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Catastrophic health spending in Europe: equity and policy implications
of different calculation methods

Jonathan Cylus,® Sarah Thomson® & Tamds Evetovits®

Objective To investigate the equity and policy implications of different methods to calculate catastrophic health spending.

Methods We used routinely collected data from recent household budget surveys in 14 European countries. We calculated the incidence of
catastrophic health spending and its distribution across consumption quintiles using four methods. We compared the budget share method,
which is used to monitor universal health coverage (UHC) in the sustainable development goals (SDGs), with three other well-established
methods: actual food spending; partial normative food spending; and normative spending on food, housing and utilities.

Findings Country estimates of the incidence of catastrophic health spending were generally similar using the normative spending on food,
housing and utilities method and the budget share method at the 10% threshold of a household's ability to pay. The former method found
that catastrophic spending was concentrated in the poorest quintile in all countries, whereas with the budget share method catastrophic
spending was largely experienced by richer households. This is because the threshold for catastrophic health spending in the budget
share method is the same for all households, while the other methods generated effective thresholds that varied across households. The
normative spending on food, housing and utilities method was the only one that produced an effective threshold that rose smoothly with
total household expenditure.

Conclusion The budget share method used in the SDGs overestimates financial hardship among rich households and underestimates hardship
among poor households. This raises concerns about the ability of the SDG process to generate appropriate guidance for policy on UHC.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Catastrophic health spending is an established indicator of
financial protection used to monitor global progress towards
universal health coverage (UHC),'”” as set out in Transforming
our world: the 2030 agenda for sustainable development.® It is
defined as health spending that exceeds a predefined percent-
age or threshold of a household’s ability to pay for health care.
However, ability to pay can be interpreted in different ways,
leading to measurement differences.

The simplest approach assumes that a household’s entire
budget is available for health-care spending. This is known as
the budget share method, because it considers health spending
in relation to total household expenditure or, less frequently,
to income. Other approaches reject this assumption on the
grounds that households must first meet basic needs, such as
food and shelter, before covering health-care expenses. These
methods consider health spending in relation to household
expenditure minus an amount representing spending on basic
needs. The remaining balance is referred to as a household’s
capacity-to-pay for health care.

For the sustainable development goals (SDGs), cata-
strophic spending on health is monitored using the budget
share method. SDG indicator 3.8.2 defines the incidence of
catastrophic health spending as “the proportion of the popula-
tion with large household expenditure on health as a share of
total household expenditure or income.”” Two thresholds are
used to define large: 10% and 25%. While the budget share
method has the virtue of simplicity, it has drawbacks.®

To illustrate these drawbacks, we compared the budget
share method with three other methods widely applied at
the global or the regional level to calculate the incidence of

catastrophic health spending. These methods are: (i) the ac-
tual food spending method used by the Pan American Health
Organization and others;»'? (ii) the partial normative food
spending method' used by the World Health Organization
(WHO) and others;'~ and (iii) the normative spending on
food, housing and utilities method, developed by the WHO
Regional Office for Europe.'? The term normative is used for
methods that reflect a judgement on how much households
have to spend to meet basic needs. While earlier analyses have
found some variability across the different methods in terms of
overall levels of incidence of catastrophic health spending,*"*
we aimed to document the extent of variation among rich and
poor households, and the reasons for this variation.

Methods
Measures

All the methods select out-of-pocket payments as the nu-
merator for calculating the incidence of catastrophic health
spending. This is because other sources of health spending
(e.g. insurance premiums, contributions or taxes) are explicitly
designed to protect against the financial risk associated with
ill health, via pre-payment and risk pooling. Out-of-pocket
payments include formal and informal payments made by
households at the point of using any health goods or service
offered by any type of provider, net of reimbursement from
a third party.

We can argue that the basis for the denominator, income
or consumption expenditure, should be determined by wheth-
er we think it is right for people to draw on their savings, sell
assets or borrow to pay for health care. If we choose income,
we assume people have no other resources available to pay for
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Table 1. Comparison of four methods used to calculate the incidence of catastrophic health spending

Method Numerator  Basis for the Denominator Basic needs used to Thresholds Use in global or
denominator calculate household typically used to regional universal
ability (or capacity) to signify cata- health coverage
pay for health care strophic spending monitoring
Budget share  Out-of- Household Household total None 10% and 25% SDGs; WHO; World
pocket total expenditure if Bank
payments  expenditure available, otherwise
if available, total income
otherwise
income
Actual food Out-of- Household Household total Household actual food 25% and 40% PAHO; World Bank
spending pocket total expenditure minus spending
payments  expenditure actual food spending
Partial Out-of- Household Household spending  Average food spending 40% WHO
normative pocket total minus a standard per (equivalent)® person
food spending  payments  expenditure amount representing  among households
subsistence food whose food share
spending. Except for  of total spending is
households which between 45th and 55th
are already below percentiles
the subsistence
level; in that case
use household total
expenditure minus
actual food spending
Normative Out-of- Household Household total Food, rent and 40% WHO Regional Office
spending on pocket total expenditure minus utilities spending per for Europe
food, housing  payments  expenditure a standard amount (equivalent)® person
and utilities representing (for households that

subsistence spending
on food, rent® and
utilities (water,
electricity, gas and
other fuels); applied
to all households so
that some very poor

spend on these items)
between the 25th
and 35th percentiles
of total spending per
(equivalent)® person
(using the average for
this percentile range)

households may have
negative capacity-
to-pay

PAHO: Pan American Health Organization; SDGs: sustainable development goals; WHO: World Health Organization.

@ To adjust for household composition we used Organisation for Economic Co-operation and Development equivalence scales.’

® Rent payments are considered as consumption expenditure in household budget surveys, but mortgage payments are regarded as investments and usually not
collected. To address this anomaly, many countries (e.g. all European Union countries except Czechia and the United Kingdom of Great Britain and Northern Ireland)
impute household rent for non-renters; however, the imputation methods vary substantially across countries.”” Since these imputed rent levels are sensitive to the
choice of imputation method, the normative spending method excludes imputed rent from total household consumption expenditure to enhance cross-country
comparability. Adjusting for rent payment among households living in rented accommodation therefore becomes important since without doing so, renters would
systematically appear wealthier than otherwise identical owner-occupied households.

Notes: Spending refers to household consumption expenditure, which is the sum of the monetary value of all items consumed by the household during a given period

and the imputed value of items that are not purchased but procured for consumption in other ways (for example, food reared or grown by the household). Threshold

refers to the share of total household expenditure or capacity-to-pay which, when exceeded, indicates a household has experienced catastrophic health spending.

health care, which we know is not the
case. Neither income nor consumption
expenditure perfectly captures a house-
hold’s available resources. The research,
however, consistently favours consump-
tion over income for two reasons: it
is deemed to be a better indicator of
welfare, especially in poorer countries,
and it is easier to measure accurately.'*'?

The methods commonly used to
measure catastrophic health spend-
ing are distinguished primarily by
how they define a household’s ability
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to pay for health care. In the budget
share method, the denominator is total
household expenditure (or sometimes
income), which assumes that all of a
household’s resources are available
for spending on health. In contrast,
the other three methods assume that
households have to meet basic needs
before they can spend on health. These
so-called capacity-to-pay methods
define ability to pay for health care as
total household expenditure minus an
amount corresponding to spending on

basic needs. Each method defines this
amount differently (Table 1).

There are also differences in the
threshold used to identify catastrophic
spending. While any threshold is arbi-
trary, the budget share method uses both
10% and 25% in the SDGs. The partial
normative food-spending method and
normative spending on food, hous-
ing and utilities method primarily use
40%, whereas the actual food-spending
method commonly uses both 25% and
40%. To facilitate comparison across
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methods, while remaining consistent in
how these methods have been applied
previously, we used 40% thresholds for
all methods except the budget share
method.

The official SDG indicator reports
population-weighted incidence, while
other methods often report household-
weighted incidence. To ensure compa-
rability across methods, we present all
results at the household level, as this is
the unit of data collection and analysis
in household budget surveys. The SDG
indicator also constructs consumption
quintiles based on consumption expen-
diture per person. This method may be
inappropriate since it ignores economies
of scale within a household, underesti-
mating welfare in households with many
children, for example.'® For comparabil-
ity, we constructed all quintiles based
on per equivalent person consumption
expenditure levels using Organisation

for Economic Co-operation and Devel-
opment'® equivalence scales (1.0 for the
first adult, 0.7 for subsequent adults and
0.5 for children younger than 13 years).

Data sources

We used routinely collected household
budget survey data for 14 countries:
Austria, Czechia, Estonia, France,
Georgia, Germany, Hungary, Kyrgyz-
stan, Latvia, Lithuania, the Republic
of Moldova, Poland, Sweden and the
United Kingdom of Great Britain and
Northern Ireland. These countries were
chosen to reflect diversity in economic
development and health-system design
across the WHO European Region
(Table 2). Data for the most recent year
available were obtained from national
statistics offices by local experts as part
of a study commissioned by WHO Re-
gional Office for Europe. All categorize
household spending using the United
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Nations’ Classification of Individual
Consumption According to Purpose.”

Data analysis

We conducted a retrospective obser-
vational study where we calculated
the incidence of catastrophic health
spending for each method for each
country. We examined the distribution
of catastrophic out-of-pocket payments
across consumption quintiles, as a proxy
for wealth, to identify inequalities in
financial protection. The data were
analysed using Stata, version 12 (Stata
Corp., College Station, United States of
America).

Results

Using the budget share method, the
10% threshold of a household’s ability to
pay resulted in the highest incidence of
catastrophic health spending in all coun-

Table 2. Selected characteristics of countries in the study of catastrophic health spending in Europe

Country Survey Population Gross General Current Compulsory Type of purchasing
year  inmillions domestic government health financing arrangement for publicly
product in expenditurein  expenditure  arrangements as % financed health care
constant constant (2010)  per capitain of current health
(2010) PPP PPP per capita PPP expenditure
per capita
Austria 2015 8.6 43066 22250 5138 76 Regional non-competing
health insurance funds
Czechia 2012 10.5 27905 12412 2043 84 Competing health
insurance funds
Estonia 2015 13 25988 10490 1887 76 Single health insurance
fund
France 2011 65.0 36801 20579 4040 78 Non-competing health
insurance funds
Georgia 2015 4.0 8327 2445 718 39 Single purchasing agency
Germany 2013 80.6 41675 18634 4965 84 Competing health
insurance funds
Hungary 2014 99 23117 11331 1820 67 Single health insurance
fund
Kyrgyzstan 2014 58 3150 1082 282 46 Single health insurance
fund
Latvia 2013 20 14879 7648 1219 60 Single purchasing agency
Lithuania 2012 3.0 22859 8253 1542 67 Single health insurance
fund
Republicof 2013 36 4449 1716 485 51 Single health insurance
Moldova fund
Poland 2014 380 23580 9964 1608 71 Regional non-competing
health insurance funds
Sweden 2012 95 42185 21824 4911 84 Regional non-competing
purchasing agencies
United 2014 64.4 37661 16464 4009 80 Regional non-competing
Kingdom purchasing agencies

PPP: purchasing power parity.
Source: WHO Global Health Expenditure Database.”
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Fig. 1. Incidence of catastrophic health spending, using different methods of
calculation, and out-of-pocket payments as a share of total health expenditure

in 14 European countries
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tries. The share of households affected
ranged from just over 2% in Czechia
to nearly 33% in Georgia (Fig. 1). The
same method applied with a threshold
of 25% resulted in a much lower inci-
dence of catastrophic health spending
across countries, with a range of 0% in
Czechia to 9% in Georgia, but with some
changes in country rankings. Results for
the actual food spending and the partial
normative food-spending methods were
very similar to those of the budget share
method (25% threshold). The normative
spending on food, housing and utilities
method resulted in levels of catastrophic
spending that were considerably lower
than the budget share method (10%
threshold) but higher than the other
methods, with a range of 1% in Czechia
to 15% in the Republic of Moldova.
Fig. 1 also compared the incidence
of catastrophic health spending for each
method to out-of-pocket payments as
a share of total health expenditure, a
more readily available ratio often used
as a proxy for financial hardship. Three
methods, budget share (25% thresh-
old), actual food spending and partial
normative food methods, showed
very little variation in incidence of

602

catastrophic health spending as the
out-of-pocket share of total health
expenditure rose across countries. In
the Republic of Moldova, for example,
where out-of-pocket expenditure
comprised 41% of total spending in
2013, these three methods found that
catastrophic spending affected fewer
than 5% of households. Results for the
budget share (10% threshold) and the
normative spending on food, housing
and utilities methods more visibly
reflected cross-country differences
in health system financing: countries
with greater reliance on out-of-pocket
payments had a progressively higher
incidence of catastrophic spending.
Fig. 2 compares the distribution
of catastrophic health spending by
consumption quintile and method
across countries. Using the budget
share method (10 and 25% thresholds),
the incidence of catastrophic spend-
ing was equally distributed across
quintiles in some countries. In many
countries, however, households in the
richest quintile were more likely than
households in the poorest quintile to
experience financial hardship. The
actual food spending and the partial

Jonathan Cylus et al.

normative food-spending methods
produced similar distributions to the
budget share methods, although in
many countries there was a slightly
higher incidence of catastrophic spend-
ing among the poorest quintile when
using these methods than with the
budget share method. The normative
spending on food, housing and utilities
method showed that the poorest quin-
tile was most affected by catastrophic
health spending in all countries.

To better understand why the
four methods produced different cata-
strophic health spending incidences
and distributions across quintiles, we
explored a single country’s household-
level data in greater detail. Fig. 3 ranks
households from the 2012 Lithuanian
household budget survey by total house-
hold expenditure adjusted for household
size and composition (i.e. from poor on
the left to rich on the right). Figure 3 dis-
tinguished between households whose
out-of-pocket payments as a share of
total household expenditure were above
and below the 10% and 25% thresholds
used in the budget share method. We
can see that there was not much varia-
tion in the out-of-pocket shares of total
household consumption expenditure
between rich and poor.

Fig. 4 shows the same Lithuanian
households ranked by total household
expenditure adjusted for household size
and composition. The chart highlights
the budget share each household would
need to spend on health care to be
counted as a catastrophic spender, using
the three capacity-to-pay methods that
is, the actual or effective threshold per
household. The effective threshold for
each household is represented by a single
dot in all three panels, although in some
instances the dots appear to form a curve
or line. To make it easier to visualize the
distribution of catastrophic spending,
the vertical lines indicate households
counted as catastrophic spenders. Here,
we note that for the actual food and par-
tial normative food-spending methods,
there was considerable variation in the
effective threshold, particularly among
poorer households, so that households
with similar levels of total household ex-
penditure may be held to quite different
standards to be counted as catastrophic
spenders. For the normative spending
on food, housing and utilities method,
richer households must spend a progres-
sively greater share of their budget to be
counted as catastrophic spenders.

Bull World Health Organ 201 8;96:599—609' doi: http://dx.doi.org/10.2471/BLT.18.209031
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Lastly, unlike for the other three
methods, the normative spending on
food, housing and utilities method
may result in some very poor house-
holds having negative capacity-to-pay.
We refer to households whose total
budget is below the standard amount
for basic needs and who also incur
any level of out-of-pocket payments
as households who are further impov-
erished by out-of-pocket payments;
all households further impoverished

by out-of-pocket payments are con-
sidered to be catastrophic spenders.
We found that across countries, the
average household who was further
impoverished spent between 1.4 and
12.0% of their budget out-of-pocket
(Fig. 5). In 13 of the 14 countries the
average household further impover-
ished by out-of-pocket payments spent
less than the budget share that would
be needed to be counted using the 10%
SDG threshold (Fig. 5).
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Discussion

With the budget share method, once
out-of-pocket health spending crosses
a predefined budget share threshold,
a household is considered to be a
catastrophic spender. As noted in the
example of Lithuania, there is not much
visible variation in the out-of-pocket
shares of total household expenditure
between rich and poor. This explains
why both rich and poor households have

Fig. 2. Incidence of catastrophic health spending by consumption quintile in 14 European countries, using different methods of

calculation
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Fig. 3. Out-of-pocket payments as a share of household expenditure among 6931

households in Lithuania in 2012
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Notes: Households are sorted from left to right by per equivalent person consumption expenditure. Blue
dots indicate out-of-pocket payments as a share of total household expenditure for a household that has
experienced catastrophic spending using the budget share method at the respective threshold. Black
dots indicate out-of-pocket payments as a share of total household expenditure for a household that has
not experienced catastrophic spending. Horizontal lines are the thresholds for households to be counted
as catastrophic spenders. Calculated using data from the 2012 Lithuanian household budget survey.

similar likelihoods of spending above
or below the 10% or 25% thresholds.
Global studies based on the budget share
method have also found a higher inci-
dence of catastrophic spending among
the richest quintile.’”

The budget share method is analo-
gous to a flat income tax, which requires
all households to pay the same share of
their income in taxes. While this may
seem fair to some people, it fails to
acknowledge that poor people devote
more of their resources to meeting basic
needs than rich people. Poor people will
therefore face greater financial pressure
than rich households who spend the
same budget share on health. Applying
the same threshold to all households,
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regardless of wealth, overstates ability
to pay among poor households, lead-
ing to an underestimation of financial
hardship among the poor, especially
at the higher threshold of 25%. It is
also likely to understate ability to pay
among rich households, leading to an
overestimation of financial hardship
among the rich, especially at the lower
threshold of 10%.

A more equitable way of capturing
financial hardship is to use an effective
threshold that rises with household
expenditure. One way to do this is
to establish, for each household, an
amount that is protected from out-of-
pocket payments. This is analogous to
an income tax system with a tax-free

Jonathan Cylus et al.

allowance, where a minimum level of
income is untaxed for all households; the
effective tax rate is no longer the same
for all households, but rises with income.

Capacity-to-pay approaches at-
tempt to achieve this when measuring
catastrophic spending. However, their
ability to produce an effective threshold
that rises with household expenditure
is achieved with varying degrees of
success (as shown in Fig. 4), depending
largely on how consistently they treat
households.

The actual food-spending method
determines each household’s capacity-
to-pay by deducting actual spending on
food from its budget. One can question
whether food is an adequate proxy for
basic needs. More importantly, actual
spending on food reflects household
preferences and other characteristics
that may be linked to out-of-pocket
payments. For example, if a household
spends less on food, because it needs
to spend more on health care, it would
appear to have greater capacity-to-pay
than a comparable household with
higher spending on food who would be
less likely to be counted as a catastrophic
spender. Using the actual food-spending
method there is considerable variation
in the effective threshold among house-
holds with comparable total household
expenditure per equivalent person.
While rich households generally do need
to spend a greater share of their budget
on health care than very poor house-
holds to count as catastrophic spenders,
there is substantial variability in the
share of out-of-pocket spending needed
to be counted as a catastrophic spender
among poorer households towards the
left of the panel.

The partial normative food-spend-
ing method addresses the limitations
of the actual food-spending method by
deducting a standard amount of food
spending from each household’s bud-
get. This standard amount is based on
the average per equivalent person food
spending of households whose food
share of total household expenditure is
between the 45th and 55th percentiles
of the total sample and then adjusted to
reflect household size and composition.'
This aims to arrive at a standard expen-
diture level representing basic needs.
Since it is based on spending among
households ranked by share of total
household expenditure on food (rather
than ranked by total household expen-
diture) it captures food spending among

Bull World Health Organ 201 8;96:599—609' doi: http://dx.doi.org/10.2471/BLT.18.209031
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a random mix of both rich and poor
households. Where households spend
less on food than the standard amount,
the method deducts actual spending on
food to ensure no household is left with
negative capacity-to-pay. This is why
we refer to the method as being only
partially normative. Households whose
food spending is just above or just below
the standard food amount are treated
differently.

As noted previously, both of the
food-based methods achieve very simi-
lar results in terms of overall incidence of
catastrophic spending.”’ The reason for
this is that, in all the countries we have
analysed, the majority of households
report actual food spending levels below
the standard amount and are therefore
treated identically in both methods.
This can be seen in Fig. 4, where many
of the effective thresholds are the same
in panels showing actual food spend-
ing method and partial normative
food spending method, particularly
among poorer households, and many
of the same households are counted as
catastrophic spenders. Consequently,
both of the food-based methods are
likely to overstate the ability to pay of
poorer households relative to richer
households. Nevertheless, in contrast
to the actual food-spending method, the
normative food-spending method has
a well-defined effective threshold that
rises with total household expenditure,
although most obviously among richer
households.

The normative spending on food,
housing and utilities method builds on
the partial normative food-spending
method but differs in three ways. First,
it considers housing (rent) and utilities
(water, electricity, gas and other fuels) as
representative of basic needs, in addition
to food. Second, to determine the stan-
dard amount representing subsistence
spending on food, rent and utilities, the
method calculates average spending on
these items among households between
the 25th and 35th percentiles of the total
sample ranked by total household ex-
penditure per equivalent person (rather
than ranked by food share, as with the
partial normative food method). These
households are assumed to be not so
poor as to be potentially under-spending
on basic needs, but also not too close to
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Fig. 4.

Out-of-pocket spending,
% of total household spending

Out-of-pocket spending,

% of total household spending

Out-of-pocket spending,
% of total household spending

Share of total household expenditure that would have to be spent out-of-pocket
to be counted as having catastrophic health spending among 6931 households in
Lithuania in 2012, using different methods of calculation
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using data from the 2012 Lithuanian Household Budget Survey. The appearance of multiple curves in
the panel showing the normative spending on food, housing and utilities method is because some
households do not report any spending on utilities or rent, so the standard amount deducted from these
households'budgets excludes these items.
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Fig. 5. Out-of-pocket payments as a share of total household expenditure among
households who are further impoverished by out-of-pocket payments in 14

European countries
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Notes: Survey years and samples sizes are listed in the footnote to Fig. 1. Further impoverished
households have total household expenditure below the normative amount of spending on food,
housing and utilities. The circles represent mean values and the vertical lines show the interval between

minimum and maximum values.

the median. Third, the method allows
a household to have negative capacity-
to-pay.”! A standard amount is deducted
from all households that spend on food,
rent and utilities, respectively. House-
holds with budgets below the standard
amount for basic needs are considered
to be catastrophic spenders if they incur
any out-of-pocket payments.

The panel with normative spending
on food, housing and utilities method in
Fig. 4 shows how deducting a standard
amount from all households’ budgets
leads to an effective threshold that is
consistently lowest among the poor and
rises evenly as household consump-
tion expenditure rises. The result is a
greater concentration of catastrophic
spending among poor households than
the other methods. In the normative
food, housing and utilities method, the
standard amount operates in exactly the
same way as a tax-free allowance and
can be justified for the same reason: it
does not make sense from an equity or
efficiency standpoint to tax very low
incomes. Many health systems adopt a
similar approach when exempting low-
income households from out-of-pocket
Cco-payments.

One may question the appropri-
ateness of counting as a catastrophic
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spender, any household with a total
budget below the standard amount for
basic needs that incurs out-of-pocket
payments. However, households with
budgets below the standard amount
are a very small share of the total
population, well below official Euro-
pean Union poverty incidence rates.”
The majority typically do not incur
any out-of-pocket payments, so are
not counted as catastrophic spenders.
Furthermore, among those who do
incur out-of-pocket payments, becom-
ing further impoverished, the amounts
they spend out-of-pocket can be sub-
stantial, particularly given how poor
they are (Fig. 5).

An important limitation of any
analysis using household budget survey
data is that surveys may differ in terms
of reporting period and the level of
detail of the information collected. Ad-
ditionally, all expenditures, including
formal and informal health payments,
are self-reported by household members
and subject to reporting biases. Lastly,
household budget surveys do not typi-
cally collect information on health-care
needs, making it impossible to assess
whether households who do not report
out-of-pocket payments have unmet
need for health care.

Jonathan Cylus et al.

A commitment to “leave no one be-
hind” is at the heart of the SDG agenda.
We found that the method selected for
measuring catastrophic health spend-
ing for the SDGs was the most likely to
underestimate financial hardship among
poor people and overestimate hardship
among rich people. This finding has
important implications for monitoring
progress towards UHC in the SDGs, and
especially for highlighting inequalities
within and across countries, which is
central to the SDG agenda. The finding
also has implications for the develop-
ment of appropriate policy responses if
policymakers receive misleading infor-
mation about patterns of catastrophic
health spending. Fortunately, other
methods of measuring catastrophic
health spending offer a way forward.
Capacity-to-pay approaches are a direct
response to the limitations of the bud-
get share method. While each method
attempts to address the limitations of
earlier methods, the normative food,
rent and utilities method consistently
deducts a standardized amount from
all households. It is therefore able to
achieve an effective threshold that rises
in line with household wealth. W
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Résumé

Dépenses de santé exorbitantes en Europe: incidences de différentes méthodes de calcul sur I'équité et les politiques

Objectif Examiner les incidences sur I'équité et les politiques de
différentes méthodes utilisées pour calculer les dépenses de santé
exorbitantes.

Méthodes Nous avons utilisé des données systématiquement recueillies
dans le cadre d'enquétes récentes sur le budget des ménages menées
dans 14 pays européens. Nous avons calculé |'incidence des dépenses
de santé exorbitantes et leur répartition par quintile de consommation
a l'aide de quatre méthodes. Nous avons comparé la méthode de
la part budgétaire, qui est utilisée pour suivre la couverture sanitaire
universelle dans le cadre des objectifs de développement durable
(ODD), a trois autres méthodes classiques: les dépenses alimentaires
réelles; les dépenses normatives partielles relatives a I'alimentation; et
les dépenses normatives relatives a I'alimentation, au logement et aux
services collectifs.

Résultats Les estimations par pays de I'incidence des dépenses de
santé exorbitantes étaient généralement similaires avec la méthode
des dépenses normatives relatives a 'alimentation, au logement et aux
services collectifs et la méthode de la part budgétaire au seuil de 10 %
dela capacité de payer d'un ménage. La premiere méthode a révélé que

les dépenses exorbitantes se concentraient sur le quintile le plus pauvre
danstous les pays, tandis que selon la méthode de la part budgétaire, les
dépenses exorbitantes étaient en grande partie subies par des ménages
plus riches. Cela s'explique par le fait que le seuil pour les dépenses de
santé exorbitantes avec la méthode de la part budgétaire est le méme
pour tous les ménages, alors que les autres méthodes généraient
des seuils efficaces qui variaient selon les ménages. La méthode
des dépenses normatives relatives a I'alimentation, au logement et
aux services collectifs était la seule a produire un seuil efficace qui
augmentait de facon réguliere avec les dépenses totales des ménages.
Conclusion La méthode de la part budgétaire utilisée dans le cadre
des ODD surestime les difficultés financieres des ménages riches et
sous-estime les difficultés rencontrées par les ménages pauvres. Cela
suscite des inquiétudes quant a la capacité du processus des ODD a
fournir des orientations appropriées pour les politiques relatives a la
couverture sanitaire universelle.
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Pesiome

KpI/ITI/IlIeCKIII BblCOKUE pacXoabl Ha 34paBoO0OXpaHeHne B EBpOHG: cnpaBefnnBoOCTb 1 BbiIBOADbI AnA
3KOHOMMYECKOW MONIUTUKIA C UCMONb30BaHNEM Pa3nnyHbiX METOA40B pacyeTa

Lenb V3yuynTb CnpaBeanMBoCTb 1 BbIBOLb! 414 SKOHOMUYECKOM
NONUTUKM C MCNOMb30BaHMEM PA3IMUHbIX METOAOB pacyeTa
KPUTUYECKM BbICOKMX PACXOAOB Ha 3[0aBOOXPaHEHNE.

MeToppbl ABTOPbI MCMONBb30BaNY AaHHbIe, COBMpaemMble Ha PerynApPHON
OCHOBE B XOfe HeaBHMX 00CnefoBaHNN OlOOXKETOB AOMALLHNX
XO3AMCTB B 14 eBpOnenckmx ctpaHax. boinn npovissefeHbl pacyeT
YaCTOTbI KPUTUYECKHM BbICOKIMX PACXOA0B Ha 34PaBOOXPaHeHne v ee
pacnpefeneHye Nno KBUHTUAM 3aTPaT C MCNOSb30BaHMEM YeTbipex
MeTo10B. ABTOPbI CPaBHWAN MeTof pacnpeaeneHnsa GioaxeTa no
CTaTbAM PACXOA0B, KOTOPbIM MCMONb3yeTCA A7 MOHUTOPUHIA
BCeOOLLEro 0xBaTa MeANKO-CaHNTAPHBIMK YCIyramu B pamKax Liesnel
ycTonumeoro passutua (LIYP), ¢ Tpema Apyrimmn oBLenprHATbIMM
MeToAamK, YUUTBIBAIOLWMMM GaKTUUECKMe PacxXofbl Ha MWTaHue,
YaCTMYHble HOPMATMBHbBIE PACXObl Ha MWUTAHWE Y HOPMATMBHbIE
PaCXoAbl Ha MUTAHKE U XXUIMLLHO-KOMMYHabHbIE YCIyT .
Pe3ynbtatbl OLEHKM NO CTPaHe B OTHOWEHNUM KPUTUYECKH BBICOKIX
PaCcXO0B Ha 3[PaBOOXPaHeHVe, Kak NPaBuo, Obiv CXOXM NpK
MCNONBb30BaHUN METOAA, YUNTLIBAIOLErO HOPMATUBHbIE PACXOAbI
Ha MUTAHWE U KUNULHO-KOMMYHanbHble yCayru, 1 mMeTofa
pacnpeneneHna blogxeTa No CTaTbAM PacxofoB Npv nopore 10% ot
MnaTexecnocobHOCTY JOMALLHEro Xo3aicTaa. [pu MCnonb3oBaHNUM

npensayLiero MeTofa b0 YCTaHOBNEHO, YTO KPUTUYECKM BBICOKIE
pacxofbl OblN COCPeaoToUeHbl B GefiHENMLIEM KBUHTIE BO BCEX
CTpaHax, Torga Kak npv UCnosb30BaHWM METOAA pacnpeneneHuns
O10KEeTa MO CTAaTbaAM PaCXOfOB KPUTUUECKM BbICOKME Pacxofbl
B OCHOBHOM Oblnin CBA3aHbl C bonee 6oraTblMmU AOMALIHUMU
XO3AMCTBaMM. DTO CBA3AHO C TEM, UTO MOPOT KPUTUYECKN BbICOKMX
pPacxooB Ha 3[paBoOXpPaHeHne Npu UCMob30BaHMK MeToaa
pacnpefenenusa GraKeTa NO CTaTbAM PACXOA0B OAMHAKOB ANA
BCeX AOMALIHMX XO3ANCTB, TOrAa Kak Apyrve MeTodbl CO3AatoT
3G deKTVBHbIE MOPOroBble 3HaUeHMA, KOTopble BapbupyloTCA B
Pa3HbIX AOMALLHKX XO3AMCTBax. MeTog, yUnTbIBaOLLMIA HOPMATVBHbIE
PACXoflbl Ha MUTaHUE U KWUIVLLHO-KOMMYHabHble YCayri, Obin
€MHCTBEHHbBIM, KOTOPbIA Co3aan 3hdEKTUBHBIA NOPOT, MNaBHO
PACTYLLMI BMECTe C POCTOM OOLLMX PACXOA0B JOMALLHIIX XO3ANCTB.
BbiBog MeToa pacnpeneneHnsa 6lofxeTa Mo CTaTbAM PACXOAoB,
1CNOnb3yemblii B pamkax LIYP, aaeT 3aBblileHHy0 OLIEHKY G1HAHCOBbIX
TpyaHoCTel cpeamn 6oratbix AOMAWHMX XO3FMCTB U 3aHUXKEHHYIO
oueHKy cpeau 6efHbIX. ITO BbI3bIBAET COMHEHMWA OTHOCKTENbHO
CNocobHOCTN Npolecca B pamkax LIYP cospasats ycnosua ang
COCTaBNeHWA COOTBETCTBYIOLLVX PeKOMeHAAUMIA ANA NOAUTUKM B
00nacTu BceobLero oxeata MearKo-CaHUTapHbIMK YCyramu.

Resumen

Gasto sanitario catastrofico en Europa: equidad e implicaciones politicas de los diferentes métodos de calculo

Objetivo investigar la equidad y las implicaciones politicas de los
diferentes métodos para calcular el gasto sanitario catastrofico.
Métodos se han usado datos recopilados de forma rutinaria a partir
de encuestas recientes sobre presupuestos domésticos en 14 paises
europeos. Se calculé la incidencia del gasto sanitario catastréfico y su
distribucion en los quintiles de consumo empleando cuatro métodos. Se
compard el método de asignacién presupuestaria, que se emplea para
monitorizar la cobertura sanitaria universal (CSU) dentro de los objetivos
de desarrollo sostenible (ODS) con otros tres métodos perfectamente
establecidos: gasto alimentario real, gasto alimentario parcial normativo
y gasto normativo en alimentacién, alojamiento y servicios.
Resultados las estimaciones de los paises sobre la incidencia del gasto
sanitario catastréfico eran en general similares usando el método del
gasto normativo en alimentos, alojamiento y servicios y el método de
asignacion presupuestaria en el umbral del 10% de la capacidad de un

hogar para pagar. El primer método descubrié que el gasto catastréfico
se concentraba en el quintil mas pobre de todos los paises, mientras
que el método de asignacion presupuestaria se experimentaba en
gran medida en hogares con mayor poder adquisitivo. Esto se debe
a que el umbral del gasto sanitario catastréfico dentro del método de
asignacion presupuestaria es el mismo para todos los hogares, mientras
que los demds métodos generaban umbrales efectivos que variaban
conforme a los hogares. El método del gasto normativo en alimentos,
alojamiento y servicios era el Unico que creaba un umbral efectivo que
aumentaba suavemente con el gasto doméstico total.

Conclusion el método de asignacion presupuestaria que se usa en
los ODS sobreestima las dificultades econdmicas entre los hogares
ricos y subestima las dificultades entre los hogares pobres. Esto desata
preocupaciones acerca de la capacidad del proceso de los ODS de
generar una guia adecuada para la politica de la CSU.

References

1. XuK, Evans DB, Kawabata K, Zeramdini R, Klavus J, Murray CJ. Household
catastrophic health expenditure: a multicountry analysis. Lancet. 2003 Jul
12,362(9378):111-7. doi: http://dx.doi.org/10.1016/50140-6736(03) 13861-5
PMID: 12867110

2. XuK, Evans DB, Carrin G, Aguilar-Rivera AM, Musgrove P, Evans T. Protecting
households from catastrophic health spending. Health Aff (Millwood). 2007
Jul-Aug;26(4):972-83. doi: http://dx.doi.org/10.1377/hlthaff.26.4.972 PMID:
17630440

3. World Health Organization and World Bank. Tracking universal health
coverage. First global monitoring report. Geneva: World Health
Organization; 2015.

4. van Doorslaer E, O'Donnell O, Rannan-Eliya RP, Somanathan A, Adhikari SR,
Garg CC, et al. Catastrophic payments for health care in Asia. Health Econ.
2007 Nov;16(11):1159-84. doi: http://dx.doi.org/10.1002/hec.1209 PMID:
17311356

5. Wagstaff A, van Doorslaer E. Catastrophe and impoverishment in paying
for health care: with applications to Vietnam 1993-1998. Health Econ. 2003
Nov;12(11):921-34. doi: http://dx.doi.org/10.1002/hec.776 PMID: 14601155

6. Wagstaff A, Flores G, Hsu J, Smitz MF, Chepynoga K, Buisman LR, et al.
Progress on catastrophic health spending in 133 countries: a retrospective
observational study. Lancet Glob Health. 2018 02,6(2):e169-79. doi: http://
dx.doi.org/10.1016/52214-109X(17)30429-1 PMID: 29248367

7. Tracking universal health coverage. 2017 global monitoring report. Geneva
and Washington: World Health Organization and the International Bank for
Reconstruction and Development / The World Bank; 2017.

8. Resolution A/RES/70/1.Transforming our world: the 2030 agenda
for sustainable development. In: Seventieth United Nations General
Assembly, New York, 25 September 2015. New York: United Nations; 2015.
Available from: http://www.un.org/ga/search/view_doc.asp?symbol=A/
RES/70/1&Lang=E [cited 2018 May 1].

608 Bull World Health Organ 2018;96:599-609 doi: http://dx.doi.org/10.2471/BLT.18.209031


http://dx.doi.org/10.1016/S0140-6736(03)13861-5
http://www.ncbi.nlm.nih.gov/pubmed/12867110
http://dx.doi.org/10.1377/hlthaff.26.4.972
http://www.ncbi.nlm.nih.gov/pubmed/17630440
http://dx.doi.org/10.1002/hec.1209
http://www.ncbi.nlm.nih.gov/pubmed/17311356
http://dx.doi.org/10.1002/hec.776
http://www.ncbi.nlm.nih.gov/pubmed/14601155
http://dx.doi.org/10.1016/S2214-109X(17)30429-1
http://dx.doi.org/10.1016/S2214-109X(17)30429-1
http://www.ncbi.nlm.nih.gov/pubmed/29248367
http://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E
http://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E

Jonathan Cylus et al.

SDG indicators. Metadata repository [internet]. New York: United Nations
Statistics Division; 2018. Available from: https://unstats.un.org/sdgs/
metadata/ [cited 2018 May 17].

Dmytraczenko T, Aimeida G, editors. Toward universal health coverage
and equity in Latin America and the Caribbean: evidence from selected
countries. Washington, DC: Pan American Health Organization and World
Bank; 2015. doi: http://dx.doi.org/10.1596/978-1-4648-0454-0

. Samuelson P, Nordhaus W, editors. Economics. 18th ed. New York: Tata

McGraw Hill; 2004.

Thomson S, Evetovits T, Cylus J, Jakab M. Monitoring financial protection to
assess progress towards universal health coverage in Europe. Public Health
Panorama. 2016;2(3):357-66.

World Health Organization and World Bank. Tracking universal health
coverage. First global monitoring report (Web-annex 2: financial protection
indicators, country specific results). Geneva: World Health Organization;
2015.

Deaton A. The analysis of household surveys: a microeconometric approach
to development policy. Washington, DC: World Bank; 1997. doi: http://
dx.doi.org/10.1596/0-8018-5254-4

Deaton A, Zaidi S. Guidelines for constructing consumption aggregates for
welfare analysis. Washington, DC: World Bank; 2002. Available from: http://
documents.worldbank.org/curated/en/206561468781153320/Guidelines-
for-constructing-consumption-aggregates-for-welfare-analysis [cited 2018
May 11.

20.

21.

22.

Bull World Health Organ 2018;96:599-609| doi: http://dx.doi.org/10.2471/BLT.18.209031

Research
Calculating catastrophic health spending

Adjusting household incomes: equivalence scales. What are equivalence
scales? [internet]. Paris: Organisation for Economic Co-operation and
Development; [undated]. Available from: http://www.oecd.org/els/soc/
OECD-Note-EquivalenceScales.pdf [cited 2018 May 1].

Household budget survey: 2010 wave. EU quality report. Brussels:
European Commission; 2015. Available from: http://ec.europa.eu/
eurostat/documents/54431/1966394/2015-04-01_QualityReport2010.
pdf/418a037a-bfbc-486e-9ff7-4b140b543f39 [cited 2018 May 1].

Deaton A. Household surveys, consumption, and the measurement

of poverty. Econ Syst Res. 2003;15(2):135-59. doi: http:/dx.doi.
0rg/10.1080/0953531032000091144

Global health expenditure database [internet]. Geneva: World Health
Organization; 2018. Available from: http://apps.who.int/nha/database/
ViewData/Indicators/en [cited 2018 May 1].

Statistical classifications: classification of individual consumption according
to purpose. New York: United Nations Statistics Division; 2018. Available
from: https://unstats.un.org/unsd/cr/registry/regcst.asp?Cl=>5 [cited 2018
May 1].

Wagstaff A, Eozenou P. CATA meets IMPOV: a unified approach to measuring
financial protection in health. Policy Research Working Paper Series.
Washington, DC: World Bank; 2014.

Eurostat database [internet]. Brussels: European Commission; 2017.
Available from: http://ec.europa.eu/eurostat/en/data/database [cited 2018
May 1].

609


https://unstats.un.org/sdgs/metadata/
https://unstats.un.org/sdgs/metadata/
http://dx.doi.org/10.1596/978-1-4648-0454-0
http://dx.doi.org/10.1596/0-8018-5254-4
http://dx.doi.org/10.1596/0-8018-5254-4
http://documents.worldbank.org/curated/en/206561468781153320/Guidelines-for-constructing-consumption-aggregates-for-welfare-analysis
http://documents.worldbank.org/curated/en/206561468781153320/Guidelines-for-constructing-consumption-aggregates-for-welfare-analysis
http://documents.worldbank.org/curated/en/206561468781153320/Guidelines-for-constructing-consumption-aggregates-for-welfare-analysis
http://www.oecd.org/els/soc/OECD-Note-EquivalenceScales.pdf
http://www.oecd.org/els/soc/OECD-Note-EquivalenceScales.pdf
http://ec.europa.eu/eurostat/documents/54431/1966394/2015-04-01_QualityReport2010.pdf/418a037a-bfbc-486e-9ff7-4b140b543f39
http://ec.europa.eu/eurostat/documents/54431/1966394/2015-04-01_QualityReport2010.pdf/418a037a-bfbc-486e-9ff7-4b140b543f39
http://ec.europa.eu/eurostat/documents/54431/1966394/2015-04-01_QualityReport2010.pdf/418a037a-bfbc-486e-9ff7-4b140b543f39
http://dx.doi.org/10.1080/0953531032000091144
http://dx.doi.org/10.1080/0953531032000091144
http://apps.who.int/nha/database/ViewData/Indicators/en
http://apps.who.int/nha/database/ViewData/Indicators/en
https://unstats.un.org/unsd/cr/registry/regcst.asp?Cl=5
http://ec.europa.eu/eurostat/en/data/database

	Table 1
	Table 2
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5

