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Summary of Swiss Medical Board feasibility assessment for project: 

 

Translation of COVID-19 outcomes for the public to facilitate informed advanced care planning 

 

Introduction 

After the world was hit by the first wave of the SARS-CoV-2 pandemic, the Swiss Medical Board 

(SMB) identified a need for translation of individual risk estimates of hospitalization and severity of 

illness associated with SARS-CoV-2 infection for the general population. Facilitating understanding of 

an individual’s risk of severe illness or death could support individuals and doctors in the process of 

Advanced Care Planning (ACP), ideally before an individual would become infected with SARS-CoV-2 

(the virus) and acutely ill with COVID-19 (the disease).  ACP is a process in which a person, in the 

context of his or her life, health and appropriately estimated risk, would choose to receive all 

possible care, including a prolonged stay in the intensive care unit (ICU), or would choose a less 

aggressive care pathway, including palliative care if needed, and thereby accepting a likely death1. To 

facilitate such informed ACP, reliable data of an individual’s risk of specific outcomes (e.g. 

hospitalization, need for ICU, likely rehabilitation requirements, long-term quality of life, death) for a 

specific illness are required. For translation to the individual, such data would ideally be derived in 

the local population and health system, be robust, rapidly available and up to date, and incorporate 

multiple variables applicable to an individual including age, gender, ethnicity, socio-economic status, 

comorbidities (pre-existing conditions, chronic illnesses) and local availability of desired medical care 

and support systems. 

 

Supporting informed ACP is timely given that under pandemic circumstances more people may be 

thinking about advanced directives. In addition, there may be an increased need for information 

about ACP given that people may be less able to discuss risk with their primary care doctor given 

distancing rules. The public (and physicians) require easily accessible, relevant information 

(supported ideally by local data) regarding risk of infection, how to protect oneself, how to manage 

illness in the family/at work, symptoms of the illness, how to obtain testing, who pays for testing, risk 

of severity of illness, possible outcomes, and alternatives if ICU care is not chosen/received (i.e. 

palliative/supportive care, delivered by whom?). Some of this information is obtainable from diverse 

websites from the BAG, Tages Anzeiger, Swiss Info, palliative.ch etc. The SMB envisaged a collection 

of available data in one place, with some individualizable risk interpretation.  It was anticipated that 
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people require multiple forms of information to meet various needs, and that information should be 

presented at various levels of health literacy2. A further benefit of an individualized risk assessment 

might be to support patient-doctor discussions pre- or in-hospital, as well as supporting potential 

triage processes should Switzerland reach a point of having to ration hospital and/or ICU admission. 

 

 

Questions posed by the Swiss Medical Board Council of Experts 

Two fundamental questions arose in discussions during the Committee Meeting on 03 July 2020 

regarding the need to support community members in decision making regarding COVID-19: 

1. Do (vulnerable) people have the right information to assist them with informed decision-

making regarding ICU admission/intubation/resuscitation? What do they need to know 

regarding short term prognosis, long-term prognosis, including quality of life to help them 

make an informed decision? 

2. Is there something different about COVID-19 that would impact this advanced decision-

making process compared with the usual process for any ICU 

admission/intubation/resuscitation? 

 

 

Summary of available evidence 

As an initial step, a literature search was conducted in July and August 2020 to identify what was 

known about individual risk. In the literature from many countries it was clear that SARS-CoV-2 is 

highly infectious and may be associated with severe illness which can rapidly overwhelm local 

capacity for all who may need ICU care. Prevention of infection therefore is key to avoid 

overwhelming the health services. Initial estimates suggested that 80% of infected people had mild 

disease, 20% required admission to hospital and 5% required ICU care3,4. An updated summary is 

presented in Figure 1. Mortality was variable across countries depending on how overwhelmed the 

health services were and the age of those infected. Reports from New York 5 described an overall 

mortality of 21.1% in hospitalized patients: 2.2% died in the emergency room; 14% died in hospital, 

and 43.6% died in ICU. A study comprising predominantly Swiss patients in ICU6 reported a crude 

mortality rate of 24%. Since the beginning of the pandemic, the global understanding of clinical 

presentations and complications have improved and the ability to care for patients with severe 

COVID-19 has improved. Mortality rates have declined. This may reflect earlier diagnosis and better 

care of the severely ill, in addition to more access to diagnosis and therefore a greater denominator 

of infected individuals. Large population-based studies and reports have consistently described 

similar groups to be at higher risk of severe disease and death, including older age, frailty status, 
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chronic diseases, socio-economic disadvantage and certain ethnicities7,8. These universal risk factors 

are listed on the website of the Bundesamt für Gesundheit (BAG) and are included in the report of 

the Swiss National COVID Science Task Force.  

 

Clinically, COVID-19 is a severe illness, but once it reaches the stage of requiring ICU care, may not be 

very different from a severe sepsis or other viral pneumonia. Data are however slowly emerging that 

the recovery process for some individuals may be prolonged.9 From a clinical/prognostic perspective, 

the information that would be required regarding a medical decision for ICU 

admission/Intubation/resuscitation and ACP decision-making for patients with and without COVID 

would therefore be very similar, i.e.  

• a patient who would not wish to be resuscitated or admitted to ICU under non-pandemic 

circumstances should reach the same conclusion for COVID-19  

• a patient who wishes to be resuscitated under non-pandemic circumstances (and it would 

seem feasible and appropriate to do so medically), should have their wishes respected from a 

clinical perspective under pandemic circumstances 

 

Under pandemic circumstances, however, patients wishing to be admitted to ICU should be aware 

that if triage pathways are activated once resources become limited, a fair process will determine 

whether or not their wishes for ICU care are honoured or not. 

 

Palliative care services are crucial and must be available at all times. Importantly, in SMB discussions 

with various stakeholders, a representative from the mfe (Médecins de la famille et de l’enfance, 

Suisse) raised the point that as discussions around triage and rationing of ICU beds arose in the 

media during the 1st wave of the pandemic, some elderly patients had expressed uncertainty about 

their own advanced directive wishes regarding potential treatment in ICU (if possible) or not, given 

their age and/or health status, in the context of the broader potential bed shortages. This dilemma 

illustrates the importance of accurate, up to date, data to meaningfully inform decision-making for 

doctors and patients. 

 

What was clear from the literature search was that publicly available data from Switzerland was 

limited and not adequate to facilitate individualized ACP. In addition, most of the global literature on 

the impact of comorbidities did not report on the impact of multiple simultaneous comorbidities, 

which would be clinically relevant especially in the aging population where comorbidities 

accumulate10. How risk would change in a person with 1, 2 or 3 simultaneous comorbidities has been 
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infrequently reported, and even the confidence intervals around risk-estimates for individual 

comorbidities were broad and highly variable, making extrapolation to an individual impossible 11.  

Similarly, data on outcomes post-COVID-19 were also very sparse globally. No data was available on 

long-term outcomes from Switzerland.  

 

In a second step, the SMB therefore decided to attempt to gather some primary data from 

Switzerland to determine whether it would be possible to better inform the Swiss public, especially 

those belonging to high-risk groups.  In August and September 2020 the SMB reached out to multiple 

stakeholders including: Schweizerische Gesellschaft für Physikalische Medizin und Rehabilitation 

(reha Schweiz);  Konferenz der kantonalen Gesundheitsdirektorinnen und -direktoren (GDK); 

Schweizerische Gesellschaft für Intensivmedizin (SGI);  Schweizerische Fachgesellschaft für Geriatrie 

(SFGG); Médecins de la famille et de l’enfance, Suisse (mfe); palliativ ch; Triemli Spital; RISC-19-ICU 

Studie; COVID-19 Hospital Based Surveillance Studie (CH-SUR).  Most stakeholders found the project 

relevant and were interested to contribute but collected no data themselves. Palliativ ch had already 

conducted a Summer School on ACP run by the Taskforce palliative ch and shared the presentations 

and protocols. These data are available on their website. The RISC-19-ICU6 study was willing to 

collaborate with SMB, however their data was limited to around 800 patients admitted to ICU during 

the 1st wave, and would not inform hospitalization risk or decision-making about ICU admission. Their 

data showed however that only a minority of patients admitted to ICU with COVID-19 had multiple 

comorbidities (personal communication, Dr M. Hilty), suggesting either a de facto triage was 

happening on the ground pre-ICU, or that the sicker patients had advanced care directives or made 

decisions declining ICU care. National hospitalization data also suggest that overall patients admitted 

to ICU in Switzerland during the first wave of COVID-19 were around 10 years younger than those 

admitted to hospital (Figure 2). There is no data to determine the processes which led to younger 

and healthier patients being admitted to ICU. The Internal Medicine department at Triemli hospital 

shared data on 21 patients admitted during the 1st wave who died with COVID-19 (personal 

communication, Dr M. Stüssi-Helbling). Their data illustrated what has been previously highlighted, 

that the minority of patients arrive to hospital with an advanced care directive, even among those 

with multiple pre-existing comorbidities.  In both the RISC-19-ICU study and at Triemli hospital, 

decisions on withdrawal or continuation of care were made jointly by clinicians and patient families 

at the bedside.  

 

The SMB made an application to the CH-SUR database to obtain data collected from many hospitals 

around Switzerland on outcomes in patients admitted with COVID-19. The goal was to present 

outcomes graphically, stratified by age, gender, frailty score and individual comorbidity. After 
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graphical analysis of the CH-SUR data in October 2020, the data was shared with the CH-SUR team. 

As the data is owned by the BAG, the SMB was not permitted to disseminate them, as 

understandably the BAG plans to publish the data themselves. The analyses however did confirm 

that the risk factors for severe COVID-19 in Switzerland do appear consistent with those reported 

elsewhere, and as expected mortality was highest among the elderly, males and those with higher 

frailty scores (statistics not performed). Importantly, data on ethnicity and socio-economic status is 

not collected in Switzerland despite strong indications from elsewhere that these factors contribute 

to risk of severe COVID-1912.  

 

In the interim, while the SMB was collecting possible data from Switzerland, an individualized risk 

calculator has been developed at Oxford University (QCOVID, https://qcovid.org)13. This calculator 

represents what the SMB had identified as needed. The algorithm was derived in a set of over 6 

million people in the UK and validated in a further 2 million. A detailed individualized estimation of 

risk e.g. 1:900 or 1: 4000 depending on individual patient data can be calculated (e.g. Figure 3), 

however this tool is not yet available for clinical use. The amount of data required and the hesitancy 

to permit clinical use illustrate the complexities inherent in such calculators, and the need to ensure 

accuracy and reproducibility of data which may impact individual life-and-death decisions. The SMB 

was never in a position to develop such a tool for Switzerland. At best using the CH-SUR data, 

stratified group risks could have been presented, which would have had unknown applicability to an 

individual, especially for an individual who may have seen themselves represented in several graphs 

(e.g. graphs depicting risk of death by frailty (x%), smoker (y%), and heart disease (z%) separately). 

How an individual in the community would interpret the 3 different risk proportions, and whether 

this would be helpful at all or would add to their confusion and fear is unknown.  

 

In addition, there has been progress since the 1st wave in clinical management and fewer patients are 

cared for in ICUs. The majority of patients admitted to hospital remain in general medical wards 

dedicated to COVID-19 care or are admitted to intermediate care units for supplemental oxygen. 

Such non-ICU escalations in care may not be covered in an advanced care directive, as most are non-

invasive, and some measures could even be utilized/indicated at the palliative stage. Given the threat 

of rationing however, the Swiss Society of Intensive Care has called for people to think about 

advanced directives in an attempt to reduce demand on ICU services (Nov 17 2020).  

 

A 2018 study in Switzerland (Swiss SHARE)14 found that 21.1% of community dwelling adults over age 

50 have an advanced directive (Figure 4). There is therefore a need to continue to develop awareness 

around ACP in Switzerland, not only related to the current pandemic. ACP may not only ensure that 

https://qcovid.org/
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an individual’s wishes are respected as far as clinically reasonable, but also reduces stress imposed 

on family members and clinicians to have to make decisions at the bedside without knowing a 

patient’s wishes, which ultimately may lead to unnecessary suffering and use of health care 

resources in patients who, if appropriately informed ahead of time, may not have chosen ICU care. 

 
 
Recommendation 
 
Despite the importance of the topic, on 20.11.2020, given the challenge posed by the lack of Swiss 

data, and that the collation and dissemination of information regarding disease risk is not the “core 

business” of the SMB, the Council of Experts elected not to proceed further with this project. 
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Figure 1



SWISS hospitalization and ICU data

https://www.statista.com/topics/6255/coronavirus-covid-19-in-switzerland/; https://covid-19-schweiz.bagapps.ch/de-1.html
https://www.srf.ch/news/schweiz/schweizer-intensivstationen-40-prozent-der-covid-19-intensivpatienten-waren-unter-60

Figure 2

https://www.statista.com/topics/6255/coronavirus-covid-19-in-switzerland/
https://covid-19-schweiz.bagapps.ch/de-1.html


Figure 3

https://qcovid.org



Swiss SHARE sample is designed to be nationally representative of 
community-dwelling individuals aged 50 years and older + partners

Vipert et al., Swiss Med Wkly. 2018;148:w14642 

Figure 4.


