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Background: Appropriateness is a conceptual way for health systems to balance Triple Aim priorities for
improving population health, containing per capita cost, and improving the patient experience of care.
Comparing system approaches to appropriate care delivery can help health systems establish priorities
and facilitate appropriate care practices.

Methods: We conceptualized system appropriateness by identifying policies that aim to achieve the
Triple Aim and their consequent trade-offs for financing, clinical practice, and the individual patient.
We used secondary data sources to compare the appropriate care approaches of Australia, England, and
Switzerland according to financial, clinical, and individual appropriateness policies.
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Resources Findings: Health system approaches to appropriate care delivery varied. England prioritizes public health,
Allocation equity and efficiency at the expense of individual choice, while Switzerland focuses on individual patient

Ethics preferences, but has higher per capita and out of pocket costs. Australia provides equity in public care
access and private health care options that allows for more patient choice, with health care costs falling
between the two.

Conclusions: Integrating the Triple Aim into health system design and policy can facilitate appropriate
care delivery at the system, clinical, and individual levels. Approaches will vary and require countries to
negotiate and justify priorities and trade-offs within the context of thehealth system.

© 2017 Elsevier B.V. All rights reserved.

1. Introduction

Health systems globally face challenges of under-provision and
over-provision of health care services that undermine population
health and health system sustainability [1-6]. Many health care
systems have attempted to address these challenges by focusing
their efforts on delivering appropriate health care. Appropriate-
ness has been conceptualized at the health system level as a health
care quality indicator by the OECD [7], a safety and quality health
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care goal in Australia [8], and as a legal criterion for health care
coverage in Switzerland [9]. Behind the concept of appropriateness
lies a multitude of ethical choices, culturally determined prioritiza-
tions, clinical uncertainties, and perspectives. Care may be clinically
appropriate, designed to deliver evidence-based care; financially
appropriate, defined according to cost-effectiveness and affordabil-
ity; and/or individually appropriate, tailored to meet the needs and
preferences of individual patients.


dx.doi.org/10.1016/j.healthpol.2017.04.009
http://www.sciencedirect.com/science/journal/01688510
http://www.elsevier.com/locate/healthpol
http://crossmark.crossref.org/dialog/?doi=10.1016/j.healthpol.2017.04.009&domain=pdf
mailto:joelle.robertson-preidler@uzh.ch
mailto:matthew.anstey@health.wa.gov.au
mailto:biller-andorno@ethik.uzh.ch
mailto:alexandra.norrish@swlondon.nhs.uk
dx.doi.org/10.1016/j.healthpol.2017.04.009

J. Robertson-Preidler et al. / Health Policy 121 (2017) 770-777 771

1.1. Defining appropriate care

Many attempts have been made to conceptualize and measure
appropriateness [10-15], however, it still remains a patchwork
concept with no universal definition [12]. A review by San-
martin et al. (2008) found that most current conceptualizations of
appropriateness focus on clinical effectiveness guidelines, namely
benefit-harm ratios for the average patient, (e.g., timeliness metrics
for administering aspirin to patients at the emergency department
with suspected myocardial infarction) [11,12,16]. However, qual-
itative studies in the Netherlands and England have found that
physicians believe that appropriate care delivery is an interpretive
process that must be tailored to each individual patient’s needs and
preferences, and therefore, cannot be limited to care prescribed by
clear-cut guidelines [17,18]. Furthermore, rising health care costs
since the 1980s have driven many providers and policy makers to
include health care utilization and cost-effectiveness as factors for
appropriateness [19,20].

The US Institute for Health Care Improvement’s Triple Aim
of health system performance incorporates clinical, individual,
and financial aspects of appropriateness by promoting population
health and enhanced patient experience, and aiming to curb per
capita costs of care [21]. Striking this balance requires health sys-
tems to navigate a complex matrix of competing interests in a way
that is culturally and socio-politically relevant. In this paper we
illustrate how the Australian, English and Swiss health systems
define and facilitate financially, clinically, and individually appro-
priate health care.

2. Materials and methods

2.1. Defining and conceptualizing appropriateness at the systems
level

Building on these integrative concepts of population health,
patient experience, and curbing health care costs, this paper pro-
vides a working definition of system appropriateness as health care
that integrates clinical, financial, and individual perspectives of
appropriate care to achieve the Triple Aim in a reasonable way
that is acceptable to the population. We argue that providing
appropriate care at the health system level will require identi-
fying policy goals and priorities and weighing relative trade-offs
that are inevitable in resource constrained systems. The perspec-
tives and respective policy goals are adapted from Sanmartin
etal.’s (2008) perspectives of appropriateness that include financial
appropriateness that focuses on allocating health care resources in
a just way, clinical appropriateness that focuses on delivering clini-
cally effective care, and individual appropriateness that focuses on
responding to individual needs and preferences [12] (Fig. 1).

2.2. Comparing health system approaches to appropriate care

We compared Australia, England, and Switzerland’s national
approaches to implementing appropriate care using secondary
sources, peer-reviewed articles, and gray literature, including
data and reports from national health systems and international
organizations. We distinguish England from the United Kingdom
(UK) since countries within the UK have different health care
approaches; however OECD statistics are only available at the UK
aggregate level. These health systems were selected because they
are industrialized nations that provide universal coverage, but dif-
fer in how they manage, finance, and allocate health care. We
summarized how the case countries balance policy priorities and
discussed the implications of these approaches for countries that

are currently defining and improving appropriate care strategies
within their own health systems.

3. Results
3.1. Assessing Triple Aim indicators

The Australian, English, and Swiss health systems provide uni-
versal coverage to their citizens and have overall high population
health outcomes (Table 1). However, each country faces its own
challenges for population health and equity, such as disparities
in rural and urban health care access and in indigenous and
non-indigenous health outcomes in Australia [24], health care
utilization variations between cantons in Switzerland, and lower
OECD reported perceptions of good health in the UK compared to
the other two countries (Table 1).

Switzerland has the highest overall costs of the three, spend-
ing 11 percent of its GDP on health care in 2012 compared with
Australia and the UK that spent slightly less than the OECD average
at 8.8 percent and 8.5 percent, respectively (Table 1). Switzerland
also has higher per capita out-of-pocket costs than Australia and
the UK; however, a low average annual growth rate of health care
costs indicates that it has been successful at curbing health care
spending (Table 1).

Patient experiences of care also vary by country (Table 1).
According to OECD surveys, patients reported issues with timely
access to specialty appointments in Australia (18% versus 7% in
the UK and 3% in Switzerland) and access barriers due to cost in
Australia and Switzerland (16% and 13%, respectively versus 4% in
the UK)[22]. Overall, approximately half of respondents in Australia
and Switzerland and 63 percent of respondents in the UK believed
their health system worked well.

3.2. Assessing appropriateness policies

These differences in access, costs, and patient experiences may
be explained by different geographic, cultural, and historical fac-
tors, but are also impacted by allocation policies that determine
access, guideline and quality monitoring practices that guide clin-
ical decision-making, and policies that foster patient involvement
in health care decisions.

3.2.1. Financial appropriateness policies

Australia, England, and Switzerland have social health care sys-
tems that cover similar health care services, including medically
necessary inpatient and outpatient care, and certain pharmaceuti-
cals[23]. However, while England and Australia provide tax-funded
health care for the population regardless of individual ability to
pay, Switzerland has a regulated, market-based statutory insur-
ance system that requires residents to purchase insurance from
competing non-profit insurers. Insurance premiums are regulated,
cannot be based on risk, and are subsidized for low-income indi-
viduals and families, but are otherwise not based on ability to pay.
Australia and Switzerland also have higher rates of optional private
health insurance use than England, which provides patients with
a wider range of treatment choice largely based on ability to pay
[23], although Australia regulates and provides some subsidies for
private insurance premiums [24,25].

Social insurance coverage for new health care innovations are
determined using cost-effectiveness evaluations by the Pharma-
ceutical Benefits Advisory Committee (PBAC) and the Medical
Services Advisory Committee in Australia, the National Institute for
Health and Care Excellence (NICE) in England, and the Federal Office
of Public Health (FOPH) in Switzerland (Table 2). The PBAC has
been a model for economic evaluation for Commonwealth funded
drugs since the early 1990s, providing recommendations based on
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