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High Out-of-Pocket Medical Spending
among the Poor and Elderly in Nine
Developed Countries
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Objective. The design of health insurance, and the role out-of-pocket (OOP) pay-
ments play in it, is a key policy issue as rising health costs have encouraged greater
cost-sharing measures. This paper compares the percentage of Americans spending
large amounts OOP to meet their health needs with percentages in eight other devel-
oped countries. By disaggregating by age and income, the paper focuses on the poor
and elderly populations within each.

Data Source. The study uses nationally representative household survey data made
available through the Luxembourg Income Study. It includes nations with high, med-
ium, and low levels of OOP spending.

Study Design. Households have high medical spending when their OOP expendi-
tures exceed a threshold share of income. I calculate the share of each nation’s popula-
tion, as well as subpopulations within it, with high OOP expenditures.

Principal Findings. The United States is not alone in exposing large numbers of citi-
zens to high OOP expenses. In six of the other eight countries, one-quarter or more of
low-income citizens devoted at least 5 percent of their income to OOP expenses, and in
all but two countries, more than 1 in 10 elderly citizens had high medical expenses.
Conclusions. For some populations in the sample nations, health insurance does not
provide adequate financial protection and likely contributes to inequities in health care
delivery and outcomes.

Key Words. Out-of-pocket, insurance design, financing equity, access,
international comparison

The design of health insurance coverage, and the role out-of-pocket (OOP)
payments play in it, has become a key policy concern as rising health care
costs encourage the expansion of greater cost-sharing measures (Tambor et al.
2011; Balabanova et al. 2012; Law et al. 2013; Zare and Anderson 2013; Col-
lins et al. 2014; OECD 2014). The percentage of Americans covered by
employer-offered health insurance with deductibles of at least $1,000 grew
from 10 to 41 percent over the period 2006 and 2014, and deductibles for one-
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in-five are now $2,000-$4,500 (Kaiser Family Foundation 2014). While a shift
toward higher OOP expenditures—defined as the costs associated with using
health care-may be justified because they make insurance more affordable
and reduce the overconsumption of health services and products, this shift
also has the potential to increase inequities in health care delivery and out-
comes.

This paper estimates the percentage of citizens in the United States with
large OOP expenditures and compares this percentage with the proportion in
eight other developed countries. It focuses on high spending rates among
nations’ vulnerable poor and elderly populations, as these are the ones for
whom concern over OOP’s consequences are greatest. While OOP expendi-
tures generally make up only a small fraction of overall health spending, and
all countries rely to one degree or another on them, this manner of financing
health expenses is the most regressive (Wagstaff et al. 1999; Waters, Anderson,
and Mays 2004). Moreover, unlike third-party insurance payments, which are
largely paid for through taxes and payroll deductions, OOP expenses are usu-
ally discretionary, occurring at the point of health care delivery. High levels of
it can discourage health care usage, especially among the poor and elderly.

BACKGROUND

Among members of the Organization for Economic Cooperation and Devel-
opment (OECD), OOP payments account for an average of 19 percent of total
health care expenditures, while in the United States they account for 12 per-
cent (Column 1 in Table 1). As Table 1 also shows (column 2), the average
per-capita dollar amount of OOP spending among OECD countries ranges
from around $200 to around $1,200.

Relying on the direct users of health care to pay some (or occasionally
all) of their medical expenses can help reduce the moral hazard associated
with insurance, and in many instances paying OOP can be fair as some
expenses reflect individual preferences and income instead of medical neces-
sity. Some forms of cost-sharing can also improve efficiency if they reduce the
administrative costs necessitated by third-party payers.

Yet OOP requirements can also create inequitable burdens and unin-
tended consequences. If large, they can require forgoing essential household
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Table 1: Out-of-Pocket Expenses by Country (2010)*

OECD Per-Capita LIS Per-Capita  LIS/OECD Per-Capita

OOP % Health* 00P* 00P’ 00P
Australia 19.3 $730 $498 68%
France 7.5 $300 $235 78%
Israel 18.2 $501 $372 74%
Japan 14.4 $436 $419 96%
Poland 22.1 $317 $285 90%
Slovenia 12.2 $300 $255 85%
Russia 36.4 $472 $387 82%
Switzerland 25.1 $1,253 $958 76%
United States 12.0 $988 $739 75%
Belgium 20.8 $836
Canada 14.4 $637
Czech Republic 14.9 $286
Denmark 13.2 $598
Estonia 18.6 $249
Finland 19.6 $645
Germany 13.1 $581
Hungary 26.3 $447
Iceland 18.2 $619
Ireland 18.2 $690
Italy 175 $553
Korea 34.0 $704
Luxembourg 9.6 $448
New Zealand 10.5 $318
Portugal 25.8 $721
Slovak Rep 21.7 $4492
Spain 19.8 $597
Sweden 16.3 $613
United Kingdom 8.8 $282
OECD AVG 19.0

Notes. All calculations from LIS data based on person-weighted observations.

*OECD Health Statistics 2014, available at http://stats.oecd.org/Index.aspx?DataSetCode=
SHA. Per-capita expressed in 2010 purchasing power parity dollars (PPP$). Data for Switzerland
from 2004, expressed in 2004 PPP$; data for Japan from 2008, and expressed in 2008 PPP$. Rus-
sia data from World Bank available at http://data.worldbank.org/indicator/SH.XPD.OOPC.ZS.
T Author calculation from LIS data, available from www.lisdatacenter.org. All amounts expressed
in PPP$ for 2010, except for Switzerland (2004) and Japan (2008). PPP$ conversion based on
OECD figures available at http://stats.oecd.org/Index.aspx?datasetcode=SNA_TABLE4.

spending, or incurring debt that could lead to bankruptcy (Himmelstein et al.
2009). Most troubling is when OOP requirements lead people needing medi-
cal care, pharmaceutical products, or other essential medical goods to delay,
skip, or economize on them (Karaca-Mandic et al. 2010; Wang et al. 2011;
Balabanova et al. 2012; Eaddy et al. 2012), a consequence of cost-sharing
most common among the poor (Tamblyn et al. 2001; Chernew et al. 2008;


http://stats.oecd.org/Index.aspx?DataSetCode=SHA
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Schoen et al. 2010; Lesen et al. 2013); elderly (Tamblyn et al. 2001), and those
with chronic health problems (Rector and Venus 2004). Not only have OOP
spending requirements been linked to the reduced use of medical services and
poorer adherence to medication therapies, but they have also been shown to
be associated with poorer health outcomes (Soumerai et al. 1991; Tamblyn
et al. 2001; Heisler et al. 2010; Eaddy et al. 2012).

Theoretically, striking the right balance between efficiency and equity
concerns suggests that OOP spending is more appropriate for the smaller and
more certain expenses that can be anticipated, and for health expenses that
might be considered more discretionary (Swartz 2010). Yet in practice such
distinctions are often not obvious, and individuals infrequently have the right
information to respond to cost-sharing measures by weighing health benefits
against their costs (Baiker and Goldman 2011). As a result, no consensus exists
on how to ascertain when OOP spending requirements are too high; the most
common practice (employed here) is to judge their collective effect based on
the financial burden created (Cunningham 2009; Law et al. 2013; Collins
et al. 2014; Schoen et al. 2014). This measure offers a straightforward gauge of
citizens’ protection from the risk of large medical bills, and the inequities in
health care financing, access, and outcomes that can result when they are not.
Among the poor and elderly, this measure is probably most appropriate as
these groups are at greater risk for underutilizing health care when faced with
cost-sharing measures.

A common indicator of a household’s exposure to high OOP expenses,
sometimes referred to in the literature (and here as well) as underinsurance, is
when these exceed a particular share of household income—most commonly
10 percent, and often less if the household is poor (Cunningham 2009; Schoen
et al. 2010, 2014; Collins et al. 2014). This measure provides an indicator of
the degree to which health care policy exposes citizens to a substantial finan-
cial risk associated with needing health care. By this or a similar measure,
research shows that large numbers of Americans have such exposure; some
estimate that 63 percent of America’s poor households have high medical
expenses relative to income (Schoen et al. 2014), while others find that 40 per-
cent of nonelderly, poor adults with health insurance do (Collins et al. 2014).
High OOP spending has been found to be especially common among poor
Americans, those in poor health (Cunningham 2009), and the elderly (Mar-
shall, McGarry, and Skinner 2010). Studies of the financial burden of OOP
spending in other countries find that it is often high, and also that it varies
significantly by country (Xu et al. 2007; Schoen et al. 2010; Tambor et al.
2011; Luczak and Garcia-Gomez 2012; Law et al. 2013).



High OOP in Nine Developed Countries 1471

The OECD and World Bank provide country-level estimates of per-
capita OOP spending, a sample of which is presented in Table 1. However,
these figures are based on nations’ responses to health-financing question-
naires, and the OECD’s data sources do not permit disaggregating expendi-
tures to the household level so that the incidence of high OOP spending
within countries can be compiled and compared with one another. These
sources thus do not allow comparing the size of OOP expenditures among
vulnerable groups such as the elderly and poor.'

Such lack of comparable data hinders cross-national research on the
incidence of high OOP expenses. As a rare exception, Schoen et al. (2010)
inquired into households’ OOP spending in 11 countries, finding that high
spending (above $1,000/year) was most common in the United States, with
Switzerland a close second. Another international comparison used OOP
spending data from a large international sample of hemodialysis patients, find-
ing that among 11 countries, the average American patient paid twice
the amount OOP for prescription medications than did the average patient
in the other 10 countries (Hirth et al. 2008). Such limited examples suggest
that the United States is an outlier when it comes to the financial burden citi-
zens can face when meeting their health needs.

As pressure on private and social insurance schemes mount, it is increas-
ingly important that assessments of national health care systems’ performance
include measures of high OOP spending. The purpose of this paper is to offer
robust cross-national comparison of high OOP expenses using nationally rep-
resentative data from nine countries. Such comparative data can provide
insight into the effect country-level insurance policies have on the amount of
financial protection provided citizens.

METHODS

Data Source

To compare the frequency with which households in different countries
encounter high OOP expenses, I draw on household survey (HS) data from
the United States and eight other countries made available through the Luxem-
bourg Income Study (LIS). LIS produces harmonized versions of national HSs
by aligning their variables with international standards to facilitate cross-
national research. Numerous LIS datasets include households” OOP expenses;
this paper excluded all those where LIS estimates were significantly different
from OECD figures (Hungary and Italy), where countries used a definition of
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OOP spending that deviated significantly from LIS’s (Taiwan and Canada),
where the most recent HS was over a decade old (Estonia and Romania), and
where the country’s income was low relative to the United States (China, Gua-
temala, India, Mexico, Peru, Serbia, and South Africa). This left nine countries
remaining: France, Australia, Israel, Japan, Poland, Russia, the United States,
Slovenia, and Switzerland. For all countries except Japan (2008) and Switzer-
land (2004), the HS data are from 2010. As can be seen in Table 1, the sample
of countries used in this study are somewhat representative of the range and
distribution of OOP spending found in different countries. In this study, the
United States and Switzerland are at the high end of OOP expenditures, with
spending levels similar to those in Greece, Korea, Portugal, and Belgium. Japan
and Australia fall in the mid-range of OOP requirements, with levels similar to
those in Canada, Denmark, Finland, Italy, and Germany. France and Slovenia
represent the low end in this study; their OOP spending levels are similar to
those in Luxembourg, New Zealand, and the United Kingdom.

Data Description

LIS’s data for the United States originate with the Current Population Survey’s
Annual Social and Economic Supplement (CPS). CPS’s household health
spending data have been found to be comparable in quality to that contained
in the Medical Expenditure Panel Survey (MEPS) (Caswell and O’Hara
2010). In addition, the CPS data are superior to MEPS in two regards: its sam-
ple size is five times larger, and it contains much more detailed and accurate
information on household income (Caswell and O’Hara 2010). Other nations’
HS data come from nationally representative surveys designed to provide offi-
cial estimates of household income and (for some) consumption patterns. The
number of individuals in each survey ranges from 7,938 in Switzerland to
203,799 in the United States, and all results reported here are based on per-
son-level weights assigned for making national-level estimations. Table 2 pre-
sents detail on each country’s dataset and variables.

Definitions

Out-of-Pocket Spending. Out-of-pocket medical spending is most frequently
measured by the costs to individuals of purchasing medical goods and services
through copays, coinsurance, and deductibles; the expenses of those without
health insurance; and the cost of goods and services not covered by insurance.
The LIS OOP variable “consumption of health” used here measures total
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household expenditures on medical products, appliances, and equipment, out-
patient services and hospital services, and excludes payments for health insur-
ance; its definition is consistent with that in the United Nation’s Classification
of Individual Consumption According to Purpose. Where possible, LIS veri-
fies or modifies national datasets so that each complies with this definition.”
Because of potential inconsistencies or inaccuracies in households’ esti-
mate of their OOP spending (Heijink et al. 2010), LIS estimates of per-capita
OOP spending (Table 1, Column 3) are compared with those reported by the
OECD (or in the case of Russia, the World Bank) (Column 2). Column 4 shows
LIS’s estimates relative to the OECD’s. As shown, LIS’s estimates fall between
68 and 96 percent of the OECD’s. These discrepancies are likely explained by
two important differences between the two sources: HSs such as those provided
by LIS generally exclude the institutionalized population (e.g., those in long-
term care facilities) and individuals who died earlier in the year. These two pop-
ulations commonly have large OOP expenses (Marshall, McGarry, and Skin-
ner 2010; Cubanski et al. 2014). For this reason, the paper’s estimates likely
underestimate the incidence of high OOP spending, particularly among the
elderly populations. However, it is also true that OECD’s estimates of OOP
spending have their own shortcomings as Calcoen et al. (2015) discuss.

Income. To measure household resources available to pay OOP medical
expenses, I use income defined as disposable income, meaning income after
accounting for both government taxes and cash and near-cash social transfers.
This adjustment is especially important for the elderly and poor, as many of
them are heavily dependent on cash and near-cash transfers (rather than
earned income) for their income. As with OOP spending, disposable income
is measured at the household level.

A second use of income is for partitioning each nation’s population into
distinct income categories to examine differences in the burden medical
spending places on each. To this end, I classify each country’s population into
four income categories, and place individuals into them based on their equiv-
alized household disposable income (disposable income divided by the square
root of household size), an adjustment that accounts for economies of scale in
household size. As all members of the same household have identical values
of equivalized household disposable income, each is placed in the same
income category. The four categories are “extreme poverty” (equivalized
disposable income below 40 percent of the nation’s median value); “poverty”
(income below 60 percent of the median, and thus including those in extreme



1476 HSR: Health Services Research 51:4 (August 2016)

poverty)B; the “near poor” (those with income falling within 60—100 percent of
median income); and “above-median income” (the top 50 percent of the popu-
lation). Table 2 columns 5-7 show the percentage of citizens in each country
falling within each income category.

High Medical Expenses. High OOP spending (also referred to as underinsur-
ance) is measured by calculating each household’s health expenses as a share of
its disposable income. If this ratio exceeds 10 percent, or 5 percent if the house-
hold is in poverty as defined above—then all individuals in the household are
regarded as having high medical expenses (i.e., being underinsured). This way
of measuring high OOP spending is conservative because it employs an ex-post
definition rather than citizens’ ex-ante risk of having high medical expenses. It
also entails an arbitrary division between the “poor” and the “nonpoor”: some-
one with 59 percent of median income is poor, whereas another with 61 percent
is not. The measure also does not capture those who register low OOP spend-
ing because they defer or forgo medical treatment rather than pay the cost. This
is an important omission, as Abraham, DeLeire, and Royalty (2010) estimate
that many individuals in the United States with less generous insurance benefits
register low OOP spending only because they forgo health care rather than pay
for it out-of-pocket. Finally, as discussed above, LIS estimates of OOP spend-
ing are below the OECD’s, and therefore likely underestimate the phe-
nomenon of high OOP medical spending, particularly among the elderly.

The measurement of high spending used could also overestimate its inci-
dence for several reasons. One, I do not consider household wealth, and espe-
cially among the elderly, wealth can make otherwise high levels of OOP
expenses affordable. Two, I only measure OOP spending for a single year,
and many households may be capable of smoothing out 1 year of high medi-
cal expenses. High OOP spending is most problematic when it is either very
high, or persists over time, and the estimates here take no account of such dis-
tinctions (Cohen and Yu 2012). Finally, I do not distinguish between unpre-
dictable and unknown levels of OOP spending that may soar significantly
above the income threshold, and those that are predictable in type (e.g., a high
deductible), and that could involve some degree of discretion in amount.
In some countries, OOP requirements predominantly fall into the latter
category, with OOP spending primarily taking the form of expenditures on
eyewear, hearing products, and dental care. However, in most OECD

countries, OOP medical expenses are most commonly spent on prescription
drugs and rehabilitative services (OECD 2013).
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Age. The paper investigates high spending among the elderly (65 years and
over) and nonelderly population (below 65 years ); among the elderly, it fur-
ther distinguishes between 65- to 74-year olds and those 75 years and over.

RESULTS
National

Figure 1 presents country-level estimates of the frequency of high OOP medi-
cal expenses in each of the nine countries. As shown, in five nations, more than
10 percent of individuals lived in households with high medical spending
(United States, Poland, Israel, Switzerland, and Russia), and only in France (2.9
percent) did less than 5 percent of the population incur high OOP expenses.

By Income

To investigate the burden OOP requirements place on vulnerable popula-
tions, I first examine its incidence by income, and then among the elderly
versus nonelderly populations. These two populations are especially vulnera-
ble in part because OOP requirements can compound other challenges they
face in gaining adequate access to health care.

Figure 1: Percent of Citizens with High Out-of-Pocket Health Expenditures,
by Country and Select Year

20
| I I l
< < >
S & @ & &
<b W -é \'z» -@ °\ 9 F X
APC > \ T &
R &

Notes: High OOP defined as above 10% of household income, or 5% if poor. Poverty, income, and
OOP defined in text.

Source: Author calculation from LIS data (www.lisdatacenter.org). Based on weighted observa-
tions. Year is 2010 except for Japan (2008) and Switzerland (2004).
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To distinguish by income, I calculate high spending rates for those in
each of the four income groups previously defined. Table 3 presents these
rates for each of the nine countries. As shown, the frequency with which high
OOP spending occurs increases as household income falls. The significantly
lower rates among the near poor compared with the poor is partially due to
measurement choice (spending exceeding 10 percent of income among the
former but only 5 percent among the latter). However, in all countries
underinsurance rates (the percentage spending above a threshold level of
income) are lower among those with above-median income compared with
the near poor, and only in Israel are rates among those in extreme poverty
slightly below the rate of those in poverty—although this may reflect underuti-
lization of services rather than superior insurance coverage.

Table 3 shows that pronounced income-based differences in high spend-
ing rates exist in every country. The difference in rates among those in
extreme poverty and those with above-median income is lowest in France (16
percentage points larger) and largest in Japan and Australia (36 and 35 per-
centage point difference, respectively); the United States (28 percentage point
difference between the two income groups) is just above the average in the
nine countries. In absolute terms, the poor in France were the least likely to
have high medical expenses (11.5 percent), while the poor in Russia were the
most (35.3 percent).

In sum, paying at the point of consumption for medical goods and ser-
vices places a very large financial burden on poor Americans, as 29 percent of
those in poverty had high medical expenses in 2010. But the United States is
not alone. The frequency of high spending among America’s poor is equal to
its frequency in Japan and Australia, but high spending among the poor is
even more common in Israel, Poland, and Switzerland. Only in France (11.5
percent) and to a much lesser extent Slovenia (22.4 percent) were significantly
fewer poor citizens exposed to high medical expenses at the point of consump-
tion than were America’s poor.

By Age

Table 3 presents a comparison of high spending rates among the nonelderly
(below 65), the young-elderly (between 65 and 74), and the old-elderly (75 and
above). With two minor exceptions (Slovenia and Japan), high spending rates
increase with age, with the difference between the nonelderly and those 75
years and older most pronounced in Switzerland (30 percentage point differ-
ence) and Poland (24 percentage points). Unlike with income, however, age-
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related differences in the incidence of high medical expenses are not large in
some countries: in France, Slovenia, and Japan, the high spending rates
among the elderly are less than 10 percentage points above those of the non-
elderly. And while 18 percent of Americans aged 65- to 74-year olds were
underinsured, this rate is similar to what I find in Japan and Australia, while
rates in Poland, Russia, Israel, and Switzerland are even higher. France (3 per-
cent) had the fewest high spenders among this age group, followed by Slove-
nia (15 percent).

DISCUSSION

This study provides some of the best comparative evidence to date of variation
within and between countries of the percentage of citizens exposed to high
OOP medical expenses. The results foremost underscore the very high finan-
cial burden that using health care places on many Americans.

But unlike other studies, I also find that high spending among poor and
elderly Americans is equally common among their counterparts in many
other countries. In seven of the nine countries (United States, Japan, Australia,
Poland, Israel, Russia, and Switzerland), one-quarter or more of poor citizens
devoted at least 5 percent of their income to OOP expenses; and in all nine
countries, at least one-in-ten poor citizens did. Underinsurance rates among
the elderly were somewhat lower than among the poor, yet the results show
that one-in-four elderly citizen had high OOP expenditures in Switzerland,
Russia, Poland, and Israel, while more than 15 percent did in Australia, Slove-
nia, Japan, and the United States.

Prior cross-national research indicates Americans are more exposed to
high OOP spending than those in other nations (Hirth et al. 2008; Schoen
et al. 2010), a finding perhaps consistent with America’s uniquely large num-
ber of uninsured citizens. But this study shows that high OOP expenses are
usual in many countries. The common magnitude of these expenses is espe-
cially concerning given that my estimates likely underestimate, perhaps by a
considerable degree, citizens’ true exposure to the financial risk associated
with meeting one’s health care needs. While the results indicate that France
and to a lesser extent Slovenia provide their citizens with significant financial
protection from this risk, the findings here suggest this may be an exception
rather than a typical feature of countries’ health insurance design. Clearly, the
results of this study cannot be generalized to more than the sample of coun-
tries in it; however, as shown earlier in Table 1, the countries included in this
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study are fairly representative of the range and diversity of OOP spending in
developed countries.

That high OOP spending in the United States is on par with its scale in
about half of the study’s countries could nonetheless overlook the extreme
levels of spending to which Americans are uniquely exposed, or the especially
unpredictable nature of OOP spending in the United States. Regarding the
first point, Table 4 displays OOP spending by income and age, measured at
the 50th, 75th, and 90th percentiles. Even when compared at the high end of
the spending spectrum, France stands out for requiring much lower OOP
health care expenses than do the other eight countries. And the amount spent
by poor and elderly citizens in the United States at the 75th and even 90th per-
centile of spending is similar to amounts spent by their counterparts in many
of the other sample countries. In short, examining the tail ends of the distribu-
tion does not suggest the findings here should obviously be viewed with cau-
tion. The only qualification is that it is possible that America’s extreme tail of
the OOP spending distribution lies significantly beyond those in other coun-
tries (see Marshall, McGarry, and Skinner 2010; Cohen and Yu 2012). It is
hence possible that the comparison here based primarily on the extent of high
OOP spending could overlook differences in the intensity of the phe-
nomenon, despite the evidence in Table 4 suggesting otherwise.

A separate reason why this paper may not adequately capture the partic-
ularly large burden health care financing in the United States places on indi-
viduals is that the country-level comparisons are based on nonpremium OOP
spending, which sidesteps Americans’ large expenditures on private health
insurance premiums. Indeed, private insurance pays 35 percent of America’s
health expenses, while it pays less than 10 percent of total costs in five of the
other eight countries in this study. It could be, then, that a more accurate
cross-national comparison of health care’s financial burden should include
Americans’ distinctly high expenditures on insurance premiums. However,
this issue raises the more general one of how health care is financed and the
distributional implications of different financing mechanisms, a topic
addressed elsewhere (Wagstaff et al. 1999; Waters, Anderson, and Mays
2004) and beyond this paper’s scope. Rather, the paper’s focus has been
strictly on the costs associated with using health care services and purchasing
medical products, costs that bear directly on health care access.

A final possible shortcoming in this cross-national comparison is that the
“high spending” measure used in this paper is a crude one. It is common in the
literature in large part because it is straightforward to measure. But it misses
the possibly large number of citizens forgoing health care because of its cost,
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as Abraham, DeLeire, and Royalty (2010) clearly show. Moreover, it does not
distinguish among possible differences among countries in how citizens incur
OOP expenses: OOP spending requirements for optional medical products
are quite different in effect than are required payments for life-saving and life-
lengthening drug therapies, for instance. A better understanding of how coun-
tries compare on these two issues would improve comparative assessments of
nations’ cost-sharing practices, and this deserves prioritization.

CONCLUSIONS

Evidence consistently shows that cost-sharing requirements can cause individ-
uals to forgo health care and skip or economize on recommended drug thera-
pies, and cost-related nonadherence has been shown to have important
medical consequences. For this reason, the magnitude of high medical spend-
ing uncovered—estimates that likely underestimate its true size—implicates
OOP requirements not just in financing inequities but also in countries’
inequitable access to health care and the uneven medical outcomes docu-
mented elsewhere (van Doorslaer, Masseria, and Koolman 2006; Macken-
bach et al. 2008; OECD 2013). As pressure on private and social insurance
schemes mount, assessments of national health care systems’ performance
should include measures of high OOP spending. Advancing the goals of
financing equity as well as equality in access and outcomes depends on ensur-
ing that the pressure for high OOP spending does not undermine these essen-
tial features of nations’ health care systems. This indicates a need, at least for
some populations, to expand insurance protection, especially as evidence
indicates that the deterrence effect of OOP requirements is stronger where the
cumulative burden of OOP spending is higher (Karaca-Mandic et al. 2010).
The widespread feature of the findings also underscores a clear need to
better monitor and prioritize the dissemination of information on the preva-
lence of high medical spending, a conclusion that holds true for a large num-
ber of countries. Such monitoring, though, requires grappling with defining
when high OOP becomes excessive. To do this requires collecting much more
detailed data than is currently available. Developing improved measures and
data sources allowing cross-national comparisons of how OOP requirements
influence access would better ensure that the tension between the policy objec-
tives of affordability and reduced consumer demand, are appropriately
balanced with the goals of financing equity and equal access. It would also per-
mit countries, even those with very different health care systems, to gain
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insights into how best to structure insurance policies and coverage, especially
for vulnerable groups.

The finding that the United States is not an outlier when it comes to the
financial burden resulting from health care consumption in the sample of
countries here highlights the fact that health insurance in many countries is
commonly porous: high levels of OOP spending frequently occur in many
countries despite universal insurance and the existence of policies that suppos-
edly limit citizens’ financial exposure (Paris, Devaux, and Wei 2010; Zare and
Anderson 2013; Commonwealth Fund 2013). The complicated nature of
health care and health insurance benefits; the complex ways in which con-
sumers respond to insurance benefits and their limits; and finally the often sig-
nificant health risks not covered by insurance policies: all of these combine to
leave large numbers of people across many countries devoting considerable
resources to meeting their health care needs (see Domenighetti et al. 2010;
Law et al. 2013; and Rosenthal 2015). Considering this evidence, then, solving
the problem of the uninsured in the United States will most likely leave stand-
ing the separate one of underinsurance, unless policy explicitly seeks to tackle
them both.
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NOTES

1. Personal email communication, Michael Mueller, Health Policy Analyst, OECD’s
Health Division, February 4, 2015.
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Associate, Luxembourg Income Study, February 27, 2015.

3. Inthe United States, this threshold equals about 162 percent of the 2010 federal pov-
erty level.
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