assessed
need; he or she must be suitable, i.e. motivated and able to participate in
rehabilitation care; and the specific objective of rehabilitation care must be
achievable within a specific time frame (Hofmarcher and Quentin, 2013).
Generally, medical rehabilitation care is a statutory entitlement for insured
persons, while secondary and tertiary prevention are provided voluntarily
by SHI funds.

Rehabilitative care is provided either in inpatient or ambulatory settings.
For medical rehabilitation, inpatient care takes place in specialized rehabilita-
tion centres (defined as specialized hospitals) while ambulatory rehabilitation
care takes place in hospital outpatient departments and outpatient clinics
(Gyimesi et al., 2016; Hofmarcher and Quentin, 2013).

The goals and tasks of rehabilitation care vary by the different social
insurance funds responsible for covering costs. Measures funded by SHI aim
at restoring or maintaining good health. Measures covered by the pension
insurance fund are meant to avoid early retirement and long-term care
needs (Hofmarcher and Quentin, 2013). Measures funded or provided by
the Accident Insurance Fund focus on restoration of health after workplace
accidents and work-related illnesses (AUVA, 2016b). In this context, the
Accident Insurance Fund provides medical, professional (e.g. training, labour
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market reintegration) and social support (e.g. financial or in-kind subsidies for
adaptations needed in the home or acquisition of assistive devices) (AUVA,
2016b). In addition, different means-tested cash benefits from the Accident
Insurance Fund may be granted to the insured person and/or to his or her
family members after a work accident (AUVA, 2017b).

Patients usually apply for medical rehabilitation themselves, with a
medical need statement from a GP or specialist (Hofmarcher and Quentin,
2013).If an application is rejected after medical evaluation at the respective
SHI fund, the insured may re-apply twice within five years, unless the
person’s health status worsens. Applications for patients in need of post-
acute care after hospital discharge are submitted by a medical specialist
in the treating hospital. In general, means-tested daily co-payments are
required for a maximum of 28 days per inpatient rehabilitation stay (see
section 3.4.1).

Applications for medical rehabilitation or prevention from pensioners
and for invalidity pension from active persons are evaluated by the pension
insurance fund, which also collaborates with the public training and counsel-
ling programme Fit2work (see section 5.1.4). In case of positive evaluation,
the pension insurance fund provides a cash benefit for the duration of the
granted rehabilitation.

Several recent studies have highlighted the need for the extension of
places in certain areas of inpatient rehabilitation, ambulatory phase II reha-
bilitation and rehabilitation for children. An assessment carried out by the
GOG in 2016 estimated a need for 11 174 beds for adults for inpatient reha-
bilitation care by 2020, and a need for 1 235 places for adults in ambulatory
phase II rehabilitation care (Gyimesi et al., 2016). Another study conducted
in 2012 projected a need also for children and adolescent rehabilitation of
around 340 beds by 2020 (Reiter et al., 2012).

Several measures have been taken in recent years to avoid early exit from
the labour market of (older) persons in poor health. Since 2014, people whose
application were rejected but who were assessed as being temporarily unable
to work (i.e. for a minimum of six months) receive a rehabilitation allowance
while participating in medical rehabilitation care targeted at labour market
reintegration. Since July 2017, participants of the Fit2work programme
that re-enter the labour market in part-time after a sick leave of minimum
6 weeks are entitled to a cash benefit for reintegration and compensation
for reduced income.
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5.8 Long-term care

'The Austrian social and long-term care (LT'C) system remains separated from
the health care system in terms of legislation, competencies and financing.
Whereas organization and financing of the health care sector follow the
logic of the SHI, provision of social care and long-term care services are
under the responsibility of the state governments, resulting in substantial
differences regarding coverage, structural quality regulations and quality
assurance mechanisms across Austria (Leichsenring et al., 2014; Riedel and
Kraus, 2010). At federal level, since 2018, LT'C is in the competency of the
BMASGK.It is a novelty in the Austrian context that health and LTC are
under the responsibility of the same ministry.

With the introduction of the care allowance (Pflegegeld) in 1993, the
Austrian LTC system took a shift towards more universalist principles yet
maintaining its strong reliance on family carers (Osterle and Bauer, 2012).
It also increased the purchasing power of care recipients, triggering a rise
in the availability of home and residential care services in all nine Ldnder,
albeit to different degrees (Leichsenring 2017; Osterle and Bauer, 2012).
In addition, it also facilitated the emergence of the “24-hour care sector”.

'The Austrian care allowance scheme provides non-means-tested cash
benefits to people in need of care residing in Austria. As opposed to other
countries, recipients in Austria are free to choose how to spend the allowance
(Riedel and Kraus 2010; Ungerson, 2004). By law, the allowance is defined
as a “flat-rate contribution to compensate for expenditures incurred due to
care needs”, meant to facilitate help and support and enable independent
living for people with LT'C needs (Bundespflegegeldgesetz, 1993).

In 2016, around 5% of the Austrian population (455 354 people) and
approximately 18% of the population aged 60 years and older received the care
allowance (Table 5.3). Two thirds of recipients were women. The allowance
is paid in seven different levels according to the number of estimated hours
of care needed by recipients. It ranges from a monthly amount of €157.30
to €1 688.90 and is not subject to taxation. Since introduction, the care
allowance has been updated only four times, which led to a 25% decrease in
purchasing power between 1993 and 2016, referring to the consumer price
index (own calculations based on Rainer and Theurl (2015)).

Entitlement to the cash benefit is given when permanent care or
support are expected to be necessary for at least six months and more
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than 65 hours per month (BMASK, 2016). Care needs are assessed in an
extensive examination by care professionals (e.g. nurses) that feeds into
a medical doctor’s expert opinion (Riedel and Kraus, 2010). Eligibility
criteria have been tightened in the past few years in favour of those with
more severe care needs (Leichsenring 2017; Rodrigues, 2010). Availability
of informal care is not part of the official assessment procedure. More
than half of care allowance recipients were classified in the two lowest
care levels in 2016.

TABLE 5.3 Overview of seven care levels of the long-term care allowance and recip-
ients by age and gender (December 2016)

LTC ALLOWANCE PROPORTION PROPORTION

MONTHLY
CARE  MEEDFORCAREIN  ALLOWANCE  RECIPIENTS — OFFENMEN ot
(EVEL  HOURSPERMONTH  WE(NON- .o IN%OFAL L

TAXABLE) RECIPIENTS )

1 <95 157.30 118 662 26.1 65.5 38.6

2 <120 290.00 110 859 24.3 63.2 46.8

3 <160 451.80 81591 17.9 63.3 53.2

4 >160 677.60 65 495 14.4 63.2 58.1

>180in case of 92030 494% 109 67.1 634

extraordinary care needs

> 180 hours (in case of care

needs which need to be

either dealt with immediately

as they occur, on a regular

6 basis during day and night,
or which require the constant

presence of a carer during

day and night due to risk

of injury for the person in

need of care or others)

1.285.20 19894 44 60.0 49.0

> 180 hours (in case the
person in need of care
cannot move his or her
extremities intentionally,
or a similarly severe
situation exists)

TOTAL 455 354 100 64.1 49.2

1.688.90 9357 2.1 63.6 399

Note: LTC, long-term care

Source: own calculations based on BMASK, 2017a
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5.8.1 Structure of service provision

LTC is provided in different settings, although the boundaries are blurred:
(1) informal care provided by families (mostly wives and daughters); (2)
formal home care (including day care); (3) residential care; and (4) 24hour
home care by privately paid assistants (see also Hofmarcher and Quentin
(2013)).In 2015, according to estimates by the nongovernmental organization
Hilfswerk, about one third of all care allowance recipients (32%) used formal
home care services. About one in five people in need of care used residential
care services (19%), while about 5% of beneficiaries used 24-hour care and 2%
received day care, possibly also in combination with formal home care. About
four in 10 people in need of care (42%) received no care services but relied
on informal care from relatives (BMASGK, 2016; BMASK 2012; Nagel,
2015). Formal home care is predominantly provided by private non-profit
organizations. There are 850 residential care facilities, which are managed
by public (50%), private non-profit (25%) and for-profit (25%) provider
organizations (Leichsenring, 2017).

Coverage and utilization rates for both formal home and residential care
vary largely across Austria. In 2015, the share of users of formal (mobile)
home care services among people aged 60 years and older ranged from 5.7%
in Salzburg to 9.9% in Vorarlberg and the share of residential care users
from 2.8% (Burgenland, Vorarlberg) to 4.7% (Carinthia). The intensity of
care differs even more strongly across regions. In 2015, the average number
of hours of home care provided in a year and per recipient ranged from 57
hours in Styria to 197 hours in Vienna. The provision of long-term care
services in day care settings has gained importance in recent years. Between
2011 and 2016, the number of people in day care nearly doubled (48%) (own
calculations based on Statistics Austria (2018c)).

Twenty-four-hour care is provided by (live-in) privately paid assistants
that primarily come from Austria’s neighbouring eastern European countries
(Schmidt et al., 2015; Winkelmann et al., 2015).In 2007, a reform introduced
a subsidy and regulated qualifications to facilitate the hiring of 24-hour carers
in private households. Since then, people with at least care level 3 may apply
for the public subsidy (up to €550 in the case of self-employed assistants) that
aims to partially cover the costs for 24-hour care. To qualify for the subsidy
three conditions must be met: (1) the monthly net income must not exceed
€2 500 (excluding cash transfers, such as the care allowance; higher income
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limits apply if dependants are supported); (2) there must be a separate room
for accommodation of the 24-hour carer; and (3) the 24-hour carer needs
to give evidence of at least six months of practical training or prove having
completed a basic training of 200 hours or prove having a delegation from
a doctor or a nurse (BMASGK, 2018g).

'The majority of 24-hour care assistants are self-employed, usually alter-
nating with another carer on biweekly shifts. In 2017, about 11% of care
allowance recipients with at least care level 3 (25 300 households) received a
public subsidy for 24-hour care, an increase of about 6% since 2016 (23 800).
The subsidy is administered by the Sozialministeriumservice (previously
Federal Social Welfare Office). In 2017, the total numbers of active and
registered 24-hour care assistants was about 62 600 (WKO, 2018).

5.8.2 (Quality assurance

A number of federal quality assurance mechanisms exist for LT'C providers
(BMASK, 2017a). About a third of the 850 residential facilities have a
certified quality management system in place, and 5% (46) were certified
according to the National Quality Certificate (Nationales Qualititszertifikat)
in 2018 (BMASGK, 2018b). The certification tool was introduced in 2008
and indicators have a focus on process and outcome quality, particularly
quality of life of residents and satisfaction of care professionals (Leichsenring
et al., 2014; Rodrigues et al., 2014).

Quality of care received at home is assessed through an annual (vol-
untary) survey carried out by qualified staft in the homes of all recipients
of the care allowance and, in a separate survey, among users of the 24-hour
care public subsidy. The quality assurance mechanism is meant to assess
formal home care and 24-hour care and to support informal caregivers via
counselling and provision of information about respite care and other sup-
port services (SVB, 2016). There is also the opportunity to request a home
visit. The number of quality visits among care recipients living at home has
increased in recent years, but decreased slightly between 2016 (19 515) and
2017 (19 201). Among recipients of the 24-hour care subsidy, about 26%
received a quality visit (6 635) (BMASK, 2017a).
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5.8.3 Overview of recent reforms

Recent reforms in LT'C are the creation of the LI'C fund (Pflegefonds) (Long-
term Care Fund Act; Pflegefondsgesetz, 2011), changes in the financing of
residential care and the launch of the dementia strategy:

= Asof 2018 assets of care recipients may no longer be used to finance
residential care, with the Ldnder being in charge of compensating
for the loss in (out-of-pocket) revenues. The Lander may still access
a care recipient’s income and social benefits to finance residential
care.

= 'The LTC fund, created for the period 2011 to 2021, may mark
a path towards more earmarked financing in the area of LTC by
explicitly dedicating a part of the public federal budget to LTC-
related expenditure (Trukeschitz and Schneider, 2012) (see section
3.6.2). It aims at increasing harmonization of LT'C service provision
across all Lander. Also, planning of social care provision is mon-
itored more closely by the federal government, e.g. by collecting
administrative data on LT'C provision from the Ladnder since 2011
(BMASGK, 2018a).

= In 2015 the Austrian dementia strategy was launched. The dementia
strategy defines seven objectives including the promotion of par-
ticipation and autonomy, access to timely information for carers
and people living with dementia, training of formal and informal
caregivers and improving cooperation and coordination between
different types of care services, as well as between the health care

and the social care sector (Juraszovich et al., 2015).

Fragmentation of competencies and financing between health and social care
and between the federal and the Ldnder level have long hampered better
integration of health and LTC services (Rodrigues, 2010). This fragmen-
tation also results in limited cooperation between acute care hospitals and
providers of follow-up treatments and LT'C services (including rehabilitation
services, home and residential care), mostly relying on informal arrangements
or personal relationships (Leichsenring 2017; Rodrigues, 2010). It remains
to be seen whether the recent integration of health and LT'C under the
responsibility of one single federal ministry will create synergies in this regard.
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5.9 Services for informal carers

In 2010, around eight out of 10 people in need of LT'C relied — either exclu-
sively or in addition to formal home care — on help from informal carers, i.e.
family members, friends or neighbours (BMASK 2012; Riedel and Kraus
2010; Schneider et al., 2006). Overall, this amounts to at least 40 000 informal
caregivers in Austria (Leichsenring 2017; Pochobradsky et al., 2005). The vast
majority of informal caregivers are women, particularly among the largest
group of caregivers, aged 50 to 64 years (Colombo et al., 2011; Rodrigues
et al., 2012). About a third of informal caregivers are engaged in paid work
(Pochobradsky et al., 2005; SVB, 2016).

Informal care giving and the organization of formal home care services
constitute a considerable burden on informal carers. In 2016, four out of 10
informal caregivers participating in the survey of care allowance recipients
living at home reported to feel a psychological burden because of caregiv-
ing responsibilities (SVB, 2016). A 2008 study in Vienna indicated that
particularly women with multiple caring obligations and women providing
intensive hours of care may require support with regard to reconciliation of
care and employment (Trukeschitz et al., 2013).

In the past few decades, a number of policies have been introduced to
support informal caregivers. A subsidy to finance respite care amounting to a
maximum of €1 200 to €2 200 for a maximum of 28 days per year is granted
to the main caregiver of a person with at least care level 3. A higher subsidy
is granted to people caring for children or people with dementia with at least
care level 1 (BMASK, 2017b). Unemployed informal caregivers of a person
with at least care level 3 have the right to access pension and social insurance,
for which contributions are fully borne by the state. There is also the possibil-
ity of receiving financial support to compensate for the costs of (short-term)
respite care in case of illness or annual leave of the informal caregiver.

In order to support working caregivers, three public care leave schemes
currently exist. The short-term care leave (Pflegefreistellung), introduced
in 1976, grants entitlement for a paid leave of one week (per worker per
year) to care for a sick or dependent relative. It is extended to two weeks if
the person cared for is under the age of 12 years. The family hospice leave
(Familienhospizkarenz), introduced in 2002, allows employees to accompany
a terminally ill relative for a period of six months, or in the case of severely
ill children for a period of nine months (per carer per case). Finally, informal
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carers can take a LTC leave (Pflegekarenz), introduced in 2014, which lasts
for three months (per carer per case). It can be renewed once if the health
status of the care recipient worsens substantially. Both family hospice leave
and LTC leave may be taken either as part-time or full-time leave from work
and are paid at 55% of the net income. For families receiving the allowance
with a net income under a threshold of €850 (2017) a means-tested sup-
plement is provided (BMF]J, 2018). By international comparison, take up
of these two care leave models is relatively high (Schmidt et al., 2016). In
2016, 2 616 people used the care leave allowance, of which 190 received a
means-tested supplement (BMASK, 2017a). In addition, informal caregivers
in employment (including those caring for a co-residing disabled child) are
able to access complementary pension insurance, for which contributions

are paid by the state.

5.10 Palliative care

Provision and coverage of hospice and palliative care has grown considerably
since 2001, when the Austrian Parliament decided to initiate the structured
development of hospice and palliative care in the country. This has enabled
more patients to die at home. Between 1988 and 2015, the share of people
dying outside hospitals increased from 39.7% to 51.0%. However, coverage of
hospice and palliative care is still unequally distributed across the Lander (Pelttari
et al.,2017). For example, the share of patients with a brain tumour dying at
home ranges from 10.8% in Vienna to 31.8% in Styria (Baumgartner, 2017).

In 2005, the Austrian hospice and palliative care system was introduced
as a nationwide, graded hospice and palliative care model for adults (Centeno
etal.,2013). It distinguishes between hospice and palliative care provided in
general care settings (hospitals, residential care homes, mobile care services
or ambulatory care) and specialized hospice and palliative care (Table 5.4).
Palliative support services are provided by volunteer-based hospice teams,
which visit patients and their families in all settings, by palliative consultancy
services, which consist of specialized palliative care teams within hospitals,
and by mobile palliative care teams, which provide palliative care at patients’
homes or in residential long-term care institutions. Furthermore, there are
dedicated palliative care departments within general hospitals, stand-alone
inpatient hospices, and day care hospices.
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TABLE 5.4 Graded model of hospice and palliative care in Austria

HOSPICE AND PALLIATIVE CARE

GENERAL CARE SETTINGS SPECIALISED CARE SETTINGS
: Palliative support . o
Providers measures Specialised facilities
Palliative -
Acute care hospitals consultancy Palllait:]vE Odse?glt Sm SIS
Services P
Long-term care s e Gl s, F{ZZ?:]CSE : Inpatient hospices
9 old-age homes Mobile P P
palliative
Family care / independent physicians, teams

: ] d Daycare hospices
Home care mobile services, therapists Y P

Source: adapted from Hofmarcher and Quentin (2013).

In 2016, hospice teams provided support to 2 202 patients and their
families, 1 800 patients stayed in, palliative departments in hospitals, and
mobile palliative care teams reached 2 142 patients and their families (Pelttari
et al., 2017).

Volunteers are key in the provision of hospice and palliative care in
Austria. In 2016, 3 528 volunteers were active across Austria (86% women)
after having completed a palliative care training of 80 hours theory and 40
hours practice. They are organized mostly in one of the 162 hospice teams
and are coordinated and continuously supervised by professionals (Pelttari
and Pissarek 2013; Pelttari et al., 2017).

Since the early 2000s, several steps have been taken to improve the
provision of hospice and palliative care and their integration into the public
health system (Centeno et al., 2013; Pelttari and Pissarek, 2013). A reform
in 2006 created the possibility of people signing living wills (PatVG, 2006)
and a medical power of attorney (Sachwalterrechts-Anderungsgesetz, 2006).
In 2012, a process guiding manual was introduced and is today an important
quality measure in hospice and palliative care (GOG/BMG, 2012).1n 2017,
a pilot project (Vorsorgedialog) was set up to capture preferences of older
people with regard to their deaths. This includes a coordinated communi-
cation process of medical and LT'C staff in residential care facilities with
patients and their relatives or trusted persons. Another pilot project (HPC
Mobil) aims since 2015 to remove barriers for older people to die at home
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by providing comprehensive training to care professionals working in mobile
care services (Beyer et al., 2017).

Despite these advances, significant provision gaps have been identi-
fied with regard to day hospices, palliative consultancy services, and beds
in inpatient hospices (Pelttari and Nemeth, 2014). In addition, there is
increased awareness of the need for palliative care for children, adolescents
and young adults in the current reform package. Yet, hospice and palliative
care for children, adolescents and young adults thus far remain in its infancy
(Nemeth and Pelttari, 2016).

5.11 Mental health care

Mental health care provision is based on a mixed system of different providers
across the social and health care sectors with provision settings varying largely
across Lander. Psychiatric and psychosocial care can be provided by psycho-
therapists, clinical and health psychologists and independently practising
psychiatrists (Hofmarcher and Quentin, 2013). Psychotherapy is practiced
usually by psychotherapists (non-physicians) who are registered with the
BMASGK or physicians with training in psychotherapy while psychiatric
care is practiced by psychiatrists (trained physicians). Psychotherapists can
provide services via care associations (Versorgungswreine) that have contracts
with SHI funds or as independently practising therapists without SHI contract.
Additionally, socio-psychiatric services provided by psychologists, psychiatrists,
social workers and psychotherapists play a key role in mental health care.

Psychotherapy is usually only partially covered by SHI funds. The con-
tingent of fully covered psychotherapeutic sessions is limited (up to 40
hours per patient) and allocated to only a few providers (care associations,
outpatient clinics or counselling centres). Most psychotherapeutic services are
provided beyond this limited contingent and require cost-sharing. SHI pay a
fixed amount (€21.8 per 1-hour session) as a subsidy to patients with proven
psychiatric illness. Differences between the cost of the session and the SHI
subsidy have to be covered by patients out-of-pocket. On average patients
are left with an out-of-pocket expenditure of €50 per session (Arzteblatt
2009; PsyOnline, 2018).

Psychiatric care services provided by contracted psychiatrists (trained
physicians) or in outpatient clinics are usually fully funded by SHI funds.
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However, on average only 19% of all independently practising psychiatrists
had a contract with one or more SHI funds in 2015 (with regional differ-
ences ranging from 63% in Burgenland to 7% in Vienna) (OAK, 2015).
Patients can use their services upon direct payment of the requisite fee and
can subsequently claim reimbursement from their health insurer for 80% of
the fee that would have been paid for a contracted psychiatrist performing
the same service (WGKK, 2017a).

While ambulatory mental health care services expanded to some extent,
the volume of inpatient services has decreased over the past decades. In 2016,
about 3 461 hospital beds or 0.05 beds per 1 000 inhabitants were available
for psychiatric care (BMGEF, 2016h). The majority of these hospital beds
(1 861 or 53.8%) were located in specialized facilities; 1 557 psychiatric
hospital beds for adults (45%) and 384 beds for children and adolescents
were integrated in psychiatric wards in general hospitals (BMGEF, 2016h).
In addition, specialized service structures exist for patients suffering from
addiction ranging from early intervention, inpatient treatment to social

Mental health care provision in Austria still faces challenges given the
institutional separation between inpatient, primary and secondary ambulatory
care and social care. Mental health services for children and adolescents in
the ambulatory sector continue to be insufficient partially due to workforce
shortages. The expansion of services for this population group is included as
a specific measure and indicator in the Federal Target-Based Governance
Agreement 2017-2021.

Efforts have been undertaken to improve mental care for other vulnerable
groups, namely refugees and suicidal persons. A coordination platform for
psychosocial support for refugees and those helping refugees was established
in 2017 (BMGF, 2017a) and a coordination hub was set up at the GOG for
the prevention of suicides.

H.12 Dental care

'The regulatory framework for dental care provision is laid out in the Dentists
Act (Zahnirztegesetz, 2005). All dentists have to register with the Austrian
Dental Chamber. Dental care in Austria is mainly provided by private single
or group practices and by outpatient dental clinics run by the SHI funds
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(e.g.in Vienna). In 2015, about 20% of all ambulatory dentists did not have
a contract with a SHI fund.

A number of dental care services (e.g. orthodontic treatment, prosthesis
or certain surgical procedures) are only partially covered by SHI funds and
require prior authorization. Since January 2013 outpatient dental clinics are
allowed to provide these services at lower prices than ambulatory independent
practices (BMGEF, 2017b).

Removable orthodontic appliances for young children are usually fully
covered after approval and when performed by contracted dentists (WGKK,
2017b). Since July 2015, this includes also fixed orthodontic appliances
for children and adolescents up to the age of 18 with considerable tooth
misplacement (Index of Orthodontic Treatment Need > 3). Around 30 000
children and adolescents are estimated to be in need of fixed orthodontic
appliances every year. Availability of data on the number of children and
adolescents that received appliances is limited to the SHI fund of Lower
Austria and Vienna that covered costs for 3 032 and 5 274 fixed orthodontic
corrections respectively between July 2015 and June 2016 (Austrian Court
of Auditors, 2018).

Based on self-reported data from the Austrian Health Interview Survey
2014 (ATHIS), around 5% of the respondents said that they did not consult
a dentist for financial reasons (7% with migrant background) while nearly
three out of four Austrians aged 15 years or above stated that they consulted
a dentist in the last year (Statistics Austria, 2015).

Patients frequently travel to neighbouring countries for dental care.
In particular, Austrians increasingly seek care in Hungary for prosthetic
treatments not or only partially covered by Austrian SHI. Overall treatment
costs and hence also private cost-sharing levels are considerably lower while
quality of treatment is very close to Austrian standards (Winkelmann et
al., 2013).

The competence centre for oral health with the chief dental officer is
located at the GOG. The centre, established in 1997, is a coordination office
for the oral health survey and stimulates discussions on the improvement of
oral health care among relevant stakeholders (i.e. SHI funds, federal gov-
ernment, Léinder). The health care reform 2017 aims to improve oral health
status mainly by reducing caries in 6-year-old children (ZS-G, 2017).

Health promotion and prevention programmes, which are usually pro-
vided in kindergartens and schools, are organized at Linderlevel (GSO 2017).
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5.13 Complementary and alternative medicine

Diagnosis, treatment or care based on complementary and alternative
medicine (CAM) are only permitted, when provided by legally recog-
nized health care professionals (doctors, psychotherapists, pharmacists,
midwifes etc.). Physicians have to provide patients with information that
allows them to make informed choices (e.g. on the effectiveness of CAM)
(HVB, 2017h). Other professions (orthopaedic technicians, cosmeticians
or others) may provide complementary methods based on relevant training
but they are not permitted to diagnose or treat diseases. The BMASGK
has issued checklists for identifying dubious practices in the provision of
CAM (BMGEF, 2017d).

‘The number of physicians offering CAM is probably increasing, as
documented by an increasing number of CAM certificates awarded by the
Austrian Medical Academy for methods such as acupuncture, applied kine-
siology, Chinese diagnostics and therapy, homeopathy, and manual medicine.
While in 2000 only 3 543 physicians were certified in CAM, in 2016 there
were already 7 849 physicians (about 18% of active physicians in Austria)
with one or more CAM certificates. Of those, 4 301 physicians were certified
providers of acupuncture, 52 were certified in applied kinesiology, 314 in
Chinese diagnostics and therapy, 731 in homeopathy and 2 451in manual
medicine (Osterreichische Akademie der Arzte, 2017).

In principle, SHI funds are not obliged to cover CAM due to lack of
scientific proof of effectiveness and appropriateness. Certain services and
treatments such as homeopathy, pain relief, acupuncture, massages, balneo-
therapy or electrotherapy are (partly) reimbursed. Although the SHI’s fixed
catalogue of procedures is regularly reviewed and revised, a specific CAM
list still does not exist. Therefore, patients primarily pay OOP for CAM or
use private insurance to cover cost-sharing (WHO, 2001).

5.14 Health services for specific populations

As mentioned earlier, SHI covers virtually all persons living in Austria
(99.9%). However, a very small minority of residents that are neither
employed, co-insured, or receive any form of unemployment or social aid
are not covered (e.g. homeless people, irregular immigrants).
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A range of health services is available to this population group which is
in general free of charge: annual preventive check-ups, hospital emergency
care treatment of communicable diseases (e.g. TB treatment), HIV/Aids
testing and treatment in certain institutions, mother-child-pass screenings
and various vaccinations for children up to the age of 15 years (Ladurner
etal., 2011).

Several initiatives are operated by NGOs and charities that aim to
ensure (basic) health care provision for marginalized groups without health
insurance. Most of them are concentrated in Vienna (BKA, 2017a). For
example, the Medical and Social Advisory Service in Vienna (AmberMed)
provides general medical and specialist care, medication and social counselling
free of charge mainly for (irregular) immigrants. It cooperates with labo-
ratories, diagnostic institutes, external medical specialists and the Austrian
Red Cross (Spak, 2015). Other similar initiatives located in Vienna are the
Neunerhaus initiative, the Aids Support (4ids Hilfe) and the Marienambulanz
in Graz (Styria). The Hospital of the Brothers of Saint John (Krankenhaus
der Barmberzigen Briider) provides a wide range of services related to inpa-
tient and ambulatory care to irregular immigrants and cooperates with the
above-mentioned institutions in Vienna.
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Principal health reforms

Recent years have witnessed two major policy developments that aimed to
improve population health and overcome the fragmentation of responsi-
bilities and financing by promoting joint planning, decision-making and
financing. The first was the development and adoption of the 10 Austrian
Health Targets in 2012, which serve as a new guiding framework for Austria’s
health policy and for ongoing and future reforms until 2032. The targets
were developed in a broad participatory process and build upon a Health
in All Policies approach. The overarching goal for all targets is to increase
healthy life expectancy of the Austrian population by two years. The targets
were adopted by the federal government but received broad support from
all relevant stakeholders and provide a common vision for the future devel-
opment of the health system.

The second initiative was the establishment of the new target-based
health governance system in 2013, which has instituted a new supreme
decision-making body for the health system: the Federal Target-Based
Governance Commission (B-ZK). The B-ZK brings together key players
from the federal government, the Ldnder, and SHI funds who agree on
common goals, objectives and targets for the further development of
the health system. These goals are formalized in Federal Target-Based
Governance Agreements. State Target-Based Governance Commissions
subsequently agree on State Target-Based Governance Agreements based
on the Federal Agreement. The aim of this new target-based health
governance system is to improve coordination and policy coherence
while leaving the constitutional division of powers and responsibilities

unchanged.
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'The first Federal Target-Based Governance Agreement was concluded
in 2013 for the period until 2016. It included 12 strategic goals grouped into
four key governance areas of: 1) financial targets, 2) health care structures,
3) health care processes and 4) health care outcomes. All reform activities in
the years 2013 to 2016 were consequently linked to the first Federal Target-
Based Governance Agreements. The most important goal with regard to
financing was to bring down publicly financed health expenditure growth
to 3.6% per year in 2016 through the introduction of a budget cap covering
expenditure of federal and state governments as well as of SHI funds. The
budget cap and breakdown of the financial targets for each Land and SHI
fund were set with the Ldinder contributing 60% and SHI funds 40% to
total cost containment. One of the most important reform activities with
regard to health care structures was the development of a new approach for
the provision of primary health care, which ultimately led to the adoption
of the Primary Health Care Act in 2017.

A second Federal Target-Based Governance Agreement was signed in
2017 defining goals for health reforms for the period to 2021. The agreement
mandates the establishment of 75 primary health care units and the strength-
ening of ambulatory specialist care besides supporting further developments
in the area of health literacy and health promotion. Publicly financed health
expenditure growth is targeted to be reduced to 3.2% per year.

Finally, the new government has announced in its coalition agreement
of January 2018 to embark on a major structural reform. While details are
not yet available, the plan is to merge the nine regional SHI funds in order
to create a single Austrian SHI fund (Osterreichische Gesundheitskasse), which
would cover almost 80% of the insured population.

6.1 Analysis of recent reforms

'The following section focuses on health reforms since 2012. A short narrative
overview of previous health reforms (2005-2011) is given in section 2.2.2.
More details are also provided in the Austrian HiT reports 2006 (Hofmarcher
and Rack, 2006) and 2013 (Hofmarcher and Quentin, 2013).

Table 6.1 provides an overview of health reforms and policy meas-
ures implemented since 2012. Three major policy developments at federal
and Ldnder level stand out as they introduced significant changes for the
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functioning of the Austrian health system: the first was the development of
the Austrian Health Targets (Gesundbeitsziele Osterreich) that represent the
guiding framework for Austrian public health policy in general and for the
ongoing health reform process in particular. The other two were linked to
the establishment of a new target-based health governance system, which
was formalized through two Federal Target-Based Governance Agreements
in 2012 and 2017. Most other reform activities included in Table 6.1, such
as the adoption of the revised Austrian Structural Plan for Healthcare in
2017, trace back to the first Federal Target-Based Governance Agreement
0f 2012 (see section 6.1.3). Activities in line with the second Federal Target-
Based Governance Agreement (see section 6.1.4) are currently being devised.
They are therefore not included in Table 6.1 as, for most cases, concrete
implementation and — if necessary — subsequent enactment remains to be
specified in detail.

6.1.1 Endorsement of Austrian Health Targets based on a Health in All
Policies approach

A BROAD PARTICIPATORY APPROACH LED TO THE ADOPTION OF AUSTRIAN
HEALTH TARGETS

In 2011, the Federal Health Commission and the Austrian Council of

life expectancy of the Austrian population by an average of two years by
2032. An important motivation for the initiative was that healthy life expec-
tancy in Austria was — and still is — below the EU average (see section 1.4).
Population health and health inequity are strongly linked to living and
working conditions as well as lifestyles. Therefore, the development of the
Austrian Health Targets followed recommendations of the WHO and the
EU and adopted a Health in All Policies (HiAP) approach.

Stakeholders of all relevant political and societal areas were invited
to participate in the elaboration of the Austrian Health Targets. Between
October 2011 and March 2012, a committee comprising representatives of
nearly 40 institutions drafted a proposal of 10 Health Targets. The commit-
tee included public authorities at the federal, Linder and municipal level;


https://gesundheitsziele-oesterreich.at/
https://gesundheitsziele-oesterreich.at/
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social insurance funds; Social Partners; health care professionals; health and
social care institutions; advocacy groups for patients, children/adolescents,
elderly and socioeconomically disadvantaged people; and academic experts.
In addition, about 4 500 citizens expressed their views in an online consul-
tation. The final targets were adopted by the Federal Health Commission
and the Austrian Council of Ministers in summer 2012 after feedback from
all the involved institutions, civil society and experts had been incorporated
(BMGE, 2017¢; BMGE, 2017f).

'The 10 Austrian Health Targets (see Box 6.1) are based on a number of
guiding principles. In line with the aforementioned HiAP approach, these
include, for example, orientation towards health determinants and promo-
tion of equal opportunities. They serve as a general guiding framework for
Austria’s public health policy, including also for health reforms as part of
the new target-based health governance system.

e Target 1: To provide health-promoting living and working conditions for
all population groups through cooperation of all societal and political
areas (i.e. HiAP).

e Target 2: To promote fair and equal opportunities in health, irrespective
of gender, socioeconomic group, ethnic origin and age.

e Target 3: To enhance health literacy in the population.

e Target4: To secure sustainable natural resources such as air, water and
soil and healthy environments for future generations.

e Target b: To strengthen social cohesion as a health-enhancing factor.

e Target 6: To ensure conditions under which children and young people
can grow up as healthily as possible.

e Target 7: To provide access to a healthy diet with food of good quality
for all.

» Target 8: To promote healthy, safe exercise and activity in everyday life
through appropriate environments.

e Target 9: To promote psychosocial health in all population groups.

e Target 10: To secure sustainable and efficient health care services of
high quality for all.

Source: BMIGF, 2017f
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THE MONITORING PROCESS INCLUDES INDICATORS FOR SPECIFIC
SUB-TARGETS

A comprehensive monitoring process accompanies and evaluates the imple-
mentation of the Austrian Health Targets. Since January 2013, cross-sectoral
working groups have operationalized health targets 1,2, 3, 6, 8 and 9. This
has led to the development of target specific strategies and to the defini-
tion of indicators at three levels: 1) health targets, 2) sub-targets, 3) actions
(Winkler et al., 2014).

'The monitoring of the Austrian Health Targets feeds into other health
reforms and strategies such as the Target-Based Health Governance Reform
(see below), the Health Promotion Strategy (see section 5.1.2) and the Child
and Youth Health Strategy (see section 2.6.4). To date reports have been
completed for seven health targets. The monitoring process of four health
targets revealed that the majority of actions were implemented (more than
90% of 133 defined actions).

In general, the health targets are thought to have been relatively suc-
cessful in shaping high-level strategies and decisions (i.e. Federal Health
Commission, Council of Ministers, Target-Based Health Governance
Reforms 2013 and 2017). Furthermore, they have been integrated in corre-
sponding processes at state level. To date, Carinthia, Upper Austria, Salzburg,
Styria, Tirol, and Vienna have published their own sets of targets (BMGEF,
20161).

6.1.2 A new target-based health governance system to improve coor-
dination and cooperation

'The fragmentation of responsibilities for financing and provision of services
between the federal government, the Ldnder and the SHI funds is a char-
acteristic feature of the Austrian health system (see section 2.3). Since the
early 2000s, many challenges, such as the relatively high level of expenditure
growth and the lack of care coordination, have been increasingly attributed
to this fragmentation of responsibilities. When deficits of SHI funds and
financial pressures at the Ldnder level increased in the aftermath of the
financial crisis, this provided the impetus for a reform aiming to overcome
the traditional fragmentation.
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Former and recurring recommendations by national and international
institutions had focused on streamlining the constitutional competences in
the health sector. However, this was not feasible as a constitutional majority
in both chambers of parliament could not be achieved.

In 2012, the federal government (Ministry of Health and the Ministry
of Finance), the SHI funds and the Lander therefore jointly initiated a
fundamental reform of the health system. The federal government, the SHI
tunds and the Ldinder cooperated to develop a new governance system,
which could potentially achieve the overall aim of improved coordination
in the health system while leaving the constitutional division of powers and
responsibilities unchanged (Czypionka, 2015). The new governance system is
based on a common vision for the future development of the health system,
and relies on cooperation and coordination of the different stakeholders who
are willing to set their own interests aside for the benefit of achieving jointly
agreed goals or targets (both translate as Zie/ in German).

The new governance system was institutionalized through the set-
ting up of the Federal Target-Based Governance Commission (Bundes-
Zielsteuerungskommission, B-ZK) in 2013, where representatives of the federal
government, the Ldnder, and the SHI funds agree on common goals or
targets for the health system (see also section 2.3.4). As a result, the B-ZK
has become the supreme decision-making body of the Austrian health
system. The legal basis for the target-based health governance system are
civil contracts between the federal government, the Linder and the SHI
tunds (Zielsteuerungsvertrige, Target-Based Governance Agreements) and
agreements under Article 15a of the Federal Constitutional Law.

'The Federal Target-Based Governance Agreement provides the basis for
State Target-Based Governance Agreements (Landes-Zielsteuerungsvertrége),
which are approved by State Target-Based Governance Commissions
(Landes-Zielsteuerungskommissionen). These agreements define details at
the Ldnder level and operationalize the implementation of federal targets
(see section 2.3.4).

The first Federal Target-Based Governance Agreement (Bundes-
Zielsteuerungsvertrag) was concluded in 2013 outlining a reform agenda
for a period of four years (2013-2016). In 2017, the B-ZK concluded the
second Target-Based Governance Agreement, which defines goals for the
ongoing 5-year reform period (2017-2021). The next two subsections provide
an overview over these two reform periods.
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To comply with the principals of accountability, responsibility and
transparency, strategic goals with specific objectives and target values were
defined. A comprehensive monitoring process was implemented to evaluate
the implementation of these targets. Biannual monitoring reports provide
up to date information to all stakeholders and allow a public debate on the
progress of the health reform agenda (GOG, 2017¢).

6.1.3 First health reform period (2013-2016)

'The 2013 Federal Target-Based Governance Agreement specified 12 strategic
goals grouped into four areas: 1) financial targets, 2) health care structures, 3)
health care processes and 4) health care outcomes. The strategic goals were
operationalized in 26 objectives, each specifying concrete measures (a total
of 100 measures were defined), target values and deadlines (ZS-G, 2013).

FINANCIAL TARGETS: COST CONTAINMENT

'The most important strategic goal with regard to financing was the contain-
ment of rising public health care expenditures in order to ensure long-term
sustainability of the health system. Financial targets were negotiated in line
with the fiscal equalization laws, resulting in a budget cap for public health
spending that was set to meet fiscal targets of the EU Maastricht criteria
defined in the consolidation package (Stabilititspakt) for the period 2012—
2016 (Osterreichischer Stabilitdtspakt, 2012) (see section 2.8.1).

'The budget cap was based on gradual containment of public health
expenditure growth, aiming to bring it in line with the forecasted nominal
GDP growth until 2016. As a result, the annual target growth rate was reduced
in a stepwise manner from 5.2% (average between 1990 and 2010) to the
projected annual average GDP growth rate of 3.6% per annum in 2016. The
overall budget cap was broken down to the Ldnder and to SHI funds, with
the Ldinder contributing 60% and SHI funds 40% to total cost containment.
'This breakdown of the financial targets for each Land and SHI fund were a
result of political negotiations. For monitoring of state health expenditure, a
new calculation method was introduced that builds on the OECD System of
Health Accounts and allows a breakdown of expenditure at the Lander level.
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Overall, financial targets were achieved at national level for all years
(2013-2016), during which public health expenditure grew on average by
only 3.6% per year. At the end of the period, public health expenditure in
total remained almost €1 000 million below the allowed budget cap (see
Table 6.2). However, attainment of financial targets varied across Lander and
SHI funds, from over-fulfilment (e.g. company health insurance funds or the
Insurance Fund for the Railway and Mining Industries) to non-attainment
(e.g. the regional SHI fund of Vorarlberg throughout the period; the regional
SHI funds of Tirol, Salzburg and Vienna for specific years).

TABLE 6.2 Public health expenditure (without long-term care), 2010-2016, in million €

20100 2011' 2012 2013 2014 2015 2016

Agreed budget cap 20262 20931 21873 22813 23748 24675 25563
Expenditure (SHA) 20277 20769 21663 22123 22992 23841 24614
Growth rate 2,4% 4,3% 2,1% 3.9% 3.7% 3.2%

Note: " Baseline
Source: Bachner et al., 2018a

The Austrian Court of Auditors criticized the methodology by which
financial targets were derived, focusing solely on expenditures and not rev-
enues. This was particularly concerning in regard to SHI funds that had
revenue growing in line with wages but not GDP. Moreover, the level of cost
containment was considered insufficient to achieve real structural change
(Austrian Court of Auditors, 2016a). At the same time, various stakeholders
such as the Austrian Medical Chamber criticized that the financial targets

posed constraints on the health system with negative consequences for service

provision (OAK, 2012).

HEALTH SYSTEM STRUCTURES: STRENGTHENING PRIMARY HEALTH CARE
AND INCREASING EFFICIENCY

With regard to health system structures, the Federal Target-Based
Governance Agreement defined three strategic goals. First, it aimed at
shifting health care provision to the so-called “best point of service”. This
was defined as the right place for providing the best treatment, at the right
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time, and at the lowest cost from a societal perspective (Vereinbarung gemif}
Art. 15a B-VG Zielsteuerung-Gesundheit, 2017).

One particularly important sub-target aimed at contributing to the
achievement of this goal was the strengthening of primary health care
through the introduction of multi-professional and interdisciplinary primary
health care units. These units should act as the first entry point to the health
system and take on a central and coordinating function. A primary health
care concept was adopted by the B-ZK in June 2014 (BMG, 2014a), which
ultimately — after intense political struggle and substantial delays — led to
the adoption of the 2017 Primary Health Care Act in the second reform
period (see below).

The second goal focused on adjusting care provision to increase efficiency,
e.g. by reducing hospital admissions and average length of hospital stays,
fostering day surgery and ambulatory care, and reducing parallel structures.
For several of these points, very specific targets were defined, e.g. a reduction
of the hospital discharge rate in funds hospitals of 1.1% to 4% per year. For
other points, targets mandated, for example, the adjustment of health care
planning and the definition of new financing models.

'The third goal aimed at adjusting basic and continuous education of all
relevant health personnel in line with the care provision needs of the popula-
tion. The goal was partly achieved. In 2015, postgraduate medical education
was reformed (Medical Training Regulation, 2015) and the Nursing Act
(2007) was amended in 2016 creating a new profession of assistant nurse
with more competences (see Table 6.1). The Primary Health Care Act (2017),
which should set prerequisite for fulfilling this goal, was only passed in the
second health reform period.

Regular monitoring reports as part of the reform process show that
several of these targets were met. For example during the first reform period
(2013-2016), hospital bed days in funds hospitals could be reduced by 10%
(target value: 1.8-2.2% per year) and hospital discharges by 8% (target value
1.1-4% per year) (see section 5.4). Despite these reductions, Austria still has
the second highest hospital discharge rate in the EU. Reduction of the aver-
age length of stay and pre-surgical length of stay were not achieved despite
decreasing trends (Bachner et al., 2017) (see also section 4.1.2).

With regard to the “best point of service” goal, the revision of the
Austrian Structural Plan for Healthcare in 2017 (see Table 6.1) was a major
achievement. It includes the establishment of defined service baskets for every
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care level at the regional level, based on patients’ needs, aimed at providing
treatment at the respective “best point of service”. The Plan also includes pro-
visions for ambulatory (extramural) services, defining the types and numbers
of physicians on the basis of local demand as well as functions and services to
be provided per specialty, which is intended to contribute — among others — to
shifting service provision away from inpatient care (see section 2.5).

HEALTH CARE PROCESSES: FOSTERING COORDINATION, QUALITY AND
STANDARDIZATION

In order to achieve better coordination of care across sectors, important
objectives with reg