
Measuring equity of care  
in Swiss hospitals:  
a feasibility study 
PRIORITY-Study:  
Panorama of Indicators on Equity in Healthcare 
 
 
Geneva University Hospitals (HUG) 
Unisanté, University Center for Primary Care and Public Health, Lausanne, Switzerland 
 
 
November 2023 
 
 
On behalf of 
 

 
  



 
 

2 

Impressum 
This study was conducted by the University Hospitals of Geneva and Unisanté on behalf of 
the Federal Office of Public Health FOPH. 
The authors are responsible for the content of this report. 
 
Authors and accreditations 
Pr. Delphine S. Courvoisier (1) 
Pr. Patrick Bodenmann (2, 3) 
Pr. Yves Jackson (5, 6) 
Pr. Joachim Marti (3, 4) 
Dr. Clement P. Buclin (7) 
Dr. Kevin Morisod (2, 3) 
Laura Bertini (8) 
Dr. Stéphane Cullati (1, 9) 
Pr. Arnaud Chiolero (9 –12) 
Adriana Degiorgi (13) 
Moreno Doninelli (13) 
Dr. Armin Gemperli (14) 
Francesca Giuliani (15) 
Pr. Olivier Hugli (2, 16) 
Dr. Anne Jachmann (17) 
Dr. Pierre-Auguste Petignat (18) 
Dr. med. Florian Rüter (19) 
Dr. Judith Safford (20, 21) 
Dr. med. Javier Sanchis-Zozaya (16) 
PD Dr. med. Matthis Schick (22, 15) 
 
1. Service de Qualité des Soins, Hôpitaux Universitaires de Genève.  
2. Chaire de médecine des populations en situation de vulnérabilité, Faculté de Biologie et 

de Médecine, Université de Lausanne.  
3. Unisanté, Centre universitaire de médecine générale et santé publique, Lausanne.  
4. Faculté de Biologie et de Médecine, Université de Lausanne. 
5. Université de Genève.  
6. Service de Médecine de Premier Recours, Hôpitaux Universitaires de Genève.  
7. Service de Médecine Interne Générale, Hôpitaux Universitaires de Genève.  
8. Scuola universitaria professionale della Svizzera italiana.  
9. Population Health Laboratory (#PopHealthLab), Université de Fribourg.  
10. School of Population and Global Health, McGill University, Montreal, Canada.  
11. Institute of Primary Health Care (BIHAM), University of Bern, Bern.  
12. Observatoire valaisan de la santé (OVS), Sion. 
13. Ente Ospedaliero Cantonale.  
14. Faculté de Médecine, Université de Lucerne.  
15. Universitätsspital Zürich.  
16. Département de Psychiatrie, Centre Hospitalier Universitaire Vaudois.  
17. Inselspital, Universitätsspital Bern Universitätsklinik für Notfallmedizin.  
18. Département de Médecine Interne Générale, Hôpital du Valais, Sion.  
19. Universitätsspital Basel, Medizinische Direktion.  
20. SCQM Foundation Zürich.  
21. Sciana Health Leaders’ Network, Salzburg.  
22. Universität Zürich. 



 
 

3 

Acknowledgments 
The authors of this report would like to extend their warmest thanks to their colleagues who, 
through their work and expertise, made it possible to extract, analyze and represent the data 
used: 
Dr Sébastien Courvoisier; Dr Nicole Fasel; Arnaud Iseli; Dr Denis Mongin; Dr Katrina Obas; 
Liudmila Pagnamenta, MSc; Dr Anne-Marie Rassinoux; FOPH linguistic services; Domaine 
Data et aides à la décision of HUG 

Citations  
Courvoisier D. et al., (2023). Measuring equity of care in Swiss hospitals: a feasibility study 
PRIORITY Study - Panorama of Indicators on Equity in Healthcare. Study mandated by the 
Federal Office of Public Health. Bern: FOPH. 
See the full list of authors above.  

Contacts  
Delphine Courvoisier, Assistant Professor, Geneva University Hospital (HUG). Rue Gabri-
elle-Perret-Gentil 4, 1205 Genève. Delphine.courvoisier@hcuge.ch 
 
Federal Office of Public Health FOPH, Health equity department 
healthequity@bag.admin.ch, www.miges.admin.ch 
 
FOPH project manager 
Serge Houmard et Marie Taczanowski, Health equity department 

Original text and translations 
Report written in French. Translation available in German, Italian and English. 
Translation in German and Italian: FOPH linguistic services 
Translation in English: Authors 

Layout 
Vorlagenbauer, www.vorlagenbauer.ch 

Visuals 
Cognitographik, www.cognitographik.ch 
 
PDF download 
www.miges.admin.ch > Mesurer l’équité 
 
 
© OFSP 2023 
 
  

mailto:Delphine.courvoisier@hcuge.ch
mailto:healthequity@bag.admin.ch
http://www.miges.admin.ch/
http://www.vorlagenbauer.ch/
http://www.cognitographik.ch/
http://www.miges.admin.ch/


 
 

4 

Summary 

More and more international institutions consider equity as an essential component of quality. 
In Switzerland, the 2019 national report on quality of care has also positioned equity as a 
component of quality of care1.  

The measurement and evaluation of equity in care indicate the existence of systematic ineq-
uities in access to and administration of care, based on individual factors such as ethnicity, 
gender, age, sexual orientation, or socio-economic status2,3. These inequities especially affect 
people in vulnerable situations, such as those facing unstable socio-economic situations or 
those who have been through forced migrations.  

Those inequities must be fought, not only for ethical reasons, but also because they have an 
impact on the healthcare system in terms of public health policies and priorities, as well as its 
broader economic consequences and its overall economics.  In Switzerland, there is, however, 
no systematic way of measuring and highlighting these inequalities in access to and quality of 
care. Yet it is a necessary step towards improving the quality of care for patients.  

This report presents a series of indicators of equity in hospital care in Switzerland, selected 
based on 4 criteria: validity, feasibility, patient coverage and actionability. These indicators are 
related to both inpatients and outpatients, and aim to assess structure (availability of re-
sources), processes (e.g. care or use of clinical pathways), and patient outcomes.  

The choice of indicators was made by a support group composed of a patient partner and 17 
experts in the fields of medicine, epidemiology, sociology, quality of care and health surveil-
lance, working in Swiss healthcare and research institutions in the various language regions.  

The group selected 11 indicators (see table below: structure, process and result indicators), 
and 5 vulnerability criteria, to compare populations in vulnerable situations with the general 
patient population; for example, satisfaction with care between allophone patients and patients 
whose mother tongue corresponds to the local language.  

Each indicator and vulnerability criterion were then operationalized and tested in three pilot 
hospitals in Geneva, Zurich and Mendrisio. The indicators selected evaluate patient satisfac-
tion, access to information via interpreters and delays between expression of needs and care 
provision. The vulnerability criteria used were 1) gender, 2) migration status, 3) language, 4) 
age and 5) homelessness.  

Our survey results showed 3 degrees of availability among the proposed indicators and criteria: 
widely available, partially available, and not measured. The data needed to produce most of 
the indicators is partially available in each institution, apart from information on the use of in-
terpreters. This work has also shown that gender is collected in a dichotomous format that is 
fixed over time, which is a limitation in relation to the spectrum of genders with which patients 
from LGBTIQ+ communities identify. This shows that belonging to specific vulnerable groups 

 
1  Enhancing the quality and safety of Swiss healthcare, C. Vincent, A. Staines, 25 June 2019 
2  Association between colorectal cancer testing and insurance type: Evidence from the Swiss Health Interview Survey, Braun 

et Al., 2012 
3  Examining the effect of quality initiatives on decreasing racial disparities in maternal morbidity, Davidson et Al., 2019  
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can be invisible. The next step will be to assess the quality of the data available, and then the 
equity of care according to vulnerability criteria. 

The selected and operationalized indicators will serve two main purposes, i.e. be an imple-
mentation guide for readily available indicators, as well as propose improvement suggestions 
for the measurement of health equity in Switzerland to all health institutions interested in equi-
table healthcare.  

Feedback from the consulted stakeholders was encouraging, recognizing the proposed set of 
indicators and vulnerability criteria as valid, with good patient coverage and good actionability.  
However, they expressed doubts about the ease of implementation, for both technical and cost 
reasons. They also deplored the absence of gender measured over time (sex assigned at birth 
and gender), as well as socio-economic level and the presence of a psychiatric diagnosis as 
vulnerability criteria, three measures that had been excluded in the selection phase based on 
the feasibility criterion. 

Selected Indicators (Table 2 of the report) 

Theme Indicators 

Outcome Process Structure 

Patient  
Experience 

Patient  
satisfaction  

Delay to treatment: 
Time in hours be-
tween the need of a 
patient and the deliv-
ery of the correspond-
ing care 
Proportion of allo-
phones having bene-
fited from the services 
of an interpreter 

Existence of continuous training on 
cross-cultural skills 

Access to real-time translation and 
sign language for deaf patients 

Existence of an institutional refer-
ent for migrations 

Language 
Barrier  

Patient  
satisfaction  

Proportion of allo-
phones having  
benefited from the 
services of an  
interpreter 

Availability of main documents in 
different languages 

Existence of an outpatient support 
structure for patients with a migra-
tion background 

Common to 
both 

  Existence of continuous training on 
cross-cultural skills 

Availability of interpreters 
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Context 

At the international level, more and more institutions, such as the World Health Organisation 
(WHO), the Organisation for Economic Co-operation and Development (OECD) and the Insti-
tute for Healthcare Improvement (IHI), are increasingly focusing on quality of care and on the 
definition of its components. In addition to effectiveness and safety of care, or patient-centred 
care, these institutions now include equity of care. (1–4). 

 

Figure 1: Equity as a dimension of quality, WHO (5) 

Healthcare equity is the absence of unfair and avoidable care differences between groups 
defined by common factors, be they social, demographic, ethnic, geographic or any other (6,7). 
An increasing number of studies show, internationally and in Switzerland, that individual pa-
tients factors like gender, age, identification to an ethnic group, sexual orientation or socioec-
onomic status impact access to care and quality of care (8–10). This reveals the existence of 
healthcare inequities in access and administration of care. Those inequities must be fought, 
not only on ethical ground but because they impact the healthcare system. 

Inequities particularly affect patients in vulnerable groups. For example, patients from lower 
socio-economic status have a higher mean number of comorbidities and have hence a higher 
risk of experiencing poorer health outcomes in middle or long term, like complications or early 
hospital readmissions (11,12). Moreover, those vulnerable populations often suffer from a 
worse access to care. This phenomena is described by the “inverse care law”: vulnerable pop-
ulations have higher healthcare needs and yet lower access (13,14).  

From an economic standpoint, Swiss studies have shown that inequities exist in screening 
tests for breast cancer (15), or cervix cancer (16,17), disease that have a lesser cost when 
treated early, particularly if social costs in lost years of life are factored in (18–20). From a 
public health standpoint, the recent COVID-19 pandemic revealed existing differences in 
healthcare access (21–25) and the potential risk for the whole population that the undertreat-
ment of a subgroup represents (21,26–28). Indeed, under screened and underfollowed groups 



 
 

8 

were a virus reservoir and took part in reactivating infection waves. In Switzerland, the 2019 
national report on healthcare quality – which led to the creation of the Federal Commission on 
Quality – also established equity as a component of quality of care (29). 

In order to reveal inequities and, ultimately, improve healthcare quality for patients, there is a 
need to monitor and measure current equity and quality of healthcare (30,31). Switzerland is 
lagging behind on this matter in comparison to the US or Great-Britain who both have estab-
lished systematic programs of equity of care monitoring for many years (32,33). This delay 
limits the capacity to evaluate the efficacy of quality improvement programs. However, studies 
showing preliminary results pinpoint shortcomings of the system, which raises new questions. 
A practical challenge is to obtain higher quality data and information to better understand the 
manifestations of inequity and identify groups at risk of inequity. To do this, it is essential to 
test whether it is possible to create a systematic measure of equity of care in Switzerland. This 
report is the result of a mandate issued by the Federal Office of Public Health. 

Definitions and indicator types 

In order to lead to institutional and structural changes that will improve equity of care, health 
systems need a set of indicators that assess equity of care. An indicator is a tool that measures 
the reality of an often-complex situation based on data collection. As equity in care is a complex 
phenomenon, the selected indicators should measure equity at the level of structures, pro-
cesses, and results.  

‒ Structure indicators evaluate the availability of resources. 

‒ Process indicators evaluate for example care or clinical pathways (34,35). Along with the 
structure indicators, they allow an evaluation of the current state of equity in care admin-
istration.  

‒ Outcome indicators allow the evaluation of the effects of equity improvement programs by 
focusing on medium and long-term outcomes for patients. While they allow concrete eval-
uation of the effects of equity improvement programs, they also are more easily influenced 
by patient characteristics and population health inequities. 

Indicators attribute 

For a set of indicators to be widely adopted and lead to change, the indicators must be valid, 
standardized and, at first at least, easy to implement.  

‒ Valid indicators should allow the reliable identification of inequities. For example, the wait-
ing time between cancer diagnosis and the start of treatment is a valid indicator. Conversely, 
socio-economic level is usually not measured at the individual level in hospitals. It is possi-
ble to use geographical indicators based on ZIP codes or on the average rent price per 
square meter, but this indicator loses some validity by grouping together people with very 
different access to care (36). 

‒ For better comparability of institutions, it is important to consider the differences in context 
between institutions and therefore aim for standardization of the indicators – in other words, 
relate them to a theoretical standard population. Standardization, by allowing comparison 
between populations with structural differences, has two major advantages. First, it allows 
having a more objective look at equity throughout Switzerland. Indeed, some indicators can 
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be presented as a success to be credited to an institution, whereas they depend on an 
advantageous local situation (37). For example, the headquarters of international institu-
tions such as Geneva or Zürich have more interpreters trained in the interpretation and 
cultural mediation of medical information than other regions, which could allow an advanta-
geous evaluation of quality that does not reflect reality. Secondly, standardized indicators 
allow highlighting model institutions in certain aspects, which can serve as inspiration for 
implementing improvement projects in other institutions. 

‒ Ease of implementation is important initially for the set of indicators to be more quickly 
and widely adopted. However, it should not be a limiting factor thereafter, some inequities 
being difficult to detect but no less ethically unacceptable, costly for the health system and 
dangerous for patients. For example, to be able to shed light on a situation where LGBTIQ+ 
people experience systematic inequity in care, it would be necessary to be able to identify 
them in the patient population. However, this data is currently rarely collected in Switzerland 
and would therefore be very difficult to implement. 

Moreover, to be able to properly reveal inequities, the indicators must allow comparisons be-
tween several groups that are suspected to receive different levels of quality of care. For ex-
ample, one might suspect that older people have less frequent access to interpreters than 
younger patients. Thus, to be able to analyze this phenomenon, the “access to an interpreter” 
indicator must be stratifiable on vulnerability criteria. These vulnerability criteria must meet 
the same requirements as the indicators and must therefore be valid, standardizable, and 
easy to implement. 

Research on equity in Switzerland 

The Swiss research community actively studies equity, with many projects seeking to highlight 
or correct local inequities. For example, Unisanté in Lausanne has, on behalf of the Federal 
Office of Public Health (FOPH), proposed a set of indicators including potentially avoidable or 
inappropriate hospitalizations (38). Similarly, the SPAM (Swiss Primary Care Active Monitor-
ing) program proposed a series of 56 quality indicators for primary care medicine, including 2 
dedicated to equity of access to care (39). Another example is the SIHOS study, which aims 
to investigate the links between social determinants and the risks of adverse health events for 
patients suffering from chronic diseases in Switzerland (40). Other projects have attempted to 
correct these known inequities, for example by adding interpreters to the emergency room (41) 
or via the Migrant Friendly program of an acute care hospital (42). The multiplicity and variety 
of projects show that the Swiss healthcare quality community is booming and would benefit 
from a national framework that would allow comparison of different locations and the sharing 
of innovative solutions between regions. However, a systematic approach to measuring and 
monitoring equity in care is still lacking. Such an approach should ideally cover the whole care 
pathway. In this project, we propose to start at the inpatient and outpatient hospital levels, to 
allow the first steps towards a systematic process of evaluating equity in care in Switzerland. 
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Goals  

The primary goal is to test the feasibility of measuring equity in the clinical setting, by proposing 
a set of valid, implementable and actionable equity indicators, composed of quality of care 
indicators and vulnerability criteria. An example would be an indicator that assesses, for each 
allophone person, whether they have benefited from interpreting services. This indicator could 
then be stratified according to different vulnerability criteria such as migration status, gender, 
or age category. The second objective is to carry out a pilot study in several hospitals to de-
termine the availability of data necessary to produce these indicators. 

Methodology 

Creation of a national expert taskforce 

To promote the validity and representativeness of the indicators and to include the different 
sensitivities concerning the application of equity in the hospital environment, we recruited a 
panel of national experts in equity of care. To broadly recruit experts, a brochure (Appendix 1) 
presenting the project was distributed to various institutions interested in equity (e.g., Swiss 
Health Network for Equity (SH4E)), as well as to H+, and patient associations). 

This procedure made it possible to form a group of 18 experts (12 men, 6 women) in the field 
of equity of care in Switzerland, including one patient partner. The experts represent the 3 main 
linguistic regions and come from varied backgrounds with 7 doctors including 4 internists, 2 
psychiatrists and 1 emergency doctor, 2 sociologists, 3 epidemiologists, 6 researchers working 
in the field of public health and health systems and/or in the quality of care. The patient partner, 
in addition to her personal experience, works internationally as a patient partner/expert in many 
areas including equity and is the director of a national chronic disease registry. 

The experts have research and/or work experience in the field of equity of care in Switzerland 
or have worked in Swiss university polyclinic hospitals, in outpatient or stationary care, or have 
held positions in Swiss public health institutions. 

The structure of the project reflects this desire to include many equity actors (Figure 2), with a 
team of coordinators to centralize the work, a panel of experts representing different back-
grounds, but also external evaluators who will evaluate the report before its final publication. 
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Figure 2: Structure and actors of the project 

Selection of an indicator list 

To obtain a broad base of relevant indicators, an initial list was developed both with a review 
of the literature and via a call to experts to propose all the indicators that they deemed relevant. 
The literature review was carried out in November 2021 on MEDLINE, focusing on Swiss pro-
jects to obtain indicators compatible with the Swiss healthcare system (search strategy avail-
able in the appendix: Appendix 2). The search strategy produced 247 citations evaluated first 
based on the title and abstract and then on the full text. For each selected article, equity indi-
cators were extracted based on the full text. 

In parallel, the experts proposed structure, process, and outcome indicators, for inpatient and 
ambulatory patients. The form designed to collect this information specified the 6 types of in-
dicators sought (e.g., stationary, process indicator) (Appendix 3: online questionnaire), to en-
sure that all types of indicators are represented in their suggestions. 

The experts then met for the first time to establish the conditions on which they would select 
the indicators. We retained validity, patient coverage, feasibility and actionability (see Figure 3 
for definitions). 
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The selection of indicators proceeded in two voting phases following a Delphi methodology. 
During the first phase, the experts assessed each indicator and each vulnerability criterion on 
a scale of 0-10 for each of the 4 chosen conditions (Appendix 3: online questionnaire). At the 
end of the first voting cycle, only indicators with an average validity >7 and for which ≥ 60% of 
the experts had given a score of 7 or more were kept. During this phase, the experts still had 
the opportunity to add an indicator or a vulnerability criterion if they deemed it necessary. 

Prior to the second phase, the indicators selected in the first phase were organized into themes 

Table 1: Example of an inpatient theme that was not kept: rehospitalizations 

Theme Indicators 
Outcome Process Structure 

Rehospitalizations Early rehospitali-
zation rate 

Length of stay Availability of social work-
ers 

Availability of information 
documents in simple  
language 

 
For example, the theme “rehospitalizations” holds the following logic: the availability of social 
workers and/or information on treatments could reduce delays in hospital care, which would 
reduce the average length of stay and the risk of problems during transitions of care, thus 
acting on early readmissions (see Table 1). The intent was that these themes could be used 
to assess a topic of equity of care with structure, process, and outcome indicators. These 
indicator themes were separated into groups according to the assessment of inpatient care 
(e.g., rehospitalization rate) or ambulatory care (e.g., cervical cancer screening rate), and the 
vulnerability criteria were kept apart. 

For the second phase, the experts ranked the themes and the vulnerability criteria based on a 
combined criterion of feasibility and actionability (Appendix 3: Online questionnaire). 

‒ Validity is the ability of an indicator to assess the object it intends to assess. 

‒ Feasibility describes the difficulty of implementing the indicator or collecting the data nec-
essary for its construction. An indicator that would require, for example, the implementation 
of a new form, the contact of individual patients or a long process of data collection would 
be more expensive and less feasible and could discourage the introduction of equity indi-
cators. 

‒ Patient coverage describes the number or percentage of patients affected by this indicator 
in relation to the total patient population. Thus, an indicator linked to all stationary or ambu-
latory patients who have seen a doctor in the last 6 months would have better coverage 
than an indicator limited to pediatric patients suffering from a dermatological condition. 

‒ Finally, actionability describes the capacity of the indicator to be modified following an equity 
improvement project. Thus, an indicator which reveals an inequity linked to the geographical 
location of a hospital would have poor actionability as it is obviously challenging to modify 
whereas an indicator which reveals an inequity due to a badly formulated text in a medical 
form would have excellent actionability. 
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Figure 3: Definitions of indicator selection criteria 

Operationalization of indicators 

The vulnerability indicators and criteria have been operationalized into lists of variables and 
indicator sheets describing their precise calculation rules. These indicator sheets were submit-
ted to the experts for validation. 

Pilot study of the indicators 

To better ensure their feasibility, once the set of indicators was selected, we determined the 
practical feasibility in hospitals, in particular by assessing the availability of data to produce the 
indicators. To do this, three hospitals, the Universitätspital Zürich (USZ), the Geneva University 
Hospitals (HUG) and the Ente Ospedaliero Cantonale, Mendrisio site (OBV – Ospedale re-
gionale Beata Vergine), ran a test extraction of data from their patient files. The hospitals were 
chosen on a voluntary basis while maintaining a goal of representativeness with hospitals from 
the 3 major linguistic regions, and of different sizes, the USZ and the HUG being University 
hospitals and Mendrisio an intermediate hospital. 
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The indicators were extracted for all inpatient or ambulatory patients presenting to each of 
these hospitals in 2021. The data needed to build the process and outcome indicators were 
directly extracted from the hospital databases taking only the variables available in a structured 
format in the databases and therefore excluding variables in free text fields. The structure in-
dicators were constructed via a questionnaire submitted to the persons in charge of quality of 
care in each hospital. 

Results  

Indicators’ generation 

The literature review identified 32 relevant articles that evaluated the equity of care in Switzer-
land, corresponding to 34 indicators. At the same time, the experts proposed 195 indicators of 
structure, process or outcome, and categorized them as ambulatory or stationary. After remov-
ing duplicates and merging the indicators from the literature review and the indicators proposed 
by the experts, 159 unique indicators and 15 vulnerability criteria were submitted for expert 
voting. The full list of indicators and vulnerability criteria is available in the appendix (Appendix 
4) 

The first Delphi phase selected 35 indicators and 8 vulnerability criteria which were organized 
into themes. We had 3 ambulatory themes: “Language barrier”, “Economic constraints” and 
“Prevention and screening” and 3 stationary themes: “Rehospitalization”, “Admission” and “Pa-
tient experience”. The themes have been organized in such a way that structural factors can 
impact the efficiency of processes and ultimately improve results. The full list of indicators 
classified into themes is available in the appendix (Appendix 5). 

The second voting phase, based mainly on feasibility and actionability, retained 2 themes: 
“Patient experience” and “Language barrier”, which corresponds to 5 outcome and/or process 
indicators and 10 structure indicators. The experts also voted to exclude an indicator that was 
considered valid but did not fit into one of the themes. 
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Figure 4: Generation of the indicators through a voting process 
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Final set of indicators and vulnerability 

The selection process retained 2 themes: “Patient experience” and “Language barrier” and 5 
vulnerability criteria to stratify the indicators: the gender with which patients identify, thought of 
in opposition to the biological sex, migration status, allophone status, age and “homeless” sta-
tus. 

Table 2: Selected indicators 

Theme Indicators 

Outcome Process Structure 

Patient  
Experience 

Patient  
satisfaction  

Delay to treatment: 
Time in hours be-
tween the need of a 
patient and the de-
livery of the corre-
sponding care 
Proportion of allo-
phones having ben-
efited from the ser-
vices of an inter-
preter 

Existence of continuous training 
on cross-cultural skills 

Access to real-time translation 
and sign language for deaf pa-
tients 

Existence of an institutional spe-
cialist/point-of-contact for migra-
tions 

Language 
Barrier  

Patient satisfaction  Proportion of allo-
phones having ben-
efited from the ser-
vices of an inter-
preter 
  

Availability of main documents in 
different languages 

Existence of an outpatient sup-
port structure for patients with a 
migration background 

Common 
to both 

  Existence of continuous training 
on cross-cultural skills 

Availability of interpreters 

Pilot study  

To enable a concrete pre-test of the indicators in the implementation sites, indicator sheets 
were produced (see Appendix 6). These sheets function as a user manual for any institution 
willing to implement the indicators. They contain all the information on the variables to be ex-
tracted as well as the detailed calculation method of the indicator. 
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Table 3: Indicator sheet example: “Proportion of unsatisfied patients” 

Indicator Proportion of unsatisfied patients 
Measure unit Percentage 

Calculation method Proportion 

Numerator Number of dissatisfied patients according to the overall satisfac-
tion score. If the questionnaire used does not produce an overall 
score, use the general impression score or the single general im-
pression question. Dissatisfied patients are defined using the defi-
nition from the chosen questionnaire. If the questionnaire does not 
contain a validated definition of the concept of dissatisfied patient, 
use the following definition: A dissatisfied patient is a patient 
whose answers to the satisfaction questionnaire are in the lower 
half of the possible answers for at least half of the satisfaction 
questions. 
For example, if the score used is made up of 4 questions each 
with 5 possible answers (for example ranging from: “Not at all sat-
isfied” = 1 to “Very satisfied” = 5), a dissatisfied patient would have 
at least  
2 questions with answers between 1 and 2. 

Denominator Total number of hospitalized patients 

Reference date Discharge date 

Data source Patient satisfaction questionnaires (e.g.: Picker patient expe-
rience)  

Perimeter Adult hospitalized patients: All adult patients who have been ad-
mitted to the institution for at least 24 hours 

Complementary  
information  
necessary 

Discharge date 

 
These indicator sheets were then sent to the three pilot hospitals with instructions to extract 
the indicators from the databases for the whole year 2021. For university hospitals, this corre-
sponded to several tens of thousands of patients stays and several hundred thousand of con-
sultations. Mendrisio Hospital is a smaller hospital with 155 beds, which is reflected in the 
number of patients admitted during the year. Table 3 presents, for each pilot hospital, the 
availability of each indicator and each vulnerability criterion, according to two aspects: first, do 
the necessary variables exist (“availability”) and second, are these variables actually populated 
with data (“information”). For example, there may be a variable to note the language spoken 
by the patient, but this information may only be present in 10% of patients. For the vulnerability 
criteria, the table also presents the detail with which the criterion exists in the different institu-
tions. For example, gender is defined in two categories (masculine or feminine) in Mendrisio 
but exists in three categories at USZ and HUG (masculine/feminine/undetermined). However, 
at the HUG, in practice, gender is only entered as male or female, despite the existence of a 
third option. For the structure indicators, the table indicates whether the person in charge of 
quality of care had the information to answer a questionnaire on the availability of the structures 
or services indicated (Appendix 7 for questionnaire). 
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Table 4: Availability of indicators in each implementation site 

Implementation site HUG USZ Mendrisio 
Total N of stays 262’317  380’972*  61’595  

  Stationary 49’820  (19.0%) 40’667  (10.7%) 5’801  (9.4%) 

  Ambulatory 212’497  (81.0%) 340’305  (89.3%) 55’794  (90.6%) 

Stationary indicators*** Avail.** Inform.** Avail.** Inform.** Avail.** Inform.** 

  Satisfaction Yes 17.1% Yes 6.2%**** ANQ***** 4.5% 

  Translation No 0% Yes 100% No 0% 

  Delay Yes 100% Yes 100% Yes 72.0% 

Ambulatory indica-
tors*** 

      

  Satisfaction Yes 3.0% Yes 6.1%**** No 0% 

  Translation No 0% Yes 100% No 0% 

Vulnerability criteria***       

  Gender (M/F/I) 100% (M/F/I) 100% (M/F) 100% 

  Migration Yes 89.0% Yes 98.2% Yes 78.4% 

  Allophone Yes 86.7% Yes 99.9% Yes 8.8% 

  Age Yes 100% Yes 100% Yes 100% 

  Homeless Yes 100% No 0% No 0% 

Structure indicators***       

  Documents  Yes  Yes  Yes  

  Interpreters Yes  Yes  Yes  

  Sign language Yes  Yes  Yes  

  Cultural Yes  Yes  Yes  

  Undocumented Yes  Yes  Yes  

  Migration Yes  Yes  Yes  

* The total at USZ does not include patients that were seen as partial inpatients 
** Avail. = Availability; Inform. = information  
*** Vulnerability indicators and criteria are presented via their shortened titles. Full names and definitions are 

available in appendix 6: Indicator sheets, page: Overview of indicators 
**** The satisfaction survey in USZ is only available in German. 
***** ANQ: Data not collected in the institution itself but participation in the collection by and according to the 

schedule of the national association for the development of quality in hospitals and clinics (ANQ) 

This implementation test allowed verifying whether the concrete collection of the variables nec-
essary for the construction of the indicators was possible. It led to some clarifications of the 
indicator sheets. Overall, data to construct stationary indicators are more readily available than 
those needed to construct ambulatory indicators. Indicators and vulnerability criteria have 
higher availability in the university hospitals of Geneva or Zürich than in the hospital of 
Mendrisio. This may be due to the costs and workload associated with data collection, which 
are more easily supported by large structures that has more financial and human resources 
available. Another potential explanation for this difference can be found in the geographical 
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and political context of Geneva and Zürich, which are factually more confronted with the ques-
tion of interculturality and multiculturalism and have therefore collected data on equity of care 
earlier. 

It is also interesting to note that patient satisfaction is sometimes collected directly by institu-
tions, such as HUG and USZ, but it is also collected at national level. The Swiss National 
Association for Quality development in hospitals and Clinics (ANQ) has been collecting patient 
satisfaction for many years for every health institution in Switzerland. However, the ANQ sat-
isfaction questionnaires do not ask the patient about their vulnerability criteria (for example on 
their spoken languages) nor do they allow the establishment of a link with the demographic 
information specific to the patient in the hospital information systems. 

Figures 5 and 6 represent the data availability results in graphical form. It shows, for each 
indicator and vulnerability criterion, the percentage of data available in each institution. For the 
indicators (Figure 5), there are three degrees of availability of the necessary data within each 
institution: 

1. Widely available indicators such as “Delay in care” in the three institutions or “Translation” 
at the USZ. These indicators are based on variables already collected routinely and are 
therefore easy to measure. 

2. Partially available indicators such as “Inpatient or outpatient satisfaction”. However, due 
to the relatively low response rate, these indicators are, in practice, available for a minor-
ity of patients. 

3. Completely unavailable indicators such as “Translation for stationary or ambulatory pa-
tients” at HUG and Mendrisio. It should be noted that the documentation of the use of 
translators is not available in a structured wassy in the patient files, but that these two 
hospitals indicate that they have access to many interpreters. 
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Figure 5: Availability of indicators in each institution 

As for the vulnerability criteria (Figure 6), age and gender are always available. Migration sta-
tus is not directly available. It was constructed using nationality, country of residence, type of 
insurance (basic, semi-private or private insurance) and type of residence permit. This con-
structed migration status indicator is also widely available. Interestingly, the spoken language 
was indicated at HUG and USZ but much less so at Mendrisio Hospital. Finally, the “homeless” 
vulnerability criterion is only available at HUG. 
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Figure 6: Availability of vulnerability criteria in each institution 

In addition to availability, the way certain vulnerability criteria are measured should be consid-
ered. For example, gender is very widely documented via the sex variable in a dichotomous 
format (male/female) which is very limiting in comparison to the gender spectrum with which 
patients from LGBTIQ+ communities identify. It is therefore impossible to correctly assess the 
level of health equity of these populations with the current data. Similarly, there is no routinely 
recorded variable of the migration status of populations, which leaves populations of migration 
background, and in particular forced migration, in a blind spot of equity assessment in care. 

These results are promising as they highlight that healthcare institutions wishing to assess the 
equity of care would be able to do so, by identifying among their routinely recorded variables 
those that could be used to measure equity. It also highlights data not, or almost not, available, 
that hospitals might want to record to assess equity. The indicator sheets produced thus serve 
a dual function of instructions for the indicators that can be achieved from the outset and ave-
nues for improvement for the measurement of equity in care in Switzerland, to all health insti-
tutions interested in equitable healthcare. 
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Discussion  

Summary of results 

A national taskforce of experts on equity of care has developed 11 equity indicators that are 
valid, feasible, provide good patient coverage and can be used to pilot projects to improve 
equity in care (actionable). The indicators are accompanied by 5 vulnerability criteria, which 
allow stratification of the indicators to compare populations in a situation of vulnerability with 
the general patient population. For example, satisfaction with care can be compared between 
allophone patients and patients whose mother tongue corresponds to the local language. The 
indicators have been operationalized into indicator sheets which serve as instructions for their 
implementation in Swiss healthcare structures. A feasibility study in three hospitals covering 
the main linguistic regions of Switzerland shows that 2 out of the 5 indicators measured at the 
patient level can already be implemented using routinely collected data by the hospitals and 
the ANQ. The 6 structure indicators can be assessed by questioning the quality managers of 
the institutions. 

Opinion of associations and key stakeholders in the health system.  

This report is the result of work with a relatively large panel of experts and the conduct of a 
pilot test in three hospitals. Nevertheless, equity is a very complex subject and the sensitivities 
and interests of all the stakeholders could not all be represented. This is why this report and 
the detailed appendices containing the results were sent or presented to numerous associa-
tions and institutions before being finalized (for a full list of associations and institutions, see 
Appendix 8). We present below their main feedback and comments, as well as their sugges-
tions for continuing the project.  

The 7 associations and institutions that provided feedback felt that the report was understand-
able and easy to read (mean (m): 7.7/10) and met a real need for indicators of equity of care. 
The majority felt that, if adopted, the indicators would have fairly good validity (m: 6.7/10) and 
patient coverage (m: 5.9/10) and would lead to a concrete improvement in equity (1 strongly 
agreed, 6 partially agreed). However, respondents were more pessimistic about the ease of 
implementation (m: 4.4/10). Most respondents felt that implementing these indicators would 
require a great deal of motivation from hospitals and would generate high costs, two factors 
that would be substantial obstacles to the implementation of these indicators. 

LGBTQIA+ advocacy groups particularly welcomed the inclusion of gender issues in the vul-
nerability criteria but regretted that the report did not develop these issues further, particularly 
regarding trans-identity. They point out that the dichotomous nature of the gender variable is 
not the only problem encountered. The fact that the measurement of gender or sex is fixed in 
time means that transgender patients’ gender changes cannot be recognized. They proposed 
the adoption of two variables, a “sex assigned at birth” variable and a “gender” variable, which 
would make it possible to differentiate between these two concepts. Some stakeholders also 
regretted that none of the vulnerability criteria selected related to socio-economic status. Men-
tal health stakeholders regretted the absence of a vulnerability criterion to identify patients 
suffering from psychiatric pathologies. Finally, feedback from a nursing association noted that 
the expert group would have been more representative if it had included nursing experts. 
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Limitations of the pilot study 

The results of this pilot provide insights into the availability of data from which indicator values 
can be extracted but should be interpreted with caution. This pilot focuses on data availability 
but did not assess the quality of available data. Some of our experts who have worked at the 
clinical level in the pilot hospitals tell us, for example, that the quality of the allophone variable 
is questionable. Indeed, the local language is often chosen by default when the patient does 
not speak another national language. This leads to a classification bias and would negatively 
impact the quality of the equity analyzes produced by these indicators. Similarly, structural 
indicators such as the existence of an interpreting service are not very informative without the 
presence of outcomes indicators. For example, some translation services are rarely offered to 
patients because the cost of these services must be borne by the hospital. This pilot therefore 
aims to demonstrate the availability of data but analyses of the data quality as well as the 
concrete level of equity of the hospitals studied must be carried out. 

Political implications and future steps  

A first step in equity monitoring is already feasible based solely on data routinely collected by 
Swiss hospitals and the ANQ. It is therefore possible to encourage hospitals to use these indi-
cators to allow comparison and benchmarking between hospitals, highlighting effective strate-
gies to improve equity and areas that could benefit from more investment. Infrastructures such 
as SPHN (Swiss personalized health network) (43) can make it possible to assess equity indi-
cators via data shared in a de-identified manner at the Swiss level. This would allow centraliz-
ing the work and prevent small hospitals from having too much of a burden to provide the 
indicators on a regular basis. Some institutions like the USZ are already demonstrating a better 
collection of routine indicators. But others such as the HUG or Mendrisio show less good cov-
erage of the data needed to measure the indicators. 

Specific variables allowing the assessment of populations in situations of vulnerability are not 
measured. For example, the ANQ patient satisfaction data are anonymous and therefore do 
not allow the construction of equity indicators stratified on risk groups, as they do not provide 
information on patients. To address this, it would be necessary either to collect patient satis-
faction in each institution with the risk of a lack of standardization due to the varied choices of 
satisfaction questionnaires, or to modify the method of collecting satisfaction data by the ANQ, 
i.e., by allowing a link between satisfaction data and personal patient data. Other examples 
are the “homeless” status that is often missing or gender that is always recorded in two cate-
gories far from the reality of the gender spectrum with which LGBTIQ+ patients identify. This 
lack of information could be filled by increasing the recording of patients related variables that 
aren’t strictly medically relevant. One possibility could consist in opening a debate with the 
populations exposed to the risk of inequity to better understand where the limit lies between 
their private lives and the recording of information in order to assess possible inequities. 

Once the indicators are operationalized in the hospitals, we will be able to highlight the institu-
tions that perform better on specific indicators. Research on the data quality and concrete inter-
hospital equity situations will then be necessary to better understand the factors facilitating 
their success and will offer options for improvement to other Swiss health institutions. 
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This project has triggered a real interest from the research community, which is encouraging 
for the future of equity and quality of care in Switzerland. The current momentum should en-
courage all actors in the field to assess equity using these newly developed indicators. 

In conclusion, this project illustrates the immediate feasibility of measuring equity of care in 
Switzerland but also raises points that should be explored to achieve a better understanding 
of inequities in a clinical context: 

‒ The patient satisfaction data collected by the ANQ is not yet stratifiable on vulnerability 
criteria. 

‒ Certain patient data such as gender on a spectrum or homelessness status are not collected 
and the inequities linked to these vulnerability criteria are therefore unmeasured. 

‒ The availability of data to build the indicators reflects neither the real equity nor the quality 
of the data, particularly for the language spoken. 

‒ This first list of indicators offers only a limited view on equity and will certainly have to be 
extended. 

All the material produced is freely available with this report: the indicator sheets, the complete 
list of indicators and vulnerability criteria and their evaluation, and the themes that were not 
retained. By doing so, we hope to facilitate all projects that aim to measure or improve equity 
and to build together a more equitable and therefore more qualitative healthcare system for 
Switzerland. 
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Appendices list: 

‒ Appendix 1: Search strategy for the literature review 

‒ Appendix 2: Brochure for the recruitment of taskforce experts 

‒ Appendix 3: Set of REDCap questionnaires used for the Delphi voting phases 

‒ Appendix 4: List of all proposed indicators and vulnerability criteria 

‒ Appendix 5: Proposed themes 

‒ Appendix 6: Indicator sheets 

‒ Appendix 7: Questionnaire of structure indicators 

‒ Appendix 8: List of partners contacted for the pre-consultation 

 
  



 
 

26 

Bibliography 

1. World Health Organization website. Fact sheet: Quality health services [Internet]. [cited 2023 
Feb 10]. Available from: https://www.who.int/news-room/fact-sheets/detail/quality-health-ser-
vices 

2. Mayberry RM, Nicewander DA, Qin H, Ballard DJ. Improving quality and reducing inequities: 
a challenge in achieving best care. Proc Bayl Univ Med Cent. 2006 Apr;19(2):103–18.  

3. Culbert J. Health Equity: Prioritization, Perception, and Progress. Inst Healthc Improv. 
2021;IHI 2021 Pulse Report.  

4. OECD Study on Measuring Equity of Access to Health Care - OECD [Internet]. [cited 2023 
May 19]. Available from: https://www.oecd.org/health/health-systems/oecdstudyonmeasur-
ingequityofaccesstohealthcare.htm 

5. World Health Organization website. Quality of healthcare infographic [Internet]. [cited 2023 
Feb 22]. Available from: https://www.who.int/images/default-source/infographics/quality-of-
care/equity.png?sfvrsn=da343895_1 

6. World Health Organization website. Health topic: Equity [Internet]. World Health Organiza-
tion website. [cited 2023 Apr 11]. Available from: https://www.who.int/health-topics/health-
equity 

7. Weber D. Égalité des chances dans la promotion de la santé et la prévention en Suisse. 
Promotion Santé Suisse (PSCH) Office fédéral de la santé publique (OFSP) Conférence 
suisse des directrices et directeurs cantonaux de la santé (CDS); 2020.  

8. Davidson C, Denning S, Cains C, Belfort MA, Gandhi M. 20 Examining the effect of quality 
initiatives on decreasing racial disparities in maternal morbidity. Am J Obstet Gynecol. 2021 
Feb 1;224(2):S14.  

9. Lay B, Lauber C, Nordt C, Rössler W. Patterns of inpatient care for immigrants in Switzer-
land: a case control study. Soc Psychiatry Psychiatr Epidemiol. 2006 Mar;41(3):199–207.  

10. Braun AL, Kässner A, Syrogiannouli L, Selby K, Bulliard JL, Martin Y, et al. Association be-
tween colorectal cancer testing and insurance type: Evidence from the Swiss Health Inter-
view Survey 2012. Prev Med Rep. 2020 Sep;19:101111.  

11. Choi ES, Wiseman T, Betihavas V. Biomedical, Socioeconomic and Demographic Predic-
tors of Heart Failure Readmissions: A Systematic Review. Heart Lung Circ. 2021 
Jun;30(6):817–36.  

12. Braveman P, Gottlieb L. The social determinants of health: it’s time to consider the causes of 
the causes. Public Health Rep Wash DC 1974. 2014;129 Suppl 2(Suppl 2):19–31.  

13. Hart JT. THE INVERSE CARE LAW. The Lancet. 1971 Feb 27;297(7696):405–12.  

14. Cookson R, Doran T, Asaria M, Gupta I, Mujica FP. The inverse care law re-examined: a 
global perspective. Lancet Lond Engl. 2021 Feb 27;397(10276):828–38.  

15. Sandoval JL, Theler JM, Cullati S, Bouchardy C, Manor O, Gaspoz JM, et al. Introduction of 
an organised programme and social inequalities in mammography screening: A 22-year 
population-based study in Geneva, Switzerland. Prev Med. 2017 Oct;103:49–55.  



 
 

27 

16. Burton-Jeangros C, Cullati S, Manor O, Courvoisier DS, Bouchardy C, Guessous I. Cervical 
cancer screening in Switzerland: cross-sectional trends (1992-2012) in social inequalities. 
Eur J Public Health. 2017 Feb 1;27(1):167–73.  

17. Jolidon V, De Prez V, Willems B, Bracke P, Cullati S, Burton-Jeangros C. Never and under 
cervical cancer screening in Switzerland and Belgium: trends and inequalities. BMC Public 
Health. 2020 Oct 7;20(1):1517.  

18. Mühlberger N, Sroczynski G, Esteban E, Mittendorf T, Miksad RA, Siebert U. Cost-effective-
ness of primarily human papillomavirus-based cervical cancer screening in settings with cur-
rently established Pap screening: a systematic review commissioned by the German Fed-
eral Ministry of Health. Int J Technol Assess Health Care. 2008;24(2):184–92.  

19. Myers ER, Moorman P, Gierisch JM, Havrilesky LJ, Grimm LJ, Ghate S, et al. Benefits and 
Harms of Breast Cancer Screening: A Systematic Review. JAMA. 2015 Oct 
20;314(15):1615–34.  

20. Marmot MG, Altman DG, Cameron DA, Dewar JA, Thompson SG, Wilcox M. The benefits 
and harms of breast cancer screening: an independent review. Br J Cancer. 2013 Jun 
11;108(11):2205–40.  

21. Riou J, Panczak R, Althaus CL, Junker C, Perisa D, Schneider K, et al. Socioeconomic posi-
tion and the COVID-19 care cascade from testing to mortality in Switzerland: a population-
based analysis. Lancet Public Health. 2021 Sep 1;6(9):e683–91.  

22. Morisod K, Durand MA, Selby K, Le Pogam MA, Grazioli VS, Sanchis Zozaya J, et al. Asy-
lum Seekers’ Responses to Government COVID-19 Recommendations: A Cross-sectional 
Survey in a Swiss Canton. J Immigr Minor Health. 2022 Dec 12;1–10.  

23. Morisod K, Grazioli VS, Schlüter V, Bochud M, Gonseth Nusslé S, D’Acremont V, et al. 
Prevalence of SARS-CoV-2 infection and associated risk factors among asylum seekers liv-
ing in asylum centres: A cross-sectional serologic study in Canton of Vaud, Switzerland. J 
Migr Health. 2023;7:100175.  

24. Solar O, Valentine N, Castedo A, Brandt GS, Sathyandran J, Ahmed Z, et al. Action on the 
social determinants for advancing health equity in the time of COVID-19: perspectives of ac-
tors engaged in a WHO Special Initiative. Int J Equity Health. 2023 Jan 24;21(3):193.  

25. Mongin D, Cullati S, Kelly-Irving M, Rosselet M, Regard S, Courvoisier DS, et al. Neighbour-
hood socio-economic vulnerability and access to COVID-19 healthcare during the first two 
waves of the pandemic in Geneva, Switzerland: A gender perspective. EClinicalMedicine. 
2022 Apr;46:101352.  

26. Yi H, Ng ST, Farwin A, Pei Ting Low A, Chang CM, Lim J. Health equity considerations in 
COVID-19: geospatial network analysis of the COVID-19 outbreak in the migrant population 
in Singapore. J Travel Med. 2021 23;28(2).  

27. Genovese E, Page KR, Cailhol J, Jackson Y. Learning from the COVID-19 pandemic re-
sponse to strengthen undocumented migrant-sensitive health systems: case studies from 
four countries. Lancet Reg Health - Eur. 2023 Feb 28;100601.  

28. BMJ. Neglect of low-income migrants in covid-19 response [Internet]. The BMJ. 2020 [cited 
2023 May 19]. Available from: https://blogs.bmj.com/bmj/2020/05/29/neglect-of-low-income-
migrants-in-covid-19-response/ 

29. Vincent C, Staines A. Enhancing the quality and safety of swiss healthcare. Federal Office of 
Public Health on quality and safety of healthcare in Switzerland; 2019 Jun.  



 
 

28 

30. Chiolero A, Cullati S, Tancredi S, Méan M, Rodondi N, Raileanu LE, et al. De la pratique 
fondée sur les preuves à l’amélioration de la qualité pour des soins de haute valeur centrés 
sur le patient. Rev Med Suisse. 2022 Jul 13;790:1402–5.  

31. Chiolero A, Buckeridge D, Cullati S. Renforcer la culture de la surveillance sanitaire et du 
monitoring de la santé des populations. Rev Med Suisse. 2021 Mar 17;730:534–7.  

32. Goddard M, Smith P. Equity of access to health care services:: Theory and evidence from 
the UK. Soc Sci Med. 2001 Nov 1;53(9):1149–62.  

33. Sivashanker K, Duong T, Resnick A, Eappen S. Health Care Equity: From Fragmentation to 
Transformation. Catal Non-Issue Content [Internet]. 2020 Sep [cited 2023 May 19];1(5). 
Available from: https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0414 

34. Donabedian A. The quality of care. How can it be assessed? JAMA. 1988 Sep 
23;260(12):1743–8.  

35. Lorini C, Porchia BR, Pieralli F, Bonaccorsi G. Process, structural, and outcome quality indi-
cators of nutritional care in nursing homes: a systematic review. BMC Health Serv Res. 
2018 Jan 26;18(1):43.  

36. Panczak R, Galobardes B, Voorpostel M, Spoerri A, Zwahlen M, Egger M. A Swiss neigh-
bourhood index of socioeconomic position: development and association with mortality. J 
Epidemiol Community Health. 2012 Dec;66(12):1129–36.  

37. Kounev S, Lange KD, Kistowski J von. Standardization. In: Kounev S, Lange KD, von 
Kistowski J, editors. Systems Benchmarking: For Scientists and Engineers [Internet]. Cham: 
Springer International Publishing; 2020 [cited 2021 Nov 25]. p. 203–27. Available from: 
https://doi.org/10.1007/978-3-030-41705-5_9 

38. Spycher J, Morisod K, Eggli Y, Moschetti K, Le Pogam MA, Peytremmann-Bridevaux I, et al. 
Indicators on Healthcare Equity in Switzerland. New Evidence and Challenges. Rapport sur 
mandat de l’Office fédéral de la santé publique OFSP. 2021.  

39. Ebert ST, Pittet V, Cornuz J, Senn N. Development of a monitoring instrument to assess the 
performance of the Swiss primary care system. BMC Health Serv Res. 2017 Nov 
29;17(1):789.  

40. Zumbrunn A, Bachmann N, Bayer-Oglesby L, Joerg R, SIHOS Team. Social disparities in 
unplanned 30-day readmission rates after hospital discharge in patients with chronic health 
conditions: A retrospective cohort study using patient level hospital administrative data linked 
to the population census in Switzerland. PloS One. 2022;17(9):e0273342.  

41. Buser S, Gessler N, Gmuender M, Feuz U, Jachmann A, Fayyaz J, et al. The use of inter-
cultural interpreter services at a pediatric emergency department in Switzerland. BMC 
Health Serv Res. 2022 Nov 17;22(1):1365.  

42. Hudelson P, Dominice Dao M, Perneger T, Durieux-Paillard S. A ‘migrant friendly hospital’ 
initiative in Geneva, Switzerland: evaluation of the effects on staff knowledge and practices. 
PloS One. 2014;9(9):e106758.  

43. SPHN - Swiss Personalized Health Network (SPHN) [Internet]. SPHN. [cited 2023 Apr 6]. 
Available from: https://sphn.ch/ 

 


	Impressum
	Acknowledgments
	Citations
	Contacts
	Original text and translations
	Layout
	Visuals

	Summary
	Context
	Definitions and indicator types
	Indicators attribute
	Research on equity in Switzerland

	Goals
	Methodology
	Creation of a national expert taskforce
	Selection of an indicator list
	Operationalization of indicators
	Pilot study of the indicators

	Results
	Indicators’ generation
	Final set of indicators and vulnerability
	Pilot study

	Discussion
	Summary of results
	Opinion of associations and key stakeholders in the health system.
	Limitations of the pilot study
	Political implications and future steps

	Appendices list:
	Bibliography

