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Abstract We present a critical review of the literature that

discusses the link between the level of out-of-pocket pay-

ments in developed countries and the share of people in

these countries reporting that they postpone or forgo

healthcare for financial reasons. We discuss the pros and

cons of measuring access problems with this subjective

variable. Whereas the quantitative findings in terms of

numbers of people postponing care must be interpreted

with utmost caution, the picture for the vulnerable groups

in society is reasonably robust and unsurprising: people

with low incomes and high morbidity and incomplete (or

non-existent) insurance coverage are most likely to post-

pone or forgo healthcare for financial reasons. It is more

surprising that people with high incomes and generous

insurance coverage also report that they postpone care. We

focus on some policy-relevant issues that call for further

research: the subtle interactions between financial and non-

financial factors, the possibility of differentiation of out-of-

pocket payments between patients and between healthcare

services, and the normative debate around accessibility and

affordability.

Key Points for Decision Makers

Subjective measures of unmet need show that out-of-

pocket payments create financial barriers to

healthcare. Social protection of vulnerable groups

within the healthcare system must be complemented

by broader social policies aiming to improve the

economic situation of the poor.

Policy makers should take into account the subtle

interactions between financial and non-financial

factors and consider the possibility of differentiation

of out-of-pocket payments between patients and

between healthcare services.

Policy makers should also consider the social

determination of perceived healthcare needs and

distinguish between, on the one hand, limited

healthcare use that reflects social constraints and

problems of affordability and, on the other hand,

limited healthcare use that can be seen as a free

choice.

1 Introduction

Healthcare access is one of the main goals of governments.

It is a complex phenomenon, with multiple determinants of

who ultimately uses health services and how satisfied these

users are. One possible measure of access is to directly

question citizens about their postponement of healthcare:

given characteristics of the patients and of the health

delivery system (organization of healthcare coverage, cost

sharing, waiting times, regional distribution and
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Université catholique de Louvain, Louvain-la-Neuve,

Belgium

2 Department of Economics, KU Leuven, Louvain, Belgium

Appl Health Econ Health Policy (2017) 15:545–555

DOI 10.1007/s40258-017-0331-0

http://orcid.org/0000-0003-0981-3449
http://crossmark.crossref.org/dialog/?doi=10.1007/s40258-017-0331-0&amp;domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s40258-017-0331-0&amp;domain=pdf


transportation time, quality of care), was there a time when

the consumer thought she/he needed a medical intervention

but did not receive it or had to postpone it? We summarize

this variable as ‘subjective unmet need’ (SUN). It is linked

to consumer satisfaction and can therefore be viewed as an

outcome indicator.

Many surveys have introduced subjective indicators of

postponing or forgoing needed healthcare and have related

it to different causes [2, 13–15, 39]. One of the main fac-

tors contributing to this postponement is the amount

patients pay out of pocket (OOP) at their point of access to

the system: doctors’ fees, cost of medicines or glasses,

hospital bills [13]. We present a critical review of the lit-

erature on the impact of OOP payments on subjective

unmet healthcare needs.

We use OOP payments as a general term covering dif-

ferent phenomena that all relate to what patients must pay

at the point of service [1]. In tax-financed systems, the

common term is user charges. In insurance systems, the

same concept is denoted by co-payments or co-insurance.

Deductibles can also be seen as OOP payments, since they

imply that patients must pay the full price of the service as

long as their expenditures do not reach the threshold

amount. Moreover, on top of the official prices, i.e. user

charges or co-payments, providers can charge an additional

amount to patients, called supplements, balance billing or

extra billing. In some countries, informal payments are also

an important part of OOP payments [58–62]. Finally, both

in tax-financed and in insurance systems, some health-re-

lated services are not covered, dental care being a prime

example in many countries. Again, patients needing these

forms of care must pay for them out of their own pocket.

All these different forms of OOP payments have their own

specific explanations, their own place in the institutional

framework of the healthcare system and their own specific

effects. However, from the patient’s viewpoint, what really

matters is the combination of all of them: this determines

the (financial) price she/he must pay. We therefore focus

on overall OOP payments.

OOP payments are often justified by the assumption that

they mitigate the problem of moral hazard [63, 64]. This

potential advantage must be traded off against the resulting

undesirable social effects, interpreted alternatively as a

decrease in the insurance protection or as an increase in the

inequity of the system. Again, the latter has different

aspects. If the price per treatment is not differentiated

according to income, OOP payments are a regressive

source of healthcare financing even if healthcare needs are

equally distributed over all income groups, and a fortiori

under the more realistic assumption that poorer individuals

have larger healthcare needs [1, 65–67]. Potentially even

more worrisome is that individuals would forego needed

care because they cannot afford to pay its price. This is a

direct threat to the ideal of ‘equality of access’. We focus

on this latter aspect. A more complete survey of the effects

of user charges can be found in Schokkaert and Van de

Voorde [1].

In the next section, we discuss the pros and cons of

measuring access problems with the subjective variable

SUN. The third section presents the main findings linking

SUN to OOP payments. Non-financial factors are also

important to explain SUN, and we argue in the fourth

section that subtle interactions may exist between financial

and non-financial factors. The final section concludes and

discusses some policy implications.

It should be clear that it is not the aim of this short paper

to offer a systematic review of the huge literature on the

equity effects of OOP payments. We deliberately restrict

ourselves to the effects on SUN, and we try to show what

can be learnt (or not be learnt) from the use of this sub-

jective variable. Moreover—largely due to the available

results on SUN—we only cover the situation in rich

Western countries. We focus on some main insights and on

remaining open questions and avenues for further research

that we consider to be both scientifically and politically

relevant.

2 Subjective Unmet Need as an Indicator of Access
Problems

There are clear arguments in favour of using SUN as an

indicator of access problems. First, it is not easy to measure

the degree of equality of access on the basis of utilization

data. Indeed, forgone healthcare is, by definition, unob-

served. The economic literature [57] measures socioeco-

nomic inequality in healthcare use, with concentration

indices taking into account a correction for ‘needs’, but

these needs are usually only measured in an approximate

way on the basis of easily observed variables such as age

and sex. This may be sufficient to measure inequity at an

aggregate level, but it is not sufficient to analyse specific

access problems that are related to specific OOP payments.

Moreover, nor are differences in quality of treatment

observed, as they will not be reflected in utilization mea-

sures [2]. Individuals may get an expensive treatment but

still (have the feeling that they) are inadequately treated.

Patient needs and differences in treatment quality can in

some cases be better measured with subjective variables.

Second, subjective indicators are directly related to the

satisfaction of the population with the quantity, effective-

ness or quality of care received [2]. This subjective satis-

faction is a useful indicator of the quality of the

relationship of the population with the healthcare system.

This can be seen as a value in itself—there is a welfare loss

if the presence of OOP payments lowers satisfaction of the
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population and inequity if this effect on satisfaction differs

for different socioeconomic groups.

Third, the results for SUN can offer us a richer picture of

the different facets of access problems. People may have

financial problems because they have large non-healthcare

costs related to their health problems. On the other hand,

they may also forgo or postpone needed care because they

place relatively little value on health (care) and prefer to

spend their income otherwise. In the latter case, one can

wonder whether there is any inequity attached to the dif-

ferences in utilization of different social groups. These

factors lead us beyond a consideration of OOP payments in

the narrow sense, but there may be important interactions

between OOP payments and these other factors.

Fourth, there is a simple pragmatic argument. It is rather

easy to collect data on SUN, including for specific small

groups of the population and for specific types of health-

care. This may explain why there is such an abundance of

data on SUN, at least in high-income countries.

In spite of the clear advantages attached to the use of

subjective measures, they also have their drawbacks. First,

the results may heavily depend on the design of the ques-

tionnaire and the formulation of the question. Legal and

Vicard [3] show this convincingly for the postponement of

healthcare in a split sample study. Their results are sum-

marized in Table 1. Differences in the formulation of the

question may lead to differences of up to 15% in the shares

of respondents reporting having postponed healthcare.

Adding a filter question (to which respondents must reply

positively before they are asked about their reason for

postponement of healthcare) or making the question less

direct (for instance, by not explicitly mentioning the type

of care that is ‘postponed’) reduces considerably the

number of respondents who state they have postponed

healthcare, other things equal. Given that different formu-

lations of this indicator are used in different surveys even

for the same country, and some surveys change the for-

mulation of the question across time, great care must be

taken when interpreting the results on the numbers of

respondents postponing care. As an example, self-reported

unmet need is included in the EU Survey of Income and

Living Conditions (EU-SILC), which is aimed at residents

in private households aged C16 years. The EU-SILC

applies a filter: after inquiring whether the respondent

postponed healthcare (only medical or dental), she/he is

asked in a second stage to indicate the reason(s) for post-

ponement. Perfectly in line with the findings of Legal and

Vicard [3], the share of respondents in EU-SILC who

report having postponed care is rather low. For Belgium in

2008, the EU-SILC reported that 0.75% of the population

postponed healthcare for financial reasons. The Belgian

Health Interview Survey, which does not apply a filter,

reported for the same year that 12.3% of the population

postponed care. Other examples can be given, and it seems

fair to conclude that level comparisons over time and

between countries are often, if not always, unreliable.

In fact, the specific perception of the questions may also

influence respondents’ answers. Some (French) authors

point to the polysemy of ‘postponing’, which may lead to

interpretational problems if different respondents have a

distinct understanding of the concept. In a qualitative study

[4], the French word ‘renoncer’ (semantically close to the

English word ‘renounce’) was linked by some respondents

to a moral–religious context (renoncer à Satan) or seen as

necessarily involving choice. In the latter case, individuals

argued that when you are not financially capable of getting

care, there is no choice and hence no ‘renouncing of care’.

Similar interpretational issues are likely to arise in other

languages.

However, these problems should not be used to sketch a

picture of total disaster. Despite the huge differences in

Table 1 following from different formulations of the

question, Legal and Vicard [3] detected a robust pattern of

inter-individual differences in their data: neither the

sociodemographic determinants of postponing healthcare

nor the ranking of which kind of care was most frequently

postponed depend on the formulation of the question. This

implies that one can identify vulnerable groups that are

more susceptible to postponing healthcare and identify the

types of care for which the problems are most acute.

Comparisons of levels should be treated with utmost cau-

tion, but differences within a country and within a specific

survey are reasonably robust.

This cautious attitude does not solve all problems.

Indeed, the importance of psychological and cultural fac-

tors goes beyond the influence of the specific formulation

of the questions. Reports of SUN will also capture expec-

tations and attitudes towards health and healthcare [4, 51].

These may differ between individuals in different countries

as well as between different cultural groups within a

country. Expectations with respect to the healthcare system

differ, and the same is true for the subjective perception of

healthcare needs. ‘Real’ unmet need may be under-reported

Table 1 Share of respondents who reported having postponed

healthcare for financial reasons for different formulations of the

question [3]

Financial

considerations

mentioned at the

start (%)

Reason for

postponement asked

in the second step

(%)

Type of care specified at

the start

36 28

Type of care specified in

the second step

31 21
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in the surveys when respondents are unaware of their

health problems, and this informational issue may alter for

different social and cultural groups. In some cases, the

‘need’ itself is co-determined by cultural factors, screening

and dental care being obvious examples (to which we will

return). Such cultural differences may lead to biased esti-

mates of inequity or inequality of access and to biased

estimates of the effects of OOP payments. As such, all this

is not a criticism on the use of SUN. It can equally well be

seen as an opportunity for a richer analysis taking up these

cultural and psychological phenomena. Yet, it is beyond

doubt that caution is needed.

However, with due caution, we believe it is still useful

to analyse the effects of OOP payments on healthcare

utilization on the basis of a subjective SUN measure. Of

course, it is obvious that such an analysis is not a substitute

for but rather a complement to a more traditional analysis

making use of utilization data.

3 Subjective Unmet Need and Out-of-Pocket
Payments

As mentioned, studies on SUN have produced a wide range

of numbers for the share of people postponing or forgoing

healthcare in different countries and even within a country.

Yet, the overall picture coming out of the reviewed liter-

ature is clear. OOP payments play a basic role in

explaining the degree of SUN in a country, and they also

contribute to explaining inter-country differences. To some

extent, this is a rather trivial finding. Unmet need for

financial reasons can only occur if (1) there is a perceived

need and (2) people forgo care because the OOP payment

associated with taking up care are seen as representing a

too large share in the household budget; this will depend

both on the amount of OOP payment and on the size of that

budget. The interaction between needs, OOP payments and

financial position of the household determines whether

there will be SUN, with the important proviso that each of

these are influenced by the subjective perception of the

respondents.

Striking results are found for the USA, in which indi-

viduals who lack insurance coverage tend to postpone

healthcare (medical as well as dental care) because of cost

more often than insured individuals [5–11]. The literature

also shows that charity care is not an adequate substitute

for insurance coverage [6, 7]. Since charity care involves a

strong decrease in OOP payments, this suggests that non-

financial factors play an important role in SUN. We return

to that finding in the following section.

If health insurance is not compulsory, caution is needed

in interpreting these results, since there may be a selection

issue if taking up health insurance is to some extent a

choice. In this respect, Reschovsky et al. [12] made the

interesting observation that the type of private insurance

affects the use of health services and the (reasons for)

unmet needs in a managed care environment. Unmet need

(or delayed care) due to cost was significantly lower among

people enrolled in health maintenance organizations

(HMOs) than among those enrolled in preferred provider

organizations (PPOs) and indemnity insurance. On the

other hand, HMO enrolees were more likely to perceive

problems in provider access. If choosing one’s type of

insurance is within one’s own responsibility, this raises

questions about how to define ‘equality of access’. We

discuss this issue in the following section. In a more recent

cross-sectional study, Hong et al. [8] tried to assess the

possibly diverse impact of the Affordable Care Act on

differently insured individuals. They found that publicly

insured people had poorer physical and mental health

conditions than uninsured individuals (eligible for Medi-

caid or for purchasing health plans through the health

insurance exchanges) but that the latter were more likely to

report unmet healthcare needs. Reported needs may be

subjective, and it is possible that uninsured individuals

report fewer health problems because they have more

undiagnosed health conditions because of restricted access,

but the results nevertheless raise questions on the inter-

pretation of ‘needs’ when talking about unmet needs.

The absence of health insurance is an extreme case of

large OOP payments. In the less extreme case of countries

with (almost) universal coverage (or of the insured indi-

viduals in the USA), OOP payments will have an influence

on unmet need for individuals with high morbidity (and a

high level of utilization of healthcare) if the insurance

system reimburses only a fraction of a treatment or medi-

cine. Taking due account of the caveats needed for inter-

national comparisons of the level of SUN, it is still

interesting to note that the most important explanation for

systematic differences in SUN between countries seems to

be the share of OOP payments in total healthcare expen-

diture (with EU-SILC data [13, 14] and with SHARE data

[15]). In fact, SUN due to financial reasons has also

occurred in very rich countries (Sweden [16], Canada [17]

and privately insured populations in the USA [18]) as soon

as OOP payments started to increase.

Of course, to explain the occurrence of SUN, the level of

OOP payments must be related to the overall budgetary

situation of the household. It is mainly the poor who report

postponing care in the case of large OOP payments. This

implies that important interactions take place between

different policy domains. In her analysis of the EU-SILC

data for 2012, Israel [14] found not only that the share of

OOP payments contributes to the explanation of differ-

ences in SUN between different countries but also that a

generous system of social allowances has a negative effect

548 E. Schokkaert et al.



on the share of SUN. External shocks to an economy,

leading to a deterioration of the general economic situation,

may worsen the problem of SUN, even if the rules with

respect to OOP payments do not change. A recent example

can be found in the effects of the financial crisis in Greece

[19, 20]. This leads to the obvious but important policy

conclusion that a policy meant to reduce access problems

in healthcare should not be restricted to interventions in the

insurance system itself but should incorporate broader

social policy measures. This is even more important if one

does not want to give up OOP payments as an instrument to

fight moral hazard.

A specific issue arises if high non-healthcare costs that

are caused by the health problems come on top of already

high healthcare costs. The former will not appear as OOP

payments in a model of healthcare utilization, but for the

patients themselves they are definitely seen as health-re-

lated expenditures. The problem is especially acute for the

chronically ill and for the disabled. As an example, Adams

et al. [21] showed that costs related to house maintenance

or preparing food constituted an important financial burden

for the disabled in Flanders (the northern part of Belgium)

and that the amount of these costs had an important

influence on SUN for financial reasons.

The disabled are but one example of a vulnerable sub-

group. A very large number of studies (mainly for the

USA) have looked at the issue of SUN for other subgroups

of the population. Many of these studies do not have a

direct measure of OOP payments but use indirect measures

of the different explanatory factors, such as having insur-

ance or not (private, public or uninsured), utilization of

health services (in most countries linked to higher OOP

payments) or just a measure of income. The resulting

pattern of what constitutes the most vulnerable groups

remains remarkably robust. SUN is a more serious issue for

the children of the poor (the reader is referred to a sys-

tematic review of the literature on children until 2006 [22]

and some later studies [23–29]), for the homeless [30–33],

for chronically ill patients [19, 20, 34–36], for the disabled

[21, 37, 38], for the sick and poor elderly [39–42] and for

immigrants [43]. Extending insurance coverage for these

groups or strengthening social protection measures (low-

ering OOP payments or increasing their income) should be

an obvious target for any policy aiming at improving equity

of access.

The picture that has been sketched until now is pretty

clear. A high level of OOP payments (in whatever form)

can cause the problem of SUN, mainly among vulnerable

groups with high morbidity and low incomes. This is an

important finding, calling for an adequate social policy

reaction that is often missing, but it is not very surprising

from a scientific viewpoint. Yet, we certainly did not need

data on SUN to derive this conclusion. However, some

other findings in the literature on SUN do raise interesting

research questions and policy challenges.

A first interesting finding can be derived from the paper

by Cylus and Papanicolas [44]. These authors analysed

data from the European Social Survey (ESS) for 2008. The

question in the ESS differed from that in the other studies,

since it captures the uncertainty of accessing healthcare in

the next 12 months (not at all likely through to very likely

of being able to access care). Yet, the findings described

above are also replicated for this indicator: in a comparison

between countries, the share of OOP payments in health-

care expenditures is a predictor of access problems, and a

significant income effect usually exists within the coun-

tries. However, for our purposes, it is more interesting to

look more closely at the countries that deviate from the

general picture. Countries such as Ukraine, Latvia and

Russia have high levels of perceived inability to access

care but relatively small differences between individuals

with low and high incomes. This may point to access

problems unrelated to costs but, at the same time, OOP

payments are also high and generally considered a barrier

to access. The explanation is that OOP payments provide a

way to bypass the difficulties of accessing the legal

healthcare system through voluntary and informal pay-

ments. In Latvia, for instance, patients prefer to forgo a

referral and thus pay higher OOP payments to avoid long

waiting times. Therefore, large differences exist between

the quality of care (including waiting times) for the poor

and for the rich. As mentioned, this is the kind of phe-

nomenon that can be better analysed with subjective

measures than with official data on utilization of

healthcare.

A second element worth noting is that, even in countries

with (near) universal insurance and relatively low OOP

payments, there remains a substantial fraction of the pop-

ulation that reports postponing or forgoing healthcare

[13–18, 44]. The same is true in countries with relatively

high OOP payments but an elaborate system of social

protection for the poor, an example being Belgium, in

which the total amount of co-payments is subject to an

income-related cap [68]. A large share of the individuals

with SUN are the very poor, and for them the explanation

is not too difficult: even ‘relatively low’ OOP payments (or

the income-related cap) can still be too high for them, or

they may face liquidity problems if they first have to pay

the full price of healthcare and are only reimbursed after-

wards. Yet, SUN for financial reasons can also be found

among middle- and high-income groups and there it is

more difficult to explain. Two explanations can be

proposed.

First, SUN can be caused by items that are not (fully)

covered by the insurance system. These differ between

countries, but the usual suspects are dental care, glasses,
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alternative medicine (homeopathy) and some forms of

physiotherapy and mental healthcare. Moreover, items that

are covered may incur an additional cost payable on top of

the official fee, be it an informal payment or an official

supplement. These forms of SUN will be difficult to dis-

cover with utilization data but are reflected in subjective

measures. For governments confronted with a tight budget

constraint in healthcare, this raises the question of the

trade-off between the extent of coverage on the one hand,

and the level of OOP payments on the other hand.

Increasing OOP payments would increase the scope for

extending the coverage; restricting the coverage makes it

possible to lower the OOP payments for the services that

are included.

More generally, this raises the issue of how to differ-

entiate the OOP payments for different services. Smith [45]

analysed this question for a decision maker that aims at

maximizing health. He found that OOP payments should be

lower for interventions with higher price elasticities of

demand, mainly among the poor, and that are important in

the consumption pattern of the poor. The first of these

results is opposite to the traditional result in optimal health

insurance that subsidizing healthcare services with a large

price elasticity will have severe moral hazard effects.

However, its rationale in terms of the objective of equity of

access is easily understood: if the price elasticity of a

service is large for the poor, this would imply that

increasing OOP payments would deter the poor from taking

up that service, and hence would lead to SUN.

Second, even fully covered healthcare items are, to some

extent, postponed or forgone by insured individuals. This

points to the importance of non-financial factors, such as

information or trust in the system. At first sight, these non-

financial factors may seem largely unrelated to the level of

OOP payments. However, as we discuss in the next section,

there are important interactions between financial and non-

financial considerations.

4 Needs, Preferences, Trust and Information

4.1 The Interaction Between Financial and Non-

Financial Factors

It is well-known that non-financial factors are important for

explaining postponement or forgoing of healthcare. Leav-

ing aside pure supply-side factors (such as the availability

of services), many elements exist at the demand side: trust

in healthcare providers, having a long-term relationship

with a general practitioner, health beliefs and perceived

needs are all codetermined by personal characteristics of

the patients and by cultural factors. Personality factors such

as self-esteem may also influence SUN [46]. Moreover, the

relative social position of patients will have an influence on

their personal interaction with the care providers, and this

in turn may influence the type and quality of healthcare

received [69]. It is obvious that any policy aiming at

improving equity in access to healthcare will have to go

beyond an OOP payment policy in the narrow sense.

Yet, it would be wrong to simply juxtapose financial and

non-financial factors and neglect their interaction. There is

a strong correlation between non-financial barriers to

access and socioeconomic factors. For both, the overall

economic situation of the patients is crucially important.

Åhs and Westerling [47] showed that the problem of SUN

in Sweden is particularly bad for the unemployed (worse

than for those on long-term sick leave) and relate this to the

psychological problems associated with unemployment.

Other studies have emphasized the importance of the

neighbourhood in which people are living, focusing on the

level of social capital [48, 49], or point to the specific

situation of the homeless [31, 33]. In all these cases, it is

clear that just lowering OOP payments will be insufficient

to solve the problem of SUN. Yet, there can be no doubt

that increasing OOP payments would make the SUN issue

more acute. This asymmetry can easily be understood when

we reason in a broader economic model in which the

‘perceived price’ of healthcare not only consists of the

monetary cost (the OOP payment) but also includes time

and psychological costs. When the latter are high, SUN

will occur, even if OOP payments are low, but this does not

mean that OOP payments can be neglected. In fact, there is

an almost perfect overlap between the financially vulner-

able groups described in the previous section and the

groups facing considerable non-financial barriers to

healthcare. A policy aiming to improve access will nec-

essarily have to be a coherent whole of financial and non-

financial measures. Importantly, OOP payments will not

only have direct financial effects, there may also be an

indirect link going through the non-financial factors: rais-

ing OOP payments may negatively affect the trust in the

system.

Mollborn et al. [50] illustrated how closely financial and

non-financial factors may be intertwined in a large US

sample of adults who usually see the same physician for

their healthcare. They focussed on the effect of fiduciary

trust in a physician and distinguished explicitly between

different elements of SUN that we have mentioned: in their

interpretation, people who do not postpone care can have

their needs unmet if the care is of poor quality, whereas

those who initially postpone care can eventually receive

care that meets their needs. ‘Unmet needs’ and ‘delaying

care’ capture two different realities. Mollborn et al. [50]

indeed found a negative and statistically significant asso-

ciation between trust and ‘unmet needs’ for all advantaged

and disadvantaged subpopulations (except the uninsured).
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However, while a negative relationship was found between

trust and ‘delayed care’ for the advantaged subgroups, this

relationship was not found among Blacks, Hispanics, the

uninsured or the poor. All of these disadvantaged groups

have a higher probability of delaying care, but this higher

probability is not associated with a lower level of trust. It is

as if ‘for disadvantaged patients, worrying about how much

they trust their physicians when making healthcare deci-

sions may be a luxury that they, unlike more advantaged

groups, cannot afford’ [50]. We only present this study as

one example, and its findings should not be oversold or

uncritically extended to other settings. The limitation to

respondents with a regular physician certainly introduces

some selection bias. Our only point here is to emphasize

that complicated interaction effects may exist between

OOP payments and financial barriers to care at one side and

non-financial demand side barriers at the other side. Again,

subjective data are very useful, perhaps even necessary, to

analyse these interactions.

The most important non-financial factor is probably the

subjective perception and social determination of needs.

Desprès [4] found in her qualitative interviews some clear

results that are largely confirmed in the quantitative survey

studies: less advantaged (lower educated) groups attach a

lower weight to dental care but also to some preventive

screening measures (such as mammography). They will

therefore under-report SUN for these services. Another

example is the study by Wiltshire et al. [51] comparing

SUN for African American and White women in the USA.

Overall, controlling for all other factors, ethnicity was not

an important determinant of SUN. Yet, while the level of

education did not affect the degree of SUN for White

women, it had a strong effect for African American

women: for them, higher educational attainment is asso-

ciated with a higher probability of reporting unmet need.

There are no good reasons to believe that this perception

reflects differences in objective health problems. Use of the

SUN indicator yields an insight that could not easily be

obtained with utilization data: under-consumption of

healthcare, as measured by these traditional economic

approaches, may reflect biased needs perceptions by dis-

advantaged people.

Non-financial factors are an essential part of the picture

if we want to understand the effects of OOP payments on

(in)equity of access to healthcare. To some extent, they

form barriers on top of the financial barriers formed by

OOP payments. We have sketched some obvious interac-

tions, but other less obvious links have remained under-

explored in the actual research on the topic. First, consumer

prices may act as an informational signal that goes beyond

its narrow financial aspects. If the government decides to

reimburse a given service (think about screening), this may

be seen as an indication that the service is worthwhile.

Second, beliefs and perceptions of needs may also be

influenced by OOP payments. If a high level of OOP

payment makes it impossible or difficult for some indi-

viduals to access care, their subjective experiences with the

system will differ from those of individuals who do not

face that barrier. Well-known mechanisms of cognitive

dissonance or the fear of being stigmatized may contribute

to the biased perception of needs. ‘If I do not go to the

doctor (with my children), this is not because I cannot

afford it or prefer to spend my money on other things, it is

because there is no real problem.’ More explicit research

on such subtle mechanisms would contribute to a more

complete picture of the effects of OOP payments.

4.2 Equal Access and Affordability

There is an essential difference between equality of access

and equality of (needs-corrected) utilization. Individuals

may indeed postpone or forgo care if it is accessible for

them. In so far as this reflects their well-informed free

choice, one can wonder if there is inequity. The subtle

ethical questions on the definition of ‘inequity’ (rather than

inequality) in access are well illustrated by looking more

carefully at four different groups of individuals. Again,

SUN data offer additional information that can be used on

top of more traditional utilization data.

A first group of individuals spends a large share of its

budget on healthcare, even to such an extent that it must

consume less of other necessary commodities. This group

would not be picked up by the question about postponing

healthcare for financial reasons (nor for that matter by

utilization data), while many will agree that it would be fair

to redistribute financial means to them to ensure equal

access.

A second group would like to consume more healthcare

but cannot at all afford to consume less of other products.

These are the individuals who are likely to report financial

access barriers as presumed in this paper. The co-existence

of these two groups raises a major research question. ‘Fi-

nancial’ indicators, focusing on catastrophic payments for

healthcare [70–73], will capture the first group but not the

second. SUN (and utilization) indicators capture the second

group, but not the first. To get a coherent picture of the

equity problems related to OOP payments, one would need

to consider both groups, which seems to require the con-

struction of a notion of well-being integrating health (care)

and income (an example of such an approach can be found

in Schokkaert et al. [52]).

A third group does consume healthcare but reports SUN

because they are not satisfied by its quality or character. As

mentioned, it may be seen as an advantage of SUN mea-

sures, in contrast to utilization data, that they can discern

this kind of situation. However, it is also possible that
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individuals are dissatisfied, whereas the care they receive is

adequate from a purely medical perspective. This raises the

ethical issue of the weight to be attached to subjective

satisfaction for the evaluation of equity. The answer to this

is less straightforward than it may seem. Take an individual

who has full access to the traditional healthcare system but

prefers alternative medicine, which is not covered by

insurance, and therefore reports SUN. Is this an example of

inequity?

This brings us to the fourth group: individuals who

could ‘afford’ to buy healthcare but systematically choose

to consume other goods. If adherents to alternative medi-

cine refuse traditional healthcare, they could also belong in

this category. While these individuals may answer ‘yes’ on

a question concerning postponement of healthcare, dis-

tributing resources to them seems less obvious from an

equity perspective. This raises two issues. First, where to

draw the boundary between what is ‘affordable’ and what

is not? In principle, affordability should refer to the income

situation of the individuals, but it is clear that the personal

decisions on whether healthcare is affordable also reflect

subjective preferences [53, 54]. If one takes the position

that individuals are to be held responsible for their pref-

erences but not for their economic situation, how then to

empirically distinguish between the two? Second, should

individuals really be held responsible for their preferences?

It seems natural to accept that they should, if these pref-

erences are authentic and well-informed, but when is this

the case? Remember the results described earlier suggest-

ing the strong social determination of subjective healthcare

needs or the ethnic differences in trust in the healthcare

system.

All these questions are crucial in every analysis of the

equity of the financial barriers to access raised by OOP

payments. If we see OOP payments as a consumer price,

actual utilization will reflect both the income situation of

the respondents and their preferences. As soon as we

introduce some notion of personal responsibility and free-

dom in our ethical framework, the question of how to treat

preference differences cannot be neglected [55].

This question gets a special twist when the policy maker

wants to use differentiated OOP payments as an instrument

to steer behaviour, as in the value-based design approach

[56]. Behavioural reactions play an essential role here, and

it is a priori uncertain that all groups in society have the

same price elasticity. This will not always be the case

[74, 75]; in some situations vulnerable groups may be more

poorly informed or keep more to the status quo. It is then

possible that value-based design improves the situation of

the well-informed rich but worsens the situation of the less-

informed poor. Should the latter be held responsible for

their imperfect behavioural reactions?

5 Conclusions and Policy Implications

The literature shows unambiguously that there is a link

between the level of OOP payments in a country and the

share of people reporting that they postpone or forgo

healthcare for financial reasons. This subjective indicator

of inequity of access is sensitive to the precise formulation

of the question, and the quantitative findings in terms of

numbers of people postponing care must be interpreted

cautiously. Yet, the picture regarding what are the vul-

nerable groups in society is reasonably robust: people with

low incomes and high morbidity and incomplete (or non-

existent) insurance coverage are most likely to postpone or

forgo healthcare for financial reasons.

This result is not surprising, but the literature on OOP

payments and SUN suggests some more interesting and

policy relevant issues that call for further research. First, is

the issue of differentiation of OOP payments between

patients. Differentiation between individuals seems to

necessitate that one has a clear idea about when healthcare

is ‘affordable’ to different groups of individuals. The same

applies to policies that put an income-related cap on OOP

payments. Moreover, it would be misleading to think that

problems of SUN due to financial barriers created by OOP

payments can only be solved within the healthcare system

itself. Social protection of vulnerable groups within the

healthcare system must be complemented by broader social

policies aimed at improving the economic situation of the

poor.

Second, one can also consider differentiation of OOP

payments between services. This raises the issue of the

trade-off between the level of OOP payments on one hand

and the extent of insurance coverage on the other. More-

over, when one aims at differentiating OOP payments to

steer behaviour, one should investigate carefully whether

different behavioural reactions by different social groups

could raise a problem of inequity.

Third, equity of access is also influenced by many non-

financial factors related to trust, confidence, social capital

and information. There is a tendency to treat financial and

non-financial factors as more or less independent. This is

wrong; there are many interactions between the two. A

coherent policy to improve equity of access to healthcare

requires an integrated package of measures directed both at

the level of OOP payments and at non-financial factors.

Fourth, all these points confront us with the broader

question of how to define equity of access, taking into

account personal responsibility. Surely it is difficult to say

there is inequity of access if higher-income groups choose

not to consume care, either because they prefer to spend

their money on other commodities or because they reject

traditional care and go for uncovered alternative medicine.
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Yet, the evidence about the social determination of

healthcare needs and about the poor level of information of

the socially vulnerable groups in society also suggests that

‘responsibility for revealed preferences’ must be inter-

preted cautiously. How do we define what are ‘authentic

and well-informed’ preferences for which individuals

should be held responsible?

Despite its problems, the analysis of SUN can yield inter-

esting insights that could not easily be obtained with utiliza-

tion data. They can inform us about possible causes or reasons

for underutilization. SUN data may contribute to a better

understanding of the broader social setting inwhich utilization

decisions are taken, such as the presence (or not) of access

barriers unrelated to costs or of non-healthcare costs associ-

ated with worse health. Most importantly, they help us to

better understand the subtle differences between preferences

and needs and they point to the social determinants of the

subjective perception of needs. Biased needs perceptions will

also influence objective care-seeking behaviour.
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