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ABSTRACTThe Czech Republic belongs to the countries withadively low level of private spending on health.past of the
health care reform package in 2008, some additianatof-pocket payments were introduced, calledr'(patient) fees'.
Furthermore, the government intends to increaseesoser fees in the following years. There has beseriaus discussion
between proponents and opponents because an incieamgt-of-pocket payments for health care may tedmancial
obstacles for some households and restrict theatdsi consumption of care. The objective of thegpapto determine the
impact of changes in out-of-pocket payments on dtmid budgets and provide solution for more justrdiution of the
burden. Data from the Household Budget Survey regularlyeotéd by the Czech Statistical Office is used. DEse
analyses and multivariate analyses were performed.
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1. Introduction

Out-of-pocket payments rose considerably as atre$ulser fees introduction into the Czech heaklhec
system in 2008. The primary goal of the implemeotadf patient payments was the regulation of theadre
consumption (Ministry of Health of the Czech Repaukit007), because the Czech Republic had belotwgdte
European top in the number of patient contacts wibtors (14,6 contacts per capita in 2007, in cmspn
with the average of EU25 with 7,7 contatt§imilarly, in the consumption of medications dchranged among
the countries with high consumption (in 2005 thastonption of medications per capita was twice highé¢he
Czech Republic than for example in Slovakia or Netherlands) (UZIS, 2008). The reduction of overgsof
health care should be reached due to confrontatigratient at least with partial costs of healthvees. The
accompanying effect would be also the increaselditianal sources into the system. On the othedheather
than to regulate an unnecessary demand, highesfqudeket payments may generate further inequityveen
healthy and unhealthy persons. It is possible that implementation of user fees restricts the dbkir

! WHO: European Health for all Database, 2009

8th PEARL Conference
May 26-27, 2011
Please, do not cite.



2 Impact of changes in out-of-pocket paymeatsealth care on household budges.
Working paper

consumption of health care due to the burden ofébold budgets with a new expense. This could cause
deterioration of the health status of citizens amath higher expenditure of health care systemarfuture.

The objective of the paper is to determinate thesaioh of out-of-pocket (OOP) payments after polibgreges
on household budgets in 2008 and 2009.

To accomplish this objective, it will be necessaryliscuss the following research questions:
- What is the magnitude of OOP paid by households?

- What is the relative importance of different categ® of health care for OOP?

- How are OOP distributed in the population?

- Which groups are extreme payers?

- What are the determinants of variation between ¢looisls in OOP burden?

2. Background

Out-of-pocket payments are defined as personaldimld expenditure on health services and medicadgjo
therefore “an increasing reliance on out-of-pogk@ments at the point of service pushes costs thote that
use health services the most. As income and hstdths are positively correlated, those on low-nes suffer
the most from out-of-pocket payments.” (Hopkatsal, 2001) It is necessary to take into account tbat of
pocket payments are the most fragmented acrosdadndi consumers, with no possibility of poolingks. Out
of pocket financing of health is the most likelyasen that would characterize unfair distributiofishealth
financing, and to generate severe financial loaseisrisk of impoverishment for some families.” (May at al.,
2000:4) Many experts argue that out-of-pocket paymare usually the most regresdivey to pay for health
(Kakwani, 1977; Vorket al., 2010;Habichtet al.,2006; Hopkinset al, 2001; Yardimeet al, 2010, Xuet al,
2009), and the way that most exposes people tetoapdhic financial risks. (Wagstaff and Doorsla2®02;
Saltman and Figueras, 1997)

“The regressive distribution of health care spegdi of particular concern since families cannatape
consumption of health care. [...] Out-of-pocket sprgds particularly regressive with low-income fdies’
expenditure, as a share of income, [...] Low-incoamifies pay over twice the share of income for tieahre
as do high-income families” (Raseit al, 1994) Other vulnerable groups are elderly familjgeople over age
65). Moreover, elderly families with low income &atigher out-of-pocket payments, as a share ofnieco
(Berki, 1985, Raseklt al, 1994, Wyszewianski, 1986)

Catastrophic health expenditure does not have t@eays synonymous with high health-care costs. €Xu
al., 2003) ,,An expenditure for medical care becomesraially catastrophic when it endangers the family’
ability to maintain its customary standard of liyiti(Berki, 1986)

Although Berki claims that ,catastrophic iliness, more precisely, financially catastrophic illngaffects a
relatively small percentage of the population, tflative national magnitude of the problem depesmigely on
how one defines a catastrophic level of expenditame who incurs the expense”. (Berki, 1986) Onfjrof the
catastrophic level of expenditure is closely linkedhe notion of fairness. Each society consif@rsess in the
other way. The fact that all households regarddégbeir income should contribute to health careadly could
be somewhere considered for fair, but elsewhedentinates the persuasion that it is fairer thahallseholds
pay equally but in relation to their income. It @pps also opinions that rich households shouldribatieé more
than poor households or even that those who consnare should contribute more (according to volurfie o
received care). Regardless of the notion of fasnpsotection of people from catastrophic payméntsidely
accepted as a desirable objective of health policy.

»AS so0n as one accepts the presence of co-paynmeptsciple, the question arises how to desig@ystem
of social protection for patients with large outgafcket payments. Such a system should be suffigitargeted
to protect the weakest groups in society, botleims of income and in terms of health care cogBchokkaert
et al, 2008)

Many researchers have been focusing on the resedrtife out-of-pocket financial burden and possible
impoverishment due to high out-of-pocket spendimgHealth care. Some studies were conducted ngtionl
low and middle income countries, where the issuease serious, but also in high income countries.

2 It means that the richer households pay a smdikmesof income than poorer households.
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Some results are briefly discussed here. It isiplesso generalize some findings from the resuhid #o
point out the household characteristics that carelaged to high expenditure on health care.

In 1990s there was conducted a comprehensive puautitry analysis of the out-of-pocket burden in 59
countries from all over the world. (Xet al., 2003) This analysis showed that the proportiorhafiseholds
facing catastrophic payments from out-of-pocketitheaxpenses varied widely between countries. Thneree
countries with the ratio of households facing datghic expenditure from less than 0.01% in Czeepublic
(data from 1999) and Slovakia (data from 1993) @05% in Vietnam. They found out that catastrophic
payments are common in middle-income countriesnt@s in transition, and in several low-income rivies.
On the contrary, the most developed countries lth@reced social institutions that protect househéldm
catastrophic spending. Therefore between thesetroesinonly Portugal, Greece, Switzerland, andUis\ had
more than 0.5% of households facing catastrophadthepending. (Xet al, 2003) Although the analysis came
from different household budget surveys usually enad1990s and the results can be out-of-dateillibfers
the first insight into the issue of high paymentshealth.

Study by Honk and Kim (Hong and Kim, 2000) dealthaihe out-of-pocket burden across the life cycle
stages in the USA (data from 1995). They foundtbat households headed by the elderly spent the amos
health. Households older than 75 years compareubtseholds headed by those aged 65 to 74 had higher
spending. The youngest households (head underé2S)ygpent the least on health care. They alsmdlzt it is
a natural process because with increasing agehheattditions decreases and thus older individuatsl tto
consume more prescribed medications, purchase medéal aids (hearing aids), have more often exatioins
(eye exams). (Hong and Kim, 2000) Households withhér education spent lower share of the budget tha
households with higher education. They didn’t foamy significant influence of place of residencetlom share
of budget spent. Household size was significartlyelated to higher expenditure. Households wittabuidren
spent more than households with children (partitplalder couples without children). Thus, healtare
expenditure could endanger the financial well-beifigelderly households, especially elderly housésatith
low income.

More recent study was made in Turkey. As emergeth fthe analysis of the household burden in 2006,
household head characteristics like lower educadiwh status of unemployment were related to inegrhigh
expenditure. Households with a disabled member serdor member were also at risk of facing catastim
expenditure. Moreover, when households lived imlrareas they were likely to face catastrophic egjiare.

On the contrary, having a preschool aged child gm&ad households from extremely high expenditurdewh
household size had no effect. (Yardigtaal.,2010)

Also a study from Estonia confirmed that one of nhein determinants of high expenditure is havingare
(above 65 years old) family members. The probgbit facing high expenditures for a household hgvin
members above 65 years was much higher that otisehold without senior members. (Habiehtal., 2006)
Impoverished households due to OOP payments westlyrgingle pensioners, followed by couple pensisne
and a single parent with one child or a single ofking age. Thus, risk of incurring high health exrgiture was
greater when there were seniors (65+), disabledhnically ill members in low-income househol{drk et
al., 2010). On the contrary, higher income and stafusngployment prevent facing catastrophic expenditur
A household headed by a male is less likely to featastrophic expenditure than a household heagea b
female. Having higher education was also a mitigatiactor. The risk is not significantly affecteg the
number of children. (Vork et al., 2010) Househaoldth children under 16 years didn’t face high exgiamre as
often as adults and older people. (Habehal, 2006) It resulted from the study that the disition of out-of-
pocket payments was regressive. Poorest part gfdpelation spent in relative terms more than stlome. The
poorest quintile spent almost exclusively on metiices. The rich spent relatively more on outpatigenvices.
For services such as outpatient drugs and dental, ¢here are either more inequalities in utilizatior
households face higher risk of impoverishment. $&wices with very little need for OOPs, such gsmtrent
care or emergency care, there was no impoverishamhtalso little difference in utilization by incentevel.
(Vork et al.,2010)

Similar research was conducted in Latvia in 20064 ét al., 2009) It resulted from the research that
although richer income groups spent much more a@ithhé¢han poor household in absolute terms, intivea
terms (related to expenditure or capacity to payrer households spent the most. Around 80 % oftthea
expenditure of lower income households was spemhedications while rich households could affordspend
much more on outpatient services and other heatiiysts. “Catastrophic levels of OOP occur in hbosds
across all income groups in Latvia. Even thougls¢hafficially identified as poor are exempt fronsteharing,
lower income households are much more likely te featastrophic health expenditure than the highssme
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households.” (Xuet al., 2009) Similarly to other studies, households witembers over 65, female headed
households, households headed by an unemployednpersa person with a lower level of education, eunel
households were more likely to encounter catastedpdalth expenditure.

Study from 2006 conducted in France showed thatratd4% of the population did not use health care
services for financial reasons. Unlikely to aboventioned studies, richer households spend not imwalse for
their health in absolute terms but also in relaterens. Nevertheless, the poorest quintile spergvemage €198
for health and then devoted 2.6% of its total exiiteine, whereas the richest spent €1,447 whichesspts
4.2% of its total budget. (Dukhast al., 2010) These numbers indicate some form of progigs®f out-of-
pocket health expenditure. Female-headed houseanltithe number of senior members (aged 65 andegiiov
the household were positively and significantlyoassted with high burden health expenditure. Siryildo
other studies, the number of children under fivargeld was negatively related to a high burde®Of health
payments. Household size had no influence on tlbghility of facing higher health payments and kigh
education protects from high burden. For poor hbolsts, the highest share of expenditure is devated
doctors’ consultations and medication expenditumereas in the last quintile dentists and therapeut
equipments represent a large part of out-of-poekpénditure. (Dukharet al.,2010)

A lot of space was also devoted to the discussioouiathe burden of households with health care
expenditure in Belgium. Belgian patients have tg pat only co-payments (co-payments are the diffeee
between the convention tariff and the reimbursedwarh but also relatively high supplements) but also
sometimes very high supplements (amounts on tapeotonvention tariff). (De Graew al.,2006) Almost
10% of the household have total OOP-payments latigen 5% of their net taxable income. There was a
significant number of extreme payers with low inemnThe most spent early retired, retired and tisab
individuals. OOP-payments for health care were ébtmbe strongly regressive. (Schokkastral.,2008) The
risk of becoming an extreme payer is lower for Hmiseholds living on unemployment benefits than&or
randomly chosen household from the population. figle is slightly larger for single parents, for tsamolds
with a guaranteed income and for households widfepential tariff (pensioners, widow(er)s, persavith
disabilities and orphans providing that their in@odo not exceed an annual limit). The risk is &ilger for the
chronically ill, those in their first year of digéity, patients in rest and nursing homes for tihdedy and the
elderly handicapped. Regional effects did not shmgv differentiation. Income has a positive effect the
absolute level of co-payments and OOP-paymentsotiapt driver into extreme payer groups are padity
expenditure for pharmaceutical. (Schokkaert e28i08)

To summarize, the household characteristics warehmostly related to the extremely high out-ofymic
spending and to the burden of household budget®io®ing:

- Presence of elderly people in a household (overdss and older)

- Status of disability and chronically ill

- The status of unemployed (although in Belgium thoseunemployment benefits was not the most
endangered)

- Lower education

- Low income

- Female

- Single people (single elderly, single parent)

Some studies found out that living in rural arealg® a factor of potential catastrophic expendif{iturkey,
Latvia), however, in other studies there were gmificant influence of the place of residence (RBalg, USA).
It was not found that high expenditure (in relatieems) is related to the households with childréhe
probability of facing catastrophic expenditure wawer for households with children than for othgpds of
households.

All studies, except France, found out that out-offet payments had regressive character. Thus, poor
households spent in relative terms more on health than rich households. In France, rich housshspent the
most in absolute and also in relative terms. Thigld be explained with special protective featurethe social
security system which makes the payments progmessiv

Regarding categories of health services, experitwr medications usually presents a major share of
expenditure for poor households, rich households afford to spent more on dental care and otheurjux
services (therapists, inpatient services, etc.).
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3. Out-of-pocket paymentsin the Czech Republic

Financing of health care is based on a multi-sowystem in the Czech Republic. The main source of
financing is compulsory public health insurahaad the other sources are state and regional ¢ipaf) budgets
and private payments. An overview of the sharegoibus sources in total expenditure from 2005@02is in
Table 1.

Table 1. The structure of health expenditure in 2005 - 2(009%)

2005 | 2006 | 2007 | 2008 | 2009*
Public expenditure 875 | 869 | 854 | 827 | 836
State and municipal 9,7 10,1 9,4 8,1 7,3
budgets
Health insurance 77,8 76,8 76/0 746 76,3
Private expenditur e’ 125 | 131 | 146 | 173 | 164
Total expenditure 100 100 10 100 100
% of GDP 73 7,1 6,8 7,2 7,9

Source: UZIS, 2010
* preliminary data

Compulsory health insurance covers the whole pdipnland reflects the principle of solidarity, etyuand
risk pooling. There is no possibility of opting olforeigners working for companies incorporatechinitthe
Republic are also covered. The health care bergitkage is very broad. However, Czech patientsised to
pay some out-of-pocket (OOP) payments. Within tH@€8° payments, one makes a distinction betweentdire
payments and copayments. There are only a limitgdber of health services that are excluded from the
statutory health care system. For example, serdoes as cosmetic or plastic surgery, abortions @hdr
selected services performed on patient’s requéstekample medical certificates, vaccinations) fatly paid
by patients. Other usual OOP payments are payment®ver-the-counter pharmaceuticals, some health
products and limited number of above standard sesvfabove standard room in a hospital). This giswplled
as direct payments.

Some health care services are reimbursed partiéallypayments paid by patients above a referendeepr
(which is covered by health insurance) are calledagments. Copayments are paid for dental caregsom
medications and medical aids. Moreover, additio@&@P payments were introduced in 2008, called ‘user
(patient) fees’. These were implemented for setetiealth services that are reimbursed fully orlpdyy the
health insurance companies as part of the healéhreform package.

Table 2. Patient fees in the Czech Republic since 2008

Health careitem CzZK | EUR
Physician fee (per visit of general practitioner and 30 1.14
Emergency fee (per visit of emergency) 90 3.41
Prescription fee (per item on prescription) 30 1.14
Inpatient fee (per day in the hospital, spa, sanatorium) 60 2.28

Source: MZCR (Ministry of Health), 2007.
Note: 1 EUR = 26.36 CZK (exchange rate on tffeo® January 2008)

Patient fees are not applied to all health careices. Preventive serviceslaboratory and diagnostic
examinations, dispensary care (chronically ill dteh, pregnant women, etc.), haemodialysis andicgesrv
connected to blood donation are fully covered bglthensurance.

3 Premiums are set as a percentage of the emplosaaly (4.5 % paid by the employee, 9 % by theleyep) and a flat
rate paid by the government for specific groupsidebn, students, seniors, etc.)
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In addition, some vulnerable groups are fully exeaddrom paying patient fees:

- citizens in material ne@dapproximately 1.5 % of the populatién)
- citizens located in foster homes and orphanages
- citizens in protective treatment ordered by court

specific cases which require the protection of foubl health (contagious
diseases)

disabled citizens put into sanatoriums
seniors in retirement homes

citizens in inpatient care who are left with 800 KCar less after paying of the appropriate costs for
accommodation and food or those who do not haveramme

To minimize the impact of patient fees especialtythose chronically and often ill, an annual ceurdf
5000 CZK (189.68 EUR) was implemented. If a patreiches the counter, he/she keeps paying patiestifut
the surpassing sum is retrospectively reimbursetiggatient by his/her insurance company. Healkrance
companies are obliged to reimburse the surpassimgvathin 60 days after the quarter of the yeawhich the
patient reached the threshdldt is necessary to mention that only physicia@sfeprescription fees and some
copayments on medicatichare included in the counter.

The first modification of exemptions was put ira@t In August 2008. Since then newborns no longee h
to pay patient fees for the hospital stay relateditth. Other more significant changes in the epiof patient
fees followed in April 2009. The protective annttaleshold was decreased for children under theo&d8 and
for seniors above 65 to 2500 CZK. The physician @ abolished for children under the age of 1&s/ea
Seniors were newly entitled to include the totahsef paid copayments on medications into the anooahter.
The last important change occurred in the presorigfiee. Patients have to pay this flat user feeviging that
the remaining copayment is less than 30 &ZK

There were also modifications in the concept efsfat the level of the regional government in 200%
regional government practically abolisketees in health care facilities (hospitals, phaiemcother health
centres) that it has owned. The system was corfuasm unjust, because not all regions paid forepgi all
fees. Furthermore, patients had to pay all fees ftieeir pockets in health care facilities ownedtbhg State,
municipalities or private bodies. The formal obreetof such a policy was to protect patients frdra high
burden. The real objective was to protest agaimstral health care policy.

4. Data and methods

4.1 Data and sample selection

The data used is the data from the Household BuBgetey that is regularly collected by the Czech
Statistical Office. The Household Budget Surveyvides information on expenditure and the consumptio
structure of a representative sample of the Czeclsdholds. The sampling unit for the survey is askbold

® An exemption is the fee for a dentist visit — fitst preventive examination is paid and then teeomd preventive
examination in a year is free of charge

% Material need is specified according to the 1a/2006 as a situation in which an individual (odiiiduals in a common
household) does not have a sufficient income tareebis/her basic life needs and is not able tmgbahis situation on
his/her own. An individual (or individuals in a camn household) is entitled to the benefits of matereed providing that
her/his income is lower than a set level of subsist expenditure or faces a special situation (@ladisaster, threat of social
exclusion).

" Ministry of Labour and Social Affairs, 2010

8 Zakong¢. 48/1997 Sb., o ¥ejném zdravotnim poji&hi a o zndng a doplréni nskterych souv. zakan (Public health
insurance law)

® Only the amount of copayment for the cheapest cation available on the market with the same actoraponent and the
way of application (pastilles, drops, injectiont,. eis included.

19 For example, when the sum of copayment on meditési 60 CZK then the patient pays only 60 CZK aagrescription
fee. However, when the copayment is only 20 CZK therpatient pays the prescription fee of 30 CZKnd@ans at least 30
CZK has to be paid for prescribed medication.

11t had a form of grant, they paid it for patients.
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(individuals living together on a common budgetheTbasic data set consists of 3000 households. The
households are selected on the basis of purposiggacgsampling and their structure reflects thecstine of
households in the Czech Republic. Each househ@gdskeecording of expenditure every month in a yéhe
analysis is based on the data from 2007, 2008 808.2Data from the year 2007 was determined anttial

one because there were no user fees. Changes @mndityge on health care and the potential burden fo
households in 2008 and 2009 were analyzed and cedhpa the initial year.

4.1.10utcome variables

To evaluate the burden of OOP payments on housdhaddets the absolute and relative definitions of
burden were used. In the absolute term, OOP pawneete formulated as the sum of OOP payments per
household and/or OOP per capita on a monthly hagizK.

To say whether the expenditure is high or low fguaaticular household, it is necessary to relat® ithe
income of the household. Therefore the share ajnm& spent on total OOP payments was calculatedlfor
observed households. The net incémeas chosen because this reflects the disposabteirgnof money of
households. The variables of particular types oPQayments were used for a more detailed analysis:

- Medication on prescription (copayments - partialimbursed by the insurance companies; and direct
payments - patient pays the full price — birth-cohpills, vaccination not reimbursed by the health
insurance companies)

- Medication without prescription (over-the-count&iapmaceuticals - direct payments)
- Prescription fee (user fee)
- Other health products (bandages, thermometersigggij etc.) (direct payments)

- Orthopaedic (therapeutic) products (plasters, @dledic shoes, contact lenses, optician’s services,
hearing aids, etc.) (direct payments, some of tbembe partially reimbursed - copayments)

- Outpatient health care (application of vaccineelatreatment, artificial insemination, donations,
administration fees) (direct payments)

- Outpatient fee per visit (physician fee and emecgdae) (user fee)
- Dental health care (copayments or direct payments)
- Dentist fee per visit (user fee)

- Non-medical health care (laboratory tests, X-ragrvises of therapists, attendants, transport in an
ambulance, etc.) (copayment, direct payment)

- Inpatient health care (above-standard services coramodation services, special treatment;
administration fees, treatment in spa or sanatgradministration fees, donations)

- Inpatient fee per day (fee for stay - night in @pital, spa, sanatorium) (user fee)

To evaluate the burden of OOP payments for houdstibht reached the annual counter in 2008 and 2009
the variable of reimburseméhincluded in the data sets was used.

2.1. Explanatory variables

To explain the burden of OOP payments on househottfet the set of numeric and categorical variables
was used. The numeric variables represent the numbgensioners per household and net income per
household (in 1000 CZK).

Used categorical variables were following:
- Status of economic (in)activity of the householdde
- employee (employment contract including workingistots)

2 gross income minus income tax, social and heasthrance, used savings and loans
13 Amount of paid copayments and supplements abavarihual threshold which is reimbursed to patigriibs insurance
company
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- self-employed (on basis of a trade license, pradesss — doctors, lawyers, tax advisors,
working for royalties — artists, interpreters, imding self-employed students, owners of
companies)

- unemployed (a person who does not have a paidjdghs willing to work and is searching for
new employment activities)

- pensioner (drawing any kind of pension, non-working

- inactive person (individual working in a househata, parental leave, an individual looking
after an ill person, non-working students)

- Type of household
- households without children

- households with children (households with one c¢hildth 2 children, with 3 and more
children)

- one-person households (households of an individualhman or a man living alone)
- Education of the household head

- lower education (basic education, secondary edutatvithout graduation examination,
including without education)

- secondary education (education with graduation é@xation)
- higher education (higher and university education)
- Place of residence (regional city; town; village)
- Gender of the household head
- Age groups (younger than 30; 31 to 45; 46 to 550565; 66 and older)

4.2 Methods

To answer the defined research questions the asalgs carried out in two steps — descriptive asialgnd
multivariate analysis.

4.2.1Descriptive analyses

First of all, attention was paid to the compositarOOP payments to determine which type of sesvizas
responsible for the burden. In this phase, basicrijgive statistics and frequencies were discussgdrdless of
any household characteristid¢s.the next step, distribution of OOP payments agnbouseholds was monitored
to identify the households with the highest burd€he distribution was analysed not only accordioghe
economic status of the head but furthermore alsanfmome decile. To express the absolute amour®@@P
payments spent on health equivalent income dealed$ (using OECD scale) were used. A third section
concentrated on households with extreme (catasttpphyments and their characteristics. Althougtréhs no
general agreement in the literature about whickllef expenditure is considered as “catastrophid&fined the
threshold at the level of 5 % and more of net ine®pent on health. As will be shown further 5 %nabme
spent on health is more than twice the averagedépgof the selected sample. Therefore the thresbbb %
can be considered being high enough to burden tldgdis of the households in the Czech Republic.
Concentrating only on 2008 and 2009, charactesistichouseholds that reached the legal annual epwnft
5000 CZK were analysed.

4.2.2Multivariate analyses

The methods of regression analysis were used odéermination of variation in the OOP burden leetw
households in 2007, 2008 and 2009.

To estimate the model, all important determinanffuéncing OOP payments such as socio-demographic
characteristics of the household, economic factombidity (health status), preferences of patiemtd supply
side factors should be included. (De Graeve e2@06, Siskou et al., 2008)

Unfortunately, it was impossible to include all assary determinants because of the data limitatlarthe
data set only a limited number of socio-demograghiaracteristics of households and income inforonatire
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available; area of residence is available as wall ean be used as a proxy for supply. It was erpetiat
households living in cities (regional cities anavis) had higher expenditure than households livimgural
areas. Not only because of the network of healthities sometimes highly specialized but also witspect to
higher prices (for example in pharmacies). To ideldhe morbidity factor variables such as the auye the
status pensioner were used. The status of pensioriggelf and higher age increases the probabiditythe
existence of illness.

Thus, the predicting power is expected to be lowase of the absence of other important factors.
Moreover one should be aware of missing variablies.bThe purpose of the analyses is therefore mot t
determine causal relationships of OOP spending. Témults merely give a descriptive overview of
characteristics of households paying more OOPandga higher relative burden.

Although the data is highly skewed, standard ermames not normally distributed and furthermore the
heteroscedasticity is present, | decided to usg@éneralized linear model (GLM). For data analysie,gamma
distribution and log function fits model the best.

The following general model was constructed:

OOP =a + Byjincome_thousand $,DUCH + Bsage_30 +f,age_45 Hsage_55 Hsage 65 +3,age_66 +
Befemale  +  Bgmale + B HOUSEHOLD_CHILD + pyyHOUSEHOLD_2CHILDREN +
B1,HOUSEHOLD_MORECHILDREN + B13INDIVIDUAL_HOUSEHOLD +
B1sHOUSEHOLD_NOCHILDREN + B;sLOWER_EDUCATION + B;c.SECONDERY_EDUCATION +
B1/HIGHER_EDUCATION +p3gregional_city H3;stown +Byovillage + g,

where OOP is the sum of out-of-pocket paymentstsperhealth per capita. Income in thousand CZK and
the number of pensioners were used as numericédreadpry variables. The dummy variables were coogtd
for all other explanatory variables. The dummy &hie for the age; if it is a household where thadhef the
household belongs to the defined age group, theakis the value 1, otherwise 0. Similarly, the dym
variables were created for households with childreith one child, 2 children, 3 and more childrewjthout
children and households of an individual; the dumvasiables for gender, education (lower, secondaigher)
and the place of residence (village, town, regiitg).
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5. Results
5.1. Descriptive results
5.1.1 Magnitude of out-of-pocket payments

This paragraph focuses on the overall magnitud®©P payments and its changes after the patient fees
implementation in the Czech health care systenurEid presents relative (as a share of income) ata@pent
out-of-pocket per household in 2007, 2008 and 2009.

Figure 1. Share of net income spent on OOP payments in 2008 and 2009
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Source: calculated on the basis of data from theskleold Budget Survey

While in 2007 more than 69.91 % of households sfemstthan 2.5 % of their net income on healtt2088
it was only 62.55 % and in 2009 64.39 % of housgfol here were still some households with no exiersd
on health in 2008 and 2009. Regarding the threstio&l% of income, 8.13 % of households spent adtléhis
amount in 2007, 13 % in 2008 and 11.89 % in 2008@wéier, 98.85 % of households paid less than 1df %
their net income on health in 2007 and slightlyslbésuseholds in 2008 and 2009 (98.37 % and 97.)09r%
2007, only 0.03 % of households faced very extrerpenditure — more than 25 % of their net inconfeerAhe
implementation of user fees it was 0.16 % in 2068 @ 13 % of the observed households in 2009.

It means that (only) around 1 % of the observedshbalds faced health expenditure higher than 10 % o
their net income in 2007. This number was slighityher in 2008 and it reached almost 2 % in 200¢hckigh
this figure is low, it is a worry one and shouldtbken into account.

Table 3. Out-of-pocket payments in 2007 - 2009

mean median max
0OoP 2007 | 2008 | 2009 | 2007 | 2008 | 2009 | 2007 | 2008 | 2009
per 454.1| 588.2 596.1 3287 4443 433.1 100347625.5 7794.3
household
ver capita | 2314| 3019 3068 155 2125 209.2 5017.3 12626323
% income| 215 | 2.63| 255 150 1.89 176 27.33 6269 35.30

Source: calculated on the basis of data from theskleold Budget Survey
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The average amount of OOP payments paid by a holsselas 454.1 CZK per month in 2007 and increased
to 588.2 CZK in 2008 and 596.1 CZK in 2009. Thisoamted to a per capita increase between 2007 a0l 20
(2009) of about 70 CZK (75 CZK). Max values show &xtreme cases. The fluctuation among years i®obv

Households spent on average 2.15 % of their incom®OP payments in 2007 (there were no user fees),
resp. 2.63 % in 2008 and 2.55 % in 2009. The medhdune was lower — 1.50 %, resp. 1.89 % and 1.78Wtat
seems to be more interesting, it is the maximunesb&income spent on OOP payments. This maximum wa
27.33 % in 2007. In comparison to the mean shar2. D% %, it is 13 times higher. The value in 2068 i
extremely higher and even slightly higher in 2089.80 %) than in 2007. There was a household wépemt
almost 63 % of its net income on OOP payments 082G ortunately, such a high amount of income spent
health is exceptional as was shown in Table 3.

5.1.2.Composition of out-of-pocket payments

The greatest share of out-of-pocket payments waderi@ of expenditure on pharmaceuticals (60.42 %),
particularly on medications available without prgstion — over-the-counter pharmaceuticals (32.99r%2007.
Czech households also spent a high amount of monegrthopaedic products (15.4 %) and dental sesvice
(11.49 %).

Comparing 2008 to 2007, households spent slightbyerron prescribed medications (30.55 % instead of
27.43 %) and dental care (12.79 % instead of 1%39Not surprisingly, there was an obvious incre@se
expenditure on outpatient and inpatient care. Ttaaation is the introduction of new patient fe@n the
contrary, expenditure on over-the-counter pharmigcas greatly dropped (24.10 % instead of 32.99 %)
Another decreases occurred in the categories bbpaedics and other health products.

Table 4. Categories of OOP payments in 2007, 2008 and 2i60%.

mean mean (categories 2007)
Type of OOP 2007 2008 2009 2007 2008 2009
15.40 12.51 13.34 15.40 12.5] 13.3¢4

orthopaedics
other health
products
medication on 16.65 | 16.26 23.83% | 21.96
prescription

medication on 27.43 27.43
prescription - 6.72 5.32 6.72 5.32
direct payment
over-the-counter
phar maceuticals

1.84 1.46 1.46 1.84 1.46 1.46

32.99 24.10 27.54 32.99 24.1( 27.54

outpatient care 5.42 4.37 4.89 5.42 10.42| 9.66
dental care 11.49 11.37 11.56 11.49 12'79| 13.10
non-medical care 1.49 1.47 1.48 1.49 1.47 1.48
inpatient care 3.93 2.49 2.29 3.93 6.71 6.15
dentist fee X 1.42 1.54 X X X
inpatient fee X 4.21 3.86 X X X
outpatient fee X 6.05 4.77 X X X
prescription fee X 7.17 5.70 X X X

total 100.00 100.00 100.00 100.00 100.00 100.p0

Source: calculated on the basis of data from theskloold Budget Survey

Focusing on year 2009, expenditure on prescribatigations was slightly lower than in 2007. Copaytsen
on prescribed medications and direct payments fesqibed medications dropped in comparison to 20908
well. Households also spent slightly less on irgrdtiand outpatient care in comparison to 2008.0Allhese

¥ Including prescription fee
5 Including outpatient fee
18 Including dentist fee

7 Including inpatient fee
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decreases were caused particularly by the decieasetpatient, inpatient fees and prescription fése the
second and third column of Table 4).

Expenditure on over-the counter pharmaceuticals loasr than in 2007 but slightly higher than in 800
(27.54 % instead of 24.10 %). Households spennaglajhtly more on orthopaedics than in 2008. Spendn
dental care kept increasing trend since 2007. @ndintrary, it seems that households compensaid th
implemented user fees particularly for the decréaskeir expenditure on over-the-counter pharmtcels and
orthopaedics.

The biggest share of household budgets was speptharmaceuticals. Expenditure on orthopaedics and
dental care was not negligible as well. Prescniptimd outpatient fees were the most important. @uthe
implementation of fees, expenditure on outpatiewtiapatient care considerably increased.

5.1.3.0ut-of-pocket payments paid by different typdsooseholds

Following figures and tables focus on OOP paymeiithouseholds according to their economic activity
(economic activity of the head of a household) gredpresence of children in a common household.

It is obvious from Figure 2 that households ofgieners spent the most. The results show thatirtsteyEar
after the user fees implementation, they facedribpr increase in OOP payments comparing to theease of
other households and they had much bigger heaftbreiture then other household types. The big asgalso
occurred in households of self-employed and withractive household head. In 2009, expenditure iesda
almost unchanged for pensioners but there wasgebigcrease for inactive households.

Figure 2. OOP payments per capita in 2007, 2008 and 2009
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Source: calculated on the basis of data from theskleold Budget Survey

Concentrating on patient fees, households of perss spent more than half on fees than other hold®
in 2008 and 2009 as well. Nevertheless, the vafugpent fees decreased in 2009. Households of qresrsi
spent most often fees on prescription, followeddoypatient and inpatient fees. The increase inl ©©@P
payments was caused almost only by implementatiqggatient fees for households of pensioners in 2Geg
Table 6). Patient fees counted around 85 % of theease in OOP payments in households of employeds
unemployed in 2008. Other households spent morattoer health categories besides patient fees. Tobal in
patient fees is obvious in 2009 (except of self-@ygd).
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Table 5. Patient fees per capita according to the status e€onomic activity in 2008

(in CZK)
Status of outpatient | prescription
economic dentist fee | inpatient fee fee fee
activity 2008 | 2009 | 2008 | 2009 | 2008 | 2009 | 2008 | 2009
employee 41 | 3.39| 7.95 7.7§ 13.191.39|13.02| 10.92

self-employed | 3.52 | 12.7310.11| 9.59 | 12.32 9.63 | 11.01 8.73
unemployed 247 3.23] 9.43 7.01 16.043.16(16.11| 11.5

pensioner 419 | 4.31| 23.1319.97| 26.46| 24.27| 46.27| 38.12
inactive 701 | 225 219 475 142 74 1148B.27
total 4.02 | 4.85| 13.1311.93|17.76| 15.39| 23.57| 19.5

Source: calculated on the basis of data from theskleold Budget Survey

Table 6. Increase in OOP payments in relation to fees (iikKCZ

Status of economic feestotal increasein OOP

activity 2008 | 2009 |2008/2007 | 2009/2007
employee 38.87| 33.48 45.7 57.91
self-employed 36.96| 40.69 88.12 77.47
unemployed 44.05| 349 52.95 54.91
pensioner 100.05] 86.68 102.7 102.9
inactive 34.88| 22.67 83.01 33.03
total 58.49| 51.67 70.55 75.37

Source: calculated on the basis of data from theskleold Budget Survey

The share of income spent on OOP is shown in EidurSimilarly to the sum of OOP, households of
pensioners spent the most - almost 4 % of thearimeon health in 2008 instead of 3.11 % in 200&yT$pent
by 0.65 p.p. (percentage points) more in 2009 tha2D07. A small decrease was observed between 2008
2009 (by 0.25 p. p.). Unlike to the absolute spegdier capita, households of inactive spent thet raftsr
pensioners in the relative term. They faced 0.8@. pncrease in OOP payments in comparison to 200&he
other side, the increase accounted only 0.25 jn 2009. Similarly, households of unemployed speriig
amount in relative terms and it had an increagiegd in all observed years.

Figure 3. Share of income spent on OOP payments in 2007, 2002009
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Source: calculated on the basis of data from theskleold Budget Survey

Focusing on households according to the preseindeildren, households with children spent moréhealth
per household, however, the calculation on pertadmsis shows that households with children spritth less
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than households without children. Results in reéaterms show the same (see Table 7). In this @aisemore
appropriate to focus on results on per capita bésisause they are adjusted by household size.eHolds
without children spent around half more than hoakhwith children in all observed years.

Table 7. OOP payments of households with and without childre

Presence of OOP per household OOP per capita Share of income
children 2007 | 2008 | 2009 | 2007 | 2008 | 2009 | 2007 | 2008 | 2009
households
without 4456 | 572.1| 583.3 290.2 378.383.3| 2.53| 3.11| 3.01
children
households
with 467.4 | 613.2| 616.4 139.Y 183.285.9| 1.55| 1.87| 1.83
children
total 454.1 | 588.2| 596.1 231.4 301.906.8| 2.15| 2.63| 2.55

Source: calculated on the basis of data from theskloold Budget Survey

Looking at the total sum of patient fees (Tablet@useholds without children spent by 150 % mor2G08
and even 310 % more in 2009. The introductioneekfcaused an increase in OOP payments by aroutd 86
for households without children and for househeliths children only around 69 % in 2008 (75 % and%48n
2009).

Such a big difference in patient fees between élooisls with and without children in 2009 can belaxegd
by changes in the policy since second quarter 892Children under 18 years have been exempted fiaoyimg
of dentist and outpatient (physician) fees. Thailtesn Table 8 confirmed these changes. While dbakls
with children spent less on dentist fee in 2009detiolds without children spent more than in 2@ghough
both households spent less on other fees, theatscmadbigger for households with children.

Table 8. Patient fees per capita in households  with and  a@uth children
(mean in CZK)

Presence of | dentist fee | inpatient fee | outpatient fee | prescription fee

children | 2008|2009 | 2008 | 2009 | 2008 | 2009 | 2008 | 2009

households

without 4.73]| 6.48| 17.51| 16.41 21.76 20.01 32.y7 27.43
children

households

with 291|2.28| 6.31| 4.83] 1154 8.08 9.2p 6.97
children

total 4.02| 4.85| 13.13| 1193 17.76 1539 23.57 195

Source: calculated on the basis of data from theskloold Budget Survey

Table 9. Increase in OOP payments in relation to fees (iiKCZ

feestotal increasein OOP
Presence of children 2008 2009 | 2008/2007 | 2009/2007
households without children 76.78 | 70.34 88.02 93.01
households with children 30.02 22.16 43.57 46.21
total 58.49 | 51.67 70.55 75.37

Source: calculated on the basis of data from theskleold Budget Survey

5.1.4.0ut-of-pocket payments according to income decile

This part focuses on the distribution of OOP paytsiém absolute and relative terms according to rimeo
decile bands. Equivalent income decile bands aed (edjusted income for the size of a householdgu®ECD
equivalence scale).
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As shown in Figure 4, the highest OOP payments wpemt in the tenth (richest) decile and the srstlle
amount was spent by households belonging to theepbfirst decile in all observed years. In 200&8,)$eholds
in the ninth but also in the forth decile faced ltighest increase in OOP payments. On the contilaeysmallest
increase occurred for the households in the seveamdheighth decile. Households in the first fivevdst decile
faced on average slightly higher increase in OO®naats than households in the five highest incop@lel in
2008. Focusing on 2009, the increase in OOP payamttinued further for households in the sixtfihfand
the third decile. A major increase occurred fordeholds in the first and ninth income decile. Logkat Figure
4, the development of expenditure across incoméedead more or less a steadily increasing trerith(small
exemptions) in 2007 and 2008. Interestingly, theas an increasing trend from the first up to ttitn filecile
and a decreasing trend from the sixth to the eigbttile in 2009.

Figure 4. OOP payments per household in 2007, 2008 and 2009
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The share of income spent on health care accotdidgcile is shown in Figure 5. In 2007, the higlstgre
of income spent on health was by the first, fortid &y the second decile. On the contrary, the siche
households spent the smallest share of their incarhe distribution of OOP payments had a regressive
character although there were no user fees in 2007.

If we concentrate on year 2008, we see that thiildision changed. After the introduction of usees,
households in the second decile spent the highast ®f their income, followed by the first and tbeth decile.
In addition, households in the second, third arel fdurth decile faced the highest increase in coispa to
2007.

The highest share of income spent on health hoigelo the third decile, followed by fifth and secb
decile in 2009. Furthermore, households in thaltbecile faced the highest increase. An increase @icurred
for households in the fifth and sixth income decid other decile spent a smaller amount of the@ome on
health than in 2008. The highest decrease waswabéor households in the second decile.
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Figure 5. OOP payments as a share of income in 2007, 2008864
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Patient fees paid by different income decile amwshin Table 10. In total, households in the foufifth
and third decile spent the most on fees in 200&8eNkeless, households in the forth decile sperthnmaore
than households in the third and fifth decile. ehbBeuseholds also spent the most on prescriptidroatpatient
fees. Concerning only the expenditure on presoniptind outpatient fees, the richer decile, the tothe
expenditure was. Interestingly, households in tirthfdecile spent much more on inpatient fees tihear decile
groups. The differences are huge comparing to ¢wvergh, eight but even to the first decile. Derfiegts are
more frequent for richer households. Householdkerthird, fourth and the first decile spent theste However,
dentist fees comparing to other fees had a smathgxirtance in 2008.

User fees had undoubtedly an effect on the increa&0OP payments and counted for a major part ef th
increase. Unexpectedly, the increase in OOP paynientiouseholds in the fifth and seventh decils eaused
only by user fees. There had to be also an incri@earother categories of expenditure for otheoine decile,
nevertheless, user fees counted for a major pdhieohcrease.

Table 10. Patient fees in 2008 and 2009 (mean per month)

Equivalent |  pentist fee Inpatient fee | Outpatient fee | Prescription fee

income

decile 2008 2009 2008 2009 2008 2009 2008 2009
decil 1 6.68 5.4 16.23 7.73 32.61 24.05 41.39 2797
decil 2 9.39 4.49 23.21 15.93 38.28 31.16 48.81 38|57
decil 3 6.27 9.76 27.69 29.86 38.09 33.86 51.83 47109
decil 4 6.61 5.98 46.34 42.3 40.36 30.37 56.63 42154
decil 5 9.27 29.11 26.57 16.96 43.68 32.179 53.p9 43|31
decil 6 8.92 7.55 32.65 37.29 34.78 30.26 37.66 35|26
decil 7 10.63 7.2 1541 18.87 37.28 26.5 39.63 31/18
decil 8 9.87 7.65 17.74 15.78 30.37 27.06 31.25 2594
decil 9 7.64 7.87 20.77 31.33 31.08 25.47 33.13 25|08
decil 10 8.41 6.98 21.13 14.43 29.19 23.19 29.22 23|39
total 8.37 9.21 24.79 23.05 35.57 28.47 42.19 34|04

Source: calculated on the basis of data from theskloold Budget Survey
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Table 11. Increase in OOP payments in relation to fees @KL

Equivalent |  Patient feestotal Increasein OOP

Income

decile 2008 2009 | 2007/2008 | 2007/2009
decil 1 96.91 65.15 116.02 60.78
decil 2 119.19 90.16 149.4 127.23
decil 3 123.38 120.57 | 146.62 205.33
decil 4 149.94 121.19 | 174.22 143.37
decil 5 132.82 122.18 | 116.21 209.46
decil 6 113.96 110.36 | 146.17 233.02
decil 7 102.95 83.75 | 86.06 76.36
decil 8 89.25 76.43 98.04 94.13
decil 9 92.63 89.75 190.27 121.46
decil 10 87.95 68.00 118.56 149.51
total 110.91 94.77 134.10 142.00

Source: calculated on the basis of data from theskloold Budget Survey

In 2009, the distribution of user fees betweenlddzinds is similar to 2008. However, there was\arall
decrease in the paid amount of user fees in cosguatio 2008. The most significant drop was obsefeed
households in the first, second and forth decileer® is an extremely high value in the fifth degied for
dentist fees. It may be caused by coincidence Wwtfeuseholds in the decile with an extremely higloant of
paid dentist fees.

Focusing on the distribution of OOP payments amiocgme decile in 2008 and 2009, the summary is as
follows:

- Households belonging to the second, first and fontlhme decile (the second, third and the fifthildein
2009) spent the biggest share of net income oritheaie.

- The smallest share of income is spent by the riadhexsle (richest five decile)

- Households in the third, fourth and fifth decileespmost on user fees in total.

- Households in the third, fourth and fifth decileespalso most on outpatient and prescription fees.
- Households in the fourth decile spent much mor@patient fees than other decile groups.

The results showed that the most vulnerable grarpshouseholds in the second, third and forthhifift
income decile regarding the share of income spemtealth care. Households in the fourth decile spetonly
a very high share of their income but they alsonsge lot on inpatient, outpatient and prescriptiees.
Therefore | focused on the prevailing charactexsstif households belonging to the decile bands thigthighest
spending. Characteristics of observed households alevays compared to average households.

To sum up, the prevailing characteristics of hoos#hin income decile bands with highest OOP paymen
and user fees were followitfg

- Older heads of households (average between 56yed&% with the decreasing age in richer decile)

- The higher number of women as a household headwes the income decile

- Households with lower education (the lower dedile lbwer the level of education; minimum number of
households with higher education)

- Mostly household heads with status of a pensiahecreasing trend with richer income decile)

- Households with a lower number of economically\stnembers and a higher number of pensioners in a
common household

- Either households with the place of residence liagés and opposite a lower share of householdgylivn
regional cities

- A big share of households of individuals in the ésivdecile bands

18 | analyzed the characteristics according to therinfition about households from the data sets. Erezigs are not
displayed here because of the limited extent optqeer
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5. 1. 5Households with extreme (catastrophic) paymentseaith care

This part focuses on the households that facegmet OOP payments. | defined the extreme (catdstpp
payments as payments on health care as a shaet imicome above 5 %. The threshold of 5 % was densd
being high enough with respect to mean and medidues of income spent on health in the observegkam
(see Table 3).

In 2007, when there were no user fees, 8.13 % abdiwolds spent at least 5 % of their income. IN82M0
amounted for 13 % of households and 11.89 % in 2008s, there was a small decrease between 2008 and
20009.

Households with extreme payments were differemmfthe ‘average’ households. These households were
much older than general households: the averagefatie household head was around 12 years hidtsea
result these households had a higher number ofoadically inactive members (more pensioners livingai
common household) and were also considerably smaltee number of children living in a common housleh
was very small. Around 89 % of all households wagiastrophic payments did not have children. Ther
greater share of individual households or of hoakishwith a female head. The pensioner status was than
two times as often as in other households in timepta There was a higher share of households liinnigig
regional cities. Regarding education the numbehadseholds with lower education was slightly higher
comparison to all households.

Figure 6. Structure of households with extreme payments (dowpto the status of economic activity)
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Source: calculated on the basis of data from theskleold Budget Survey

Focusing on the status of economic activity, tiveye mostly made up of households of pensionewiar
65 % of households). The second most frequent wegre the households of employees (around 20 %)eThe
was an obvious increase in the number of houseludldensioners to benefit of other types of houldhafter
the implementation of user fees.

Extreme payers were particularly the householdkaérfirst decile in 2007. In 2008 it switched b tsecond
decile and in 2009 to the third decile. The nuntfdnouseholds from the first decile had a decrgpsiend. On
the contrary, the number of households in the tkiedile was increasing. It is obvious from Figurehat
extreme payers are usually from poorer decile. 8/l 2007 around 68 % of households belonged to the
poorest five decile bands, in 2008 it was 72 %iarD09 around 70 %.
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Figure 7. Households with extreme payments in 2007, 2008866 (according to income decile)
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Source: calculated on the basis of data from theskleold Budget Survey

5.1.5.1 The catastrophic OOP payments accordititetcategories of health services

Households with extreme payments faced an increasgedications on prescription in 2008 and 2009 as
well, although in 2009 with a small decrease conmgarto 2008. Expenditure on over-the-counter
pharmaceuticals decreased in 2008 but again irexless 2009 comparing to 2007. They also spent & hig
amount on orthopaedic products and dental cardicBlarly expenditure on dental care rose consiagran
2008 and also in 2009.

Table 12. Categories of OOP payments in 2007, 2008 and 2000@sgholds with OOP above 5 %)

mean median

Typeof OOP 2007 | 2008 | 2009 | 2007 | 2008 | 2009
orthopaedic 194.80] 178.17| 208.58| 45.83| 38.25| 38.33
other health products 2290, 11.32| 19.52 2.75 0.00 2.42
medication on prescription 348.01] 401.46] 376.53| 280.41] 338.08] 333.67
medication without prescription | 283.78| 238.38] 308.89 199.00| 156.00] 211.67
outpatient care 113.08] 135.19| 163.50 0.00{ 57.50| 55.13
dental care 171.60| 231.82| 266.79 0.00f 1250 33.75
non-medical care 16.83] 12.25| 24.31 0.00 0.00 0.00
inpatient care 139.20| 168.93| 168.09 0.00 0.00 0.00

Source: calculated on the basis of data from theskloold Budget Survey

Looking at Table 13 we can see that the majorftghe increase in OOP payments was caused by the
implementation of user fees. OOP payments increasbdby 87 CZK but user fees amounted for 241 GZK
2008. It is a sign of the decrease in expenditureamother types of health care. In 2009, paid ees also
further slightly increased.

Table 13. Increase in OOP payments in relation to fees @KL

mean fees increasein OOP
year 2008 2009 2007/2008 | 2007/2009
total CZK 241.17 245.64| 87.32 242.58

Source: calculated on the basis of data from theskleold Budget Survey

It emerges from the structure of paid user feastthe most frequent are prescription fees andtiemiafees.
Dentist fees are less important. Comparing 2002Q68, there was a major drop in the amount of paid
prescription fees and a slight decrease in outpafiees. On the contrary, inpatient fees furthareased.
However, looking at the median value (which remamchanged), there is a number of households wittisit
type of expenditure. Surprisingly, dentist feeseroensiderably on average, but the median valuairesd at 5
CZK in both years.
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Table 14. User fees in 2008 and 2009 (in CZK)

Fees mean median
2008 | 2009 | 2008 | 2009
Dentist fee 10.24| 29.45| 5.00 | 5.00
Inpatient fee 83.04 | 90.46 | 0.00 | 0.00
Outpatient fee 54.80 | 48.25 | 50.00 | 40.08
Prescription fee 93.09| 77.48 | 82.25| 65.17

Source: calculated on the basis of data from theskleold Budget Survey

5.2. Multivariate results

Multivariate analyses were used to analyze thdiogsiship between the OOP payments and particuleioso
demographic characteristics and to explain whicratteristics (variables) had a significant infleermn OOP
payments.

Results are shown in Table 15 below. OOP paymeatscapita were used as a dependent variable in the
model.

To interpret the results, presence of a pensionarhousehold increased significantly OOP paymepént
on health in all observed years. Furthermore, hmlgs with a pensioner in a common household faced
significantly higher expenditure (per capita) sineer fees were implemented. Changes in net induadea
small impact on OOP payments spent and househpédt# ess on health with each increasing unit obime
after the implementation of user fees than in 2007.

Focusing on the age of a household head, the dfelaoluseholds aged 18 to 30 spent significantly tean
other age groups in 2007 — 2009 and a differenceaenvan deeper in 2008 and 2009 comparing to tleearte
group. All other observed age groups spent on Ineatire than the reference group. Comparing 2008,
the difference in spending of age group 31 to 4% 46 to 55 was smaller. On the contrary, househioldgye
group 66 and more faced a bigger increase tharefaeence group comparing 2008 to 2007 and a médcease
when we compare 2009 to 2007.

Women spent on health more than men, howevery #ite implementation of user fees the difference
between gender was smaller an increasing tren@08.2

The more children in a common household, the tlessspending is on health (per capita) in compariso
households without children. In 2008, the differebetween households with children and withoutdecbit was
smaller than in 2007, but in 2009 the difference wgain deeper. On the contrary, households afidixidual
spent the most and after the implementation of fesey they faced a significantly higher increase.

Households spent more on health with the incrgaksinel of education. The amount of OOP payments of
households with secondary education was closdrg@amount spent by households with lower educatfter
the implementation of fees. Unlikely, householdghwiigher education spent slightly less in 200&1tla2007
but in 2009 they spent much more than householtslaiver level of education.

Since 2008 there were no significant difference®©OP payments according to the place of residefce
households.

Results of the regression analysis showed thasdtmlds with the following characteristics facedhir
OOP payments (per capita) in the observed years:

- households with older family members; householdh pensioners in a common household
- household without children and one-person housshold

- women

- households with a higher level of education
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Table 15. Generalized linear model (Gamma distribution, lotkIfunction)

2007 2008 2009
adjusted R 0,1341 0,0863 0,1206
(Intercept) 4.665** | 4,938*** 4,992+
(.0931) (.1059) (.1056)
number of pensioners .128** .133** .166%**
(0.0372) (.0411) (.0398)
income_thousand .016*** LQ12%** .012%**
(0027) (.0026) (.0022)
age_ 30 -.235** -.306*** -.299**
(.0731) (.0791) (.0929)
age 55 A72%* .156* .185**
(0572) (.0634) (.0632)
age 65 .250*** .270** 214%*
(0704) (.0835) (.0708)
age_ 66 .322%*% A16%** .339%**
(0783) (.0851) (.0850)
female 27 1*** .180** .198**
(.0551) (.0676) (.0630)
household_child - 405%** | - 294%** -.399%**
(0711) (.0639) (.0681)
household_2children -.585%** | - 453*** - 476%**
(0644) (.0641) (.0709)
household_morechildren -.966***| -.667*** -.828***
(.0964) (.1157) (.0980)
individual_household .181** .300*** 247
(.0642) (.0759) (.0739)
secondary_education 199%kx | 160%r* .128**
(.0370) (.0419) (.0386)
higher_education .35 xx* .233%rx .356%**
(0560) (.0562) (.0578)
regional_city .145%* .092 .080
(0439) (.0482) (.0455)
village -.041 .028 -.020
(.0361) (.0366) (.0399)

Source: calculated on the basis of data from theskloold Budget Survey
Note: Significance level at * 5 % ** 1% *** 0.1 %
Reference categories: age 31 - 45, male, houselithidut children, lower education, town.

Nevertheless, the above mentioned characterisfitmaseholds had influenced the expenditure ontimeal
even before the implementation of user fees. As stasvn, households with a higher level of educasipent
more on health. This might be a sign of awarenéghe value of health. Although households withHag
education spent much less in 2008 probably asut reflssavings connected to a new expense on héakis),
they calculated with user fees in the next yea(@i@9) and spent even more than in 2007.

Focusing only on the major changes in parametimates, households with the following charactarist
faced significantly higher expenditure after theplementation of user fees:

- households with a head of household older than 5&arsy and particularly 66
and more

- households of an individual (one-person households)
- households with more pensioners in a common holggho

Particularly these characteristics construct dilprof prospective most vulnerable households.
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6. Discussion

The Czech Republic belongs to the countries witlova level of private health spending even after the
implementation of user fees (see for example thebdse of WHO). Czech patients do not have to paome
western Europeans do (and | don't mention othergrocountries). The burden of household budgettter
Czech patients is much lower than in comparisafiéocountries mentioned in section 2 of the pajpesed the
catastrophic payments threshold at the level of @t | related it to the net income. Still, the itnem of
households that exceeded this threshold was arblrid. Using the threshold of 10 %, the nhumber wag o
around 2 %. Of course, these numbers are very boivin the Czech context they represent a relatihgh
burden for some households. Regarding the annuaten there were an insignificant number of hoogishin
the data sets that reached the counter in 2002@0@ Therefore the results were not discussed.

Unfortunately, there was no information on theltiestatus of patients in the used data sets. Gilyreghere
is no survey which would include income and expemdidata and health status information. Therefoised as
a proxy of morbidity the age and the status of eres. Of course, this is the most important litida of the
analysis.

It is obvious from the results from 2009 that thevas a decrease in out-of-pocket payments antein t
burden as well. This can be explained not only tyes modifications in the policy (more exemptiormyér
annual counter for some patients) but also by #uygonal policy. In fact, there were much more extoms
from paying patient fees. But they widely variedvibeen regions and even between cities. Although bavare
of some biases, the results shade some importpetssof out-of-pocket spending in the Czech Republ

7. Conclusion

The implementation of user fees led to the increasthe burden of household budgets, which is not
surprising, because user fees were a new typeaidthhexpenditure. Nevertheless, as was shown, drerestill
some households with no expenditure and the mgjofithouseholds spent a small share of their budget
health care. The most vulnerable groups are holdebd pensioners that spent the most on health mair only
in relative terms but also in absolute terms. Redato the income, households of inactive individuand
unemployed also spent a big share of their budpicy opponents often claimed that it is necessanyrotect
households with children. However, the results mtd confirm that households with children belongedhe
vulnerable groups. Contrarily, they spent a muchlemshare of their income on health care and pdsacapita
when the size of household was adjusted.

Whether we focus on households according to incteeiles bands, richer households tended to spend mo
in absolute terms. However, if we relate the sganbunt on OOP payments to the household income, wiee
find out that poorer households had higher exparglitNevertheless, OOP payments have already had a
regressive character before the implementatiorsef fees.

It emerged from the descriptive analyses that hHoalds with older members and with pensioners sgient
most on health care. Households without childrenooe-person households had also higher expenditure.
Another critical combination was when the househwddd is a woman (sign of an incomplete family)eSéh
results were also confirmed by results of multisianalyses. Higher burden of household budgets hkely
to be related more to lower income and also to togdrication (even if in the absolute spending [mita,
households with higher education spent more).

The most was spent on pharmaceuticals. Particutemliseholds of pensioners spent the most on poeskri
medications and on prescription fees. They alsd pdot for outpatient and inpatient fees. Therenissing a
regulation of maximum number of inpatient days e tCzech Republic for that the patient has to pay a
inpatient fee. Such a regulation would protectipaldrly pensioners from high expenditure for addarm
inpatient stay. It is not possible to abolish otigye and prescription fees for pensioners dueegulatory
purposes (regulation of health care consumptioo)wéver, there should be another protective fedtur@oor
pensioners (for example lower rate of a fee angtaamnual counter).

Policy-makers should consider carefully before titlker increase in OOP payments whether protective
features should focus only on particular socio-ecaic groups or also on the different levels of hehsd
income. The status of pensioner is an important, $dgt on the contrary, presence of children dagshave to
be always related to the high burden. It seemsrtiose important than the socio-economic statubdaddvel of
household income. Thus, exemptions from paying Ishoat be applied implicitly for the particular gnoe, but
they should either take into account the incomellef'the group.
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