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Social health insurance (single payer) since 1992
= Coverage with health insurance 94-96% of population

Family doctor first contact of care, providers act under private law
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Is Estonian health care system well
integrated to be prepared for NCD?

World Bank study (2015)

= Focus groups and key informant
interviews

= Document review

The State of Health Care Integration

= Data analysis (Estonian Health
Insurance Fund’s claims data, Census)
Study based on the hypothesis that care

is well integrated if:
Summary Report

= Services are delivered in the appropriate sl o i
care Setting January 2015

in Estonia

= Appropriate coordination and continuity of
care exists

Source:
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Example of study results: Pathway of the
patient with high blood pressure*

39% of the visits to the
specialist (mostly
10% got ALL tests**, 20% | | cardiolog), 67% of them 84% of hospitalizations
got non of the test are avoidable with CVD are avoidable

Outpatient Inpatient
specialist care

Majority of the patients turn 90 days after hospitalization, 49% of
back to the PHC after the 1st the AMI and 48% of the stroke
patients have a visit to the family
doctor or specialist

visit to the specialist

*5 more visits to the doctor compared to average patient
** according to theh P4P program



Summarizing study results

Care provision is still hospital and specialist
centric

PHC organizations are rather weak, solo
practices

Financial incentives push patients away from
PHC to the specialist care

Limited focus on care outcomes



Refining traditional payment
methods may help

Primary care:
capitation, FFS,
monthly
allowance, P4P

Outpatient

specialist care:
FFS

Inpatient
specialist care:
DRG, per diem,
FFS,
preparedness fee

J

« Revision of P4P
to incentivize
more adherence
to the guidelines

« New PHC Center
payment model
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« Global budget
with performance
indicators (rural
hospitals)

« Piloting
integrated care
model
(hospital+PHC
center)

« Pay for patient
management

 Episode based
\_ payment )




Looking back — how we have
done that in PHC
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BUT, payment methods are just
one aspect of strategic purchasing

Changes in health service
prices and benefit
package

EHIF’s 4-year budget
planning principles and
EHIF’s 4-year development
plan

Annual (by 6
months) capped
cost and volume

EHIF’s Negotiations contracts; 5-year Quarterly contract,

Pooling in annual Selection of about contract framework contracts queue and budget
EHIF budget partners volumes monitoring and
utilization review

Demand/need
assessment by specialities
(running and next year
perspective)

Adjustments of

contract if necessa
Framework contract Ty

conditions negotiated and agreed
among EHIF and Estonian

Hospital Union or Estonian

Society of Family Physicians




Service delivery model is

changing

-
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. care split

 Primary care: family
doctor+nurse, mostly
solo practices

« Hospitals:
independent entities

« Primary and specialist
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« Primary care: group
practices, extended
team (home nurse,
midwife,
physiotherapist)

« Hospital networks

N
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E-Consultation: one example
how to enhance care integration

= Family doctor can consult with pe s S ———
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= Complex implementation process: | —
development of clinical criteria, IT =~ e femme seemss et
system, training, payment scheme, ' ' -
getting buy-in of doctors...




Key messages

Financial incentives across different levels of care are important

to improve care integration
= Blending payment methods enables to mitigate negative side-effects of
single payment method
= Strategic purchasing in much more than payment methods
= Health financing reforms have to be aligned with broader health
service delivery reforms

Clinicians buy-in and leadership is crucial if complex change

Good quality data is a precondition for monitoring the
performance of providers



