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VOORWOORD

Het Belgische gezondheidszorgsysteem steunt historisch op een combinatie van relatief
hoge eigen betalingen met tegelijkertijd een beleid gericht op sociale bescherming van
maatschappelijk zwakkere groepen. De maximumfactuur (MAF), ingevoerd in 2002, is
een dergelijke structurele maatregel die een compromis zoekt tussen sociale
bescherming van de zwakste groepen in de samenleving en individuele
verantwoordelijkheid. De maximumfactuur heeft de intentie om voor elk gezin het
bedrag dat het uitgeeft aan verzekerde en noodzakelijke gezondheidskosten te
begrenzen in verhouding tot het gezinsinkomen. Sinds haar ontstaan is de
maximumfactuur sterk uitgebreid. Ook in 2008 wordt de maximumfactuur verder
uitgebreid voor implantaten en voor de chronisch zieken.

Volgens sommigen is de maximumfactuur een noodzakelijk tegengewicht tegen de hoge
eigen betalingen in ons systeem van ziekteverzekering. Volgens anderen dreigt de
maximumfactuur de uitgaven in de ziekteverzekering te doen ontsporen of
veralgemeent ze de selectiviteit in ons gezondheidszorgsysteem doordat diegenen die
het meeste betalen er het minste voor terugkrijgen.

Deze studie had als doel de performantie van de maximumfactuur te onderzoeken. Is de
MAF de meest doeltreffende manier om een bepaald niveau van sociale bescherming aan
te bieden? Welke doelgroepen worden bereikt? Vallen er nog maatschappelijke groepen
uit de boot? Veroorzaakt de MAF gedragsveranderingen bij patiénten of zorgverleners?
Op welke wijze hangen de verdelingseffecten van de MAF samen met de structurele
kenmerken van het systeem? En is de MAF coherent met de globale principes van het
systeem? De resultaten van deze studie laten ook toe om de kostprijs en de
verdelingseffecten van fundamentele beleidshervormingen zoals de afschaffing van de
verhoogde tegemoetkoming of de sociale MAF in te schatten.

Een sociaal beschermingssysteem ontwerpen en implementeren is echter niet louter
een wetenschappelijke of empirische vraag. Het is onmogelijk uitspraken te doen over
de MAF of andere beschermingsmechanismen zonder expliciet ethische keuzes te
maken over de grenzen van individuele en collectieve verantwoordelijkheid. Ook de
budgettaire en administratieve haalbaarheid spelen een rol bij concrete beslissingen over
de implementatie van sociale beschermingssystemen.

Onderhavig rapport kon gebruik maken van een databank waarin voor een
representatieve steekproef van de Belgische bevolking de IMA-gegevens, afkomstig van
de ziekenfondsen, gekoppeld zijn aan fiscale gegevens. Het KCE dankt van harte alle
betrokken personen en instellingen voor hun meer dan bereidwillige medewerking
waardoor deze innovatieve koppeling van gegevens mogelijk werd.

Jean-Pierre Closon Dirk Ramaekers

Adjunct algemeen directeur Algemeen directeur
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Samenvatting
INLEIDING

De Belgische gezondheidszorg steunt historisch op een combinatie van relatief hoge
eigen betalingen van patiénten met beschermingsmaatregelen om de toegankelijkheid te
vrijwaren. De verhoogde tegemoetkoming (1963), de sociale en fiscale franchise (1994),
de maximumfactuur (MAF, 2002) en het recent ingevoerde OMNIO-statuut (2007) zijn
maatregelen die de armen en zieken moeten beschermen tegen een te hoge financiéle
last als gevolg van ziekte.

BASISPRINCIPES VAN DE MAXIMUMFACTUUR

De maximumfactuur is ontworpen als een structurele maatregel die een compromis
zoekt tussen sociale bescherming van de zwakste groepen in de samenleving en
individuele verantwoordelijkheid.

Een basisprincipe van de MAF is dat remgelden niet langer sociaal aanvaardbaar zijn als
de financiéle last voor de patiént te groot wordt. Hierbij wordt speciale aandacht
gegeven aan de zwakste groepen in de samenleving en aan kinderen. Het bestaan van
remgelden wordt niet in vraag gesteld, zij weerspiegelen de individuele
verantwoordelijkheid. De remgelden worden opgeteld op gezinsniveau en vergeleken
met een plafond dat afhankelijk is van het netto belastbaar gezinsinkomen. Remgelden
boven de plafondwaarde worden terugbetaald. De sociale bescherming die door de
MAF geboden wordt, omvat niet de supplementen en de niet-medische kosten die aan
een ziekte verbonden zijn.

De MAF (2007) bestaat uit drie subsystemen, die alle drie worden uitgevoerd door de
ziekenfondsen.

e De sociale MAF voert een remgeldplafond van €450 in voor alle gezinnen
waar minstens één van de leden recht heeft op de verhoogde
tegemoetkoming (nu ook OMNIO).

o De inkomensMAF geldt voor alle gezinnen of gezinsleden die geen recht
hebben op de sociale MAF. Het plafond voor de jaarlijkse remgelden is
afhankelijk van het netto belastbaar gezinsinkomen en varieert van €450 tot
€1800.

o De MAF voor kinderen jonger dan 19 jaar is een individueel recht waarbij
remgelden boven €650 terugbetaald worden.

Tot en met 2004 was de inkomensMAF enkel van toepassing voor de twee laagste
inkomenscategorieén, met plafondwaarden van respectievelijk €450 en €650. Voor de
hogere inkomensgroepen gold de fiscale MAF, die niet uitgevoerd werd door de
ziekenfondsen maar door de belastingadministratie.

Onderstaande Figuur | toont dat de remgeldplafonds als een percentage van het netto
belastbaar inkomen voor alle inkomensgroepen (behalve voor de laagste en de hoogste
inkomens) ongeveer een zelfde percentage van het netto belastbaar inkomen
vertegenwoordigen. In 2007 varieerde dit percentage voor het gros van de gezinnen
tussen 3 en 4.5%. Voor de laagste inkomens ligt deze verhouding echter hoger (omdat
het laagste plafond €450 bedraagt), voor de hoogste inkomens ligt ze lager (omwille van
het hoogste plafond van €1 800).
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Figuur 1. MAF-plafond als een fractie van het netto belastbaar inkomen
(2007)
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De MAF dekt niet alle medische kosten. Sinds haar ontstaan is de dekking wel geleidelijk
uitgebreid, afhankelijk van de budgettaire ruimte. In 2006 genoten meer dan | miljoen
mensen van de MAF. De budgettaire kost bedroeg ongeveer €252 000 000 wat
neerkomt op 1.4% van het totale budget van de ziekteverzekering.

Omdat de MAF werd ingevoerd als een versterking van de bescherming geboden door
de sociale en fiscale franchise, en daarna incrementeel werd uitgebreid, meestal met
behoud van bestaande rechten, is het een administratief vrij complex systeem
geworden. Deze complexiteit wordt nog vergroot wanneer ook rekening gehouden
wordt met de interactie tussen de MAF en de verhoogde tegemoetkoming en OMNIO,
omdat deze op een verschillend inkomensconcept zijn gebaseerd. Hoofdstuk 2 bevat
een gedetailleerd overzicht van de specifieke regelingen.

ONDERZOEKSVRAGEN

Deze studie omvat een onderzoek naar de effecten van de maximumfactuur op de
consumptie en toegankelijkheid van gezondheidszorg. Deze algemene onderzoeksvraag
werd vertaald naar een aantal meer specifieke vragen. Wat is de totale kost van de
MAF? Hoe effectief is de MAF als een sociale beschermingsmaatregel? Welke groepen
worden bereikt en voor welke groepen blijven de eigen betalingen problematisch? Heeft
de MAF een invloed op het gedrag van patiénten en zorgverleners? Hoe zouden de kost
en de sociale bescherming eruit zien wanneer bepaalde structurele kenmerken van het
systeem van de MAF gewijzigd worden?

GEGEVENS EN METHODOLOGIE

Om deze onderzoeksvragen te beantwoorden, maken we gebruik van een databank
waarin voor een representatieve steekproef van de Belgische bevolking in 2004 de IMA-
gegevens, afkomstig van de ziekenfondsen, op gezinsniveau gekoppeld werden aan fiscale
gegevens. Deze databank maakte het voor de eerste keer in Belgié mogelijk om de eigen
betalingen (remgelden en supplementen) van patiénten te relateren tot hun
inkomenspositie.

Terwijl de informatie over de betaalde remgelden nagenoeg compleet is, is dat niet het
geval voor de gegevens over de supplementen. We weten evenmin of de gezinnen in de
steekproef al dan niet gedekt zijn door een aanvullende ziekteverzekering.
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Omdat in 2004 de zelfstandigen niet verzekerd waren voor de kleine risico’s in de
verplichte verzekering, bestond er voor hen een specifieke regeling, die nu niet meer
van kracht is. Omdat we bovendien slechts beschikten over onvolledige informatie over
de medische uitgaven van de zelfstandigen voor kleine risico’s, werden alle gezinnen met
minstens één zelfstandige niet in de analyse opgenomen.

We gebruiken vooral beschrijvende statisticken en regressiemethodes om de
effectiviteit van de MAF als sociaal beschermingsmechanisme te evalueren en om het
belang van mogelijke gedragseffecten in te schatten. De techniek van microsimulatie
werd gebruikt om een samenhangend beeld te krijgen van de kost en van de
verdelingseffecten van de sinds 2004 ingevoerde beleidsmaatregelen en van mogelijke
toekomstige structurele hervormingen. Met deze techniek wordt voor elk individueel
gezin in de steekproef apart berekend wat de te betalen remgelden zijn voor en na een
beleidsmaatregel. Toegepast op een representatieve steekproef wordt het daardoor
mogelijk een gedetailleerd beeld te schetsen van de winnaars en verliezers.

DE WERKING VAN DE MAF ALS SOCIAAL
BESCHERMINGSMECHANISME: DETOESTAND IN

2004

De beschrijvende analyse van de effectiviteit van de MAF als sociaal
beschermingsmechanisme is gebaseerd op de gegevens voor 2004. De resultaten
moeten bijgevolg geinterpreteerd worden met de regelgeving en de consumptie van
gezondheidszorg voor 2004 als uitgangsbasis.

De MAF zorgt ervoor dat gezinnen met hoge remgelden in verhouding tot hun inkomen
hoge terugbetalingen krijgen. Bijgevolg spelen zowel socio-economische als
morbiditeitskenmerken een rol bij een analyse van de effectiviteit van de MAF als
beschermingsmechanisme.

Een analyse van de socio-economische kenmerken toont dat economisch zwakkere
groepen zoals éénoudergezinnen, gezinnen die leven van een gewaarborgd inkomen
voor bejaarden, leefloon of werkloosheidsuitkering gemiddeld genomen relatief goed
beschermd zijn tegen de financiéle gevolgen van ziekte. Bij de laagste inkomensgroepen
zijn er echter indicaties voor mogelijke onderconsumptie van gezondheidszorg. Dit
probleem kan door een (ex post) financieel beschermingssysteem als de MAF
vanzelfsprekend niet worden opgelost. Vermits de MAF slechts remgelden omvat, en
een plafond oplegt dat in een min of meer vaste verhouding staat tot het inkomen,
verhindert ze ook niet dat de remgelden en de eigen betalingen (d.w.z. inclusief
supplementen) die overblijven na de MAF-terugbetalingen, gemiddeld een groter deel
van het gezinsinkomen uitmaken naarmate dat gezinsinkomen afneemt.

Wat de morbiditeitskenmerken betreft, blijkt dat gezinnen met hoge gezondheidskosten
(met een zorgforfait voor chronisch zieken zoals het forfait B of C in de thuisverpleging,
het forfait voor een zware aandoening in het kader van kinesitherapie of fysiotherapie,
langdurige of herhaalde hospitalisaties) door het systeem van de MAF effectief
beschermd worden. Toch worden diezelfde gezinnen vaak nog steeds geconfronteerd
met hoge eigen betalingen en hebben ze een grotere kans dat hun eigen
gezondheidsuitgaven na MAF een extreme belasting op het gezinsinkomen vormen
(gedefinieerd als eigen betalingen groter dan 5% of 10% van het inkomen). Psychiatrische
patiénten in een ziekenhuis of psychiatrisch verzorgingstehuis betalen uitzonderlijk hoge
remgelden en supplementen en hebben de grootste kans om extreme betalers te
worden.

In het algemeen kan gesteld worden dat het bedrag aan remgelden die niet in de MAF
zijn opgenomen, relatief beperkt is. Het verblijf in een psychiatrisch ziekenhuis of
verzorgingstehuis vormt hierop de belangrijkste uitzondering. Bijgevolg zijn de eigen
betalingen die nog overblijven na tussenkomst van de MAF, hoofdzakelijk supplementen.
Toch betalen 3.3% van de gezinnen meer dan 5% van hun gezinsinkomen aan remgelden.
Wanneer we ook rekening houden met de supplementen, loopt dit percentage op tot
10% van de gezinnen.
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Bij de interpretatie van dit laatste resultaat moet er wel rekening mee gehouden
worden dat we de terugbetalingen door aanvullende ziekteverzekeringen niet in de
analyse konden opnemen.

Grote eigen betalingen voor gezondheidszorg kunnen gezinnen onder de armoedegrens
brengen. Ongeveer 20% van de gezinnen die in dat geval zouden zijn als de MAF niet
bestond, worden door de MAF-terugbetalingen uit de armoede gehouden. De
persistentie van eigen betalingen doorheen de tijd is zorgwekkend. Bijna 3% van de
bevolking (zonder zelfstandigen) had zowel in 2003 als in 2004 eigen betalingen na MAF
van meer dan €500.

VERANDERT DE MAF HET GEDRAG VAN
PATIENTEN EN ZORGVERLENERS?

De internationale literatuur bevat vele resultaten die aantonen dat remgelden het
gedrag van patiénten en zorgverleners kunnen beinvioeden. Een verhoging (verlaging)
van de remgelden leidt dan tot een daling (stijging) van de medische consumptie. Het
kon daarom a priori verwacht worden dat ook de MAF (met de daarbij horende
terugbetaling van remgelden boven het plafond) een stijging van de uitgaven zou teweeg
brengen.

De evaluatie van de gedragseffecten van de MAF confronteert ons met moeilijke
methodologische problemen. Gezinnen die het MAF-plafond overschrijden hebben
immers per definitie hogere uitgaven. Daarom zouden we in de gegevens een negatief
verband vinden tussen de hoogte van de remgelden en de consumptie van
gezondheidszorg, zelfs als het bereiken van het MAF-plafond op zichzelf geen enkel
effect heeft. Wij hebben geprobeerd om met de beschikbare gegevens op een zo
correct mogelijke wijze rekening te houden met dit zgn. endogeniteitsprobleem. Toch
moeten onze besluiten met de nodige omzichtigheid geinterpreteerd worden.

De gedragseffecten van de MAF lijken eerder beperkt te zijn. Er zijn geen aanwijzingen
dat de medische uitgaven van gezinnen zouden toenemen nadat het MAF-plafond is
overschreden (en dus de remgelden worden terugbetaald). Er zijn evenmin aanwijzingen
dat de opname in 2003 van geneesmiddelen categorie C in de MAF-teller heeft geleid
tot een stijging in het verbruik van deze geneesmiddelen. In het licht van de beperkte
informatie van de patiénten zijn deze resultaten wellicht niet verrassend. Anderzijds
vinden we wel sporen van wat in de literatuur anticipatorisch gedrag wordt genoemd.
De uitgaven lijken hoger te liggen bij chronische zieken die reeds van in het begin van
het jaar weten dat zij in de loop van het jaar toch het plafond zullen bereiken dan bij (zo
goed mogelijk) vergelijkbare zieken voor wie dit niet het geval is. Onze gegevens laten
niet toe te beoordelen of deze stijging vanuit medisch standpunt al dan niet
verantwoord is. Tenslotte lijken zorgverleners in het geval van thuisverpleging de
neiging te hebben om vaker remgelden aan te rekenen bij die patiénten waarvan kan
aangenomen worden dat ze hun plafond zullen bereiken. Omdat die remgelden boven
het plafond door de MAF worden terugbetaald, leidt ook dit gedrag van de
zorgverleners tot een stijging van de uitgaven in de ziekteverzekering.

Omdat wij in onze analyse slechts zeer beperkte gedragseffecten vinden, hebben wij
deze verder bij de evaluatie van specifieke beleidsmaatregelen verwaarloosd. Er moet
nochtans benadrukt worden dat het hier enkel gaat om wijzigingen in het
consumptiegedrag, d.w.z. in de hoeveelheid geconsumeerde zorg. Ook wanneer er geen
of slechts een beperkte wijziging optreedt in de hoeveelheid geconsumeerde zorg (wat
onze resultaten suggereren), zal een uitbreiding van de MAF-dekking vanzelfsprekend
toch nog steeds tot een stijging van de uitgaven in de ziekteverzekering leiden.
Inderdaad, zo een uitbreiding heeft tot gevolg dat kosten (remgelden) die door de
patiénten gedragen werden, nu door het systeem van ziekteverzekering moeten worden
gefinancierd.
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DE EFFECTEN VAN DE BELEIDSMAATREGELEN
SINDS 2004

Sinds 2004 werden er belangrijke wijzigingen in het systeem van de MAF doorgevoerd.
Daardoor is onze beschrijvende analyse op basis van de geobserveerde gegevens voor
2004 slechts gedeeltelijk toepasbaar op de huidige regelgeving. Bovendien is een louter
beschrijvende analyse niet geschikt om de effecten van specifieke beleidsmaatregelen te
onderzoeken. We hebben daarom de techniek van microsimulatie gebruikt om de
budgettaire en verdelingseffecten van de wijzigingen sinds 2004 te berekenen. Daarna
zullen we dezelfde techniek ook toepassen voor een evaluatie van enkele hypothetische
meer fundamentele structuurwijzigingen.

Sinds 2004 zijn er in de eerste plaats wijzigingen geweest in het mechanisme van de
MAF. Vanaf 2005 werd de fiscale MAF afgeschaft en geintegreerd in de inkomensMAF.
Verder werd in 2006 een wijziging doorgevoerd in het gebruikte gezinsconcept: terwijl
daarvoor het recht op sociale MAF werd toegekend aan alle gezinnen met minstens één
rechthebbende op de voorkeurregeling, werd de sociale MAF vanaf 2006 beperkt tot
het individu met voorkeurregeling, zijn/haar partner en de van hem/haar afhankelijke
personen. Ten tweede werd de dekking van de MAF uitgebreid. In 2006 werd de
afleveringsmarge voor implantaten als een remgeld beschouwd en in de MAF-teller
opgenomen, in 2008 gebeurt hetzelfde voor de veiligheidsmarge. Tenslotte werd in
2007 het OMNIO-statuut ingevoerd waarbij de verhoogde tegemoetkoming werd
uitgebreid tot alle gezinnen met een laag (bruto)-inkomen. De daaruit volgende verlaging
van de remgelden resulteert weliswaar in een daling van de MAF-terugbetalingen, maar
deze verlaging moet vanzelfsprekend wel door het systeem van ziekteverzekering
worden gefinancierd. Wij hebben al deze wijzigingen in chronologische volgorde en
incrementeel gesimuleerd. Dat betekent dat een nieuwe maatregel steeds werd
ingevoerd in gegevens, waarin de effecten van alle vroegere maatregelen reeds waren
verwerkt. Ons uiteindelijk resultaat biedt dan een (weliswaar ruw) beeld van de actuele
situatie. De belangrijkste resultaten worden samengevat in de volgende Tabel I.

Al deze verschillende maatregelen samen hebben geleid tot een stijging met 30% van de
kost van de sociale bescherming. Het aantal gezinnen met een totaal van remgelden na
MAF-terugbetalingen groter dan 5% van hun netto belastbaar inkomen is met 40%
afgenomen. Uit de verdelingsanalyse blijkt dat vooral de integratie van de veiligheids- en
afleveringsmarges voor implantaten zeer effectief gericht was op gezinnen met hoge
uitgaven voor gezondheidszorg.
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Tabel I. Effecten van de beleidsmaatregelen in de periode 2004-2008

Totaal MAF
terugbetalingen

Aantal gezinnen met

eigen betalingen | eigen betalingen remgelden>5% remgelden>10%
>5% >10%
Startsituatie (2004) €203 443 666 391 670 155 465 133 001 50 668
Integratie van de fiscale MAF in de €214 160 478 377 392 152 522 1108l 50 123
inkomensMAF (2005)
(+5.3%) (-3.6%) (-1.9%) (-16.5%) (-0.9%)
Beperking sociale MAF (2006) €202 774 854 379 074 152 753 11267 50 123
(-5.3%) (+0.4%) (+0.2%) (+0.2%) (+0%)
Integratie afleveringsmarge (2006) €218 036 109 369 758 148 237 103 315 49 292
(+7.5%) (-2.5%) (-3.0%) (-7.1%) (-1.7%)
Introductie OMNIO (2007) €196 764 343 344 611 140 460 82 885 42759
(-9.8%) (-6.8%) (-5.2%) (-19.8%) (-13.3%)
inclusief verlaging remgelden €255 689 772
(+17.3%)
Integratie veiligheidsmarge (2008) €204 914 343 339 025 137 701 81 236 42072
(+4.1%) (-1.6%) (-2.0%) (-2.0%) (-1.6%)
Totale wijziging (in %) +0.7% -13.4% -11.4% -38.9% -17.0%
inclusief verlaging remgelden (+29.7%)
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De beperking van de sociale MAF leverde een substantiéle besparing op zonder sterk
nadelige effecten voor het niveau van sociale bescherming. Tenslotte heeft de
introductie van OMNIO geleid tot een sterke daling van het aantal extreme betalers
maar ten koste van een grote stijging van de uitgaven. Deze resultaten met betrekking
tot OMNIO moeten nochtans voorzichtig geinterpreteerd worden. Gezinnen krijgen
slechts het OMNIO-statuut toegekend als ze daar zelf expliciet om vragen. Tot nu toe
heeft minder dan de helft van de potentieel rechthebbende gezinnen deze stap gezet.
Omdat wij in onze gegevens echter onmogelijk kunnen weten om welke gezinnen het
gaat, hebben wij voor onze analyse de lange termijn-situatie van volledige take-up
gesimuleerd.

In het RIZIV-budget voor 2008 werd een bedrag van €10 miljoen ingeschreven voor de
verdere uitbouw van een MAF voor de chronisch zieken. De concrete uitwerking
hiervan werd echter nog niet vastgelegd. Op welke wijze kan de MAF-regulering voor
chronische zieken worden aangepast! En, daarmee samenhangend, hoe moet een
“chronische zieke” gedefinieerd worden? Voor beide vragen werden verschillende
mogelijke benaderingen met elkaar vergeleken. Hierbij werden in de eerste plaats drie
mogelijke modaliteiten uitgewerkt. Een eerste benadering introduceert een individueel
recht voor chronische zieken, analoog aan de situatie in de MAF voor kinderen. Het
individuele remgeldplafond voor de chronisch zieken werd vastgelegd op €250,
onafhankelijk van hun gezins- en inkomenssituatie. In een tweede benadering wordt het
MAF-plafond op het niveau van het gezin verlaagd met €250 voor alle gezinnen met
minstens één chronisch zieke. Het centrale idee van een derde alternatief bestaat erin
de remgelden voor elke chronisch zieke onmiddellijk na consumptie terug te betalen tot
een maximumbedrag van €200. Wanneer deze grens is bereikt, vervalt het individuele
recht en geldt voor verdere remgelden de sociale of inkomensMAF voor het gezin
waarvan de chronisch zieke deel uitmaakt. Deze drie mogelijke modaliteiten werden
gecombineerd met vijf mogelijke definities van een “chronisch zieke”. Slechts de engste
definitie laat toe min of meer binnen het vooropgestelde budget van €10 miljoen te
blijven. In deze enge definitie wordt een chronische zieke gedefinieerd als iemand die
ofwel recht heeft op het forfait voor incontinentiemateriaal, ofwel recht heeft op het
zorgforfait® met de bijkomende voorwaarde dat hij/zij gedurende twee opeenvolgende
jaren een totaal bedrag aan remgelden heeft betaald dat boven een minimumdrempel
uitkomt. Alle andere definities van chronische zieke (waarbij de bijkomende
remgeldvoorwaarde en de restrictie op de categorieén vervallen, of waarbij ook
psychiatrische patiénten en chronische patiénten in RVT’s worden opgenomen) leiden
tot vaak veel grotere uitgaven. Het derde systeem waarbij een individuele vrijstelling
voor chronische zieken wordt ingevoerd is veruit het duurste van de drie en levert geen
betere resultaten op in termen van sociale bescherming.

MOGELIJKEWIJZIGINGEN IN DE STRUCTUURVAN
DE MAF: KEUZES EN MOGELIJKHEDEN

De vragen rond de operationalisering van de MAF voor chronisch zieken illustreren
duidelijk dat de uitwerking van een systeem van sociale bescherming niet een louter
wetenschappelijk probleem is. Er moeten ethische en sociale keuzes gemaakt worden,
vooral met betrekking tot de afbakening van individuele versus sociale
verantwoordelijkheid. De keuze van het niveau van de remgeldplafonds zal mede
beinvioed worden door opvattingen over een rechtvaardige welvaartsverdeling. Deze
keuzes moeten bovendien gemaakt worden in een omgeving met administratieve,
budgettaire en politieke beperkingen. Wij tasten de grenzen van deze keuzeruimte af in
een reeks simulaties van hypothetische beleidsmaatregelen. Een overzicht van de
resultaten wordt gegeven in Tabel |I.

a Bepaalde groepen worden uitgesloten: rechthebbenden met een zware aandoening in het kader van
kinesitherapie of fysiotherapie, zij die in het betrokken én het voorafgaande kalenderjaar samen, minstens
zesmaal of gedurende minstens 120 dagen opgenomen zijn in een algemeen of psychiatrisch ziekenhuis en
zij die recht hebben op verhoogde kinderbijslag.
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In sommige gevallen is de interpretatie interessanter wanneer het MAF-budget constant
gehouden wordt. In dat geval spreken we over een “budget-neutrale” analyse. We
realiseren die budget-neutraliteit door alle remgeldplafonds proportioneel op te hogen
of te verlagen.

Ten eerste moet er worden vastgelegd voor welke gezondheidszorguitgaven patiénten
persoonlijk verantwoordelijk kunnen worden gesteld. Het lijkt logisch om alle officiéle
remgelden in de MAF-teller op te nemen, omdat zij samenhangen met uitgaven waarvan
de maatschappij heeft geoordeeld dat ze in de verplichte ziekteverzekering moeten
worden opgenomen. Uit de simulaties blijkt echter dat dit een sterke stijging van de
kosten zou veroorzaken. De opname van alle supplementen zou de kost van de MAF
zelfs met meer dan 200% laten stijgen. Het is duidelijk dat hier niet-evidente keuzes
moeten worden gemaakt. De psychiatrische patiénten in instellingen vormen hierbij een
specifieke probleemgroep met zeer hoge eigen uitgaven. Opname van hun remgelden in
de MAF-teller zou de kost van de MAF met |3% laten stijgen. Het blijkt overigens dat bij
opname van hun uitgaven in de MAF-teller meer dan 96% ervan boven de plafonds is
gesitueerd. In dergelijke situatie kan men zich afvragen of het niet beter is de remgelden
gewoon af te schaffen. Maar ook hier rijst een ethische vraag. Vormen de verblijfskosten
van psychiatrische patiénten een “medische” uitgave, waarvoor ze moeten worden
gecompenseerd, of vertegenwoordigen ze eerder uitgaven die anders toch ook zouden
moeten worden gemaakt?

Ten tweede zijn de inkomensdrempels thans gedefinieerd in functie van het netto
belastbaar inkomen zonder verdere correctie voor gezinsgrootte. Als men zou
overgaan op drempels in functie van een gecorrigeerd inkomensconcept op een budget-
neutrale wijze zouden alle plafonds moeten worden opgetrokken. Dit kan tot
betalingsmoeilijkheden leiden voor kleine gezinnen met een laag inkomen. Over de
meest adequate wijze van correctie voor gezinsgrootte moet verder worden nagedacht.

Ten derde: hoe selectief moet het systeem zijn? Thans nemen de absolute waarden van
de plafonds toe met het inkomen, zodat ze als een fractie van het inkomen ongeveer
constant blijven. De vervanging van deze gedifferentieerde plafonds door een systeem
met één en hetzelfde plafond voor alle gezinnen zou zeer zware gevolgen hebben voor
de lagere inkomensgroepen. Integendeel, er zou zelfs kunnen overwogen worden om
een bijkomend plafond van €250 in te voeren voor de allerlaagste inkomens (netto
belastbaar inkomen <€10 000). Dit zou leiden tot een duidelijke verbetering van de
bodembescherming, maar wellicht ook tot een sterke stijging van de administratieve
kosten van het systeem.

Ten vierde kan men zich afvragen of er nog een systeem van verhoogde
tegemoetkoming (en OMNIO) nodig is wanneer de MAF volledig is uitgebouwd en, a
fortiori, wanneer het bijkomende lage plafond van €250 wordt ingevoerd. Deze
beleidswijziging zou inderdaad tot een betere bescherming leiden voor de chronische
zieken met middelhoge en hoge inkomens. De resultaten voor de lage inkomens zijn
echter minder duidelijk. Dit is zeker het geval wanneer men in rekening brengt dat de
verhoogde tegemoetkoming fundamenteel anders werkt dan de MAF: de MAF is een
correctie van de financiéle kosten ex post, de verhoogde tegemoetkoming (en OMNIO)
leiden tot een vermindering van de prijs op het moment van zorgconsumptie zelf.

De techniek van microsimulatie maakt het mogelijk om voor elk van deze
beleidsmaatregelen een concreet portret te schetsen van de winnaars en de verliezers.
Ook de budgettaire kosten kunnen behoorlijk worden ingeschat. Hierdoor wordt de
beleidsruimte duidelijk omschreven, zodat beslissingen op een beter geinformeerde
wijze kunnen worden getroffen.



Tabel Il. Overzicht van hypothetische simulaties
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Budgettaire kost
(nieuwe plafonds)

N winnaars
(gemiddelde winst,

N verliezers
(gemiddeld verlies,

Verandering N extreme
betalers (eigen betalingen

Verandering N extreme

betalers (remgelden

P90 winst) P90 verlies) >10%inkomen) >5% inkomen)
Verruiming van de dekking
Betere bescherming psychiatrische patiénten €26 645 888 8 368 0 -2579 - 3827
(3 184 /7 683)
Opname van alle remgelden in de MAF-teller €53 326 023 424 360 0 -7 497 -22 504
(126 / 160)
Opname van alle supplementen in de MAF-teller €430 928 001 / / / /
Opname van alle supplementen in de MAF-teller - €1 498 252 81 988 387 854 +20 958 /
budget-neutraal (1 395,2015, 3 100, 4 340, 5 580) (1 575/4017) (-329/-762)
Drempels en plafonds
Eén absoluut plafond - budget-neutraal €85 294 206 508 385 847 + 13 458 + 72 688
(760) (298 / 640) (-159/-310)
Indexatie van de MAF-plafonds - €8725263 0 445 085 + 1239 + 3862
(465, 671,1 033,1 446,1 859) (-20/-33)
Afschaffing sociale MAF - €12 433 406 0 52 591 + 584 + 658
(-236 / -522)
Invoering extra plafond van €250 voor zeer lage €20 203 047 146 661 0 -7 466 -29803
inkomens (138/200)
Afschaffing sociale MAF + invoering extra plafond van €7 769 641 146 661 52 591 - 6882 -29 145
€250 — NETTO EFFECTEN (138/200) (-236 / -522)
Herdefiniéring van het inkomensconcept
Equivalente inkomens: OECD-schaal — budget-neutraal €92 765 246 882 279 127 + 6 500 + 37 995
(599, 865, | 330, | 862, 2 394) (149 / 401) (-132/-215)
Equivalente inkomens: vaste aftrekken —budget- -€12213 113 561 372 053 + 1104 +7398
neutraal (488, 705, 1 085, 1 519, 1 913) (173 /295) (- 53/-85)
Bruto i.p.v. netto inkomens — budget-neutraal €1 150 147 380 102 140 770 - 492 + 10680
(378, 546, 840, 1 176, 1 513) (84/104) (-212/-522)
Afschaffing verhoogde tegemoetkoming — €1 113926 719 406 947 132 +25 968 +5] 584
budget-neutraal (300, 433, 667, 933, | 200) (164 /262) (-123/7-219)
Ter vergelijking
Vermindering MAF-plafond voor gezinnen met een €47 025 204 229732 0 - 11627 -27 071

chronisch zieke — brede definitie van chronisch zieke

(205 / 250)
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AANBEVELINGEN

Wanneer men het principe van remgelden aanvaardt, vormt een maximumfactuur een
elegant en flexibel systeem van sociale bescherming. Toch blijven er zeker verbeteringen
mogelijk.

In de eerste plaats heeft de geleidelijke invoering en uitbreiding van het systeem met
behoud van bestaande rechten, tot een grote administratieve complexiteit geleid.
Vereenvoudiging zou zeker een verbetering zijn. Het is bijvoorbeeld niet coherent om
de inkomensdrempels van de MAF te definiéren in functie van het niet voor
gezinsgrootte gecorrigeerde netto belastbare inkomen, terwijl het OMNIO-statuut
wordt toegekend op basis van het bruto inkomen, gecorrigeerd voor gezinsgrootte.

Ten tweede vertoont de sociale bescherming nog steeds belangrijke beperkingen. Het
aantal gezinnen waarvoor de eigen betalingen voor gezondheidszorg meer dan 5% (of
zelfs 10%) van het inkomen uitmaken, blijft groot. Chronisch zieken en psychiatrische
patiénten vormen hierbij specifieke probleemgroepen. Bij de verdere uitbouw van de
sociale bescherming moeten de ethische keuzes met betrekking tot de grenzen van de
individuele verantwoordelijkheid duidelijk worden geéxpliciteerd. Meer dan in het
verleden zou ook rekening moeten worden gehouden met de persistentie van eigen
betalingen doorheen de tijd.

Ten derde kan er ook gedacht worden over de verbetering van de bescherming voor de
allerarmste gezinnen door de invoering van een additoneel laag plafond van €250.
Hierdoor zouden de administratieve kosten echter toenemen. Bovendien is de MAF als
ex post correctiesysteem waarschijnlijik niet voldoende om problemen van
onderconsumptie op te vangen.

In het algemeen is onze kennis over het gedrag van de gezinnen met de laagste
inkomens ver van volledig, ook omdat de beschikbare gegevens duidelijke beperkingen
vertonen. Een gericht onderzoek naar de allerarmsten, waarbij wellicht ook meer
kwalitatieve onderzoekstechnieken kunnen gebruikt worden, zou ongetwijfeld nuttige
informatie opleveren. Een even belangrijke lacune in onze kennis ligt in het domein van
de aanvullende ziekteverzekering. Zonder betere informatie over de spreiding van deze
aanvullende verzekeringsdekking over de bevolking, is het moeilijlk om een correct
beeld te krijgen van de eigen betalingen als gevolg van supplementen, en over de
interactie tussen deze supplementen en de remgelden die wel in de MAF zitten.

Dit onderzoek heeft aangetoond hoe belangrijk het is om gegevens over de
gezondheidszorguitgaven te koppelen aan inkomensgegevens. Zowel voor de ex post-
evaluatie van de sociale bescherming als voor de voorbereiding van nieuwe
beleidsmaatregelen, is het noodzakelijk deze informatie op regelmatige basis te
verzamelen. Idealiter zou hierbij ook morbiditeitsinformatie moeten worden
opgenomen. De opbouw van een dergelijke dataset creéert geen technische problemen.
Indien ze beschikbaar zou zijn, kan ook het microsimulatiemodel verder worden
verfijnd, zodat toekomstige beleidsvoorstellen op een coherente wijze zouden kunnen
worden geanalyseerd.
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INTRODUCTION

Belgium has a compulsory health insurance system covering a wide range of services.
Payments are mainly fee-for-service. Historically, this fee-for-service financing has always
been combined with relatively high out-of-pocket (OOP)-payments by patients. The
most recent OECD figures, based on 2005 data, mention that only 72% of total health
expenditures in Belgium are publicly financed, while 27% are direct out-of-pocket
expenses. * These large OOP-payments are meant to mitigate the problem of
overconsumption in a system with fee-for-service payments and with a large degree of
freedom for patients and providers. At the same time, however, they create a problem
of distributive justice as the financial burden for the poor and sick may become
considerable. In some cases, this may even threaten access to the health care system for
the weaker groups in society.

The tension between freedom, efficiency and equality of access has always been present
in the Belgian system. In 1963 a system of preferential tariffs has been introduced,
providing higher reimbursement levels to patients with a specific social status
(pensioners, widow(er)s, persons with disabilities and orphans) if the gross taxable
income of the household does not exceed a yearly adapted limit. This system of
preferential treatment has been gradually extended over time. However, when the co-
payments increased considerably in November 1993, mainly for visits and consultations
of GPs, the system of preferential treatment turned out to be insufficient to cushion the
social consequences of these measures. As a reaction, the government decided to
introduce in 1994 the so-called system of “social and fiscal exemption”, putting a ceiling
on the total amount of co-payments to be paid by specified groups. In 2002, this
measure was refined and improved through the introduction of the system of maximum
billing (MAB), which then on its turn was further extended in the course of the
following years. While the social and fiscal exemption were introduced in a more or less
ad hoc way, the MAB was designed as a structural measure to find a compromise
between social protection of the weakest groups in society on the one hand and
individual responsibility on the other hand. We will describe its basic architecture in the
next subsection. Our research questions then follow in subsection |.2.

THE BASIC ARCHITECTURE OF THE MAB

The specific design and coverage of the MAB has been changing continuously over time.
A detailed overview of this development and of the actual system is taken up in
chapter 2. In this section we focus on the broad architecture of the MAB and on the
specific underlying assumptions and value judgments, as these were described in the
policy documents at that time.

In broad lines, one can summarize the main features of the MAB as follows:

I. The basic idea of co-payments is not questioned. Co-payments are seen as an
acceptable mechanism to influence patient behaviour, to fight moral hazard
and overconsumption and in some cases to give specific incentives. They
reflect individual responsibility.

2. However, there are limits to individual responsibility. Therefore, co-payments
are no longer socially acceptable as soon as the resulting financial burden for
patients becomes too large. In this respect, special attention must be given to
the weakest (or poorest) groups in society.

3. To measure the financial burden for patients, the household dimension
should be taken into account. Therefore, social protection should be focused
on the sociological (or de facto) household as the relevant unit. Children
should even get a better protection.

4. The protection consists in granting to the (sociological) households that they
will never have to pay more than a fixed absolute amount of official (legal) co-

The OECD uses a broad definition of out-of-pocket payments, including not only co-payments but also
supplements and medical expenditures that are not covered in the compulsory insurance system (such as
non-reimbursed drugs).
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payments. Supplementary payments, i.e. payments by patients that are not
included in the official tariff, are not covered by the MAB-protection. The
same is true for non-medical expenditures, which may be related, e.g. to
chronic illness. The idea is that the MAB is a social protection mechanism
within the compulsory health insurance system — supplementary payments
come on top of the legal co-payments and should be regulated separately (if
this is deemed necessary).

5. Co-payments are added at the level of the sociological household and then
compared to a ceiling. Co-payments above the ceiling are reimbursed. This
reimbursement takes place ex post, i.e. patients first have to pay themselves
out of their own pocket. The ceiling is made dependent on the net taxable
income (NTI) of the households.

While the coverage of the MAB and the levels of the ceilings have changed over time,
we can use the ceilings that were applicable in 2007 to illustrate some consequences of
this last design feature. Figure la shows the discrete steps in the ceilings as a function of
NTI. Figure Ib is a transformation of Figure la, in which the ceilings are expressed as a
percentage of NTl. We show these relative ceilings starting at the guaranteed minimum
income for a single person, which amounted in 2007 to €7 888. The decreasing pattern
in each of the income ranges is of course due to the discrete steps shown in Figure la.
Yet the figure nicely shows that the general effect of the MAB-ceilings is to restrict the
co-payments for all income groups in a range between about 3-4.5% of NTI. There are
two exceptions: for the households with very large incomes the fixed ceiling of €1 800
implies a decreasing share of co-payments in total NTI, and, more surprisingly, for the
households with very low incomes the fixed ceiling of €450 implies that the share of co-
payments in total NTI gets larger than 4.5%. The co-payments ceiling becomes 5.7% at
the minimum income. Looked at from this angle, the MAB is less focused on the
weakest groups in society (or less selective), than it may seem at first sight.

Figure la. Absolute MAB-ceilings as a function of NTI (2007)
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The MAB uses the net taxable income as an indicator of the socio-economic position of
the households. It is well known, of course, that this NTI does not adequately capture
all income sources, due to reporting problems related to tax avoidance and tax evasion.

Moreover, net taxable income as such is not a good indicator of the final disposable
income of the households. To get at the latter concept, the tax system implements a
system of progressive tax rates, operating through a rather complicated structure of tax
credits and tax exemptions. If, as will in general be the case, the taxes paid are
progressive as a function of NTI, the conclusion from Figure Ib has to be qualified.
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Indeed, a more or less constant ceiling as a share of NTI will translate into an increasing
ceiling as a share of disposable (after tax) income. This feature increases the selectivity
of the MAB. Moreover, tax credits and exemptions vary with household size. To get at
the disposable income one also has to add child allowances, which are not part of NTI.
By focusing on the NTI, the MAB-regulation deliberately makes abstraction of all these
specific redistributive features of the tax system. Formulated differently, the MAB-
regulation implicitly assumes that the corrections for household size in the overall tax
and social security system justify the use of the uncorrected NTI as a benchmark for the
social protection in the health insurance system.

Figure |b. Relative MAB-ceilings as a function of NTI (2007)
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1.2 RESEARCH QUESTIONS

The introduction and extension of the MAB did not resolve completely the search for
an acceptable equilibrium between efficiency, freedom and equality of access. Three
considerations remain prominent in the actual debate.

First, despite the presence of the MAB, there is a growing concern about the remaining
(and apparently increasing) OOP-payments for the weaker groups in society. Much of
this concern has been triggered by the increase in supplementary payments, i.e.
payments by patients that are not included in the official tariff and therefore by
definition not included in the MAB.® This increase raises general questions on the best
design of a system of social protection, including the MAB.

Second, extending the MAB has also increased its global cost for the health insurance
system. The question arises whether this cost increase is affordable, or, more
specifically, whether it is not possible to offer the same level of social protection at a
lower cost to society. This efficiency issue is even more important, as differentiated
OOP-payments have been used to a growing extent in order to influence the behaviour
of the patients — we can mention here as examples the lower co-payment for patients
who have a global medical file with their preferred GP, the larger co-payment for
unjustified use of the emergency rooms in hospitals, and the introduction of financial
incentives for the consumption of generics. In each case, policy makers were facing the
question of whether these co-payments should or should not be included in the MAB.

This relates again to the trade-off between introducing incentives for individual
responsibility on the one hand, and protecting socially vulnerable groups on the other
hand.

For which, see De Graeve et al. (2006).!
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Third, the debate about the selectivity (or universality) of the Belgian health insurance
system has remained unsettled. While the selectivity of the MAB lowers its global cost,
it raises the question of the long-run sustainability of a compulsory health insurance
system with a broad coverage. What about the OOP-payments of the chronically ill,
who are not poor! How to keep the political support of middle- and higher-income
groups for a system of health insurance, in which they have to pay relatively large co-
payments when they are ill, while at the same time having to pay relatively large
contributions when healthy? And was it a good idea to keep (and even) extend the
system of preferential treatment in granting lower co-payments to all low-income
groups?! How does this relate to the basic philosophy of the MAB?

Many of these questions are philosophical or political in nature and cannot be answered
by any empirical analysis. Yet such an empirical analysis may yield useful information to
enrich that political debate. This general background immediately suggests the following
more specific (empirical) research questions:

. What is the total cost of the MAB? How did it develop over time?
2. How effective is the MAB as a social protection mechanism?

6. Which groups are well protected?

7. For which groups do the OOP-payments remain problematic?

3. Does the presence of the MAB influence the behaviour of the patients and
the providers?

4. What would be the consequences, both in terms of overall cost and in terms
of social protection, of changing specific features in the design of the MAB?

To answer these questions, we have made use of different data sources. The first
guestion can be answered based on the global figures available at RIZIV/INAML.C For the
other questions, data at the individual level are needed. For a large sample of individuals
in 2004, we combined the detailed health expenditure data, provided by IMA
(Intermutualistisch Agentschap - Agence Intermutualiste - Intermutualistic Agency)?,
with the fiscal data, provided by the Ministry of Finance. This dataset allows for the first
time to analyse the link between the OOP-payments of the patients and their income
position. We describe the available data in more detail in chapter 3.

Chapter 4 will then offer a first answer to question 2. We will describe the effectiveness
of the MAB as a social protection mechanism by focusing on the situation of various
groups in society. These groups will be defined on the basis of income, of other socio-
economic indicators and of (indirect) information about morbidity. Chapter 5 describes
the evidence on the behavioural effects of the MAB (question 3). Finally, in chapter 6 we
look in detail at the consequences of specific measures, which have been introduced in
the past, or could be introduced in the future (question 4). In that last chapter, we will
use the technique of microsimulation. Chapter 7 concludes and relates the empirical
findings to the broader design questions described in the previous subsection. Indeed,
the design of a social protection mechanism within a health insurance system with
(relatively large) OOP-payments raises issues with respect to efficiency and equity.

Key points

The system of maximum billing (MAB) puts a ceiling on the amount of co-
payments to be paid by de facto households.

These MAB-ceilings increase with net taxable income but are nearly
constant as a share of that income.

Supplements are not included in the MAB protection scheme.

d

National Institute for Health and Disability Insurance.
IMA is a non-profit institution with all Belgian sickness funds as its members.
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THE MAB INTHE CONTEXT OFTHE
BELGIAN HEALTH INSURANCE SYSTEM

In this chapter, we give a more detailed overview of the MAB within the overall context
of the Belgian health insurance system. We first describe the system of preferential
treatment and some additional protection measures that have been introduced for
specific groups of the population. We then show in the second section how the MAB
developed out of the social and fiscal exemption, introduced in the mid nineties. Section
3 explains the overall structure of the MAB in more detail. Section 4 clarifies the basic
notions of “household” and “income” and section 5 describes the gradual extension of
the coverage of the MAB and the remaining gaps. Finally, we summarize in section 6
some relevant aggregate figures. These will offer a first answer to the research question
about the total financial cost of the MAB.

In this chapter, we will focus mainly on the rules as they were applicable in 2007.
However, the reference period for the analysis in the later chapters will be the year
2004. We will therefore also describe in some detail the situation in the latter year.

OOP-PAYMENTS AND SOCIAL PROTECTION MEASURES
FOR SPECIFIC GROUPS

The Belgian system of compulsory health insurance covers the entire population for a
wide range of services. Historically, the coverage within the scheme of the self-
employed (approximately 10% of the population) was more restricted than the
coverage within the general scheme, in that the self-employed were not reimbursed
within the compulsory system for the “minor risks”.® This different coverage for the
self-employed does no longer exist since January |*, 2008.

Although some lump sum financing has been introduced in recent decades’, the Belgian
health care system mainly holds on to a publicly financed fee-for-service system for the
providers. Official tariffs are given by the so-called “nomenclature”, an extensive list of
about 10 000 (para)-medical acts and procedures. This fee-for-service financing is
combined with relatively high OOP-payments by patients. To protect the weakest
socio-economic groups a system of preferential treatment has been implemented
(section 2.1.1). Moreover, additional lump sum payments have been introduced for
some groups of the chronically ill (section 2.1.2).

Co-payments, i.e. the part of the official tariff that is not reimbursed, are not the only
element in the total OOP-payments of the patients. Some medical services are not
included in the compulsory cover and in some cases, the providers can charge a fee
above the official tariff. Amounts charged to the patients above the official tariff are
called “supplements”. They sometimes are covered by supplemental health insurance
policies, which however are not taken up by the whole population. The regulation with
respect to these supplements and the effects on OOP-payments are analysed in more
detail in De Graeve et al. (2006).'

Co-payments and the system of preferential treatment

Patients with preferential treatment (verhoogde tegemoetkoming — intervention
majorée) pay reduced co-payments. The reduction depends on the type of expenditure
(GP, specialist, drugs, hospital...). As an approximation, the co-payment for preferential
treatment beneficiaries amounts to about 10% for consultations with a GP, about 15%
for consultations with a specialist, and about 20% for physiotherapy, speech therapy,
podology and dietetics. The percentages for patients without preferential treatment are
approximately 25% for consultations with a GP, 35% for home visits of a GP and 40%
for consultations with a specialist, physiotherapy, speech therapy, podology and
dietetics.

[

Basically — with some exceptions - all ambulatory care expenses.
An overview of recent health care reforms is given in Schokkaert and Van de Voorde (2005)2 and Corens
(2007)3.
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The co-payments for drugs in an ambulatory setting are given in Table |2 The basis for
reimbursement is the classification within categories fixed by Royal Decree. The
classification reflects the social importance of the drug, pharmacotherapeutic criteria
and price criteria. Category A contains the vital life-saving drugs, category B contains
“important” and category C “less important” drugs.

Table I. Co-payments for ambulatory drugs (2007)

Reimbursement Preferential treatment Non preferential treatment
category
Category A No co-payment No co-payment
Category B I5% with a maximum of 25% with a maximum of €10.60
€7.10

Category B 15% with a maximum of €8.80 | 25% with a maximum of €13.30
Large package size
*Category B [5% with a maximum of 25% with a maximum of €15.90
ATC 4th level €10.60
*Category B I5% with a maximum of 25% with a maximum of €23.90
Large package size and €15.90
ATC 4th level
Category C 50% with a maximum of €8.80 50% with a maximum of €13.30
*Category C 50% with a maximum of 50% with a maximum of €23.90
ATC 4th level €15.90
Category Cs 60% without maximum 60% without maximum
Category Cx 80% without maximum 80% without maximum

Source: RIZIV/IINAMI.

Originally, the system of preferential treatment was restricted to patients with a specific
social status (pensioners, widow(er)s, persons with disabilities and orphans), for which
the gross taxable income of the family did not exceed a yearly-adapted limit. In 1997
and 1998, the benefit of the preferential tariff system was extended to the following
groups (still conditional on the income limit):

e (Controlled) long term unemployed, aged 50 and older with at least one
year of full unemployment (according to the definition of the employment
regulations)

e Persons entitled to one of the following allowances:"

(0]

(o}
(o}
(o}

(o}
(o}

Integration allowance for handicapped persons
Income replacement allowance for handicapped persons
Allowance for assistance for the elderly

Income guarantee for the elderly (gewaarborgd inkomen voor
bejaarden of inkomensgarantie voor ouderen — revenu garanti aux
personnes agées ou la garantie de revenus pour personnes agées)

Subsistence level income (leefloon; revenu d’intégration)
Support from the public municipal welfare centres (OCMW, CPAS)

Since 2007, the system is further extended. The newly introduced OMNIO-status
guarantees preferential treatment to all households below a certain income level. We
will return to the specific features of the OMNIO-status in chapter 6.

g The co-payment percentages are regularly adapted. Table | gives the percentages applicable in the course
of 2007 (from April |, 2007 onwards). The categories marked with a * were introduced on November |,
2005 and refer to cases in which a generic alternative exists for branded drugs. We return to the
regulations with respect to generic drugs in section 2.5.

h Persons in these categories are not subject to an additional means-testing by the health insurance system.
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Lump sum subsidies

In order to compensate people who can be expected to have high medical
expenditures, some [ump sum subsidies have been installed. The most important of these
is the lump sum for chronic illness (Royal Decree of June 2, 1998). The annual lump sum
amounted to €247.89 in 2004 and has increased to €261.97 in 2008. Patients are
entitled to this lump sum, if they belong to a category of dependent persons during the
current calendar year, and if their total amount of co-payments exceeds a certain
threshold during two consecutive years. Other lump sums are the one for palliative
treatment at home, for incontinence material, for palliative care, for patients in a
persistent vegetative state and for patients suffering from Sjogren's syndrome. More
information about these lump sum subsidies is given in De Graeve et al. (2006).'

HISTORICAL OVERVIEW: FROM THE SOCIAL AND FISCAL
EXEMPTION TO THE MAB

In 1993, the economic recession and the commitments accepted by the Belgian
government to join the European Monetary Union put the social security budget under
severe pressure. Within that context it was decided to shift about 7.5 billion Belgian
Francs (BEF) from the public health care budget to the patients through a significant
increase of the legal co-payments. This drastic measure (amounting to almost 2% of the
total public health care budget) not only increased the financial burden of the patients,
but it even induced a (short-term) volume decrease, especially for visits and
consultations of GPs.' Confronted with these social consequences, the Government
decided in 1994 to introduce a “social and fiscal exemption”. The basic idea of these
exemption schemes was to put a ceiling on the total amount of co-payments to be paid
by the patients. We first describe the original social and fiscal exemption schemes and
then show how the MAB was introduced as an attempt to remedy their main
shortcomings.

The social and fiscal exemption

Patients were entitled to social exemption, if they were registered in a “sickness fund
household™ of which the head was entitled to preferential treatment. If during a civil
year such a household reached a total amount of official co-payments of at least |5 000
BEF (€372) for a specified list of medical and paramedical acts, they did not have to pay
any additional co-payments for items on that list during the rest of that civil year. The
sickness fund would reimburse the official co-payments for these acts.

The fiscal exemption applied to all other sickness fund households, i.e. those that did
not benefit from the social exemption. Their official co-payments were also added up
and the result of this addition was handed over to the tax administration. Different
ceilings were determined, in relation to the taxable income of the household.* If the
amount of the official co-payments was higher than the fixed ceiling for that household,
the difference would be reimbursed by the tax administration, more than two years
after those expenses were made. Afterwards, the tax administration would claim this
amount from the RIZIV/INAMI.'

This volume effect has been analysed by Van de Voorde et al. (2001)* and by Cockx and Brasseur (2003)5.
Everyone with an actual (or past) professional activity - salaried worker or self-employed — becomes the
head of a sickness fund household, consisting of him or herself and additional household members for
which he/she is in charge: his or her partner (if not working) and his/her relatives in direct line (parents
and/or children). So, a married couple, both working, with two children, would constitute two sickness
fund households: one single, the other composed of one adult and two children. Later in this chapter and
in chapter 3, we will come back in more detail to the different household concepts in the Belgian social
security system.

For instance, in 1994 the following ceilings (in BEF) were applied:

NTI < 538 000 BEF — ceiling of |5 000 BEF

538 000 BEF< NTI < 828 999 BEF — ceiling of 20 000 BEF

829 000 BEF< NTI < I 119 999 BEF — ceiling of 30 000 BEF

1 120 000 BEF< NTI < | 410 999 BEF — ceiling of 40 000 BEF

NTI> 1 411 000 BEF — ceiling of 50 000 BEF

“Fiscale vrijstelling van het remgeld. Dienstjaar 2002”, note CGV 2005/236, 25 juli, 2002
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Although the system of the social and fiscal exemption effectively introduced a
protection mechanism for some weak socio-economic classes within the population, it
was subject to three fundamental criticisms:

I. The criterion for being entitled to the social exemption, i.e. being entitled to
preferential treatment, did not adequately cover all low-income groups.
Those low-income groups who were not entitled to social exemption, were
excluded from reimbursement within the year and had to wait more than
two years to be reimbursed via the circuit of the fiscal exemption.

2. The “sickness fund household” is not a relevant concept to measure the
financial strength of the households. The increase of the professional activity
rate of the female population makes it even less and less relevant, as more
and more “sociological” households consist of more than one sickness fund
household.

3. The list of official co-payments taken into consideration to “feed” the social
and fiscal exemption accounts excluded, amongst others, drug co-payments™
and the costs of a prolonged hospital stay. The protection, offered by the
fiscal and social exemption, was therefore very incomplete for some chronic
patients.

2002: the transition from the social and fiscal exemption to the MAB

The Act of June 5™ 2002 ‘Concerning the Maximum Billing (MAB) in Health Insurance’™,
introduced the MAB retroactively from January 1* 2002 onwards. Its ambition was to
meet the three fundamental criticisms of the former social and fiscal exemption system:

I. To improve the safety net for low-income groups, the MAB does no longer
exclusively use preferential treatment as an indicator, but explicitly
introduced an income criterion. It originally consisted of four subsystems:

e The social MAB was the prolongation of the social exemption and had
the same reimbursement procedure via the sickness funds. The co-
payments ceiling for this social MAB was set at €450.

e The income MAB was the main innovation. It introduced the
possibility for low-income and modest income households to have
their official co-payments above the MAB-ceiling reimbursed via their
sickness fund within the year, even if the head of the household did
not benefit from a social status. The ceilings were set at €450 and
€650 for low and modest incomes respectively.

e For the other households with an income level above the modest
income level, a similar procedure as foreseen in the fiscal exemption
was applicable: this was called the fiscal MAB.

e Finally, the MAB also introduced a specific protection mechanism for
children.

Since 2002 the MAB has evolved towards an integrated system. Since January 1* 2005°,
the fiscal MAB does no longer exist and all income levels are integrated in the income
MAB. This means that from the budgetary year 2005 onwards, every household,
irrespective of its income, has its “excessive” co-payments immediately reimbursed via
the sickness funds. However, since households entitled to the social MAB still have the
lowest €450-ceiling, the MAB is not completely structured along the income dimension.
We will describe the structure of the MAB in more detail in section 2.3.

2. In the MAB, co-payments are summed at the level of the sociological (or de
facto) household and the income concept used is the net taxable income, also
of the de facto household. A detailed description of the household and
income concepts is given in section 2.4.

In fact, in that period the data on ambulatory drug consumption were not available at the level of the
individual or the household.

This act introduces a new Chapter lllbis in Title Ill of the coordinated Health care Act of 14 July 1994.
Articles 40 to 46 of the Program Act of December 30, 2005, 2nd edition.
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3. Already from the start, the coverage of the MAB was broader than that of
the social and fiscal exemption, in that it included the co-payments for the
drugs of categories A and B. Over time, the coverage has further been
broadened, although even now it is still incomplete. We return to that
coverage in section 2.5.

Although the MAB in one interpretation is only a natural extension of the former social
and fiscal exemption, it can also be interpreted more ambitiously as an attempt to
introduce a coherent social protection mechanism in the Belgian health insurance
system. At the same time, however, its launching was only possible because of at least
three external factors:

I. The budgetary situation of the government had changed since the mid-
nineties. Belgium joined the EMU in 1999, and in the period 1999-2001 the
Belgian economy presented a strong economic growth. There was therefore
some room to inject extra resources in the health care sector. Whereas
between 1994 and 1999 the authorized real growth norm for the health care
budget was limited to 1.5%, it was set at 2.5% in June 1999. In 2004 the norm
was even further relaxed to 4.5%.

2. The late nineties saw a spectacular improvement in the ICT of the sickness
funds. In 2002, they were able to recompose sociological households
(household members living under the same roof), even if the sociological
household was composed of several sickness fund households, dispersed over
a number of sickness funds.?

3. Finally, the introduction of Farmanet—one track on January I** 2001 made it
possible for the sickness funds to allocate the consumption (and the related
expenditures) of reimbursed ambulatory drugs at the level of the individual
patient. As noted before, until that moment it had never been possible to
evaluate the individual financial burden of ambulatory reimbursable drug
consumption, which at that time represented about 15% of total public health
care expenditures.

The “one-shot” MAB of 2001-2002

Some intermediate steps were taken in the transition from the social and fiscal
exemption to the MAB. First, since the introduction of Farmanet-one track on
January I* 2001 had made it possible to allocate the ambulatory drug consumption at
the level of the individual patients, the social exemption was extended in 2001 to the
co-payments for life-saving drugs (the so-called A-category) and the useful drugs (B-
category). Budgetary imperatives made it necessary to increase the initial ceiling of
I5 000 BEF (€372) to €446.°

Second, the additional administrative complexity for the sickness funds introduced by
the MAB (compared to the exemption system) and the relatively late publication of the
MAB Act (June 2002), made it necessary to tolerate some parallelism with the
exemption system during the first year of application of the income MAB. Therefore,
instead of the ceiling of €450, the ceiling of €446 was applied for the lowest household
income level.

THE STRUCTURE OF THE MAB

We mentioned before that the MAB, as introduced in 2002, consists of different
subsystems. We will now explain in more detail the social MAB, the income MAB and
the MAB for children. As we have seen, until 2005 there was a distinction between the
income MAB for the low and modest incomes, and the fiscal MAB for the high incomes.

In 1994, sickness funds were obliged for the first time to allocate in their analytical accounting the health
care expenses to the individual patient that generated them, rather than to the (sickness fund) household
head to which the patient was assigned. It took until at least 1996 before reliable individualised
expenditure data were made available by all sickness funds.

However, if households had already reached the ceiling of |5 000 BEF (€372) and had been subject to
reimbursements in the “normal” social exemption procedure of 2001, they received the surplus of drugs
reimbursements due to the one-shot procedure on the basis of the original global €372 ceiling.
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Since the fiscal MAB was therefore still in place in 2004 (the reference period for our
study), we will explain its basic structure in section 2.3.4.

The social MAB

The social MAB is an extension of the former system of social exemption. Therefore,
basically, the entitlement to social MAB is linked to the right to preferential treatment.”
Until 2006, the entitlement to the social MAB was extended to all members of a de
facto household, as soon as at least one household member was generating it. Since
January 1*, 2006, however, the entitlement to the social MAB in a de facto household is
restricted to the individual entitled to the preferential tariff, his/her partner and their
dependents.

In section 2.1., we have already given an overview of the specific social categories,
concerned.® In all cases, there is at least an implicit connection with low income. Either
these individuals are living on an indemnity, which is considered as sufficient evidence
for their modest means of existence, or there is an explicit means testing procedure.
Households benefiting from the social MAB have their co-payments reimbursed once
the global amount of co-payments reaches a ceiling of €450 during a civil year. In that
case, they are reimbursed by their sickness fund.

The income MAB

The income MAB guarantees reimbursements to households with co-payments above
given ceilings, where these ceilings are dependent on the net taxable income (NTI) of
the household. In 2007 the following ceilings were applicable®

e NTI< €15 144.56 — MAB-ceiling of €450
e €15 144.56 < NTI < €23 281.93 - MAB-ceiling of €650
o €23281.93 <NTI< €3I 419.32 - MAB-ceiling of €1 000
o €3] 419.32 < NTI < €39 217.64 - MAB-ceiling of €1 400
o NTI> €39 217.64 > MAB-ceiling of €1 800
It was shown in section |.l that this system effectively puts the ceiling on the co-

payments to be paid somewhere in between 3.5% and 4% of NTI, except for the very
small and the very large incomes (see Figures la and |Ib).

As already mentioned, in our reference year 2004, the mechanism of the income MAB
was only applicable to the low and modest incomes. Higher income households were
reimbursed through the fiscal MAB. The following income levels were applicable:

e NTI< €14 178.07 - MAB-ceiling of €450 (Income MAB)

o €1417807 < NTI < €21 796.13 — MAB-ceiling of €650 (Income
MAB)

o €2179.13 < NTI < €2941421 —> MAB-ceiling of €1 000 (Fiscal
MAB)

o €2941421 < NTI < €3671486 — MAB-ceiling of €1 400 (Fiscal
MAB)

o €3671486 < NTI < €52480.02 — MAB-ceiling of €1 800 (Fiscal
MAB)

e NTI > €52 480.02 - MAB-ceiling of €2 500 (Fiscal MAB)"

Except for children entitled to an increased child allowance.

Since April Ist 2007, the OMNIO-status, which is an extension of the benefit of the preferential tariff to

all households under a certain income level, entitles also the right to social MAB (Program Act of
December 27, 2006, articles 198-203, executed by the Royal Decree of April st 2007).
These income levels are indexed each year with the so-called “health index”.

Note that with the integration of the fiscal MAB, this maximum ceiling of €2 500 was abolished. Since

2005, the maximum ceiling is €1 800.
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Briefly, in 2004 the administrative procedure of the income MAB worked as follows:

I. When a de facto household, which was not entitled to social MAB, reached
the €450 level of total co-payments (included in the MAB-counter) during a
civil year, the sickness fund administrating the household file sent in a request
to the fiscal administration via RIZIV/INAMI to check if this de facto
household could benefit from one of the two income MAB levels.

2. Via RIZIV/INAMI the fiscal administration could give three possible answers:
income MAB €450 (which means that the NTI of the de facto household was
smaller than €14 178.07), income MAB €650 (which means that the NTI of
the de facto household was smaller than €21 796.13) or fiscal MAB (which
means that the NTI of the de facto household was larger than €21 796.13).

3. Dependent on the answer given, the sickness fund started to reimburse,
waited until the 650€ ceiling was reached or eventually handed over the total
co-payment amount via RIZIV/INAMI to the fiscal administration, which then
treated it in the fiscal MAB procedure.

The adaptation of the procedures after the integration of the fiscal MAB into the
income MAB is straightforward: it is only the last possible step (back to the fiscal
administration) that no longer has to be taken.

From the administrative point of view, there is an important difference between the
social MAB and the income MAB. For the social MAB, sickness funds know ex ante how
many households potentially could benefit from MAB-reimbursements and they can
observe ex post how many households actually did benefit. This is not the case with the
income MAB, where sickness funds only know the number of households who did
benefit ex post from reimbursement.”

The MAB for children

In order to give a supplementary protection to children who are confronted with high
health care expenses, an individual MAB-right for children” was installed. Irrespective of
the MAB-ceiling for the de facto household they are living in, children are always
entitled to individual reimbursement of their co-payments that exceed a ceiling of
€650. Because of the introduction of this MAB for children, handicapped children
(under 21) entitled to an increased child allowance, are no longer entitled to social MAB
(as was the case in the system of social exemption). However, as a transition measure, a
lower ceiling of €450 applies for handicapped children who were entitled to increased
child allowance on July 4, 2002 — and who still receive this increased child allowance.

The fiscal MAB

As mentioned before, 2004 (the reference year in our empirical analysis) was the last
year with a fiscal MAB, by which all households with a NTI higher than €21 796.13 were
reimbursed via the channel of the fiscal administration. The fiscal MAB being the
extension of the former fiscal exemption, there were three essential differences
between the fiscal MAB and the social and income MAB:

I. The most important difference was the delay in the reimbursement. With the
fiscal MAB (executed by the fiscal administration), reimbursement took place
in general more than two years after the co-payments were paid.

2. The fiscal MAB was based on the concept of the fiscal (and not the de facto)
household. We will explain the complicated relationship between the
different household concepts in more detail in the next chapter. In general,
however, one might expect that the average NTI of fiscal households is
smaller than that of de facto households.

3. For the application of the fiscal MAB in year T, one starts from the
expenditures paid by the sickness funds and invoiced in year T. For the social

A fortiori, at the sickness fund level there was no information available at all about the number of
households benefiting from the fiscal MAB.

For 2002 and 2003, a child was defined as an individual below 16 years old, from 2004 on this age limit
has been raised to 19 years.

If the household has a ceiling of €450, it is obvious that this lower ceiling will apply.
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and income MAB one takes into account all expenditures that are realized in
year T

While 2004 officially was the last year with a fiscal MAB, the integration of the fiscal
MAB into the income MAB required some intermediate steps in order to avoid
budgetary problems in 2006. This problem is related to the delay in the reimbursement
of the fiscal MAB. In fact, theoretically, in 2006 the fiscal MAB of 2004 would have to be
reimbursed, plus the income MAB for the higher incomes for 2005 (due to the
integration of the fiscal MAB in the income MAB from January | 2005 on), plus the
income MAB for higher incomes for 2006. To avoid this accumulation of expenditures,
it was decided that only the “higher income MAB” for 2005 would be reimbursed in
2006. In 2007, the “higher income MAB” of 2006 would be reimbursed. From 2007
onwards, the now fully integrated income MAB system is at cruising speed.

BASIC NOTIONS OF THE MAB: HOUSEHOLD AND
INCOME

As we have seen, the MAB is based on the concepts of the sociological (de facto)
household and of the net taxable income of that household. While this principle is clear
(and sufficient to understand the basic working of the MAB), in practice there are some
finer points which have to be settled.

The notion of “household” in the MAB

In principle, the MAB is an entitlement for a complete household. All members living
under the same roof, the de facto household, benefit as a whole from the co-payments
ceiling. This de facto household is defined by the address in the national register.” A
“photograph” is taken of the situation on January I of each year. Modifications in the
composition of a household during the civil year are not registered until the next year.

Some exceptions are made to this general rule:

|. During the civil year, a de facto household can be enlarged by individuals who
are for the first time registered in the national register. This is the case for
newborns and persons coming from abroad and settling in Belgium.

2. Some households are not integrated in the national register, but can benefit
from MAB-entitlements. This is especially the case for cross-border workers,
insured in Belgium but living abroad, and for diplomats who are exempted
from registration in the national register. Those households fill in a
declaration on honour, where they mention all the members of their de facto
household.

3. Large communities, such as nursing homes and psychiatric clinics, are treated
as one household in the national register. For the application of the MAB,
each person living in those communities is considered as one separate de
facto household. There is one exception to the exception though: married
couples or partners living together in this larger community are considered as
one de facto household.

4. Some individuals with a high dependency level can opt for constituting a de
facto household on their own, even if they are living in a larger de facto
household. Taking this option can be profitable for a dependent person with
a sufficiently modest income (and high individual co-payments), granting
him/her on his/her own a right to MAB-reimbursements, while (s)he is living
in a de facto household with a large total income, excluding the possibility of
(direct) MAB-reimbursement.

5. Individuals placed in a foster family can also be considered as a de facto
household on their own, different from the foster family in which they are
(temporarily) living.

Theoretically, three accounting years are needed to reconstruct the “realized” expenditures of one civil
year. This is due to the fact that patients can wait up to 2 years after a (para-)medical act to bring in their
bill and still get reimbursed.

The national register is kept up to date by the administration of the Belgian municipalities and is
registering all incoming and outgoing migration flows of residents in the municipalities.
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6. Finally, persons with a collective address of reference or who are registered
at the address of a OCMW/CPAS¥, are grouped into a de facto household
with their dependent persons.

An additional problem for the MAB-system is caused by the freedom to choose a
sickness fund that is guaranteed in the Belgian compulsory health care system.”™ This
implies that many de facto households are composed of individuals that are members of
different sickness funds.“ In this eventuality, the sickness fund of the oldest head of a
sickness fund household (as defined in section 2.2.1) will administrate this de facto
household.

The notion of “income” in the MAB

The basic concept within the MAB is the net taxable income (NTI) of the de facto
household. Because a de facto household does not necessarily match with a fiscal
household® (as it does not need to match with a sickness fund household either), the
calculation of that income may be difficult if it is not possible to individualise all fiscal
revenues. These non-individualised fiscal revenues are divided in proportion to the
revenues from professional activities of each fiscal household member.

In some cases, a declaration on honour® is necessary:

¢ Some individuals (with a stable and low income) do not have to fill in a tax
declaration. The sickness fund will then determine the revenue based on a
reference year, namely the MAB-year minus 3.

e Some fundamental changes in the income status of an individual in the
MAB-year compared to the reference period (e.g. retirement, long-term
unemployment), can also lead to a declaration of honour about the actual
income.

It is important to note that the reimbursements of the income MAB of year T are
granted on the basis of the NTI of year T-3. This means that reimbursement decisions
may be based on obsolete income information. If there are significant changes in the
income position of the household between T-3 and T, it is possible that households
receive MAB-reimbursements in year T that they would not have received if their
(higher) NTI of year T were known — and, vice versa, that some households are not
entitled to reimbursements to which they would be entitled on the basis of their
(correct) lower income in year T. The former situation will occur more often in the
normal situation of a growth of average incomes over time: this makes the MAB more
generous. The problems related to the latter situation can to some extent be avoided
by the possibility of the declaration of honour.

THE COVERAGE OF THE MAB

The MAB does not cover all co-payments for health care. Yet, from 2002 onwards,
there has been a constant willingness of the government to integrate progressively into
the MAB-counters the co-payments of more and more medical acts, at least in so far as
this integration was possible within the limits of the budget (section 2.5.1).

The most important elements of the co-payments that are not yet covered are
summarized in section 2.5.2. Since 2002, there has always been a complex interaction
between the MAB and the drug reference pricing system (section 2.5.3).

aa

bb

cc
dd

ee

The most important of these groups are sea- and river men, gipsies, fairground people and persons
without a domicile.

Basically, a head of a sickness fund household can change sickness fund every quarter if (s)he (and the
household) has been member of his/her actual sickness fund for at least one year.

In our data this is true for 10% of the households in the general regime (i.e. without the self-employed).

A married couple (= one fiscal household) of which one of the partners is staying in a nursing home, will
constitute two de facto households. A married couple (= one fiscal household), in which each of the
partners has a professional activity, will constitute one de facto household, but two sickness fund
households. We will discuss these different complications in more detail in the next chapter.

False declarations generate administrative fines of €90 (up to €370), with a possible doubling of these
figures in case of multiple offences.
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This issue illustrates in a subtle way the attitude taken by the policy makers towards the
individual responsibility of the patients. Finally, we briefly return to the specific situation
of the self-employed (section 2.5.4).

The consequences of taking up an additional medical act in the MAB-counter should be
analysed carefully. To give an example: on March I 2003 it was decided to reimburse
(only) 10% of the cost of endoscopic and viscerosynthesis materials, while the other
90% were included into the MAB-counter. It is important to realize that, despite the
inclusion in the MAB-counter, these 90% still had to be paid by all patients with a total
amount of co-payments below the ceiling. Moreover, the minimal public reimbursement
led to large extra costs for the supplementary health insurers, who generally only
reimburse patients’ OOP-expenses if the compulsory health insurance reimburses the
(para-) medical act. As a matter of fact, there are also situations in which a co-payment
may be reimbursed twice, once by the MAB and additionally by the supplemental
insurance. In 2006 a procedure was launched to avoid such double payments.

Gradual extension of the coverage since 2002

We already described how the MAB grew out of the social and fiscal exemption that
had been introduced in the mid-nineties. While the coverage of these exemption
schemes was incomplete, the coverage of the MAB has been gradually extended since
2002. The data that will be analysed in the following chapters refer to the year 2004.
We therefore give first an overview of the coverage of the MAB in that year of analysis:

IN MAB NOT IN MAB
AMBULATORY SECTOR

Drugs

Drugs category A Drugs category Cs

Drugs category B Drugs category Cx
Drugs category C Some other specific items
Medical fees

General Practitioner Some specific items
Specialists

Paramedical fees

Nursing care

Midwifes

Physiotherapists

Bandagers

Orthopaedists

Opticians

Audiologists

Speech therapists

Dental Care

Dentist fee

Dentures

Rest

Lump sum emergency Travelling expenses

Dialysis Rest and nursing homes for the elderly
Radiology Day-care centres for the elderly
Clinical biology Psychiatric nursing care

Rehabilitation

HOSPITAL SECTOR

Medical and paramedical fees Some specific items

Drugs

Daily lump sum drugs

Implants
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Implantable heart defibrillators Implants article 28

Implants article 35 Delivery margin

Implants article 35 bis

Daily lump sums

General hospital

Psychiatric hospital <= ly Psychiatric hospital > |y
Medical paediatric centre Some specific items
Rest

Guard duty and supervision

Clinical biology

Dialysis

We now give a chronological overview of the most important measures introduced
since 2002. For the sake of completeness and transparency, we also repeat in this
overview the major regulatory changes that have already been described in the previous

sections.

2.5.1.1 Introduction of the MAB (2002)

As a precursor of the MAB, a “one-shot operation”, including the
ambulatory drug co-payments of 2001 for the lowest income households,
was launched. This operation took place in 2002. From 2002 onwards, co-
payments for A- en B-class drugs were included in the “regular” MAB-
counters.

10.09.2002: an (optional) co-payment that was invoiced to patients using
unnecessarily the emergency rooms of hospitals, was integrated in the
MAB-counters.

2.5.1.2 Measures taken in 2003-2004

01.01.2003: co-payments of C-class drugs are introduced in the MAB-
counters

01.03.2003: a reimbursement of 10% of the cost of endoscopic and
viscerosynthesis materials (article 35bis) is introduced. The remaining co-
payments (up to 90% of total cost) are introduced in the MAB-counters.
Since then — in line with the budgetary possibilities - the maximum co-
payment of 90% has been lowered to 85% and most of the new materials
were introduced with a 25% co-payment level.

01.01.2004: co-payments for hospital stays beyond the 9lst day in an
acute hospital are included in the MAB-counter. Before this date, there
was an upper limit of 90 days.

01.01.2004: the individual right of a child to MAB-reimbursement,
regardless of the family income, is brought from 16 years to 19 years (18
years and 364 days).

2.5.1.3 Measures taken in 2005-2006

01.01.2005: integration of the fiscal MAB into the income MAB. The
highest income level (with a reimbursement level of €2 500) is abolished.
01.01.2006: co-payments for drugs prepared by pharmacists (magistrale

bereidingen, préparations magistrales) are integrated in the MAB-
counters.

01.01.2006: benefit of social MAB in a family is restricted to those
benefiting from the preferential tariff, their partner and their dependents.

2006: a procedure is launched to avoid double payments (by MAB and by
the supplementary health insurance).

01.01.2006: integration of the delivery margin of medical devices and
implants into the MAB.

2006: individuals living in an organized community (e.g. convents) are
considered as an individual.
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2.5.1.4 Measures taken in /decided for 2007 and 2008

e 01.01.2007: reimbursement of some classes of D-medication (painkillers)
for chronically ill patients: the reimbursement rate is set at 20%, and the
remaining 80% is integrated in the MAB-counters.

e A similar mechanism is also introduced for so-called “active bandages”.

e 2008: the safety margin for medical devices and implants will be
introduced into the MAB.

Despite the gradual extension of the MAB-coverage, some important categories of
OOP-payments still are not included. First, some (legal) co-payments remain out of the

I. Some co-payments are considered to be induced mainly by the patients
themselves: this is the case for the (high) co-payments linked to medication
with relatively low therapeutic added value (the so-called Cs, Cx and D-
drugs®), which is considered as “comfort therapy”.

2. The co-payments of patients residing longer than a year in psychiatric
institutions are not (yet) integrated in the MAB. Budgetary considerations
certainly played a role in that choice. Moreover, to some extent these co-
payments could be seen as accomodation expenses, similar to the hotel fees
for residents of rest and nursing homes for the elderly, which are not

Second, there are the supplements, i.e. the amounts that are charged by the health care
providers to the patients, but that are not officially registered as tariffs in the
nomenclature. Quite logically, supplements are not taken into account in the MAB-
counters and remain therefore at the expense of the patients (or of their supplemental
insurance). In recent years, there has been a growing concern over the increase in these

A special case are the OOP-payments for costly implants (like knee and shoulder
prostheses). Officially, the delivery margin (10% of the price) and the safety margin are
not considered as co-payments, but as supplements — however, they are very strictly
regulated and, as we have seen before, have been integrated in the MAB (the delivery
margin since 2006) or will be integrated in the MAB (the safety margin from 2008

The drug reference pricing system

The drug reference pricing system was introduced on June 1* 2001, almost at the same

time as the MAB. Not only was the timing of the launching of both structural measures
similar, the constant interaction between the two measures and their parallel extension
over the years make it almost impossible to evaluate the impact of the MAB without at
the same time considering carefully the drug reference pricing system.

This drug reference pricing system uses the following mechanism: when in a class of
drugs (ATC-5 level), the brand drug patent expires and generic alternatives are available
on the Belgian market with the same chemical substance name, the same dose per unit,
the same galenic form, the same administration route and the same biological effects,
there must be a minimum price difference between the public price of the brand drug
and its generic alternative.” For this class of drugs, the maximum reimbursement level is
then set at the maximal admitted public price level of the generic alternative. Patients
buying the brand drug will have to pay the co-payment (the price of the generic
alternative minus the reimbursement basis) plus the price difference between the brand

Remember that a special regulation for painkillers has been introduced in 2007 for the chronically ill.

252 What is not (yet) covered?
MAB:
covered either.
supplements.'
onwards).%
253
price and the generic price.
ff
88

hh

Since January I, 2006 the delivery margin is no longer defined as a supplement but as a co-payment. The
effects of the integration of these margins in the MAB will be analysed in detail in chapter 6.

At the start of the system in June 2001, the minimum price difference was 16%. It gradually increased to
20% and 26% and finally reached 30% since July Ist 2005.
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Every six months (on the |I* of January and the I** of July), the government publishes a
list of all the therapeutic classes falling under the reference pricing system. Every month,
pharmaceutical firms are allowed to change (lower) their prices: once off patent, many
brand drugs lower their public price to a level that is similar to that of the generic
alternative, in order to maintain their market share. This combined possibility of a
regularly changing number of therapeutic classes falling under the reference pricing and
of monthly price changes for every drug in this therapeutic class, make it very hard to
simulate the budgetary impacts of the system and the resulting financial burden for the
patients.

At the introduction of the system, the government had three goals:

I. to realize substantial budgetary savings by lowering the reimbursement basis
in all therapeutic classes where the brand drug was off patent and where a
generic alternative was available;

2. to stimulate price competition between brand drugs and generic drugs, so
that off patent brand drugs would adapt their prices to that of the generic
competitor in its therapeutic class;

3. to stimulate the dialogue between the prescriber and the patient, inducing
physicians to switch to cheaper drugs (generic drugs or brand drugs that are
lowered in price), given the increased potential financial burden for the
patient.

The first two (budgetary) goals were achieved in a quite successful way: the stagnation
of drug expenditures observed in 2005 and 2006 was largely caused by the system of
reference pricing. However, for the patient, the situation may be less positive: several
studies of the Christian and Socialist Mutualities" pointed out that, due to conservative
prescription behaviour, the global financial burden for the patient had become more
important in the reference pricing system than before. This was certainly the case for
drugs reimbursed in reimbursement category A: although category A contains vital
lifesaving drugs with no co-payment, an amount of nearly €3 million of supplements due
to the reference pricing system was paid by the patient in 2005 in this specific category.!
In fact, the government had taken a somewhat ambiguous attitude towards the
individual responsibility of the patients, since the difference between the brand drug
price and the generic price — which has the official status of a “supplement” and not of a
co-payment — is taken into account in the MAB-counters. This may seem surprising,
since the price difference is clearly an avoidable expenditure. Such an avoidable
expenditure should not have been included in the MAB-counters, if the government
really had wanted to hold the patients responsible, or, had taken the more logical
position of holding the doctors financially accountable for their expensive drug
prescribing.* In chapter 7, we will come back to the broader ethical issues concerning
solidarity and individual responsibility that are raised by the present design of the MAB.

The self-employed

As mentioned before, the self-employed used to be uninsured for the minor risks in the
compulsory health insurance system. For the MAB-counters, this situation led to a
specific counting procedure. About 75% of the self-employed are covered by a
voluntary insurance against those minor risks with their sickness fund. Therefore, for
these persons, the sickness fund knows their co-payments for minor risks. These are
then added in the MAB-counter together with the other co-payments until the MAB-
ceiling is reached. Once the ceiling is reached, however, the sickness fund will only
reimburse the co-payments of the acts reimbursed by the compulsory health care
insurance (and not the co-payments linked to the minor risks). This specific rule is no
longer relevant, however, as from January 1* 2008 on, all self-employed benefit from
reimbursement of minor risks in the compulsory health care system.

i
kk

Cornelis (2006)5; Diels et al. (2004)7; Boutsen et al. (2003)8.

Cornelis (2007)° p10 — Table 3 (Figures LCM extrapolated to national level estimates).

A similar ambiguity was already present when the co-payments for unnecessary visits to an emergency
room were included in the MAB-counters in 2002.
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2.6 THE WORKING OF THE MAB: SOME GLOBAL FIGURES
We conclude this chapter with a description of some aggregate data on total MAB-
reimbursements and on the number of households and persons concerned. The data we
discuss are the official RIZIV/INAMI figures on realized expenditures. We only focus on
the MAB-reimbursements that are realized by the sickness funds. Therefore, until 2004
our figures do not include the fiscal MAB.
Table 2 shows the number of households and the number of individuals that have
received MAB-reimbursements. In 2006 more than 561 000 households and more than
I million individuals were concerned. Already in 2002, about 163 000 households with
low and modest incomes received MAB-reimbursements and this number has kept
increasing over time. Remember that before the introduction of the MAB, these
households were only entitled to the fiscal exemption, with delayed reimbursements.
Remark the shift of households and persons from the social to the income MAB in
2006, which is at least partly explained by the restriction of social MAB-entitlements, as
described before.
Table 2. Number of households and persons with MAB-reimbursements in
the period 2002-2006
2002 2003 2004 2005 2006
Number of households
Social MAB 165 249 194 667 204 456 230 787 168 865
Income MAB (€450) 163 294* 94 737 91 398 116 258 134 995
Income MAB (€650) 119202 123 577 143 477 168 397
Income MAB (€1 000) 43 594 54 039
Income MAB (€1 400) 1186l 15398
Income MAB (€1 800) 16 542 20 058
Total number of households 328 543 408 606 419 431 562519 558 647
Number of persons
Social MAB 397 625 418 458 425 967 484 054 296 242
Income MAB (€450) 295 217* 154 626 150 139 199 858 236 260
Income MAB (€650) 219 849 233 353 274 553 327 469
Income MAB (€1 000) 91 943 114519
Income MAB (€1 400) 26 199 34 445
Income MAB (€1 800) 41373 50311
Children increased child 1 036 |1 609 774 795 776
allowance
Children 2 890 4001 5432 6224 6 484
Total number of persons 696 768 798 543 815 665 1 124 999 1 026 967

*: combined figure for income MAB (€450) and income MAB (€650)

Source: RIZIV/INAMI.

Table 3 shows that total MAB-reimbursements have increased considerably over time.
For the social, (low and modest) income and child MAB they increased from €154
million in 2003 to €203 million in 2006. The MAB-reimbursements for larger incomes
(the extension of the fiscal MAB, as described before) amounted to €39 million in 2005
and €49 million in 2006. In 2006, MAB-reimbursements took about 1.4% of the total
health care budget. It is obvious that the increase in total MAB-reimbursements over
time is driven to a large extent by the different regulatory changes and extensions
described in the previous section. Note again the shift from the social MAB to the (low
and modest) income MAB in 2006. It is remarkable, however, that already before that
shift, the income MAB has always been more important than the social MAB. This is
another indication that the introduction of the MAB has really made a difference for the
weaker socio-economic groups. We will analyse the effects of the different regulatory
changes in more detail in chapter 6. In chapter 5 we will investigate how important have
been the induced changes in consumption behaviour.
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Table 3. MAB-reimbursements in the period 2002-2006

2002 2003 2004 2005 2006
Total reimbursements
Social MAB 50599 410 62 870 445 75 641 720 77 699 677 52 815 98I
Income MAB (€450) 68 162 136* 36 180 585 40 851 030 44 361 488 57 430 090
Income MAB (€650) 53 925 349 62 480 645 69 187 399 90 669 740
Income MAB (€1 000) 22 708 196 28 751 880
Income MAB (€1 400) 6 588 331 8602 173
Income MAB (€1 800) 9789 131 I'1 268 335
Increased child allowance 350 690 276 841 284 734 348 892 287 272
Children 708 292 983 734 | 567 316 | 814 462 1 905 216
Total 119 820 528 154 236 953 180 825 444 | 232497596 | 251 730 686
Average reimbursements
per household (if >0)
Social MAB 306.20 322.96 369.97 336.67 312.77
Income MAB (€450) 417.42* 381.91 446.99 381.58 42542
Income MAB (€650) 452.39 505.60 482.22 538.43
Income MAB (€1 000) 520.90 532.06
Income MAB (€1 400) 555.46 558.66
Income MAB (€1 800) 591.77 561.79

2.7

*: combined figure for income MAB (€450) and income MAB (€650)
Source: RIZIV/INAMIL.

Table 3 also shows the average reimbursements per household for those households
that did receive reimbursements. The average amount of MAB-reimbursements is larger
for the income MAB than for the social MAB. While the number of high-income
households and individuals affected by the MAB is relatively low (see Table 2), the
average reimbursements per household are relatively large for these groups (Table 3). A
better insight into the possible reasons for these findings can only be obtained by a
detailed analysis of individual data. Such an analysis will be the main subject of the
following chapters.

CONCLUDING REMARKS

In this chapter, we have given an overview of the regulation with respect to the MAB
and of its development over time. In 2006, more than one million individuals were
benefiting from MAB-reimbursements and the aggregate budgetary cost of this
operation was considerable: about €252 000 000. Moreover, since 2002 the cost of the
MAB has been increasing steadily. While these aggregate budgetary figures are revealing,
they do not allow us to evaluate the effectiveness of the MAB as a social protection
mechanism. In the following chapters we will go beyond these aggregates and look in
detail at the effects of the MAB on OOP-payments for the weaker social groups and on
the accessibility of the health care sector. Our analysis will focus on two sets of
questions:

I. Has the gradual extension of the MAB-coverage paid off in terms of a better
protection for the weaker patients? How important are the main remaining
gaps in the MAB-coverage! And how do co-payments interact with
supplements?

2. The reimbursement structure of the MAB makes extensively use of socio-
economic indicators and of income information. Does it succeed in
protecting the weakest socio-economic groups! And what about the
chronically ill in the higher income groups? Is the present targeting optimal
from a social point of view! Would it be possible to improve the social
performance of the MAB by fine-tuning the income thresholds and the co-
payment ceilings?
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Key points

The MAB consists of three subsystems: the social MAB which imposes a
ceiling of €450 for households with an individual entitled to preferential
treatment (now also OMNIO); the income MAB which guarantees
reimbursements to households with co-payments above an income-
dependent ceiling (varying from €450 to €1 800); the MAB for children
which is an individual right guaranteeing reimbursement for co-payments
exceeding €650.

Until 2004 the income MAB was limited to the two lowest income
categories. For higher income groups there was a fiscal MAB, executed by
the fiscal administration and based on the concept of the fiscal (instead of
the de facto) household.

The coverage of the MAB has gradually been extended over time. This has
also increased its budgetary cost.

In 2006 more than one million persons were benefiting from MAB-
reimbursements. The aggregate cost of the system was about €252 000 000,
i.e. 1.4% of the total health care budget.
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3 DESCRIPTION OF THE DATA

As has been made clear in the previous chapter, a thorough analysis of the working of
the MAB requires the use of individual data. Moreover, it is necessary to combine
information about health care expenditures and about OOP-payments (available at the
sickness funds) with income information (which is available through the fiscal
administration). For the purposes of this project, a large sample of individuals has been
drawn by the sickness funds and these have afterwards been linked to the fiscal data.
Until now, such a linkage had never been realized in Belgium. We give a brief overview
of the resulting dataset in section 3.I. As already explained in chapter 2, the MAB-
regulation involves different household definitions, and when linking the data and
interpreting the results it is important to distinguish these carefully. Some of the issues
are described in section 3.2. Finally, section 3.3 describes the weighting procedure that
has been used to extrapolate the sample information to the population level. In this
chapter, we restrict ourselves to the information that is necessary for a correct
interpretation of the results in the following chapters. More detailed information on the
procedures followed for cleaning the data and selecting the relevant observations is
given in the Technical Appendix.

3.1 LINKING SICKNESS FUND DATA AND FISCAL DATA

We first describe the IMA-data and then the fiscal dataset. The third subsection gives
more details about the available information on health care expenditures and in the
fourth subsection, we explain how we derived some indirect information about the
morbidity of the individuals.

3.1.1 The sickness fund data

Since in principle all persons living in Belgium are insured by one of the sickness funds,
the joint IMA-data cover the whole population. From this population a random panel of
about 300 000 individuals for the years 2002, 2003 and 2004 was drawn. For our
analysis of the working of the MAB, we mainly work with the data for 2004. Each
individual had a chance of 1/40 of being included in the sample, except for the elderly
(65 and older) that had a chance of about 1/20." This oversampling was applied to get a
larger number of observations of the elderly, which on average have larger health care
expenditures. For all the individuals in this original sample we have, besides all the
demographic and socio-economic information that is available at the level of IMA, also
detailed information on health care expenditures.

For an analysis of the MAB, we need of course information at the household level. A
MAB-household consists of all persons that are registered in the national register at the
same address on January Ist of the year (see chapter 2). Therefore, for the individuals in
the sample also all the members of their de facto household were drawn. For these
additional observations, we have all the demographic and socio-economic variables that
are also available for the original sample. However, the data on health care expenditures
are less detailed. We return to this in section 3.1.3. The total original sample then
consists of about 850 000 individuals. In the Technical Appendix, we explain in some
detail how this sample was cleaned.

The IMA-dataset does not contain information on income. However, it contains a lot of
other information on the socio-economic status of the individuals. This information can
be derived from the administrative categories that are needed for application of the
legal rules, including those of the MAB. In the following chapters, we will use the
following variables:

e Age and gender. We group age in categories of five years (separately for
males and females), with a special variable for the children of less than one
year old.

e Retired.

e Early retired.

L More detailed information about the (over)sampling procedure is given in the Technical Appendix.
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e Single-parent households (as these households are well known to be
among the most vulnerable from an economic point of view).

e Entitled to preferential treatment (the categories that were relevant in

2004 have been explained in chapter 2).

¢ Entitled to the guaranteed minimum income, the guaranteed income for
elderly or receiving a subsistence income from the Social Services

(OCMWI/CPAS).

e Persons with disabilities, with a specific additional variable for those who
are in their first year of disability and have in that year more than 180

disability days.

We summarize some descriptive information about these variables in Table 4. The table
shows the number of households with at least one individual in that situation and the
extrapolation of that number of households to the overall population. The weighting
procedure used for this extrapolation will be explained in section 3.3. Note that Table 4
also contains the variable “unemployed”. This variable was derived from the fiscal
dataset (described in the following subsection): it is an indicator for households that

have to live exclusively from an unemployment benefit.

Table 4. Demographic and socio-economic variables

# households in sample # households "
(no weights) overf—lll pop.ulatlon
(using weights)
Total 255 391 4086 295
oM 3976 46 232
(VY 3720 43 036
01_05 M 20 248 203 498
01_05_V 19 480 194 662
06_10_M 21 764 205916
06_10_V 20 984 199 037
1_15_M 23 475 222 157
I_15_V 22618 213 859
16_20 M 22 248 220 456
16_20_V 21 098 209 905
21_25 M 19518 241 880
21_25. vV 19 527 246 973
26_30_M 17 353 266 130
26_30_V 18 397 262 845
31_35 M 21 136 295 387
3135V 23 169 285 530
36_40_M 24 369 308 401
36_40_V 26 216 301 238
41_45 M 25 507 309 098
41_45_V 26 660 309 980
46_50_M 22 978 293 785
46_50_V 22749 294 859
51_55_M 18 862 271 282
51_55_V 18 094 277 006
56_60_M 15449 256 683
56_60_V 15297 265 634
61_65 M 12 737 224 141
61_65_V 14 678 235 898
66_70_M 18 450 191 163
66_70_V 20718 231 679
71_75_M 17 145 180 934
71_75_V 19519 232 893
76_80_M 12 541 137 082




Maximum Billing KCE reports 80

# households in sample # households "
(no weights) over'all pop.ulatlon
(using weights)
76_80_V 15379 200 425
81_85 M 7 396 84 534
81_85_V 10 654 152010
86_90_M 2017 25 047
86_90_V 3878 60817
91_95_M 710 9 860
91_95_V 2116 33610
95+_M 108 1 600
95+_V 549 8 622
retired 80 997 | 099 889
early retirement 6 426 110091
single parent hh 12 435 194 673
unemployed 12 671 250 695
preferential tariff 56 165 910 190
guaranteed income Il 675 197 618
disability 18279 295 720
first year disability 1 993 29 170
3.1.2 The fiscal data

Income is the most natural indicator of the economic power of households. Moreover,
the net taxable income plays an essential role in the MAB-regulation and the fiscal MAB
was in 2004 executed by the fiscal administration (see chapter 2). It was therefore
essential to complement the IMA-data with information on incomes. For this purpose
the extended IMA-sample for 2004 was linked (with a privacy-preserving procedure) to
the IPCAL-dataset containing the fiscal information for the income year 2004 (year of
taxation 2005), available at the Ministry of Finance. We therefore have received for all
the individuals in the extended sample (i.e. including the MAB-household members)
information on their incomes (as known to the fiscal administration) and on the fiscal
MAB-reimbursements received. For individuals without an income tax assessment (and
therefore not present in the fiscal data), the income was set equal to zero.™ The
information from the Ministry of Finance is structured at the level of the fiscal
household, and not at the level of the MAB-household. We could however start from
this information to calculate the net taxable income (NTI) at the level of the MAB-
households. More information on the exact relationship between the different
household concepts is given in section 3.2.

In most of our analyses, we will work with the net taxable income as an indicator of the
financial strength of the households. In some cases we will correct NTI for household
size and composition. We then calculated equivalent incomes, where the equivalence
scale used is the modified OECD-scale. This scale gives a weight of | to the first adult, a
weight of 0.5 to additional adults and a weight of 0.3 to the children. Usually incomes
will be grouped. In Table 5, we give some relevant descriptive information, both about
the distribution of NT| and about the distribution of equivalent NTI in our sample.

mm A more detailed description of the characteristics of these individuals can be found in the Technical
Appendix.
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3.14

3.1.4.1

Table 5. Income variables

no weights using weights
# households

ALL 255 391 4 086 295

missing | 007 41 827
=€0 10120 253 668
]€0-€5000] 3053 72219
J1€5000-€10000] 13210 321 498

o |]€10000-€15000] 38995 730 359
g 1€ 15000 -€20000] 30 492 494 792
2 []1€20000-€25000] 26 269 412313
E 1€ 25000-€30000] 20 706 317 899
£ |1]1€30000-€ 35000 ] 17 926 257 792
E 1€ 35000-€ 40000] 16610 228 698
+ | 1€ 40000 -€45000] 14769 196 331
S 1]1€45000-€50000] 12 556 162 328
1€ 50000 -€ 60000 ] 18 506 230 770

1€ 60000 -€70000] 1627 139 270
1€ 70000 -€ 90000 ] 1671 134 535
>€ 90000 7 874 91 995

o missing |1 007 4| 827
£[=€0 10120 253 668
g [1€0-€5000] 7 943 116 353
-5 1€5000-€10000] 40511 644 503
% 1€10000-€ 15000] 63 109 988 958
X |1€15000-€20000] 45 042 665 038
= |1€20000 - € 25000] 32748 497 446
2 [1€25000-€30000] 22 153 345 354
2 [1€30000-€35000] 13227 209 533
% 1€ 35000 -€ 40000 ] 7793 125 113
2 |]€ 40000 -€ 50000 ] 6766 112 114
: 1€ 50000 -€ 70000 ] 3424 58 283
>€ 70000 | 548 28 105

The information available about health care expenditures, OOP-
payments and MAB-reimbursements

Health care expenditures and OOP-payments

Health care expenditures consist of reimbursements of the RIZIV/INAMI, co-payments
and supplements. For the individuals in the original sample, this information is available
at the most detailed level possible, i.e. at the level of the specific services included in the
nomenclature. In order to keep the dataset tractable, for the individuals in the extended
sample (i.e. the MAB-household members), the expenditure data were aggregated in 22
categories. A detailed overview of the content of these 22 categories can be found in
the Technical Appendix. For each category we can distinguish between the cost for
ambulatory and for hospital services. Moreover, the total co-payments per category are
divided into the co-payments included in the MAB and the co-payments excluded from
it in 2004. Some specific services were kept separate because they had been the subject
of political debate or of recent changes in the MAB-legislation. This makes it possible to
analyze these changes in more detail with microsimulation techniques (see chapter 6).

The IMA-database is the most complete database available in Belgium with information
on individual health care expenditures and OOP-payments of patients. However, there
are some remaining weaknesses.
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In the first place, we do not have information at the individual level on the
RIZIV/IINAMI-costs of a hospital stay due to the new financing rules of hospitals since
July 1%, 2002. Our individualized RIZIV-expenditures are therefore a serious
underestimate of the health care cost for all the individuals with a hospital stay in the
relevant year. Fortunately, this problem does not hold for their OOP-payments (co-
payments and supplements), as these are available at the level of the individual patient.
Since the latter are the focus of our analysis, the lack of completely individualized
information on total health care reimbursements is for us not really an important
problem.™

A second lacuna of the IMA-dataset relates to the self-employed without rights for their
minor risks in the compulsory system. Since we do not have any information on their
expenditures for minor risks, we crucially underestimate their OOP-payments. We
therefore omitted from the sample with which we work all the households with at least
one self-employed without rights for minor risks. These omitted households are 12.7%
of the households in the sample. Omitting them does not really limit the relevancy of
our work, because, as mentioned in the previous chapter, the distinction between
minor and major risks for the self-employed is no longer relevant. Since January I|st
2008, all the self-employed are covered in the compulsory system.

Third, and most importantly for our purposes, an important gap in the IMA-data is the
lack of information on some categories of OOP-payments. While the information on
co-payments is generally reliable and complete, the information on supplements is
necessarily incomplete. The supplements raised in a hospital setting are stated on the
hospital’s invoice. This document is made available to the patient, who has to pay the
amount of co-payments and/or supplements, and to the sickness fund of the patient,
who pays the part covered by the health insurance (third-party payer). Of course, there
may be differential reporting behaviour between hospitals, but in general, the
information on hospital supplements can be considered as reasonably complete and
reliable. This is not true for the supplements in the ambulatory sector, however. There
is no regulation on the information a GP or medical specialist should provide.
Moreover, there is no information at all on non-prescription or OTC (over-the-
counter) drugs. Other categories of personal payments (that cannot be considered as
supplements in the strict sense) are not (or only partially) registered and are therefore
not included in the data. A first example are items which are not taken up in the
nomenclature, such as orthodontics for adults and acupuncture. A second (and more
important) example are the hotel costs of nursing home patients, which may represent
a very important financial burden for some specific socially fragile groups.

A fourth lacuna in our data is the lack of information on supplemental insurance. While
we have information on the supplements invoiced by the hospitals, we do not know
whether these had to be paid really “out-of-pocket” by the patients or were on the
contrary reimbursed by supplemental insurance. Supplemental insurance premiums are
usually risk-related. Moreover, a previous study has shown that the take-up of
supplemental insurance is biased towards the higher income and more educated
groups.'

MAB-reimbursements

The IMA-data contain information about the MAB-status of the individuals, more
specifically, on whether they are entitled to the social MAB or to the income MAB.
They also specify the exact amount of MAB-reimbursements that were paid by the
sickness funds. The reimbursements from the fiscal MAB are given in the fiscal data per
fiscal household, and were recalculated by us at the level of the MAB (de facto)
household.

nn However, our data do not allow us to distinguish between stays for more than one year in general
hospitals and in psychiatric hospitals. Co-payments related to the former are included in the MAB-
counter, co-payments related to the latter are not. We treated them all as not included in the MAB. We
will therefore underestimate the MAB-reimbursements for long hospital stays (by about 5%), and
overestimate the OOP-payments after MAB for individuals with a long hospital stay.

o0 The trend of shifting health care from the hospitals to the ambulatory sector has made (and will make)
this lacuna more relevant over time.
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One should be aware that not all MAB-reimbursements in our data are related to co-
payments incurred in 2004. Co-payments paid at the end of the year t may be
reimbursed by the sickness fund in the beginning of the year t+1. Consequently, part of
the MAB-reimbursements realized in 2004, relate to co-payments made in 2003 and
part of co-payments incurred in 2004 were reimbursed only in 2005. Moreover, the
data for 2004 reflect to some extent the effects of the transition period related to the
integration of the fiscal MAB. In the descriptive analysis of chapter 4, we will leave the
data as they are. For the microsimulation analysis in chapter 6, the data must be
cleaned. We will explain this cleaning procedure in section 6.1.

3.1.5 Morbidity information

Since the basic idea of the MAB is to impose a ceiling on co-payments, this by itself
means that it protects the chronically ill against extreme co-payments. Some of the
ceilings are rather high, however (in 2004 there was still a ceiling of €2 500). Moreover,
not all OOP-expenses are included in the MAB-counter and it can be expected that the
chronically ill have also larger expenses for these items not included in the MAB. On the
other hand, the MAB-legislation heavily relies on socio-economic and income criteria
and (apart from the lump sums mentioned in chapter 2) there were in 2004 no explicit
measures for the chronically ill. It would therefore be interesting to consider explicitly
their financial burden. Here we are confronted with another limitation of our data: we
hardly have any direct information on the illness of the individuals in our sample.

Table 6. Morbidity variables

# households in # households "
sample (no weights) over.all pop}JIatlon
(using weights)
ALL 255 391 4 086 295
lump sum B or C 3635 44 753
physiotherapy-E 7810 105 795
increased child allowance 2311 23518
integration allowance handicap 5123 76 155
help for the elderly 7 332 103 550
long hosp stay 2 544 43 476
multiple hosp stay 4150 59 904
homes for the elderly 7910 137 576
psychiatric nursing home 263 7 873
chronic dialysis 213 3221
psychotherapy 16012 273 471
psychiatric hospital <=1j | 337 29 863
2-5j 154 4175
>=6j 109 28I10
antibiotics DDD>= I 102 178 | 591 467
30 23 486 375701
90 2 677 43240
180 596 9 489
antihypertensives DDD>= I 68 844 | 087 402
30 65 242 | 028 180
90 59512 935794
180 51 480 806 612
cholesterol lowering medicine DDD>= | 24 284 373 842
30 24 205 372 488
90 23 584 362 587
180 20 452 313277
COPD DDD>= I 27 611 422 039
30 21 255 328014
90 10 830 167 865
180 7001 109 163
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# households in # households "
sample (no weights) over?ll pop}llatlon

(using weights)
antidepressants DDD>= | 32028 554 054
30 26 673 464 058
90 19 507 341 346
180 13 847 242 424
antidiabetics DDD>= I 13637 213794
30 13269 207 916
90 Il 606 181 659
180 9344 145 821
stomach medicine DDD>= I 36 581 593 816
30 27 318 443 353
90 19 038 309011
180 12 858 208 500
Crohn DDD>= I I 369 22 509
30 | 194 19 658
90 934 15 426
180 660 11039

It is possible, however, to derive some indicators of chronic illness from the
administrative and expenditure information that is available in the IMA-data. Descriptive
information about these indicators is given in Table 6, which is constructed in the same
way as Tables 4 and 5. More specifically, we will work with the following variables:

Entitled to the lump sum B or C for nursing care at home.

Entitled to an allowance for E-physiotherapy (reserved to patients with
one out of a list of || chronic illnesses).

Entitled to increased family allowances because of a handicap.
Entitled to an integration allowance for the handicapped.
Entitled to an allowance for help for the elderly (handicapped).
Having had a long stay ( 2 120 days) in the hospital.

Having had multiple stays ( 2 6 ) in the hospital.

Resident in a rest or nursing home for the elderly (ROB/RVT,
MRPA/MRS).

Resident in a psychiatric nursing home (PVT, MSP).

Chronic dialysis patient, defined as having had a minimum of six
consecutive weeks of renal dialysis (¥).

Patients with positive expenditures for psychotherapy provided by a
recognized specialist or psychiatrist (¥).

Patient in a psychiatric hospital (*):

0 for less than one year.

O between two and five years.

0 for six years or more.

The asterisked variables are based on the detailed expenditure information in the
nomenclature, and could therefore only be constructed for the individuals in the original
sample (and not for the MAB-household members). The same is true for the
information derived from the consumption of pharmaceuticals pointing to some
pathology. We defined the following groups (where the symbols refer to the ATC-
classification used):

Antibiotics (JO1) (*)

Antihypertensives (C03, C07, C08, C09) (*)

Cholesterol-lowering medicine (C10AA) (*)

Asthma and chronic obstructive pulmonary disease (RO3A, RO3B) (*)
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3.2

¢ Antidepressants (N06) (*)
e Antidiabetics (A10A, A10B) (*)
e Stomach medicine (A02A, A02B) (*)

e Medicine for Crohn disease (LO4AAIl, LO4AAI2, LO4AAI3, AO7ECOI,
AO7EC02) (*)

Since we know the doses bought by the individuals in the original sample, we will
distinguish in each case four categories: at least one | DDD (daily defined dose), at least
30 DDD, at least 90 DDD, at least 180 DDD. In fact, only the two latter categories can
really be seen as chronically ill. As Table 6 shows, some of the drugs in our list are very
common even for high dosage (typical examples are antihypertensives and cholesterol-
lowering medicine). In some of the other cases, however, consuming more than 90 and
a fortiori more than 180 DDD is a real indication of chronic illness: this is probably the
case for antibiotics, but also for COPD and antidepressants.

For all the asterisked variables, the extrapolated number of households in Table 6 has
to be interpreted carefully: it gives the number of households with at least one member
with the corresponding characteristic, as we can identify them in our sample. The
information that we will give later on these specific groups is reliable as a description of
the situation of these groups themselves. However, since information on other
household members is missing, the extrapolated numbers are an underestimate of the
number of households with the corresponding characteristic in the population.

THE DEFINITION OF HOUSEHOLDS

As shown before, the MAB-regulation involves different household concepts, and the
many exceptions to the general rules complicate the system substantially. Moreover, for
our analysis we had to combine the information from two administrative databases with
sickness fund and fiscal data respectively. Both data sources have their own specific
finality and their own logic. This section aims at describing the different household
concepts and their interactions for the year 2004 in order to understand better the
results and interpretations of the following chapters.

The de facto household is the relevant household concept for the social MAB. All
reimbursements realized in 2004 are executed by the sickness fund administrating the
file of that household. For co-payments realized in 2002, 2003 or 2004 and invoiced in
2004 there is an intervention from the fiscal administration and the fiscal household is
the relevant household concept.

The de facto household is also the relevant concept for the income MAB, but there are
some exceptions which explain the presence of MAB reimbursements from the fiscal
administration. First, for co-payments realized in 2002, 2003 or 2004 and invoiced in
2004 there is an intervention from the fiscal administration and the fiscal household is
the relevant household concept. Second, the low and modest income MAB can be
applied only when the sickness fund is informed before the end of the year about the
net taxable income of the de facto household. If this is not the case, the regulation of
the fiscal MAB is implemented involving that the fiscal household becomes the relevant
household concept.

According to tax law a fiscal household consists of a single person or a married couple
or a couple legally living together.”? Since co-payments of (fiscally) dependent persons
are taken into account in the fiscal MAB, we extended the tax law definition of a fiscal
household for married couples or couples legally living together and included their
fiscally dependent persons. The database received from the fiscal administration
contained a variable denoting the fiscal household (c2000). For our purposes, this
variable represented two main problems. First, for children below the age of 16 and for
dependent adults the variable denoting the fiscal household was missing.

Second, children age 16 and over had a separate c2000 while they were still dependent
on their parents.

With regard to personal income tax legislation, a couple legally living together is a couple who made a
statement of legal living together in accordance with article 1476 of the Civil Code.
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Since the fiscal data also contained the variables ‘number of dependent children’ and
‘number of other dependent persons’, we gave priority to these variables in
recomposing fiscal households reflecting the MAB-regulation. For children of divorced
parents belonging to the de facto household of one parent but being fiscally dependent
on the other parent (not in the fiscal or IMA-dataset) a missing value for the variable
denoting the fiscal household was assigned.

For about 25 000 persons in the original dataset, all income information was missing.
This group with missing income data consists of three categories of people. A first
group are persons who went abroad during 2004. Their income and tax information is
not included in our database. The individuals belonging to a household entitled to the
social or income MAB were kept in the database. Households entitled to the fiscal MAB
were removed, since for these households the income information was needed to
assign them a MAB-ceiling. A second group are people dismissed from filing a tax
declaration form, since their taxable income is zero or too low according to the tax
administration. Since this practice varies between local tax offices, we assigned a NTI
equal to zero to them. The third group are people whose income information was not
yet available at the filing deadline. All households containing an individual with missing
income information because of passing the deadline were removed from the database.

We refer to the Technical Appendix for a detailed description of the data manipulations
to construct the fiscal households.

For many households, the de facto household coincides with the fiscal household. An
example of this is a married couple with two non-working children. In some cases the
de facto household consists of two or more fiscal households. The most typical
examples are a couple not-legally living together or a married couple with one or more
working children. Another example occurs when a parent in need of care goes to live
with his children. The parent in need of care as well as the original household constitute
separate fiscal households but together they make a de facto household. Moreover, as
explained before, the parent in need can opt for becoming a MAB-household on his
own, if (s)he expects to reach his/lher MAB-ceiling faster than when (s)he is a member
of the de facto household of his/her children. In that case the de facto household(s)
coincide again with the fiscal household(s). There are some other cases in which one
fiscal household may consist of several de facto households. The first case concerns
children entitled to increased child allowance in 2002, who as a transition measure kept
an individual right to the MAB if they still receive the increased child allowance. Their
co-payments are reimbursed as soon as the total amount reaches €450 and they can
opt to be their own MAB-household head. Since our dataset was built in two steps in
which the second step added all members of the de facto household to the members in
the original sample on the basis of the variable “head of the household”, we lack the de
facto household members of these children. For the second case we return to the
parent in need of care living with his children and opting for being a MAB-household on
his own. If the income of the parent in need of care is too low, he becomes fiscally
dependent on his children. Here also, we lack the information on the de facto
household members.

In exceptional cases, even more complex interactions between a de facto and a fiscal
household may arise. We return again to the parent in need. Suppose the parent in
need has a partner living in a rest or nursing home for the elderly. The parent in need of
care and his partner constitute a fiscal household but the partner in the rest or nursing
home makes a separate MAB-household.

As all our analyses will be situated at the level of the de facto household, we
restructured the information about the fiscal households as well as possible in terms of
the de facto households.
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3.3 THE WEIGHTING PROCEDURE

The complicated sampling procedure described in section | has as a consequence that
the resulting sample (with the household members included) is no longer representative
for the Belgian population. First, persons older than 65 are oversampled. Second, given
the way households are constructed, larger households have a higher probability to be
in the sample. All the results that will be shown in the following chapters make
therefore use of weighting coefficients that are based on the presence of a person older
than 65 and on the number of persons in the household. In line with what has been said
before, before calculating the weighting coefficients, we first omitted all the households
with at least one self-employed without rights for the minor risks. The population data
are derived from the total Belgian IMA-population in 2004.

Table 7. Sampling weights used for the extrapolations

aged < 65 years
corrected
Household | in Belgian sample population
size population % in sample % weight weight
I 1 003673 | 21.93% 24 156 8.26% 2.66 41.55
2 704 673 15.40% 34 906 11.93% 1.29 20.19
3 513102 | 11.21% 36 676 12.54% 0.89 13.99
4 434 963 9.50% 41 530 14.20% 0.67 10.47
5 153733 3.36% 17 959 6.14% 0.55 8.56
6 45 084 0.99% 6 366 2.18% 0.45 7.08
7 13579 0.30% 2113 0.72% 0.41 6.43
8 5217 0.11% 985 0.34% 0.34 5.30
9 2283 0.05% 461 0.16% 0.32 4.95
10 913 0.02% 181 0.06% 0.32 5.04
I 421 0.01% 98 0.03% 0.27 4.30
12 205 0.00% 51 0.02% 0.26 4.02
13 99 0.00% 33 0.01% 0.19 3.00
14 60 0.00% 13 0.00% 0.30 4.62
I5+ 87 0.00% 36 0.01% 0.15 2.42
aged 65+ years
corrected
Household in Belgian sample | population
size population % in sample % weight weight
| 600 696 | 13.12% 29 676 10.14% 1.29 20.24
2 498 908 | 10.90% 46 557 | 1591% 0.68 10.72
3 72328 1.58% 8153 2.79% 0.57 8.87
4 18 936 0.41% 2503 0.86% 0.48 7.57
5 9102 0.20% I 369 0.47% 0.42 6.65
6 4435 0.10% 749 0.26% 0.38 5.92
7 2021 0.04% 405 0.14% 0.32 4.99
8 931 0.02% 205 0.07% 0.29 4.54
9 426 0.01% 109 0.04% 0.25 391
10 215 0.00% 56 0.02% 0.25 3.84
I 87 0.00% 19 0.01% 0.29 4.58
12 58 0.00% 23 0.01% 0.16 2.52
13 50 0.00% 20 0.01% 0.16 2.50
14 18 0.00% 9 0.00% 0.13 2.00
I5+ 121 0.00% 80 0.03% 0.10 1.51




Maximum Billing KCE reports 80

Table 7 shows the resulting structure of weights. The lower part of the table shows the
results for the households with at least one household member older than 65 years, the
upper part summarizes the information for the other households. The second and the
third column give the number of households and the shares of the different household
types in the Belgian population respectively; the fourth and the fifth column give the
corresponding figures for our sample. The overrepresentation of older and larger
households is immediately clear. The sixth column (obtained by dividing the third
column by the fifth) shows the relative weights necessary to correct for the
unrepresentative nature of the sample. The last column inflates these weights by a
constant (15.6) to extrapolate the number of households in the sample to the Belgian
level.

To validate our weighting procedure we compared our extrapolated data with some
external sources. Without weighting we would calculate the total MAB-reimbursements
by the sickness funds to be €219 589 000, with weighting the corresponding figure
becomes €172 388 000. This can be compared to the figure of €180 825 444, given in
Table 2. Our approximation of 95.3% is satisfactory.

We did a similar exercise for the total health care costs for RIZIV/INAMI. If we work
with the unweighted data, we estimate this cost to be €15 076 829 595; after weighting
we get €12 937 068 310. As explained before, this sum does not include a large part of
hospital financing. To get comparable figures, we therefore have to subtract from the
aggregate RIZIV/INAMI data this same part of the costs. Including the hospital financing,
total RIZIV_INAMI health care costs amounted in 2004 to €16 771 433 000. The total
financing of hospitals was €3 790 030 000. The one-day lump sums (which are included
in our data) cover 3.27% - and of the remaining amount, 80% is the collective financing
element, which is missing in our data. Subtracting this missing amount gives as total
RIZIV/IINAMI -costs (excluding lump sum hospital financing) for the total Belgian
population in 2004 the sum of €13 838 556 185. Our approximation of 93.5% seems
again satisfactory.

In fact, there are reasonable explanations for our underestimation with 3.8% and 6.5%
respectively. First, we omitted from our sample the households of the self-employed.
Second, the IMA database was still incomplete at the date of delivery of the data. Our
realized data for 2004 are based on invoices for |8 months, while they are only
complete after 24 months. Third, our calculation of the hospitalization component in
the total RIZIV/INAMI-figures is only an estimate. All in all, we can conclude that the
weighting procedure performs reasonably well, so that we can use our sample to draw
conclusions about the overall population figures.
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4 EFFECTIVENESS OF THE MAB AS A SOCIAL
PROTECTION MECHANISM:A DESCRIPTIVE
ANALYSIS

We will now look at the data in more detail, with special focus on the “cross-sectional”
effects: which groups are protected well? Which groups still have to pay large OOP-
payments? This will offer a first insight into our second research question about the
effectiveness of the MAB as a social protection mechanism. A deeper analysis of the
design of the MAB and of possible approaches to improving that design is presented in
chapters 6 and 7.

In the next section, we give a general overview of the effects of the MAB. In section 2,
we analyze the level of MAB-reimbursements for different subgroups of the population.
Section 3 focuses on the remaining OOP-payments after MAB and discusses the
relationship between co-payments and supplements. Section 4 goes deeper into the
characteristics of extreme payers. Section 5 presents a multivariate analysis and also
summarizes the main results.

Let us first summarize our main methodological choices:

I. We situate the analysis at the level of the de facto (or sociological)
household. This is the household concept underlying the present MAB-
regulation. More importantly, it is also the most relevant concept from a
social point of view. We explained in chapter 3 the main difficulties with
constructing de facto households in our data. In some cases we will explore
the consequences of differences in individual characteristics, such as being
chronically ill. The specific content of these variables has been explained in
more detail in chapter 3 (see also the Technical Appendix). We transferred
these individual characteristics to the household level: a household is
considered as “unemployed” or as “chronically ill” if at least one household
member is unemployed or chronically ill.

2. To give a better idea of the number of households involved, all the numbers
in the chapter will refer to the weighted data, i.e. they are extrapolations for
the total population of Belgian households. We only show results, which are
sufficiently reliable, i.e. where there are a sufficient number of observations in
the original dataset. The weighting procedure has been explained in more
detail in the previous chapter.

3. Our main dataset pertains to 2004. The analysis in this chapter therefore
reflects the MAB-regulation and the health care expenditures for that year.
The changes that have been introduced since 2004 have been documented in
chapter 2 and their effects will be analyzed with microsimulation techniques
in chapter 6. The most important change has been the integration of the fiscal
MAB into the income MAB. In the data analyzed in this chapter, the two are
still separate. For the purpose of this descriptive analysis, we preferred to
work with real and not with simulated data. This has the advantage that we
stay close to the raw data. Remember however that we must be cautious
with the interpretation of these raw data. The MAB-reimbursements in 2004
do not always correspond to the co-payments of that year, because of the
unavoidable lags. Moreover, specific transition measures were implemented
for the incorporation of the fiscal MAB into the income MAB. The results in
this chapter reflect these (messy) features of reality. A cleaner picture will be
simulated in chapter 6.

4. All households with at least one self-employed are left out of the analysis. In
2004 their insurance status and hence their pattern of OOP-payments was
very different from that of the rest of the population. Moreover, this
differentiation in insurance status is no longer relevant, since all the self-
employed are covered in the compulsory health care system for the so-called
“minor risks” from January |** 2008.

5. To show the results we will often make use of boxplots to give an idea of the
overall distribution (for the population and for subgroups). The boxes
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indicate the 25" and 75" percentiles of the distribution. In addition, we show
the mean, the median, and the 10" and 90 percentiles. These boxplots
generally speak for themselves and it did not seem necessary to take up all
the information in the main text. Therefore, in the latter we will only point to
the most striking findings. To improve the readability of the boxplots, we did
not always include the exact numbers in the figures. To save space and make
the boxplots better readable, the scaling differs from one figure to the other.
It is therefore important to take into account these scaling differences when
interpreting the figures.

It is not obvious what criterion should be used to describe (and possibly to evaluate)
the working of the MAB. As described before, the basic objective of the MAB is to put a
ceiling on the official co-payments to be paid by the households, in order to avoid a
situation in which the financial burden of OOP-payments would become unacceptably
large. Three specific questions arise when trying to give a specific content to this
concept of the “financial burden of OOP-payments’:

I. What to include in the definition of OOP-payments? From the perspective of
the financial (and social) accessibility of health care, it seems most adequate
to focus on the total personal financial burden of health care for the citizens.
This personal burden consists of (a) co-payments, that are included in the
MAB-counter; (b) co-payments, that are not included in the MAB-counter; (c)
supplementary payments on top of the official tariff. ~As explained for
generics, the distinction between these different notions has become
somewhat blurred in the recent past. Not including the supplements would
lead to a gross underestimate of the financial burden, mainly for the patients
taken up in a hospital. On the other hand, the focus of our analysis will be on
the effect of the MAB, which by design only includes (part of the) co-payments
and therefore cannot tackle the supplements. In comparing the situation of
the patients before and after application of the MAB, the supplements are a
constant, and they only influence the level of own payments, not the change
induced by the MAB.% In the sequel we will show results both for the co-
payments separately and for the total OOP-payments with the supplements
included.

2. How to define the financial “burden” for the household? The MAB-regulation
works with absolute ceilings, that increase with NTI. This latter feature
reflects the idea that the same absolute (or per capita) amount may have very
different effects depending on the income situation of the households. This
again suggests a double approach in which the burden of OOP-payments is
measured in two ways:

e the absolute (uncorrected) amount.

e the amount of own payments as a percentage of net taxable income. The
calculation of this concept is possible in our data, since we were able to
link the IMA-data with the fiscal dataset.

In this chapter, we will show results for both indicators. In section 4, in which we focus on
the poverty risk, we will largely concentrate on the financial burden as a share of NTI.

3. The MAB-regulation focuses on households but defines the ceiling in terms of
NTI, with no correction for household size. We explained before the implicit
assumption behind this choice: that the corrections for household size are
introduced in an adequate way through the fiscal and social security system
(e.g. child allowances), or, at least, that it should not be the purpose of the
MAB to correct for the shortcomings of this fiscal redistribution. We will
largely focus on NTI, but we will discuss further the correction for household
size in section 4.3.3.

qq

This terminology is a little confusing, since we do not analyse behavioural changes here. These will be the
focus of the next chapter. In this chapter we simply compare co-payments and OOP-payments before
and after MAB-reimbursements, as they are available in the data.
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4.1

Even after defining what is the “financial burden” of OOP-payments, it still is not
straightforward to define what is an “unacceptably large” financial burden, however. In
chapter 7, we will discuss more thoroughly these value judgments.

A detailed analysis of the distributional effects of the MAB at the level of the individual
households was not yet available for Belgium. Schokkaert et al. (2004)'° have presented
a first attempt but they had to work with data that were constructed on the basis of the
budget survey for 1997-1998 and therefore could only sketch a rough picture. Our
database allows a more detailed analysis.

A BIRD’S-EYE VIEW

We will first give a general overview of the effects of the MAB on OOP-payments,
without focusing on interhousehold differences. Figures 2 and 3 show the distribution of
OOP-payments before and after application of the MAB, first in absolute amounts and
then as a percentage of net taxable income.” Before MAB, an average Belgian household
would have to pay about €513 out of its own pocket. The distribution is highly skewed,
however, with a long right tail (and therefore with the median much smaller than the
mean). Of the total amount of OOP-payments, €367 are co-payments, €147 are
supplements. The latter distribution is even more skewed, with the median at zero. This
is not really surprising, since most supplements are linked to a stay in the hospital.
Without MAB, the average Belgian household would have own payments of 2.49% of
net taxable income. The MAB reduces these OOP-payments — but less than might have
been expected a priori. The average reduction is only €53. This overall average is
somewhat misleading, however, in that considerably larger effects are observed in the
right tail of the distribution, i.e. for large OOP-payments (consider, e.g., the effect at the
90" percentile). Of course, this is exactly what one would expect with a ceiling
mechanism, in which only a fraction of the households get MAB-reimbursements.

Figure 2. OOP-payments before and after MAB
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In all tables which express the burden as a percentage of income, we omit the observations of the
households for which the net taxable income is less than €5 000/year. Dividing by very small incomes
leads to extremely high percentages.
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Table 8 gives an overview of the relevant numbers. The second column gives the
absolute number of households in the different schemes, and the third column gives the
relative proportions in the population. More relevant for our purposes are the last two
columns: the fourth column shows the number of households in the different categories
that have received MAB-reimbursements, and the last column relates these numbers of
receivers to the total number of households in the group. Globally, 491 590 households
(12% of the total number of Belgian households) have received MAB-reimbursements in
2004. Note, however, that only a fifth of the households qualifying for the social MAB
have co-payments that exceed €450. As explained before, some households have
received reimbursements both through the social/income MAB and through the fiscal
MAB. In our data, the total number of households receiving social/income MAB
reimbursements through the sickness funds is 374 742 (not in the Table).

Figure 3. OOP-payments (as a % of NTI) before and after MAB
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Figure 4 shows that, for the households with positive MAB-reimbursements, the
reimbursed amounts are considerable: the average reimbursement amounts to about
€440. We see again the skewed distribution of the reimbursements. Moreover, as could
be expected, Figure 5 shows convincingly that households that are reimbursed would
have had otherwise much larger co-payments and total OOP-payments than the
average. The boxplots at the left in Figure 5 repeat the global boxplots in Figure 2. The
following boxplots show the distributions of co-payments and total OOP-payments for
the households that did not or did receive MAB-reimbursements. Note that households
who benefit from MAB-reimbursements at the same time have considerably larger
supplements than those who do not.

Table 8. Number of households benefiting from MAB-reimbursements

=(l)as (2) # households
(H# a % of with positive % (2) asa
households all reimbursements % of (1)
All 4 086 295 100 491 590 12.03
Social MAB 895 769 21.92 174 166 19.44
Income and Fiscal MAB 3 190 526 78.08 317 424 9.95
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Figure 4. MAB-reimbursements
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These data can be compared to Tables 2 and 3 in chapter 2. Remember that the latter
tables only give numbers for the social and the income MAB, and not for the fiscal MAB.
The total number of households receiving reimbursement through the sickness funds is
419 431 in Table 2 — in our data it is 374 742. The relevant numbers for the social MAB
are 204 456 in Table 2 and 174 166 in Table 8 respectively. The average reimbursement
amount is €433 in Figure 3 — well within the range €370 - €506 in Table 3. Apart from
the data problems described earlier, there is one main structural explanation for the
differences. Tables 2 and 3 did include the self-employed households, while these are
left out for the analysis in this chapter. All in all, the data data derived from our sample
are closely comparable to the aggregate RIZIV/INAMI-statistics in chapter 2. This is
additional support for the validity of the weighting procedure described in the previous
chapter.
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Figure 5. OOP-payments and co-payments before MAB: households who
receive MAB-reimbursements versus households who do not receive MAB-
reimbursements
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Although the MAB indeed levels down some of the largest OOP-payments, Figures 2
and 3 show that for some households OOP-payments still remain considerable. 10% of
the Belgian households had in 2004 OOP-payments (after MAB!) larger than €1 0l 1,
10% of the Belgian households (not necessarily the same) had OOP-payments which
took more than 4.68% of their NTI. This raises the immediate question: how is it
possible that there remain such large OOP-payments after the MAB, when the MAB
puts a ceiling on the co-payments to be paid?** Three possible explanations have been
put forward already in chapter 2: (a) not all households qualify for MAB-
reimbursements (or, better formulated, the MAB-ceilings are quite high for high-income
groups); (b) not all co-payments are included in the MAB-counter; (c) households also
have to pay supplements on top of the official tariff. A first insight in the relative
importance of these different factors is given in Figure 6, showing OOP-payments after
MAB in absolute terms.

ss Moreover, remember that a considerable fraction of OOP is not even present in our data.
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Figure 6. Components of OOP-payments
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The first boxplot in Figure 6 repeats the overall result that was already shown in Figure
2. The next boxplots show total OOP-payments, co-payments included in the MAB, co-
payments not included in the MAB and supplements for households that did not receive
MAB-reimbursements. The boxplots at the right give the same information for
households that did receive MAB-reimbursements. The figure shows some striking facts.
First, despite the considerable reduction in their co-payments (compare Figure 5 and
Figure 6), OOP-payments after MAB remain much larger for the households who did
receive MAB-reimbursements than for the other households. This is not surprising since
co-payments included in the MAB are now heavily concentrated around the MAB-ceiling
for those that have received reimbursements™, while these co-payments must be
smaller (by definition) for those without reimbursements. The difference is much larger
in overall OOP-payments, however, because (as we had already seen) the households
that receive MAB-reimbursements on average also have to pay large supplements.
These supplements have an extremely skewed distribution and are apparently the main
driving force for the largest OOP-payments. Second, the large OOP-payments after
MAB are definitely not caused (on average) by the incomplete coverage of the MAB in
terms of co-payments. In fact, the total amount of co-payments not included in the
MAB-counter is almost negligible. Figure 6 gives already some first indications to answer
two of our research questions: is the present coverage of the MAB in terms of
households effective? And what would be the effect of extending the coverage of the
MAB in terms of the co-payments included in the counter! We will further analyze
these questions in the following sections and chapters.

tt

In principle it seems impossible that households receive MAB-reimbursements if their co-payments
included in the MAB-counter are less than €450. The observation that there are such households in
Figure 5 is explained by the specific features of the data that have been mentioned before.
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MAB REIMBURSEMENTS: HOW SELECTIVE IS THE MAB?

In this section, we analyse the level and the distribution of MAB-reimbursements for
specific groups. These bivariate analyses in terms of specific groups can be interpreted
easily, but care is needed: the groups considered differ in many other characteristics
(e.g. age) which we do not control for. What we show are the results of a merely
descriptive exercise, and it would be very dangerous to attach to it any causal
interpretation. However, protection measures often focus on well-defined groups, and
will therefore be subject to the same kinds of confounding influences. Therefore, we
think that a bivariate analysis is relevant from a policy point of view. We will
complement it with some multivariate results in section 5, and most of the findings in
this section (and the following sections) will turn out to be very stable.

There is necessarily a direct link between health care expenditures and co-payments on
the one hand and MAB-reimbursements on the other hand. In fact, the architecture of
the MAB makes it easy to predict who will get large reimbursements: those who have
large co-payments in proportion to their income. Both morbidity and socio-economic
variables will therefore play a role. Special attention should go to the chronically ill, who
can be vulnerable in both respects. We will first focus on socio-economic indicators and
then turn to the effect of differential morbidity. In each case we will show two
indicators. First, we give the share of the group that has received MAB-reimbursements
(Tables 9 and 10). Second, we show the distribution of MAB-reimbursements if they are
positive (Figures 7-10). To get a good idea about the effects of the MAB for different
groups, one has to combine the information from the two indicators.

Socio-economic indicators and MAB-protection

The linkage of the IMA-dataset with the fiscal data allows us to draw specific
conclusions about the relationship between income and MAB-reimbursements. We
analyze the results with respect to net taxable income of the households, i.e. the
concept which is also used in the MAB-legislation. In section 4.3.3., we will come back
to the effect of differences in household size, but these will not be considered in this
section.

In general, one would expect different conflicting effects of income on the level of co-
payments (and therefore on the level of MAB-reimbursements). On the one hand, there
are well-documented differences in morbidity. It is well known that poorer households
on average are sicker, and that they therefore on average should have larger expenses.
On the other hand, the system of preferential treatment favours the lower income
groups. There may be also a direct income effect on expenditures, which would reflect
itself in larger expenses for higher income households. It is an empirical question which
of these conflicting effects is dominating. However, with respect to MAB-
reimbursements, there is of course the mechanical effect built in into the regulation:
that the ceilings are higher for higher income households.

The latter effect is crucial in understanding the differences in the fractions of households
in the different income groups, that have received MAB-reimbursements (see the upper
panel of Table 9). The last column indicates that the overall proportion of households
receiving MAB-reimbursements shows a curvilinear relationship with NTI: it first
increases and then starts decreasing from a NTI of €20 000 onwards. A comparison of
the sixth and the seventh column confirms that the fiscal MAB is relatively more
important for higher income groups. Remark, however, that the social and income MAB
lead to reimbursements for households with large incomes. According to the regulation,
this is possible for the handicapped and for those with preferential treatment. But we
also mentioned already in chapter 2 the inefficiencies that may follow from the use of
obsolete income information in allocating the income MAB.

Figure 7 shows the level of the MAB-reimbursements for those who did receive them. It
is striking that there is no strong negative relationship between the amount of MAB-
reimbursements and net taxable income. A priori one could have expected that the
increase in the ceilings for higher incomes, would lead to larger MAB-reimbursements
(corresponding to co-payments above the ceiling) for the lower income households.
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This intuition is not confirmed by the data. While the level of MAB-reimbursements is
somewhat smaller for the lowest income groups (due to the effects of preferential
treatment and of differences in household size), it is surprisingly stable afterwards.

Table 9. Number of households with positive MAB-reimbursements

(according to income)

using weights (1) (2) | (3) | (4)
# households with reimbursements (>0) from %
# social/income social/income =(2)/ | =(3)/ =(4)/
households MAB fiscal MAB | & fiscal MAB (1) (1) (1)

ALL ® 4 044 468 374 077 184 276 490 925 9.25% | 4.56% 12.14%

=€0 253 668 11495 2 462 12.702 4.53% | 0.97% 5.01%

]€0-€5000] 72219 4190 2962 6.139 5.80% | 4.10% 8.50%

]€5000-€10000] 321498 32244 15 370 38.632 10.03% | 4.78% 12.02%

1€ 10000 - € 15 000 ] 730 359 113 061 45 628 129.751 15.48% | 6.25% 17.77%

] € 15 000 - € 20 000 ] 494 792 99 760 28 955 111.324 20.16% | 5.85% 22.50%

o | 1€20000 -€25000] 412 313 54 285 25313 72.188 13.17% | 6.14% 17.51%

§ 1 €25 000 - € 30 000 ] 317 899 15498 20 665 35.318 4.88% | 6.50% 11.11%

2 | 1€30000-€35000] 257 792 11 067 11670 22.103 4.29% | 4.53% 8.57%
<

§ ] € 35000 - € 40 000 ] 228 698 7707 8 631 15.965 3.37% | 3.77% 6.98%

§ ] €40 000 - € 45 000 ] 196 331 5975 6948 12.700 3.04% | 3.54% 6.47%

] €45 000 - € 50 000 ] 162 328 4 300 4917 9.091 2.65% | 3.03% 5.60%

] € 50 000 - € 60 000 ] 230770 6 015 4875 10.765 261% | 211% 4.66%

] €60 000 - € 70 000 ] 139 270 3445 2757 6.174 2.47% 1.98% 4.43%

] €70 000 - €90 000 ] 134 535 3153 1978 5.066 2.34% 1.47% 3.77%

>€ 90 000 91 995 1884 1144 3.008 2.05% 1.24% 3.27%

=€0 253 668 11495 2 462 12.702 4.53% | 0.97% 5.01%

]€0-€5000] 116 353 10711 7320 14.822 9.21% | 6.29% 12.74%

o ]€5000-€10000] 644 503 89 484 38 223 106.710 13.88% | 5.93% 16.56%

§ 1€ 10000 - € 15 000 ] 988 958 177 372 62 763 205.223 17.94% | 6.35% 20.75%

; ] € 15 000 - € 20 000 ] 665 038 54 870 38 562 87.942 8.25% | 5.80% 13.22%

-‘g ] €20 000 - € 25 000 ] 497 446 18 427 18 653 35.743 3.70% | 3.75% 7.19%

é 1 € 25 000 - € 30 000 ] 345 354 6438 9085 15.357 1.86% | 2.63% 4.45%

E ] €30 000 - € 35 000 ] 209 533 2481 4 057 6.520 1.18% 1.94% 3.11%

%"\ ] € 35000 - € 40 000 ] 125113 1165 1562 2.683 0.93% 1.25% 2.14%

Y| 1€40000 - €50000] 112 114 910 917 1.828 0.81% | 0.82% 1.63%

] €50 000 - € 70 000 ] 58 283 520 445 964 0.89% | 0.76% 1.65%

>€ 70000 28 105 204 227 431 0.73% | 0.81% 1.53%

® where NTI not missing

Although income is perhaps the most natural indicator of social fragility, it is definitely
not perfect. First, social exclusion may not only be due to income, but may also be
influenced by other factors — such as retirement or unemployment status. Second, our
income concept (and the income concept used for application of the MAB) is based on
fiscal information, which is not necessarily reliable. We therefore also show some
results for other socio-economic variables. This is also more or less in line with the
historical background of the MAB. As described before, the fiscal and social exemptions
were partially based on “indirect” social indicators, and the same is true for the system
of preferential treatment. The analyzed groups have been described in more detail in
chapter 3.
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Figure 7. (Positive) MAB-reimbursements for different income groups
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The first part of Table 10 shows the frequency of MAB-reimbursements for these
different categories. For ease of reference we will compare the results for the various
subgroups with the results for the overall population in the first row of the table.
Table 10 shows that many of these socio-economic groups hardly differ from the overall
population. The proportion of recipients of MAB-reimbursements is larger for the
retired and those on preferential tariff, and much larger for the households with a
person with disabilities. More than 40% of the households with someone in his/her first
year of disability receive MAB-reimbursements. Many of these, in fact, are high-income
households, that get reimbursements through the fiscal MAB. A similar pattern is found
for the level of MAB-reimbursements (Figure 8). While these are in general not very
different from those for the overall population, this is not true for the disabled, for
whom the MAB-reimbursements are considerable. Those in their first year of disability
have an average reimbursement of more than €600. A tenth of these households even
get reimbursements of more than €1 700.

Table 10. Number of households with positive MAB-reimbursements (for
different socio-economic and morbidity groups)

- oh
using weights (1) (2) (3) ‘ (4)
# households with reimbursements (>0) %
from
# households
social/income fiscal sociallincome | =(2)/ | =(3) =(4)/
MAB MAB & fiscal MAB ) ) ()

ALL 4086 295 374742 184 276 491 590 9.17% 4.51% 12.03%

single parent hh 194 673 14 823 9185 18 803 7.61% 4.72% 9.66%
first year disability 29 170 7 348 6931 12 190 25.19% | 23.76% | 41.79%
disability 295 720 65 131 24 111 79 784 22.02% 8.15% 26.98%
preferential tariff 910 190 165 084 26 747 171373 18.14% 2.94% 18.83%
guaranteed income 197 618 22 934 5770 25 246 11.61% 2.92% 12.77%
unemployed 250 695 22 606 14 325 30892 9.02% 5.71% 12.32%
early retirement 110 091 8 855 6722 14 506 8.04% 6.11% 13.18%
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using weights

(1) @ | e | @
# households with reimbursements (>0) %
from
# households
sociallincome fiscal sociallincome | =(2)/ | =(3)/ | =(4)/
MAB MAB & fiscal MAB ) [@D) ()
retired 1 099 889 204 664 91 093 262 405 18.61% 8.28% 23.86%
lump sum B or C 44 753 24 355 7764 29 029 54.42% 17.35% | 64.86%
increased child allowances 23518 5589 1337 6 082 23.77% 5.68% 25.86%
integration allowance handicap 76 155 27 670 4716 29 879 36.33% 6.19% 39.23%
help for the elderly 103 550 41 364 10 053 45 954 39.95% 9.71% 44.38%
physiotherapy-E 105 795 45 802 16 580 56 943 43.29% 15.67% | 53.82%
long hosp stay 43 476 25 063 9 689 30 307 57.65% | 22.29% | 69.71%
multiple hosp stay 59 904 30975 17 030 41 591 51.71% | 28.43% | 69.43%
psychiatric nursing home 7873 | 865 1038 2362 23.69% 13.18% 30.00%
psychotherapy 273 471 58 461 27 741 76 074 21.38% 10.14% | 27.82%
homes for the elderly 137 576 45 946 16 507 53 869 33.40% 12.00% 39.16%
chronic dialysis 3221 1 748 1 043 2370 54.27% | 32.39% | 73.57%
<=ly 29 863 14 108 7126 18 169 47.24% | 23.86% | 60.84%
psychiatric hospital 2-5y 4175 2 467 712 2732 59.10% 17.06% | 65.43%
>=6y 2810 440 176 480 15.65% 6.26% 17.09%
| I 591 467 202 023 96 228 261 233 12.69% 6.05% 16.41%
30 375701 77 757 33 567 97 852 20.70% 8.93% 26.05%
antibiotics DDD>=
90 43 240 15 445 5977 18 842 35.72% 13.82% | 43.58%
180 9 489 3814 1 400 4 683 40.19% 14.75% | 49.36%
| | 087 402 207 848 89 279 259 657 19.11% 821% 23.88%
30 1 028 180 200 814 85535 250 227 19.53% 8.32% 24.34%
antihypertensives DDD>=
90 935794 187 595 79 078 232798 20.05% 8.45% 24.88%
180 806 612 167 345 70 246 207 359 20.75% 8.71% 25.71%
| 373 842 73223 31 552 92 028 19.59% 8.44% 24.62%
cholesterol lowering 30 372 488 72979 31438 91715 19.59% 8.44% 24.62%
medicine DDD>= 90 362 587 71 300 30 633 89 583 19.66% | 845% | 24.71%
180 313277 62 982 26 721 78 779 20.10% 8.53% 25.15%
| 422 039 82 571 37 107 103 923 19.56% 8.79% 24.62%
30 328014 70 069 30 986 87612 21.36% 9.45% 26.71%
COPD DDD>=
90 167 865 45 466 19 493 56 117 27.09% 11.61% 33.43%
180 109 163 34039 13823 41 486 31.18% 12.66% 38.00%
| 554 054 123 575 54 846 156 669 22.30% 9.90% 28.28%
30 464 058 108 412 47 526 137013 23.36% 10.24% | 29.52%
antidepressants DDD>=
90 341 346 85 883 37 521 108 482 25.16% 10.99% 31.78%
180 242 424 66 385 29 094 83769 27.38% 12.00% 34.55%
| 213794 50 045 20 320 61 461 23.41% 9.50% 28.75%
30 207 916 48 836 19 755 59 855 23.49% 9.50% 28.79%
antidiabetics DDD>=
90 181 659 43018 17 541 52517 23.68% 9.66% 2891%
180 145 821 35230 14 209 42 838 24.16% 9.74% 29.38%
| 593 816 129 469 59 071 164 260 21.80% 9.95% 27.66%
30 443 353 105 902 46 508 133 055 23.89% 10.49% 30.01%
stomach medicine DDD>=
90 309011 83 122 35353 103 489 26.90% 11.44% 33.49%
180 208 500 61 045 25 160 75316 29.28% 12.07% 36.12%
| 22 509 458l 2 36l 6 041 20.35% 10.49% | 26.84%
30 19 658 4009 2192 5321 20.39% 11.15% | 27.07%
Crohn DDD>=
90 15 426 3153 1 875 4276 20.44% 12.16% | 27.72%
180 11039 2258 1335 3055 20.45% 12.09% | 27.68%
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Figure 8. (Positive) MAB-reimbursements for different socio-economic
groups
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While it is admittedly dangerous to draw too strong conclusions from these results, it
nevertheless seems possible to forward the hypothesis that the MAB is less selective
along the socio-economic dimension than one might have thought a priori. While it is
true that there is a larger fraction of beneficiaries in the lower income and the weaker
socio-economic groups, the selectivity is not outspoken in terms of the level of MAB-
reimbursements for those households that are entitled to them.

Protection of the chronically ill

The results with respect to disability suggest already that the MAB may be of crucial
importance to the chronically ill. Let us now turn to the relationship between MAB-
reimbursements and morbidity. Our dataset does not contain direct information on
illness. However, as discussed in the previous chapter, indirectly we can derive useful
morbidity information from some of the administrative variables, which are available in
the IMA-dataset, and from the detailed information on health care consumption. The
number of recipients of MAB-reimbursements is shown in the lower part of Table 10.
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Figure 9. (Positive) MAB-reimbursements for different morbidity groups
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Let us first look at the results for the indirect morbidity indicators. As could be
expected, Table 10 shows that a large fraction of these groups indeed qualify for
reimbursements. For all of them this fraction is larger than for the overall population. In
fact, we can broadly rank the morbidity groups in terms of increasing number of
recipients. We first have the different groups of the handicapped, the persons staying in
rest and nursing homes for the elderly (ROB/RVT, MRPA/MRS), and those getting
psychotherapy or staying in psychiatric nursing homes (PVT/MSP). We then have the
chronically ill, identified through the lump sums B or C or the allowance for
physiotherapy-E. More than 50% of these get MAB reimbursements. Finally, this fraction
is even larger (70%) for households in which a member has stayed in the hospital more
than once or for more than 120 days and for the patients with chronic dialysis.

Not only does a large fraction of these groups qualify for reimbursements. If they
receive reimbursements, these tend to be considerable (Figure 9). To give an example:
households with a patient with lump sum B or C, or with a patient with chronic dialysis
receive reimbursements of, on average, between €700 and €800, and this amount even
becomes more than €1 750 for 10% of these households. In general (and as could be
expected), the differences with the overall population are larger at P90 than at the
mean. Patients with psychotherapy or living in a psychiatric nursing home are
remarkable exceptions to this finding: we will have to return to these groups later in
this chapter.
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Figure 10. (Positive) MAB-reimbursements for different pharmaceutical
groups
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Table 10 and Figure 10 give the information that is derived from consumption of
pharmaceuticals. We argued already in the previous chapter that this information can
only cautiously be used as an indicator of illness. However, in spite of this qualification,
the bottom part of Table |0 shows that overall, more than a quarter of these
households receive MAB-reimbursements — and for the chronic users of antibiotics the
fraction of receivers is even almost 50%. These fractions are larger than for the overall
population.” At the same time, the reimbursements made are on average not (e.g. for
the anti-hypertension or the cholesterol-lowering drugs) or only slightly larger than the
reimbursements for the overall population. In fact, the number of users of these
pharmaceuticals is rather large and our indicators are therefore not very informative.
The chronic users of antibiotics nevertheless get larger MAB-reimbursements and the
differences between the morbidity subgroups and the overall population are somewhat
larger at P90 than at the average. This corroborates our previous finding that the MAB
is indeed targeting the chronically ill.

OOP-PAYMENTS AFTER MAB

The previous section has shown that the MAB-reimbursements are mainly targeting the
chronically ill, and to a lesser extent, the weaker socio-economic groups. In fact, as we
have seen, income-related differences have a stronger impact on the number of
households that get MAB-reimbursements than on the average level of these
reimbursements. However, to evaluate the results of the MAB, it is more important to
look at the remaining OOP-payments. Since the basic objective of the MAB is to put a
ceiling on the official co-payments to be paid by the households, we will first focus on
the level of co-payments after MAB. We then raise two questions with respect to the
overall protection offered by the MAB. First, by design the MAB targets only official co-
payments. Yet, from a social point of view, supplements cannot be neglected. We will
therefore show in section 4.3.2 the results for total OOP-payments.

uu

This is perhaps a good place to remind that we are showing here the results of a bivariate analysis.
Confounding influences (e.g. drug users will on average be older) are not controlled for.
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4.3.1

Second, the MAB is built on the concept of the NTI, without further correction for
household size. We will comment on the consequences of this choice in section 4.3.3.

As mentioned in the introduction to this chapter, one can look either at the absolute
level of these OOP-payments, or at the OOP-payments as a share of NTI. The
information from these two indicators is complementary. To avoid an oversupply of
figures, we will only show the results for the absolute amounts in subsection 4.3.1, in
which we are mainly interested in the working of the MAB-ceilings. In the next two
subsections we will use information both on the absolute level of OOP-payments and
on the OOP-payments as shares of NTI.

Co-payments

Figures 11-14 show the co-payments after MAB for the same social groups that
appeared already in the previous section. In principle, these co-payments can only be
larger than the ceilings for those groups that have to pay a considerable amount of co-
payments not included in the MAB. In each figure the boxplot to the left shows the
distribution of co-payments after MAB for the overall population. It is equal to the last
boxplot in Figure 2 and is added for comparison purposes.

The figures suggest some interesting observations. First, co-payments after MAB
increase with NTI. This is especially striking for the lowest income groups. This
increasing pattern cannot be explained by the differential effect of preferential
treatment, since a closer analysis (not in the figure) shows that the proportion of
households with preferential treatment is very similar for all income groups below
€15 000. It may therefore point to a problem of relative underconsumption of health
care at the lowest income levels.

Second, the distributions of co-payments after MAB for the different (weak) socio-
economic groups do not really differ from the distribution for the overall population.
There is one exception: the remaining co-payments are larger for the disabled — but, as
noted already before, disability is as much a morbidity as a socio-economic indicator.

Third, co-payments remain larger for most of our morbidity groups than for the overall
population. (Note that the scale of Figure 13 may be somewhat misleading). There is
one glaring outlier. Co-payments after MAB are much larger for the psychiatric patients
(in all categories). The picture may be somewhat biased, because some of these co-
payments are linked to accomodation expenses, while the latter are not included for
example in the co-payments of patients staying in a rest or nursing home for the elderly.
" Yet our results still strongly suggest that psychiatric patients are considerably less
protected than other groups.

Fourth, despite the presence of the MAB, co-payments remain considerable for some
groups of households. This is especially clear when looking at P90 for some of the
morbidity groups. Of course, this is partly due to the fact that these groups contain
some chronically ill patients with large incomes. And, as was described in chapter 2,
MAB-ceilings remain rather high for higher income groups — in 2004 the largest ceiling
was not less than €2 500. We will further analyse in chapter 6 what would be the
budgetary consequences of lowering the ceilings.

v

In addition to the OOP-payments included in our data, residents of rest and nursing homes for the
elderly are confronted with hotel fees that amount at least to €1 000/month and that can easily go up to
€2 000-€2 500/month.
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Figure | |. Co-payments after MAB for different income groups
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Figure 12. Co-payments after MAB for different socio-economic groups
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Figure 13. Co-payments after MAB for different morbidity groups
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Figure 14. Co-payments after MAB for different pharmaceutical groups
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4.3.2 Total OOP-payments

From the point of view of financial accessibility, the legal status of different OOP-
payments is not very relevant. What matters to the patients is their total OOP-
payments, including the supplements."”" In this section we will therefore summarize the
information on these total OOP-payments. Remember that our data have two
limitations in this regard. First, the information on supplements in the ambulatory sector
is not fully reliable. This incomplete registration leads to an underestimate of the total
personal financial burden for patients. The error made may be different for different
social groups. Second, we have no information on the take-up of supplemental (hospital)
insurance. For a large fraction of the population, a considerable share of their
supplements will be borne by insurers. In that sense our data overestimate the total
financial burden. These insured patients will have to pay a premium, however — about
which we do not have information either but which will in general be linked to personal
characteristics. We will comment further on this issue at the end of this section.

Figure 15a-b. OOP-payments after MAB for different income groups
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ww One could argue that it is only fair that patients themselves pay the supplements in so far as they reflect

their own free choices. This is not true for all supplements, however. We will return to that discussion in
chapter 7.
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OOP-payments AS % OF NET TAXABLE INCOME after social/income & fiscal MAB
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Let us first look at the results for the different income groups in Figures |5a-b. In
principle, the MAB is focused on the lower income groups, and within these groups on
the households with largest OOP-payments. In fact, we have seen in the previous
section that the fraction of households with positive MAB-reimbursements is negatively
correlated with income. Moreover, we know from Figure | | that the co-payments after
MAB increase with NTI. Figure I5a shows that, also after including the supplements,
OOP-payments still increase with net taxable income both for the mean and (more
outspoken) for the right tail (P90) of the distributions. However, Figure 15b (showing
the OOP-payments as a share of NTI) indicates that this finding has to be interpreted
carefully. Even after the MAB-reimbursements, OOP-payments for health care remain
unambiguously and strongly regressive. In fact, as noted before, the relatively low
absolute amounts of OOP-payments for the low income groups (in Figure 15a) may
correspond to underconsumption, induced by the large weight of health care
expenditures in the overall budget (in Figure 15b).

Figures 16a-b show the results for the various socio-economic groups. For none of the
groups the 90" percentile is paying more than €2 500 (which was in 2004 the highest
possible ceiling in the fiscal MAB). In fact, except for the disabled and the retired, none
of these groups has to pay a larger amount of OOP-payments than the average
population. The average OOP-payment for households with someone in his/her first
year of disability is more than €1 000 and 10% of these households have OOP-
payments larger than €2 300.
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OOP-payments AS % OF NET TAXABLE INCOME after social/income & fiscal MAB (NTI > € 5 000)

Maximum Billing KCE reports 80

Figure 1 6a-b. OOP-payments after MAB for different socio-economic groups
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Figure 16b adds interesting new information. Since we focus here on weaker socio-
economic groups, they have on average smaller incomes and therefore their situation is
less rosy when we consider OOP-payments as a share of NTI. Now not only the
disabled and the retired, but also the households with a guaranteed minimum income or
with someone at preferential treatment (and to a lesser extent the one-parent
households) have a significantly larger financial burden than the overall population.
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OOP-payments after sociallincome & fiscal MAB

€9600

Focusing on P90 in Figure 16b, we see that some of these households have to spend a
large part of their income on OOP-payments for health care. This phenomenon of
“extreme payments” as a fraction of income will be analysed in some detail in section
44.

Turning to the morbidity groups, Figures 17a-b suggest that, despite the large MAB-
reimbursements described in the previous section, there still may remain a real problem
of financial accessibility. Look at the results for P90 in Figure 17a. A considerable
number of households have total OOP-payments (after reimbursement) larger than the
highest €2 500-ceiling of the MAB in 2004.” The strong financial implications of a
hospital stay are largely due to supplements. As noted before, for the long term-
psychiatric patients, however, the problem may also be due to the incomplete coverage
of the MAB. Moreover, the problem of financial accessibility is not restricted to these
groups only: 10% of the patients with a chronic illness (lump sum B or C) pay more than
€2 000 per year and for 10% of the patients with chronic dialysis this even amounts to
€2 400 per year. A considerable number of chronically ill have OOP-payments taking
more than 10% of their income.”

The results for the pharmaceutical groups are not very exciting. Comparing Figure |8a
and 18b shows a strong similarity between the distributional patterns for the absolute
OOP-payments and for the OOP-payments as shares of NTl. OOP-payments after MAB
are for all these groups larger than for the overall population. Except for antibiotics,
there is no strong relationship between OOP-payments and the number of DDD
consumed. Increasing use of antibiotics, however, strongly increases OOP-payments
after MAB — and for the chronic users (more than 90 DDD consumed), they can get
rather worrying: the upper decile of this group has OOP-payments larger than 9% of
their NTI.

Figure |17a-b. OOP-payments after MAB for different morbidity groups
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As mentioned in chapter 2, the largest ceiling has now been reduced to €1 800.
As in all the figures with results for psychiatric patients, care is needed with the scaling of Figures 17a-b.
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Figure 19. OOP-payments and supplemental insurance: a sensitivity analysis
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Taking all the results in this section together, it is clear that looking at total OOP-
payments rather than at co-payments only, yields a more worrying picture with respect
to the financial consequences for households of getting ill. As mentioned before, a
possible caveat is that we do not have any information on the availability of
supplemental insurance.
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Therefore, the figures on total OOP-payments in this section may be an overestimate of
what sick people really have to pay.” To get at least a very rough idea of this effect, we
can assume that all the individuals that have opted for a one-person room when staying
in the hospital, have supplemental insurance (which then also extends to the other
household members). Figure 19 shows for the overall population and for some selected
groups the results of a sensitivity analysis, in which we put for all these households the
supplements paid at zero. This assumption has a strong effect, mainly in the right tail of
the distribution. But it does not detract from our previous conclusion that supplements
play an important role in the OOP-payments. Nor does it change the basic finding that
OOP-payments after MAB remain considerable for some chronically ill. As such, this is
not really a criticism of the MAB, which by design only focuses on the official co-
payments. Yet it strongly suggests that additional protection measures with respect to
the supplements may be a necessary complement to the MAB.***

Correcting for household size

Apart from the usual questions concerning the reliability of fiscal data, it is obvious that
the NTI, uncorrected for household size, is not a very adequate welfare concept.
Therefore, the MAB-regulation implicitly assumes that the corrections for household
size in the other parts of the tax and social security system are sufficient to justify the
use of the uncorrected NTI as a benchmark for the social protection in the health
insurance system. An adequate test of this implicit assumption would require the
calculation of the actual disposable income of the households, taking into account (at
least) the working of the tax system and the system of child allowances. Our fiscal data
are not sufficiently rich to perform these calculations.

To get a rough idea about the effect of household size, we will therefore look at MAB-
reimbursements and OOP-payments after MAB as a function of equivalized net taxable
incomes. The equivalence scale used has been explained in the previous chapter. Our
results should be interpreted carefully. To some extent, they reflect a “worst-case”
scenario, in which we do as if there are no corrections for household size in the rest of
the system.

The lower part of Table 9 shows that the curvilinear relationship between income and
the number of reimbursed households still holds when taking equivalized incomes.
However, it is striking that the effect of the fiscal MAB is more important at lower
levels of equivalized NTI than at lower levels of uncorrected NTI. Moreover, the
sharply declining proportion of recipients in the higher equivalized income groups,
suggests that the MAB is more selective in terms of equivalized incomes than in terms
of uncorrected incomes.

Figure 20a (to be compared with Figure 7) shows that there is basically no relationship
between the level of positive MAB-reimbursements and the equivalent NTI of the
households. Figure 20b shows that the relationship between OOP-payments after MAB
and equivalent income above a certain threshold is much flatter than the relationship
between OOP-payments and uncorrected NTI (in Figure 15a). These findings of course
lead to the conclusion that both MAB reimbursements as a fraction of NTI and total
OOP-payments after MAB as a fraction of NTI sharply decline with equivalized income.
The latter pattern is more outspokenly regressive than the one shown in Figure 15b.°®

The exercise described in this section gives only a very rough idea about the
consequences of using uncorrected NTI as the benchmark in the MAB. Some further
insights will be gained in the microsimulation analysis of chapter 7.

7z

bbb

On the other hand, we have described before that our data underestimate the supplements to be paid in
the ambulatory sector.

See also De Graeve et al. (2006).!

We do not show these results for reasons of space.
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4.4

sociallincome & fiscal MAB reimbursements

€ 2400

EXTREME PAYERS

In the previous section, we have mainly focused on the overall distribution of OOP-
payments and MAB-reimbursements for different population groups. However, from the
point of view of social and financial accessibility we are more interested in the number
and the profile of the extreme payers, i.e. those households for which the financial
burden remains considerable, even after the MAB. We could define “extreme payers” in
terms of the absolute amount of OOP-payments.““ However, given that we have also
income information, a more relevant concept to measure the financial burden is the
share of OOP-payments as a percentage of net taxable income. The definition of a
threshold is to some extent arbitrary: in the first subsection, we will define extreme
payers in principle as households with OOP-payments larger than 5% or 10% of NTI.
This raises the issue of the zero or very low incomes. It is not very useful to define a
household with a zero income and a very low amount of OOP-payments as an extreme
payer. On the other hand, removing all the low income households from the analysis,
would most probably lead to a serious underestimation of the number of extreme
payers. We therefore included the low-income households in the analysis but imposed,
in addition to the 5%- or 10%-limit, the additional requirement that OOP-payments
must be at least €250 a year.

Figures 20a-b. OOP-payments after MAB and (positive) MAB-
reimbursements according to equivalized NTI
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This approach was followed in De Graeve et al. (2006).!
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In the first subsection, we will analyze the profile of these extreme payers. A second
approach to financial accessibility is explored in the second subsection, in which we
focus on the effect of OOP-payments on the poverty risk. In the third subsection, we
look more closely at the persistence of OOP-payments over time.

Extreme payers

Table Ila gives a first general overview of the effectiveness of the MAB to hold
households below the relevant thresholds. It shows that, despite the existence of the
MAB, there are still many households with relatively large (possibly problematic) OOP-
payments for health care: more than 397 000 households have OOP-payments (after
MAB) of more than 5% of their NTI*, more than 164 000 households have OOP-
payments (after MAB) of more than 10% of their NTI. These numbers correspond to
9.83% and 4.07% of the total number of households respectively. Even more striking
(and perhaps disappointing) is the relatively minor effect of the MAB on these numbers:
without MAB, there would be 503 953 households with OOP-payments for health care
larger than 5% of their NTl and 224 043 households with OOP-payments larger than
10% of their NTI. The MAB brings 21% of the former and 27% of the latter below the
thresholds. The table shows that one reason for this is the important role played by the
supplements, which of course are not reduced by the MAB. About 150 000 households
would be 5%-extreme payers with supplements only, i.e. their supplements are larger
than €250 and take more than 5% of their NTI. Remember that our data for
supplements are underestimates of the real supplements, mainly in the ambulatory
sector. On the other hand, many households have a supplemental insurance that covers
their (mainly hospital) supplements. The central part of the Table shows the
corresponding figures for co-payments only: neglecting supplements, before MAB
317 222 households would be extreme payers with the 5%-threshold and 108 671
would be extreme payers with the |0%-threshold. The MAB reduces these figures
considerably. Still, even disregarding the supplements, 132 404 households have co-
payments after the MAB that are larger than €250 and take more than 5% of their NTI.

ddd

With the additional restriction that OOP-payments are larger than €250 a year.
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Table | la. Number of extreme payers

AFTER soc/inc | AFTER soc/inc

BEFORE soc/inc MAB MAB & fiscal MAB
>5% >10% >5% [>10% | >5% [ >10%

OOP-payments® ALL NTI NTI NTI NTI NTI NTI
# households* | 4 044 468 | 503 953 224 043 | 421 509|175 194 (397 414 | 164 595

in % 100% 12.46% 5.54% 10.42% | 433% | 9.83% | 4.07%
AFTER soc/inc | AFTER soc/inc

BEFORE soc/inc MAB MAB & fiscal MAB
>5% >10% >5% [>10% | >5% [ >10%

co-payments ° ALL NTI NTI NTI NTI NTI NTI
# households* |4 044 468 | 317 222 108 671 170 262 | 65 605 | 132 404 | 58 140

in % 100% 7.84% 2.69% 421% 1.62% | 3.27% 1.44%
AFTER soc/inc | AFTER soc/inc

BEFORE soc/inc MAB MAB & fiscal MAB
>5% >10% >5% ([>10% | >5% [ >10%

supplements® ALL NTI NTI NTI NTI NTI NTI
# households* | 4 044 468 | 148 272 71 587 148 272 | 71 587 | 148 272 | 71 587

in % 100% 3.67% 1.77% 3.67% 1.77% | 3.67% 1.77%

°>=€ 250

* without NTI missing

Table | 1b. The overall extreme burden for the extreme payers

treshold = 5% BEFORE MAB AFTER soc/income | AFTER soc/income &
MAB fiscal MAB
co-payments 191 609 979 96 330 774 71 318 855
% reduction
-49.7% -62.8%
total OOP-payments 517 636 669 395 096 482 358 828 959
% reduction
-23.7% -30.7%
treshold = 10% BEFORE MAB AFTER soc/lincome | AFTER soc/income &
MAB fiscal MAB
co-payments 92 248 563 60790 112 55022 978
% reduction
-34.1% -40.4%
total OOP-payments 281 646 868 214 140 201 196 807 416
% reduction
-24.0% -30.1%

The number of extreme payers is only a rough indication of payment problems, since it
does not give any information on the size of the burden: a household with a burden of
5.01 % of its income and another household with a burden of 50% of its income both
get a weight of one.
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An alternative measure calculates for each household separately its “extreme burden”,
i.e. the amount of OOP-payments it has to pay over and above the 5% (or 10%)-limit,
and then adds all these individual burdens.®*® The effect of the MAB on these extreme
burdens is shown in Table I1b. As could be expected from a ceiling mechanism, the
MAB has a stronger effect with this measure.

Two questions are now essential: which population groups are mainly affected? And
what health care expenses are mainly responsible for the large OOP-payments? Some
relevant information is brought together in Tables 12 and 13. Table [2a shows the
proportions of extreme payers in different subgroups when looking at co-payments
only, Table 12b gives the same information for total OOP-payments. In each table, the
first row repeats the numbers for the overall population, so that one can identify the
groups at risk by comparing the numbers in the different rows with the numbers in the
first row. A richer picture appears when we consider at the same time the second
column in Table 13, giving the absolute amounts of OOP-payments after MAB.

The last part of Table 12 gives the number of extreme payers in the different income
groups. Given our definition of extreme payers, it is straightforward that this risk is
inversely related to income — and large for the smallest incomes. Note, however, that
we find extreme payers also in higher income groups. By way of illustration: about 8 500
households with a NTI larger than €50 000/year have OOP-payments after MAB larger
than 5% of their income (and therefore larger than the highest MAB-ceiling of €2 500).
Of course, this mainly reflects the presence of large supplements. More interesting are
the results for the other groups. Looking at total OOP-payments (Table 12b), we can
rank them more or less in the following order of increasing vulnerability:

I. The risk of becoming an extreme payer is lower for the households living on
unemployment benefits than for a randomly chosen household from the
population. The risk is slightly larger for single parents, for households with a
guaranteed income and for households with preferential tariff. As Table 13
shows that their average OOP-payment is smaller than that of the overall
population, the increased risk mainly reflects their lower income (and
therefore their increased economic vulnerability). Of course, as suggested
before, for all these groups there is also the possibility of underconsumption
of health care.

2. There is also an increased risk of becoming an extreme payer for the retired
and for the morbidity groups identified through their pharmaceutical
consumption.

3. The risk is still larger for the chronically ill (lump sum B or C, entitled to
physiotherapy-E, more than 90 DDD of antibiotics), those in their first year
of disability, patients in rest and nursing homes for the elderly (ROB/RVT,
MRPA/MRS) and the elderly handicapped. In this group, the chronically ill
patients with a lump sum B or C are worst off: 39% of them has OOP-
payments larger than 5% of their income, 18% has OOP-payments larger than
10% of their NTI.

4. Households with a member with a long stay in the general hospital (or with
multiple stays) or with a patient in chronic dialysis have a large risk of
becoming an extreme payer. Of the latter group, 30% has OOP-payments
after MAB of more than 10% of their NT| and even 64% has OOP-payments
after MAB of more than 5% of their NTI.

5. Patients in psychiatric nursing homes or with a stay in a psychiatric hospital
less than one year are comparable to the previous group. However, the
situation is rather dramatic for the (relatively) small group of patients with a
psychiatric stay of long duration.

eee The idea is similar to the distinction between the “headcount (ratio)” and the “poverty gap” in the
literature on the measurement of poverty. More advanced measures could also take into account the
relative inequality in the (extreme) financial burden. We did not explore this idea further.
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The number of extreme payers is of course smaller when we look at co-payments only
(Table 12a).

In principle, if the coverage of the MAB in terms of co-payments were complete, its
design should imply that extreme payers (>5%) are found only among the very low
incomes (see Figure |Ib in the introduction). As Table 12a shows, however, for some
groups the financial burden of co-payments after the MAB remains considerable. This is
especially true for patients with a long hospital stay and, again, psychiatric patients. Yet
also for households with a member that is entitled to lump sum B or C or
physiotherapy-E, for the households on guaranteed income, for the handicapped, for the
elderly living in a rest or nursing home, for those at chronic dialysis and for chronic
users of antibiotics, COPD-medicine or antidepressants, the risk of becoming an
extreme payer (>5% NTI) is more than 10%.

Table 12a. Vulnerability of different socio-economic and morbidity groups:

co-payments

2) | )
using weights (1) ‘°'Pa"“;f;:sc:';r:§ socfinc | _ 5y /(1) | =(3)/(1)
>5%NTI >10% NTI
ALL 4044 468 132 404 58 140 3.27% 1.44%
single parent hh 194 673 9923 4 409 5.10% 2.27%
first year disability 29 170 2 356 719 8.08% 2.47%
disability 295 055 28 524 15099 9.67% 5.12%
preferential tariff 905 806 70 801 37 009 7.82% 4.09%
guaranteed income 197 535 20727 11677 10.49% 591%
unemployed 250 695 9901 1 287 3.95% 0.51%
early retirement 110 091 1133 295 1.03% 0.27%
retired 1 099 495 46 028 15599 4.19% 1.42%
lump sum B or C 44 753 7 369 2 461 16.47% 5.50%
increased child allowance 23227 1291 510 5.56% 2.20%
integration allowance handicap 76 155 10 859 6 920 14.26% 9.09%
help for the elderly 103 550 13397 4853 12.94% 4.69%
physiotherapy-E 105 587 12912 4326 12.23% 4.10%
long hospital stay 43 476 13817 7 888 31.78% 18.14%
multiple hospital stay 59 862 10 080 3921 16.84% 6.55%
psychiatric nursing home 7873 3528 2 669 44.82% 33.90%
psychotherapy 272723 23 009 9622 8.44% 3.53%
homes for the elderly 137 576 19 904 8 085 14.47% 5.88%
chronic dialysis 3221 882 287 27.37% 8.90%
<=ly. 29 863 7769 3907 26.01% 13.08%
psychiatric hospital 2-5y. 4175 2920 2134 69.93% 50.11%
>=6y. 2810 2576 2545 91.66% 90.56%
| | 583 280 71 250 27 283 4.50% 1.72%
30 375202 27 944 9390 7.45% 2.50%
antibiotics DDD>=
90 43240 5889 1 825 13.62% 4.22%
180 9 489 I 555 688 16.39% 7.25%
1 | 087 277 64 680 23335 5.95% 2.15%
. . 30 1028 138 61930 22 099 6.02% 2.15%
antihypertensives DDD>=
90 935794 57 398 20 174 6.13% 2.16%
180 806 612 50 453 17 663 6.25% 2.19%
| 373 842 19 106 6134 5.11% 1.64%
. . 30 372 488 18961 6074 5.09% 1.63%
cholesterol lowering medicine DDD>=
90 362 587 18 362 5930 5.06% 1.64%
180 313277 15817 5053 5.05% 1.61%
| 417 800 29 881 10 997 7.15% 2.63%
30 325271 25250 9184 7.76% 2.82%
COPD DDD>=
90 167 159 15986 5738 9.56% 3.43%
180 108 914 11587 4099 10.64% 3.76%
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(2) (3)
using weights (1) | copayments ARTER sochincl =2y 1 (1) | =(3) /(1)
>59%NTI >10% NTI
| 554 013 47 573 18 338 8.59% 3.31%
R 30 464017 41 327 15 820 891% 3.41%
antidepressants DDD>=
90 341 305 33 306 12 835 9.76% 3.76%
180 242 424 26 006 10 191 10.73% 4.20%
| 213794 15 694 5732 7.34% 2.68%
e A 30 207 916 15187 5596 7.30% 2.69%
antidiabetics DDD>=
90 181 659 13245 4893 7.29% 2.69%
180 145 821 10 538 3838 7.23% 2.63%
| 592 653 45 882 16 744 7.74% 2.83%
. 30 443 062 36 669 12 780 8.28% 2.88%
stomach medicine DDD>=
90 308 928 28 840 9 696 9.34% 3.14%
180 208 500 20 781 6 848 9.97% 3.28%
| 22 509 | 446 533 6.42% 2.37%
30 19 658 1271 482 6.47% 2.45%
Crohn DDD>=
90 15 426 1022 399 6.62% 2.58%
180 11039 713 253 6.45% 2.29%
NTI ]1€0-€5000] 325 887 54 164 50 441 16.62% 15.48%
1€5000-€10000] 321 498 40 337 3464 12.55% 1.08%
1€10000-€15000] 730 359 18 921 2099 2.59% 0.29%
1 €15 000 - €20 000 ] 494 792 9725 1136 1.97% 0.23%
1 €20 000 - €25 000 ] 412 313 4252 468 1.03% 0.11%
1 €25 000 - €30 000 ] 317 899 1 968 172 0.62% 0.05%
]1€30000-€35000] 257792 1 416 131 0.55% 0.05%
] €35 000 - €40 000 ] 228 698 743 79 0.32% 0.03%
] €40 000 - €45 000 ] 196 331 421 74 0.21% 0.04%
] €45 000 - €50 000 ] 162 328 202 10 0.12% 0.01%
1 €50 000 - €60 000 ] 230770 167 48 0.07% 0.02%
]1€60 000 - €70 000 ] 139 270 77 18 0.06% 0.01%
1 €70 000 - €90 000 ] 134 535 9 0.01%
> €90 000 91 995 3 0.00%
equivalized NTI ]€0 - €5 000 ] 370 022 60919 50 949 16.46% 13.77%
]1€5000-€10000] 644 503 44 785 3 666 6.95% 0.57%
1€10000-€15000] 988 958 17 815 2421 1.80% 0.24%
] €15 000 - €20 000 ] 665 038 6 066 853 0.91% 0.13%
1 €20 000 - €25 000 ] 497 446 1 891 171 0.38% 0.03%
1 €25 000 - €30 000 ] 345 354 546 60 0.16% 0.02%
]1€30000 -€35000] 209 533 229 0.11%
] €35 000 - €40 000 ] 125 113 92 0.07%
] €40 000 - €50 000 ] 112 114 6l 20 0.05% 0.02%
1 €50 000 -€70 000 ] 58 283
> €70 00 28 105
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Table 12b. Vulnerability of different socio-economic and morbidity groups:
total OOP-payments

4 | (%)
(1) | COrpamens AFTER | (411 | =(5)(1)
>5%NTI | >10%NTI
ALL 4 044 468 397 414 164 595 9.83% 4.07%
single parent hh 194 673 23780 10 473 12.22% 5.38%
first year disability 29 170 8071 2951 27.67% 10.11%
disability 295 055 57 035 29418 19.33% 9.97%
preferential tariff 905 806 158 683 82 447 17.52% 9.10%
guaranteed income 197 535 33825 20 653 17.12% 10.46%
unemployed 250 695 26 389 8428 10.53% 3.36%
early retirement 110 091 8153 2273 741% 2.06%
retired 1 099 495 178 509 68 465 16.24% 6.23%
lump sum B or C 44753 17 543 7 875 39.20% 17.60%
increased child allowance 23 227 3227 1117 13.89% 481%
integration allowance handicap 76 155 19 754 11583 25.94% 15.21%
help for the elderly 103 550 32785 13958 31.66% 13.48%
physiotherapy-E 105 587 31128 12 957 29.48% 12.27%
long hospital stay 43 476 26 345 16 101 60.60% 37.03%
multiple hospital stay 59 862 29 656 14 362 49.54% 23.99%
psychiatric nursing home 7 873 4718 3637 59.92% 46.20%
psychotherapy 272723 55592 23 048 20.38% 8.45%
homes for the elderly 137 576 44 988 21 207 32.70% 15.41%
chronic dialysis 3221 2 067 962 64.17% 29.87%
<=ly. 29 863 14514 6979 48.60% 23.37%
psychiatric hospital 2-5y. 4175 3458 2700 82.82% 64.66%
>=6y. 2810 2736 2 627 97.35% 93.48%
1 | 583 280 205 300 80016 12.97% 5.05%
antibiotics DDD>= 30 375202 73185 28013 19.51% 7.47%
90 43 240 13970 516l 3231% 11.94%
180 9 489 3327 | 403 35.07% 14.79%
1 | 087 277 193 948 76 138 17.84% 7.00%
30 1028 138 185 508 72 945 18.04% 7.09%
antihypertensives DDD>=
90 935794 171 991 67 410 18.38% 7.20%
180 806 612 I51 823 58 968 18.82% 7.31%
| 373 842 63 900 23 485 17.09% 6.28%
cholesterol lowering medicine DDD>= 30 372 488 63 650 23372 |7.09% 6.27%
90 362 587 61916 22 575 17.08% 6.23%
180 313277 53 654 19 328 17.13% 6.17%
| 417 800 75 165 28 706 17.99% 6.87%
COPD DDD>= 30 325271 62 336 23 946 19.16% 7.36%
90 167 159 37 441 14419 22.40% 8.63%
180 108 914 26 472 10 282 2431% 9.44%
1 554013 |16 545 48 193 21.04% 8.70%
30 464017 99 584 40 621 21.46% 8.75%
antidepressants DDD>=
90 341 305 76 868 31159 22.52% 9.13%
180 242 424 58 026 23 138 23.94% 9.54%
| 213794 41911 16 169 19.60% 7.56%
antidiabetics DDD>= 30 207916 40711 15728 19.58% 7.56%
90 181 659 35 668 13 642 19.63% 7.51%
180 145 821 28 329 10 666 19.43% 7.31%
stomach medicine DDD>= | 592 653 126 138 51 676 21.28% 8.72%
30 443 062 98 156 39 463 22.15% 891%
90 308 928 74 828 29 415 24.22% 9.52%
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(4) (5)

OOP-payments AFTER

using weights ) soclinc & fiscal MAB =(4)/(1) =(5)/(1)
>5%NTI | >10% NTI
180 208 500 52 358 19 88l 25.11% 9.54%
| 22 509 4244 1 750 18.86% 7.77%
30 19 658 3672 1 472 18.68% 7.49%
Crohn DDD>=
90 15426 2737 | 087 17.74% 7.05%
180 11039 1928 662 17.46% 6.00%
NTI ]1€0-€5000] 325 887 65 672 63 050 20.15% 19.35%
]1€5000-€10000] 321 498 65 339 25 687 20.32% 7.99%
1€10000-€15000] 730 359 101 244 31 705 13.86% 4.34%
]1€15000 - €20 000 ] 494 792 63725 18 360 12.88% 3.71%
1 €20 000 - €25 000 ] 412 313 35726 10 554 8.66% 2.56%
1 €25 000 - €30 000 ] 317 899 22 129 6153 6.96% 1.94%
]1€30000 -€35000] 257 792 14 427 3608 5.60% 1.40%
1 €35 000 - €40 000 ] 228 698 9833 2 060 4.30% 0.90%
] €40 000 - €45 000 ] 196 331 6 480 I 141 3.30% 0.58%
] €45 000 - €50 000 ] 162 328 4 341 784 2.67% 0.48%
1 €50 000 - €60 000 ] 230770 4935 964 2.14% 0.42%
] €60 000 - €70 000 ] 139 270 1 924 361 1.38% 0.26%
] €70 000 - €90 000 ] 134 535 1276 139 0.95% 0.10%
> €90 000 91 995 363 29 0.39% 0.03%
equivalized NT1] €0 - €5 000 ] 370 022 76 636 65763 20.71% 17.77%
]1€5000-€10000] 644 503 108 171 37913 16.78% 5.88%
1€10000-€15000] 988 958 122 109 36732 12.35% 3.71%
1 €15 000 - €20 000 ] 665 038 50075 13998 7.53% 2.10%
1 €20 000 - €25 000 ] 497 446 21710 5764 4.36% 1.16%
1 €25 000 - €30 000 ] 345 354 9 989 2398 2.89% 0.69%
]1€30000 - €35 000 ] 209 533 4 606 1137 2.20% 0.54%
] €35 000 - €40 000 ] 125 113 2423 522 1.94% 0.42%
] €40 000 - €50 000 ] 112 114 1207 296 1.08% 0.26%
1 €50 000 -€70 000 ] 58283 437 73 0.75% 0.12%
> €70 000 28 105 51 0.18%
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Table 13. Co-payments and supplements in the OOP-payments of the
extreme payers

AFTER sociallincome & fiscal
MAB average co-
extreme payers * : OOP-payments AFTER soc/inc & fiscal payments average
MAB > 5 % of NTI - using weights average OOP- avel‘agetc?- NOT in MAB supplements
avments payments in
pay MAB
ALL 1 652 558 122 973
single parent hh 1 022 409 42 573
first year disability 2133 719 8l 1 334
disability 1 751 488 391 874
preferential tariff 1278 376 210 692
guaranteed income 1 051 358 203 491
unemployed 1231 478 49 706
early retirement 2125 731 75 1319
retired | 800 615 101 1 085
lump sum B or C 1 674 637 98 943
increased child allowance 1514 545 130 841
integration allowance handicap 2023 443 699 885
help for the elderly | 375 479 148 750
physiotherapy-E |1 757 654 110 997
long hospital stay 2335 398 744 1195
multiple hospital stay 2017 598 163 1260
psychiatric nursing home 4017 257 2 698 1 062
psychotherapy 1 582 599 90 894
homes for the elderly 1 266 476 104 686
chronic dialysis |1 838 574 135 1134
<=ly. | 348 58l 72 695
psychiatric hospital 2-5y. 1979 290 946 744
>=6y. 5231 294 3809 1128
| | 583 583 68 933
30 | 544 598 67 882
antibiotics DDD>=
90 1 530 605 77 849
180 | 580 611 78 892
| 1 592 587 73 932
30 | 589 588 73 930
antihypertensives DDD>=
90 | 578 588 70 921
180 | 573 590 69 915
| | 679 628 58 995
30 | 679 626 58 996
cholesterol lowering medicine DDD>=
90 | 675 627 56 994
180 | 678 634 53 992
1 | 453 587 77 792
30 | 443 588 78 778
COPD DDD>=
90 | 383 586 79 720
180 | 357 586 8l 691
| | 537 578 91 869
30 I 531 58l 94 857
antidepressants DDD>=
90 I 499 588 93 820
180 | 453 585 94 775
antidiabetics DDD>= | 1 463 587 74 802
30 I 460 587 75 799
90 | 449 582 74 795
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AFTER sociallincome & fiscal

extreme payers * : OOP-payments AFTER soc/inc & fiscal MAB average io- average
MAB > 5 % of NTI - using weights average OOP- average co- N%a1y'ri':1e:‘lliB supplements
payments payments in
MAB
180 | 424 590 73 762
| I 596 587 8l 930
30 | 569 592 78 901
stomach medicine DDD>=
90 | 527 590 73 865
180 | 478 598 69 813
| | 706 625 77 1 006
30 1 700 616 80 1 006
Crohn DDD>=
90 1 633 609 87 939
180 I 609 602 58 952
NTI 1€0-€5000] 873 354 164 355
]1€5000-€10000] I 100 384 179 537
1€10000-€15000] | 303 433 106 764
1€15000 - €20 000 ] 1 709 621 82 1 009
1 €20 000 - €25 000 ] 2177 728 101 1 350
]1€25 000 - €30 000 ] 2 507 845 75 | 588
]1€30000 - €35 000 ] 2834 1 004 89 1 742
1 €35 000 - €40 000 ] 3150 984 83 2083
] €40 000 - €45 000 ] 3454 1012 166 2277
] €45 000 - €50 000 ] 3916 1 100 98 2718
1 €50 000 - €60 000 ] 4 485 1114 135 3236
1 €60 000 - €70 000 ] 5089 1 158 169 3762
1 €70 000 - €90 000 ] 5520 1276 71 4173
> €90 000 8355 1334 152 6 877
equivalized NTI 1€0-€5000] 868 366 150 353
]1€5000-€10000] | 228 426 141 662
1€10000-€15000] | 658 555 110 995
1€15000 - €20 000 ] 2294 792 91 1 412
1 €20 000 - €25 000 ] 3003 929 100 1 974
1€25 000 - €30 000 ] 3489 1 006 95 2 388
]1€30000 - €35 000 ] 4214 I 154 65 2995
1 €35 000 - €40 000 ] 4356 1117 92 3147
] €40 000 - €50 000 ] 5463 1 252 142 4071
1 €50 000 - €70 000 ] 6 364 1276 43 5045
> €70 000 8984 931 37 8016

*: with households where NTI is not missing and where OOP-Payments after MAB >= €250

#if NTI = 0 then NTI = |

Table 13 gives the division of the total OOP-payments of the extreme payers in three
categories: co-payments in the MAB, co-payments not covered by the MAB and
supplements. This makes it possible to sketch a more nuanced picture than was possible
based on the aggregated figures in Table | |. Some interesting conclusions are:

I. For almost all the groups of extreme payers the most important component

in their OOP-payments is supplements.

2. The rather extensive coverage of the MAB reveals itself in the limited
importance of the column “average co-payments not in MAB”. There are two
exceptions to this rule. Co-payments not in the MAB are relatively large for
the elderly handicapped and for patients with a long hospital stay — in both
cases this is probably linked to the cost of material.™ They are extremely

fif Since 2004 some measures have been taken to protect the patients for the cost of material (see also
chapter 2). We will simulate the effects of these measures in chapter 6.
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large for the patients with long stays in a psychiatric nursing home or in a
psychiatric hospital. This seems to be the most important remaining lacuna in
the coverage of the MAB.

3. Co-payments in the MAB cannot be larger than the ceilings imposed by the
regulation. These ceilings are not negligible for the weakest socioeconomic
groups, however. For single parents that are extreme payers, co-payments
for services that are included in the MAB, are on average almost 40% of their
total OOP-payments. For the extreme payers in the lowest income groups,
co-payments in the MAB are almost 50% of their total OOP-expenses.

Of course, one should remember that Table |3 gives only averages. Even if, e.g. the
average for co-payments not included in the MAB is small for a specific group, this does
not exclude that there are large outliers. This explains why a relatively large number of
households can become extreme payer through their co-payments only (as shown in
Table 12a), even when the average amount of co-payments paid is relatively limited.

Poverty and OOP-payments

Among policy makers and among the population at large, there is a concern that
households might be pushed into poverty because of their OOP-payments for health
care. One of the main purposes of the introduction of the MAB was precisely to avoid
this. To analyze the effectiveness of the MAB in this respect it is necessary first to define
who is poor. It has now become common practice in poverty analysis to work with a
relative poverty line, defined as a percentage of the median equivalent disposable
income of the country.® This is not exactly applicable in our data. However, we can
implement the same philosophy in our dataset and define our own poverty lines. Since
in this context one definitely has to take into account differences in household size, we
propose to define four relative poverty lines: households are defined as poor if their
equivalized net taxable income is less than (respectively) 30%, 40%, 50%, and 60% of the
median equivalized net taxable income. This is a very primitive measure, of course, but
it may give us at least a first and preliminary insight into the problem.

Table 14a-b. MAB and poverty incidence

# households 30% 40% 50% 60%
# households with NTI below poverty line (1) 349 348 431 659 585 951 846 560
# households with (income — OOP-payments before 364 809 460 179 638 791 907 195

MAB) below poverty line (2)

2)- () 15 461 28 521 52 840 60 635

# households with (income — OOP-payments after 362 525 455 804 631 980 896 269
social/income MAB) below poverty line (3)
# households with (income — OOP-payments after 362 064 455 137 630 881 894 921
social/income/fiscal MAB) below poverty line (4)

2)-@3) 2284 4376 68l1 10 927

2)-“4 2745 5043 7911 12274

% households 30% 40% 50% 60%
% households with NTI below poverty line (I) 8.64% 10.67% 14.49% 20.93%
% households with (income — OOP-payments before 9.02% 11.38% 15.79% 22.43%

MAB) below poverty line (2)

2)- (I 0.38% 0.71% 1.31% 1.50%

% households with (income — OOP-payments after 8.96% 11.27% 15.63% 22.16%
social/income MAB) below poverty line (3)
% households with (income — OOP-payments after 8.95% 11.25% 15.60% 22.13%
social/income/fiscal MAB) below poverty line (4)

2)-@3) 0.06% 0.11% 0.17% 0.27%

2)-4) 0.07% 0.12% 0.20% 0.30%

The effect of OOP-payments on poverty incidence is then summarized in Tables |4a-b.
The former gives the absolute numbers, the latter expresses these numbers as a share
of the total number of households. In each table, the first row gives the number of poor
households when we only look at net taxable income. Suppose now that one

888

The official EU-poverty line is defined as 60% of median equivalent disposable income.
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(realistically) assumes that OOP-payments for health care do not add to material
welfare and should be subtracted from the income (of course, to do this, they first have
to be expressed also in equivalent units). The second row then shows the number of
poor households with this new income definition if there were no MAB. The third row
gives an idea about the number of households that would be drawn below the poverty
line by their OOP-payments for health care. The MAB lowers OOP-payments of course
and therefore also their poverty inducing effect. This is illustrated in the fourth and fifth
rows of the table. About 20% of the households that would fall below the poverty line
because of OOP-payments for health care without MAB are kept above the poverty line
because they receive MAB-reimbursements.

Persistency of payments over time

The social and economic effects of OOP-payments get worse for households that are
repeatedly confronted with a large financial burden. It is therefore worthwhile to look
at the persistency of payments over time. Although we have data for the years before
2004, changes in the composition of households lead to some difficult interpretational
problems. Moreover, we only have information about the incomes of 2004. We
therefore propose to focus for the analysis of persistency on the absolute amounts of
OOP-payments after MAB (and not on the income shares) and to return to the level of
the individuals in the original panel. Disregarding the babies born in 2003, we know for
all these individuals the OOP-payments of the households in which they lived in 2004
and in 2003. This information is summarized in Table I5.

Table 15. Persistency of own payments over time

2003

OOP-PAYMENTS AFTER MAB 2004

<125

125 < 250

250 <500

500 <750

> 750

TOTAL

<125

3443 156

758 804

266 632

70776

60317

4599 686

125 <250

656 692

827 332

354 676

77 033

73 663

1 989 396

250 <500

226 541

313764

420 477

102 830

88618

I 152 230

500 <750

57 745

70 173

95 867

54 404

43 745

321 934

> 750

42 196

56 273

87 947

50279

82578

319 274

TOTAL

4426 330

2026 346

1 225 601

355 322

348 922

8382 520

4.5

It is clear that there is a large degree of intertemporal correlation of OOP-payments.
About 41% of the individuals live in households with OOP-expenses less than €125
both in 2003 and in 2004. About 231 000 individuals (2.8% of the population without
the self-employed) are persistent extreme payers, i.e. their household has OOP-
payments after MAB of more than €500 in both years. One third of the individuals that
had to pay more than €500 in 2004 already had to pay more than €500 in 2003 also. Of
those who had to pay more than €500 in 2003, 36% also have to pay such a large
amount in 2004. This persistency of large payments over time is not surprising, but still
rather worrying.

MULTIVARIATE ANALYSIS: A SUMMARY OF THE MAIN
FINDINGS

Until now, we have only shown the results of bivariate analyses. We emphasized before
that these results should be interpreted carefully, but that they are definitely relevant
from a policy point of view, because most protective measures focus on the specific
groups that were included in the analysis of sections 3 and 4. However, additional
insights can be gained by bringing all these categories together in a multivariate
regression analysis. Even with this multivariate analysis, care is needed. The results of
these regressions should not be given a causal interpretation. They simply should be
seen as a handy way to calculate average effects while controlling for confounding
factors.

Table 16 shows the results of these multivariate regressions. The first column contains
the results for MAB-reimbursements, the second column for co-payments after MAB
and the third column for total OOP-payments after MAB. The fourth and fifth column
show the results of a logit model, explaining the probability that the household belongs
to the extreme payers as defined before (>5%) on the basis of co-payments only and on
the basis of total OOP-payments respectively.
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The age and sex-composition of the households can now be taken care of by the
variables included: these give the number of individuals in the household that belong to
the respective age/sex categories. As far as possible, the same procedure has been
followed for all the demographic variables, but in some cases, the relevant information
was not available for all household members. In that case, the variable denotes that
there is at least one household member with the respective characteristic. We also
control for the province in which the household is living. We only show the coefficients
that are significant at the 5%-level. Since all the variables except the last one (income)
are discrete, the estimates in the first three columns can be interpreted directly as
money amounts. In the two last columns we give odds ratios: if these ratio is larger than
one, this indicates a larger risk of being an extreme payer; if it is smaller than one, the
opposite is true. The first row gives the mean of the dependent variable in the first
three columns™ and the proportion of extreme payers in the last two columns.

Table 16. Results of multivariate regression analysis

Q) @ ©) @ ®)
MAB RE- CO- OOP- EXTREME EXTREME
IMBURSE- | PAYMENTS | PAYMENTS CO- OOP-
MENTS after MAB after MAB PAYMENTS | PAYMENTS
coefficient | coefficient coefficient odds ratio odds ratio
estimate estimate estimate
dependent mean (1, 2, 3) 54 316 464 3.31 11.34
% extreme (4,5)
adjusted R* (1,2,3) 0.26 0.36 0.24 81.6 794
% concordant pairs (4, 5)
intercept -46 -35 -41
psychiatric hosp > | year -151 | 833 2 075 45.7 *
psychiatric hosp < | year 200 129 149 4.7 4.3
homes for the elderly 65 44 82 1.8 1.8
single parent hh 26 I5 19 1.2
psychotherapy 33 100 153 1.6 1.7
psychiatric nursing home -95 | 422 | 800 59 6.9
antibiotics DDD>180 115 119 240 1.9 1.9
antihypertensives DDD>180 17 87 109 1.4 1.4
cholesterol lowering 9 70 86 1.2 1.2
medicine DDD>=180
COPD DDD>180 76 133 132 2.1 1.8
Crohn DDD>180 36 146 183 1.8 1.7
chronic use of insuline 20 39 18 1.3 1.1
DDD>=180
antidepressants DDD>180 46 1 125 1.6 1.5
stomach medicine 50 114 151 1.7 1.7
DDD>180
lump sum B or C 229 58 145 1.9 1.8
unemployed 6 -10 0.8 1.1
physiotherapy-E 169 161 255 1.8 1.7
increased child allowance 27 82 117 1.3 1.4
integration allowance 30 85 135 23 2.0
handicap
help for the elderly 31 1.8 I.1
long hosp stay 566 123 518 2.1 5.5
multiple hosp stay 327 158 555 |.4 5.1
> 6 months unemployed 4 -26 -41 2.1 1.2
guaranteed minimum -19 1.3 1.3
disability 43 2.1
preferential tariff -27 -87 -104 1.9 1.1
single room 82 208 | 304 0.8 12.3
hhh Note that, contrary to the figures in chapter 4, here the mean is taken over all observations (including the

zero ones).
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Q Q) €) @ ®)
MAB RE- CO- OOP- EXTREME EXTREME
IMBURSE- | PAYMENTS | PAYMENTS CO- OOP-
MENTS after MAB after MAB PAYMENTS | PAYMENTS
coefficient coefficient coefficient odds ratio odds ratio
estimate estimate estimate
oM 21 242 634 1.8 6.0
0l_04 M 4 78 99 1.3 1.5
05 09 M 8 54 54 2.3 1.3
10_14 M 6 54 6l 1.8 1.2
15 19 M 9 57 72 1.1
2024 M 17 58 69 0.5 0.6
25 29 M 27 74 82 0.3 0.4
3034 M 27 86 107 0.3 0.3
3539 M 26 82 95 0.2 0.3
40 44 M 28 95 110 0.3 04
45 49 M 25 102 122 0.3 04
50 54 M 27 132 166 0.3 0.5
55 59 M 32 150 206 0.4 0.6
60 64 M 37 166 239 04 0.8
65 69 M 54 185 264 0.6 1.1
7074 M 75 213 313 0.7 1.4
75 79 M 90 237 351 0.9 1.5
80 84 M 100 244 367 0.8 1.5
85 89 M 97 256 400 1.7
90 94 M 85 243 340 1.5
95+ M 63 257 358 1.9
oV 24 230 630 34 57
0l_04 V 5 64 80 1.4 1.4
05 09 V 6 42 4] 1.2 1.2
10_14_V 6 52 65 1.3 1.3
15 19V 9 73 86 1.2
20 24 V 18 103 121 0.7 0.8
25 29 V 25 128 161 0.6 0.6
30 34 V 26 144 196 0.5 0.7
3539V 25 147 197 0.5 0.7
40 44 V 25 149 196 0.5 0.6
45 49 V 27 153 201 0.5 0.7
50 54 V 28 168 220 0.5 0.8
55 59 V 33 166 217 0.5 0.8
60 64 V 48 174 244 0.5 0.9
65 69 V 59 183 272 0.5
70 74 V 76 203 303 0.5 1.1
75 79 V 89 217 339 0.7 1.3
80 84 V 99 228 349 0.8 1.5
85 89 V 100 232 358 1.4 1.5
90 94 V 59 224 288 1.2
95+ V 35 209 242
Brussels 13 37 32 1.4 1.1
Liege 13 14 53 1.2 1.2
Vlaams-Brabant 21 16
Brabant Wallon 7 24 70
Limburg -6 -32 0.8
Namur 24 0.9
Hainaut 16 28 0.9
West-Vlaanderen -5 -15
Oost-Vlaanderen 8 15
Luxembourg 6 19
Foreign/unknown -85 -102 23 1.2
Total income (in 1000 EUR) -0.4 0.5 1.2 * *

* not included in the regression
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It is useful to look first at the results for the control variables. The age pattern is exactly
as could be expected and reflects the usual shape of health care expenditures.
Expenditures are large for babies, then decline until age 20-25 and increase afterwards
until 2 maximum is reached at age 85-89. For the very old, the expenditures decrease
again. The regional variables suggest that both MAB-reimbursements and payments after
MAB are somewhat larger in Brussels and in the French-speaking provinces. However,
the effect is small and does not translate into a much larger probability of becoming an
extreme payer. The most interesting control is “being hospitalized in a single room”.
This has a very strong effect (more than €1 300!) on the supplements to be paid — and
therefore on the probability of being an extreme payer in terms of total OOP-
payments. However, as explained before, it is reasonable to hypothesize that most of
the patients in a single room have a supplemental insurance. The results for the variable
as such therefore should be interpreted cautiously. Yet, it functions very well as a
control variable: introducing it in the regressions means that we can interpret the
results for the other variables as if the individuals concerned were not staying in a single
room (and therefore have a much smaller probability of having a supplemental
insurance).

As for the main variables, the results of the multivariate regression largely corroborate
the general picture that already emerged from the bivariate analyses discussed in the
previous sections. A brief description of these results therefore can be seen at the same
time as a summary of the chapter:

I. Economically weak groups (such as single parent households and those living
on the guaranteed minimum income) on average have only a slightly larger
chance of being extreme payer. For those living on unemployment benefits
and on the guaranteed minimum income, the OOP-payments after MAB are
even smaller than for the representative Belgian.

2. Income has a negative effect on MAB-reimbursements and a positive effect on
the absolute level of co-payments and OOP-payments after MAB. Remember
from the previous sections, however, that co-payments and OOP-payments
after MAB as a fraction of income sharply decrease with the income level of
the household.

3. The results for preferential treatment may seem surprising at first sight, but
they are perfectly logical. After controlling for all the other socio-economic
and, more importantly, morbidity variables what remains is the effect of the
preferential treatment itself: this is negative on MAB-reimbursements, on co-
payments and on OOP-payments after MAB. Note that at the same time
individuals with preferential treatment still have a (slightly) larger probability
of becoming extreme payer. This is linked to the fact that their incomes are
smaller.

4. MAB-reimbursements effectively target the households with large health care
expenditures. They are especially large for those with a lump sum B or C or
an allowance for physiotherapy-E and for those with a long stay (or multiple
stays) in the hospital. At the same time, the OOP-payments after MAB also
remain relatively large for these groups and they have a larger probability of
becoming extreme payers.

5. Chronic users of drugs also receive larger MAB-reimbursements, but the
effect is weaker than for the other groups of the chronically ill. They end up
with a relatively large probability of becoming extreme payers. A similar
pattern is found for the handicapped and the disabled.

6. Absolute outliers are the psychiatric patients, mainly if hospitalized or living in
a psychiatric nursing home. Their OOP-payments (and co-payments) after
MAB are much larger than for the other groups and they have a much larger
chance of having to bear an extreme financial burden. Note that the variable
“psychiatric hospitalization > | year” was not omitted from the last equation
because it was insignificant. Quite the contrary, the odds ratio could not be
estimated because an extremely large fraction of the households concerned
belonged to the extreme payers (see also the figures in Table 12b).
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Key points

Economically weak groups (such as single parent households and those living
on the guaranteed minimum income or on unemployment benefits) are
relatively well protected for the financial risks of health care.

The pattern of co-payments at low income levels suggests that there is
possibly underconsumption of health care by the poor.

Income has a negative effect on MAB-reimbursements and a positive effect
on the absolute level of co-payments and OOP-payments after MAB. Co-
payments and OOP-payments after MAB as a fraction of income sharply
decrease with the income level of the household.

MAB-reimbursements effectively target the households with large health
care expenditures. They are especially large for those with a lump sum B or
C or an allowance for physiotherapy-E and for those with a long stay (or
multiple stays) in the hospital. At the same time, the OOP-payments after
MAB also remain relatively large for these groups and they have a larger
probability of becoming extreme payers.

Chronic users of drugs also receive larger MAB-reimbursements, but the
effect is weaker than for the other groups of the chronically ill. They end up
with a relatively large probability of becoming extreme payers. A similar
pattern is found for the handicapped and the disabled.

OOP-payments (and co-payments) after MAB are exceptionally large for the
psychiatric patients, mainly if hospitalized or living in a psychiatric nursing
home. They also have a much larger chance of having to bear an extreme
financial burden.

OOP-payments after MAB are strongly related to the supplements. The
share of co-payments not in the MAB is relatively small.

Even after the MAB, 3.3% of the households have co-payments larger than
5% of their net taxable income. Almost 10% of the household have total
OOP-payments larger than 5% of their net taxable income.

About 20% of the households that would fall below the poverty line because
of OOP-payments for health care without MAB are kept above the poverty
line because they receive MAB-reimbursements.

Persistency of OOP-payments over time is a cause of concern.
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DOESTHE MAB CHANGE CONSUMPTION
BEHAVIOUR?

There is by now much evidence in the international literature that increasing co-
payments has a significant (albeit sometimes small) effect on the behaviour of patients
and/or providers. In general, patients seem to be willing to consume more when their
OOP-payments are lower, and providers seem also to adjust their behaviour, as their
reluctance of inducing consumption decreases.” For Belgium, the increase of the co-
payments in the mid-nineties, which led to the introduction of the social and the fiscal
exemption (see chapter 2) has been analysed by Van de Voorde et al. (2001)* and
Cockx and Brasseur (2003)°: both studies find that the increase in co-payments induced
a decrease in the number of physician consultations, at least in the short run. A priori
one might therefore also expect some influence on consumption behaviour from the
introduction of the MAB, since the monetary price of medical consumption for the
patients becomes zero once the co-payments ceiling is reached. The magnitude of that
effect, however, is an empirical question. Indeed, in the case of the MAB, in general a
household can only reach the MAB-ceiling if at least one of the household members
must be (or have been) very ill. Moreover, often poorly-informed patients may not be
really aware that they have reached the MAB-ceiling. In any case, the resulting ex post
reimbursement of co-payments is less transparent than a directly observable decrease in
co-payments to be paid at the point of service.

Answering the empirical question about the magnitude of the behavioral effect is far
from easy. To some extent, the MAB has the same effects as a deductible, although in
the latter case patients in principle have to pay the full cost below the ceiling, while in
the case of the MAB they only have to pay the co-payment. Yet, the methodological
problem of interpreting behaviour is similar. We give an overview of the scientific
literature in Appendix, but we summarize the main issue here. Only patients with large
medical expenditures reach the ceiling and are therefore confronted with a lower price.
Therefore, this price is endogenous, i.e. it would be wrong to induce automatically from
an observed negative correlation between OOP-payments and consumption that the
causality runs from the price to the consumption. In fact, even if there were no direct
effect of lower co-payments on medical consumption at all, we would still observe a
negative relationship in the observed data. Any estimate of the price effect which does
not correct for this endogeneity problem is not to be taken seriously. However, it is
immediately clear that such a correction is not a trivial (and sometimes impossible)
exercise. One can try to compare the consumption behaviour of different groups, some
of which are entitled to MAB-reimbursements and some of which are not. But this
comparison only makes sense when it is possible to control convincingly for
interindividual differences in morbidity. One can also focus on the effects of variations in
the regulation over time for a given set of individuals, but this does not automatically
solve the endogeneity issue.

The problem is further complicated because of the dynamic aspects of the patient’s
decision problem — and because we may expect some heterogeneity in the reactions of
different patients. Keeler et al. (1977)"' describe three different possibilities. The first is
the case of inflexible behaviour. This is the situation where the consumption behaviour
is not affected by reaching the MAB-ceiling. The second possibility is so-called myopic
behaviour, in which patients increase their consumption after they have exceeded the
limit, because co-payments are reduced from that moment onwards. Put simply, this
behaviour would lead to a different consumption pattern before and after reaching the
ceiling. The third possibility is more subtle and is called rational behaviour. This occurs
when patients anticipate that they will exceed the limit — and therefore increase
consumption already before having reached the limit. Although consumption of medical
care is fraught with uncertainty, in many cases individuals may have a general idea about
the evolution of their consumption, and more specifically about the level of their co-
payments included in the MAB-counter.

An overview of the evidence is given in De Graeve et al. (2006).!



5.1

Maximum Billing KCE reports 80

This may especially be true for chronically ill patients, who know already in the
beginning of the relevant period that they will reach the ceiling anyway. In this extreme
case of rational behaviour, the moment of reaching the ceiling would have no
observable effects on the consumption pattern at all. This makes it even very difficult to
distinguish inflexible and rational behaviour, i.e. the cases in which the behavioural
effects of the MAB are either minimal or maximal. Bakker (1997, cited in Ministerie van
Volksgezondheid, Welzijn en Sport, 2001)'%, adds to these three possibilities a
‘postponing’ effect: patients who expect to generate high expenditures at the end of an
accounting period may try to shift these to the beginning of the next accounting period
because they will then enjoy ‘(nearly) free care’ during a longer time span. Of course,
the reverse can also occur: patients that have reached the MAB-ceiling, may try to shift
future medical care to the current year. They could, for instance, decide to go to the
dentist in December instead of in January (when the counter again started at zero).

Our data are not sufficiently rich to apply the best methods that have been proposed in
the international literature to tackle these difficult issues. More specifically, the
morbidity information at our disposal does not allow a fully satisfactory correction for
differences in needs, and the time span of the data is too short to exploit the full
potential of variations over time. In this chapter, we will therefore only be able to
describe the results of some empirical exercises, which have to be interpreted
cautiously. In the first section, we go into the problem of defining (and deriving from
our data) the relevant moment at which the MAB-ceiling is reached. We will then in a
second section describe consumption behaviour with special attention for the different
possible behavioural patterns sketched before. In the third section, we analyze the
effects of the inclusion in 2003 of the drugs of reimbursement category C in the MAB-
counter on the consumption of such drugs. Finally, in the fourth section, we look at one
aspect of provider behaviour. Focusing on nursing care, we investigate whether
providers charge co-payments more frequently for patients who have exceeded the
MAB-ceiling.

In addition to the methodological issues related to the identification of the behavioural
effects of reaching the MAB-ceiling, there is also a difficult problem in interpreting the
desirability of these behavioural changes. In fact, the literature that indicates a
significantly negative effect of co-payments on consumption also finds that it is not
necessarily the least efficient consumption that is cut. Suppose then that one finds a
positive effect on consumption of reaching the MAB-ceiling. In some cases this may be
interpreted as inefficient overconsumption from a medical point of view. At the same
time, however, it is sometimes suggested (e.g. on the basis of the results from the
Health Interview Survey) that in the Belgian situation with relatively large OOP-
payments, poorer individuals may be forced to postpone or even forego necessary
health care. The larger consumption, induced by the MAB, may then be a desirable
correction and not an indication of inefficiency. ldentifying medically desirable and
undesirable over- and under-consumption is not possible with the data that are available
to us. For a deeper analysis one would need richer information about morbidity and
about qualitative features of the behavioural changes.

HOW TO DEFINE THE MOMENT OF REACHING THE MAB-
CEILING?

A behavioural impact can of course only be expected for those households that exceed
the MAB-ceiling. Moreover, for an effect to be observed, these households (or their
providers) have to be aware of this fact. Therefore, there are different possibilities of
defining the relevant “moment” of reaching the ceiling.

Let us first note, however, that we cannot identify in our data the moment of reaching
the ceiling for the households that are entitled to the fiscal MAB. As described in
chapter 2, the fiscal MAB was executed by the fiscal administration. The latter receives
information about all co-payments paid by the fiscal household and invoiced (not
necessarily realized) during the current year. These expenditures are then compared
with the relevant fiscal limit (given the net taxable income in 2004). In case the limit is
surpassed, the amount above the limit will be reimbursed to the household by the fiscal
administration. In our data, we are not able to calculate the exact month of exceeding
the limit: we only know whether the fiscal household has exceeded the limit in 2004 and
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how much it has been reimbursed. We will therefore mainly focus on the social and the
income MAB in this chapter. This does probably not harm the analysis very much. In
fact, the behavioural effects are probably minimal in the case of the fiscal MAB, in which
reimbursement through the fiscal administration only happens after two years. Myopic
behaviour is definitely ruled out. Rational behaviour remains possible, however, for the
chronically ill with very high expenditures and high income.

In the previous chapter we have exploited to a large extent the available data on MAB-
reimbursements. A priori, the moment a household receives its first reimbursement,
seems an important point of reference. However, as explained in chapter 3, MAB-
reimbursements in 2004 are not necessarily linked to co-payments paid in 2004.
Moreover, while the total yearly MAB-reimbursements are given in our data in a reliable
way (and therefore could meaningfully be used in chapter 4), this is not true for the
date of the first MAB-reimbursement (see the Technical Appendix). We will therefore
focus on two other approaches to measure the moment of exceeding the ceiling.

Calculating the moment of exceeding the ceiling by summing co-
payments

A first and straightforward method is to count the number of patients or households
that exceeded the MAB-ceiling in 2004 by summing their co-pbayments generated in 2004
for items that are included in the counter of the MAB. We know which items are taken
into account for calculating the limit. Furthermore, we know who is entitled to the
social MAB (limit of €450 per year) or the income MAB (with a limit of €450 or €650,
depending on the income level). With this procedure (and extrapolated using the
weights described before), we find that 725 501 (8.29%) patients live in a MAB-
household that exceeds the limit. Including their MAB-household members 355 587
(8.70%) MAB-families exceed the limit.

It is possible that these figures are a slight underestimate of the true numbers. Indeed,
our dataset only includes the expenses for 2004 invoiced within a period of 18 months,
while for the legal application of the social, income and child MAB, all expenditures
generated during 2004 and submitted within a period of 2 years, are taken into account.
However, the sickness funds report (internal communication) that in general coverage
of about 97% of expenses is reached after 18 months. Moreover, we can expect that
especially the households with large expenses (and therefore possibly qualifying for
MAB-reimbursements) do not wait too long before handing in their bills.

Figure 21. Month of exceeding the MAB-ceiling
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For our purpose of identifying behavioural changes, more important than these absolute
numbers of households exceeding the MAB-ceiling, is the date of exceeding.
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Since we have detailed information on the exact dates of consumption, we can compute
the month of exceeding the MAB-ceiling on the basis of the dates of the delivery of
care. The results are shown in Figure 21. As expected, most MAB-households exceed
their limit in the second half of the year. This limits the scope of myopic adjustments.

Notification of the moment of exceeding by the sickness funds

It might seem unrealistic to assume (|) that patients know perfectly which items are
included in the MAB-counter and (2) that they take the sum of the relevant co-
payments at each moment of time. The method described in the previous subsection
therefore yields only a rough approximation of the moment at which patients could
start adjusting their behaviour. An alternative approximation is offered by the date at
which the patients are notified by their sickness fund that they have passed the MAB-
ceiling. At that moment they certainly know that they are entitled to MAB-
reimbursements. In principle, these dates of notification are included in our dataset. Yet
we only find 432 877 patients (4.95%) or 206 303 MAB-families (5.05%) knowing that
they have exceeded the ceiling. These numbers are much smaller than the ones
obtained in the previous subsection. In fact, before July 2004 the sickness funds were
not obliged to fill in this variable and apparently it is therefore not recorded in our data
in a reliable way. However, since the incompleteness of the data is due to differences in
the recording behaviour of the sickness funds, it seems acceptable to assume that these
errors are randomly distributed over the different groups of households.! We therefore
still can derive useful insights from a further analysis.

Figure 22 shows in which month patients/households are notified that the limit is
exceeded.* The earliest date is 22™ April, but most of the dates of notification are
concentrated at the end of the year and half of the households are even notified only in
2005 that they exceeded the limit in 2004. Figure 23 shows the number of months in
between the month in which the patients are notified and therefore certainly know that
the ceiling is exceeded and the month in which the ceiling was exceeded, as calculated
on the basis of the sum of the relevant co-payments.

Figure 23 illustrates some anomalies in the data. The value 98 indicates that the limit is
exceeded in 2004 on the basis of summing relevant co-payments, while there is no value
for the date by which the patient knows that the limit is exceeded. We have seen
already that this is the case for more than 40% of the sample and is to a large extent
due to reporting errors. Negative numbers indicate that patients first ‘know’ that the
limit is exceeded, but only afterwards really exceeded the limit according to the
expenses included in the dataset. Those observations are limited to about 0.5% of the
sample. Finally, the value 99 indicates that the limit is not exceeded in 2004 on the basis
of summing co-payments, while a value has been filled in for the date of knowing. This
anomaly occurs in about 4% of the cases. In further analyses we included these
households in the group that did not exceed the MAB-ceiling.

Tii

kil

In fact, a more detailed analysis shows that there are no significant differences between on the one hand

the households exceeding the MAB-limit and being notified and on the other hand the households
exceeding the MAB-limit without being notified (at least as reported in our data). This supports our
assumption that the reporting errors are randomly distributed over different groups of households.

It is possible that different dates apply within the MAB-household; e.g. a date applying to a child exceeding

the child MAB and a date for the social or income MAB. In that case, we took the lowest date for the
whole MAB-household.
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Figure 22. Month in which patients and their families know that they have
exceeded the 2004 MAB-ceiling
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Figure 23 shows that the average delay between exceeding the ceiling and being notified
by the sickness fund is between 4 and 5 months. There are different explanations for
this delay. First, patients can wait to hand in their bills (with a maximum of 2 years).
Second, after a hospitalisation, the hospital needs time to make up the invoice. Third, it
can take some time for the sickness funds to compose the MAB-household and
exchange information with the fiscal administration: after the patient hands in his bills,
the sickness fund needs to calculate the total amount of co-payments paid by the patient
and eventually other members of the MAB-household. Then, the sickness fund needs to
check the income level of the household with the fiscal administration. Only if this
process is completed and all conditions are fulfilled, the sickness fund sends a note to
the patient in which it declares that the patient (and, if appropriate, his MAB-household)
are entitled to MAB-reimbursements."

Figure 23. Delay (number of months) between exceeding the ceiling and
being notified by the sickness funds
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Summarizing the information in this section, it is not obvious to define the best
approximation for the moment at which households are aware that they do no longer
have to pay OOP-payments for health care items included in the MAB-counter.

i Remember that our data pertain to the year 2004. The increased experience with administering the MAB
has led to a decrease in the average delay in recent years.



5.2

Maximum Billing

KCE reports 80

On the one hand, as argued before, Figure 21 can only be a rough approximation, since
it seems unrealistic to assume that the individual patients are fully aware of the amount
of co-payments they have paid in the past. On the other hand, applying the date of
notification is probably an exaggeration in the other direction, as it implies that patients
are totally ignorant about the magnitude of their co-payments unless they are informed
by their mutuality. In fact, if we favour the latter option and we apply the estimated
delay of 4-5 months to the distribution sketched in Figure 21 (as is acceptable when the
reporting errors are indeed random), the scope for myopic behaviour in 2004 would be
extremely small indeed. In the next subsection, we will combine the information from
both approaches.™™"

TRACING SIGNS OF MYOPIC OR RATIONAL BEHAVIOUR?

Let us now see whether there is a change in consumption after reaching the (social or
income) MAB-ceilings. By way of introduction, Table |7 gives yearly spending in the
different categories for different groups of households."" Not surprisingly (and almost
by definition), households that exceed the MAB-ceiling during the year have larger
expenditures. Those who exceed the MAB-ceiling and are notified about that within
2004 have even larger expenditures. In fact, given the delay between exceeding and
notification, these are households that have reached the MAB-ceiling earlier in the
year.®®® A simple comparison of expenditures as in Table |7 therefore does not teach
us anything about possible behavioural effects.

Table 17. Average yearly household expenditures (€)

full sample MAB not MAB exceeded, exceeded,
exceeded exceeded not notified notified
N 255 497 228 390 27 107 19478 7 629
ZIV-expenditures 2922.04 2 190.25 10 600.06 9 962.9 12 316.19
co-payments 366.34 302.25 | 038.78 959.54 1 252.21
co-payments in MAB 337.19 276.32 975.92 898.29 | 185.01
co-payments not in MAB 29.52 25.93 67.15 61.63 82.04
supplements 146.93 113.88 493.64 487.40 510.46
OOP-payments after 473.53 414.10 1 097.12 | 094.62 | 103.84
MAB
A better insight into the relevancy of the hypothesis of myopic behaviour can be gained
by comparing the consumption behaviour of the households before and after they have
reached the MAB-ceiling. We will discuss such an exercise in the first subsection. As
described before, however, there can be an effect of the MAB on behaviour, even if we
do not observe a clear difference between consumption before and after reaching the
ceiling. This is possible if “rational” households anticipate that they might reach the
ceiling in the course of the year. To get some idea about the relevancy of this
assumption, we focus in the second subsection on the group of the chronically ill.
mmm - As the number of patients for which the date of knowing comes before the date of exceeding
on the basis of summing co-payments, is limited, we did not delete them from the sample.
nnn The numbers of observations in this and the following tables are unweighted. This gives a better idea
about the size of the sample on which we base our conclusions. The amounts are weighted, however.
000 This is not in contradiction with our finding of random reporting errors. That involved a comparison

between the group of patients that had been informed (at whatever moment) and the group that had not
been informed. In Table 17, however, we focus on the group that has been notified in 2004.
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5.2.1 Myopic adjustment of behaviour?

In Table I8, we draw a comparison between the average monthly per capita
expenditures before and after reaching the MAB-ceiling.” In the light of the discussion
in the previous section, we calculated four different versions. First, we consider all the
households that exceeded the MAB-ceiling through summing co-payments — “before”
and “after” then refer to the moment of exceeding the ceiling. Second, we split the first
sample in two groups: (I) those families that already know in 2004 that the MAB has
been exceeded; and (2) those that do not know within 2004 that the MAB is exceeded.
Again, “before” and “after” refer to the moment of exceeding the ceiling. Lastly, we
calculate average per capita expenses before and after the month in which the MAB-
household knows that it exceeded the MAB-ceiling. In each case, “before” and “after”
average per capita expenditures have been calculated through summing co-payments.

Table 18. Average monthly (per capita) expenditures before and after

reaching the MAB-ceiling
Variable N ‘ Mean (€) ‘ 95% Confidence limit
Exceeded MAB (all)
co-payments before 26 707 51.58 50.79 52.36
co-payments after 24 311 53.15 52.24 54.06
Z|V-expenditures before 26 707 564.67 551.04 578.29
Z|V-expenditures after 24 311 523.50 512.42 534.58
supplements before 26 707 28.07 26.31 29.83
supplements after 24 311 23.86 22.36 25.36
Exceeded MAB + knowing in 2004
co-payments before 7 459 67.95 66.07 69.82
co-payments after 7 549 55.68 54.13 57.23
ZIV-expenditures before 7 459 675.12 647.21 703.03
ZIV-expenditures after 7 549 543.16 524.75 561.57
supplements before 7 459 36.25 31.72 40.79
supplements after 7 549 18.68 16.86 20.51
Exceeded MAB + not knowing
co-payments before 19248 45.60 44.80 46.39
co-payments after 16 762 52.08 50.97 53.18
Z|V-expenditures before 19 248 524.34 508.85 539.83
Z|V-expenditures after 16 762 515.14 501.43 528.86
supplements before 19 248 25.08 23.34 26.83
supplements after 16 762 26.05 24.06 28.05
Exceeded MAB + knowing in 2004; means beforel/after being notified
co-payments before being notified 7 627 69.08 67.47 70.70
co-payments after being notified 6134 51.18 49.25 53.11
Z|V-expenditures before being notified 7 627 650.89 630.56 671.23
ZIV-expenditures after being notified 6134 493.52 470.28 516.76
supplements before being notified 7 627 31.79 29.34 34.24
supplements after being notified 6 134 16.54 13.30 19.77

The picture that comes out of the Table is clear. Co-payments after having reached the
ceiling are significantly higher for only one subgroup, namely those that exceeded the
MAB-ceiling but are not notified within 2004.

PPP We show per capita expenditures, because it turns out that households exceeding the MAB are larger on
average. The conclusions do not change when using total household expenditures. The expenditures
made in the month of exceeding the MAB are not counted in the calculations, as we do not know the
exact date of exceeding. The “before” and “after” expenditures cannot be calculated if the moment of
exceeding (or being notified) is January or December. Leaving out these months does not change the
results.




Maximum Billing KCE reports 80

In most cases per capita expenses per month (whether ZIV-reimbursements,
supplements or co-payments) decrease significantly after exceeding the MAB-ceiling.
This can easily be explained: many households exceed the MAB-ceiling when they are
confronted with a high cost-episode of illness (e.g. leading to a hospitalisation). This
explanation immediately implies that it would be dangerous to conclude from Table 18
that there is no myopic behaviour at all. A more sophisticated approach should indeed
take into account explicitly these different periods of illness. Yet, more cautiously, the
least one can say is that the data suggest that the behavioural effect of reaching the
MAB-ceiling, if it exists, is not very strong.

While we cannot distinguish different episodes of illness in our data, we can further
refine our analysis by calculating the expenditures in different months. To make the data
comparable, we only focus on the largest groups of households, i.e. those with a (social
or income) MAB-ceiling of €450. Figure 24 shows average co-payments per month in
the ambulatory sector, differentiated according to the month in which the MAB-ceiling
is exceeded. Figure 25 gives analogous results for the co-payments related to a
hospitalization.%

The results in these Figures largely corroborate the cautious conclusions that could
already be derived from Table |7. Co-payments are high in the month of exceeding the
MAB-ceiling. This is probably due to a high-cost episode of illness. In fact, the effect is
stronger for co-payments related to hospitalization than for ambulatory co-payments.
However, there is hardly any indication that expenditures increase, i.e. that
consumption behaviour changes, after having reached the MAB-ceiling. In fact there
seems to be a natural pattern of declining monthly co-payments after the expenditure
peak and the MAB-ceiling have been reached. This is especially clear for the co-
payments related to a hospitalization. A similar pattern emerges when we differentiate
expenditures on the basis of the month of being notified and take into account the delay
that was described in the previous subsection (these results are not shown, but are
available on request) — there is a peak in co-payments about four or five months before
the household is notified, but there is no evidence for an increase in average co-
payments after having been notified (or after having exceeded the MAB-ceiling). If
myopic behaviour is present at all, it seems in any case rather weak and does not show
up in the average overall expenditures.

qqq

The general picture of the results does not change when taking ZIV-expenditures instead of co-payments.



KCE Reports 80

Maximum Billi

Figure 24. Average monthly co-payments in the ambulatory sector
(differentiated according to month of exceeding MAB-ceiling)
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Figure 25. Average monthly co-payments for hospitalisation (differentiated
according to month of exceeding MAB-ceiling)
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As a side-remark, it is also instructive to look at Figures 24 and 25 to see whether the
hypothesis of postponing is supported by the data. If households adjust their behaviour
so as to enjoy the advantages of zero co-payments for a longer period, this should show
up in a relative decrease of expenditures at the end of the year and a relative increase in
expenditures at the beginning of the year. There is no evidence that this phenomenon is

present in our data.
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Rational behaviour of the chronically ill?

As described in the introduction to this chapter, it is possible that the MAB has
behavioural effects which do not show up as an increase in expenditures after having
reached the MAB-ceiling. Households may anticipate that they will reach the ceiling and
therefore already rationally adjust their behaviour before. At first sight, this seems to
require an unrealistic degree of rational calculation by severely ill patients. This is
certainly true if exceeding the MAB-ceiling is caused by a (possibly largely unexpected)
high cost-episode of illness, as seems to be the case for many households. However,
there are situations where this rational behaviour does not require a large degree of
rationality. Consider the situation of the chronically ill, who know already in the
beginning of the year that they will without doubt exceed the MAB-ceiling in the course
of the year. For them, OOP-payments (at least for co-payments included in the MAB-
counter) are effectively limited to the ceiling, and they can realistically be assumed to be
aware of the fact that increasing consumption will not lead to an increase in OOP-
payments. It seems very well possible that this will be reflected in their consumption
behaviour (while this behavioural effect would not show up in the average figures shown
in the previous subsection). Moreover, an analogous reasoning can also hold for the
providers, who may also change their behaviour if they know that the patient will not
have to bear any co-payments.

To get a feeling for this phenomenon we look at individuals that live in a household that
exceeded the MAB-ceiling both in 2003 and in 2004 — under the reasonable assumption
that these are chronically ill. As before we define “exceeding the MAB-ceiling” by
summing the relevant co-payments at the level of the MAB-household (which may in
some cases be different in both years). Table 19 shows the relevant (weighted)
numbers: it turns out that 4.73 % of the sample individuals live in a MAB-household that
exceeds the (social or income) MAB-ceiling both in 2003 and in 2004.™"

Table 19. Number of individuals exceeding the MAB-ceiling

Weighted number of exceeded MAB 2004
sample individuals
NO YES Total
NO 74 31 804 331 552 7 763 356
exceeded YES
MAB 2003 316 388 401 207 717 595
Total 7 748 192 732 758 8 480 951
In percentages exceeded MAB 2004
NO YES Total
NO 87.63 3.91 91.54
exceeded YES
MAB 2003 3.73 473 8.46
Total 91.36 8.64 100

A first insight into their consumption behaviour is given by Figure 26, giving the
development of average monthly co-payments for the four subgroups described in Table
19. Co-payments are of course much larger for individuals that exceeded the MAB-
ceiling than for the individuals that do not. Somewhat more intriguing is the comparison
between the co-payments of the individuals that exceeded the MAB-ceiling for both
years and the co-payments of the individuals that exceeded the MAB-ceiling only for
one year in the year they exceeded the ceiling. Again, the former are larger.

This might suggest some rational behaviour. However, it may also simply be due to the
fact that these individuals are more ill.

rrr

As we do not have income information for 2003, we are not able to check whether the fiscal MAB is
exceeded in both years.



KCE Reports 80 Maximum Billing 87

Figure 26. Evolution of individual co-payments over 2003 and 2004
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In order to correct for morbidity differences as well as possible, we make another
comparison. We focus on the individuals that exceeded the MAB-ceiling both in 2003
and in 2004, but we distinguish between those that are entitled to MAB-
reimbursements and those that are not. The underlying idea is that the sum of co-
payments paid is a reasonable approximation for morbidity. Since individuals with
preferential treatment have to pay lower co-payments at the same level of health care
consumption, their inclusion would bias this interpretation. Moreover, they all are
entitled to the social MAB as soon as they exceed the ceiling of €450. We therefore
omit them from the sample. Figure 27 shows the evolution of co-payments over 2003
and 2004 for different groups of individuals that have no right to preferential treatment.
It is striking that co-payments are larger for those that exceed the MAB-ceiling in both
years — and even larger than for those that have co-payments larger than €650 in both
years. Of course, taking into account the sum of co-payments certainly is not a perfect
way of controlling for morbidity — but, despite this qualification, it seems fair to say that
the hypothesis of rational behaviour is not rejected.

We can cautiously conclude that the presence of the MAB possibly leads to larger
health care expenditures for the chronically ill. However, it certainly is impossible to
draw firm conclusions without a more detailed analysis. We cannot say at this stage
whether the effect is due to patient or to provider behaviour. Moreover, this is perhaps
also a good moment to repeat the warning given already in the introduction to this
chapter. If it were true that the chronically ill adjust their consumption behaviour
because of the presence of the MAB, this is as such not an indication of
overconsumption. It is equally well possible that the MAB-protection avoids
underconsumption for economic reasons by the chronically ill. After all, this has always
been one of its proclaimed objectives. To evaluate these behavioural effects from a
social point of view, more information on the health situation of the chronically ill
would be needed.
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Figure 27. Evolution of co-payments over 2003 and 2004 for different
subgroups (without preferential treatment)
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5.3 THE EFFECT OF INCLUDING DRUGS OF TYPE C IN THE
MAB (2003)

As described in chapter 2, drugs of reimbursement type C are included in the MAB
since January |, 2003. This implies that, once the MAB was exceeded in 2003 for a given
household, the members of that household got full reimbursement for this type of
drugs, while this was not the case in 2002. The question then arises whether it is
possible to detect any effect of that change on the consumption of drugs of type C.
More specifically: did the consumption of this type of drugs increase in 2003 as a
consequence of their inclusion in the MAB-counter?

Our dataset does contain detailed information on the consumption of drugs for all
individuals in the original sample. Since we also know in which month these
expenditures occurred, we can link them to the information about drug prices. For each
drug and each month, we have the public price and the official tariff (on which
reimbursement is based). From the official prices we can calculate ZIV-reimbursements
and official co-payments. For drugs of type C, 50% is reimbursed and the other 50% has
to be paid out-of-pocket as a co-payment (see section 2.1). These co-payments are
limited to a certain ceiling depending on the insurance status of the patient and the
year®:. As explained in section 2.5.3, the difference between the public price and the
official price is the ‘supplement’ that the patient has to pay when he buys an expensive
drug instead of a cheap one. However, we are in a grey zone here, as these
“supplements” are nevertheless included in the MAB-counter. For the analysis in this
chapter, we will therefore include these “supplements” in our definition of co-payments.

As explained before, the behavioural effects of the MAB have to be interpreted in the
first place as price effects. It is therefore useful to have an idea about the general
development of the prices for type C-drugs. This information is summarized in Table 20.
The first column gives the quantity of packages sold. The two last columns give the
range of price changes for individual drugs. It turns out that from 2002 to 2003 there
was not one drug for which the official price increased — and the maximum increase in
the co-payments (including the difference between the public price and the
reimbursement tariff) was 14%.

sss In 2002 the ceiling was €9.79 for those with preferential treatment and €16.24 for those without
preferential treatment. In 2003: €9.9 and €16.5 respectively and in 2004: €10 and €16.7 respectively.
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The second column gives the (quantity-weighted) mean of the price changes for the
different individual drugs. The official tariff decreased by about 7%, the co-payments
increased by about 1%. In the period 2003-2004, some official tariffs increased

drastically (more than doubled). The overall index (both for the official prices and for

the co-payments) decreased by about 3.5%, however.

Table 20. Price evolution for drugs type C

tet

From 2002 to 2003

N Mean | Std Dev | Minimum | Maximum
Z|V-expenditures (preferential) 23580 | 0.929 0.063 0.669 I
ZIV-expenditures (non-preferential) | 23 580 | 0.928 0.062 0.669 I
co-payments (preferential) 23 580 1.009 0.073 0.673 1.140
co-payments (non-preferential) 23 580 1.009 0.073 0.673 1.140
From 2003 to 2004
N Mean | Std Dev | Minimum | Maximum
Z|V-expenditures (preferential) 32478 | 0.966 0.037 0.952 2.197
ZIV-expenditures (non-preferential) | 32478 | 0.966 0.040 0.940 2416
co-payments (preferential) 32478 | 0.966 0.020 0.952 1.010
co-payments (non-preferential) 32478 | 0.966 0.021 0.952 1.012

5.3.1

We will now first look in more detail at the evolution of average expenditures for drugs
type C in the period 2002-2004. Making a distinction between different subgroups will
allow us to draw some conclusions about the presence (or not) of a behavioural effect
of the MAB. In a second subsection we will focus on the price effect at the individual
level.

Evolution of average expenditures for drugs type C in the period 2002-
2004

Figure 28a shows the development of the ZIV-expenditures for drugs type C in the
period 2002-2004, Figure 28b shows the development of co-payments. We make a
distinction between individuals that are entitled or not to preferential treatment, and
between individuals that exceeded the MAB-ceiling in that year or not. For each year,
the mean is taken over all individuals that are in the relevant group for that year.
Therefore the individual composition of, e.g., the group of those exceeding the MAB-
ceiling, differs from year to year. It is not surprising that those who exceed the ceiling
(whether or not they are entitled to preferential treatment) have larger expenditures in
each year. Again, as before, this is because they are sicker. For our purposes, however,
we are more interested in the development of the expenditures over time.

ttt

The fact that the price index from 2003 to 2004 is identical in all four columns of the table is due to
rounding off. The actual numbers differ slightly.
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Figure 28a. Development of average ZIV-expenditures for drugs type C

Figure 28b. Development of average co-payments for drugs type C

There is a striking difference in the development of expenditures for type C-drugs from
2002 to 2003 and from 2003 to 2004. While they increase in the first period (and
slightly more so for the co-payments, probably because of the price effect illustrated in
Table 20), there is more or less a status quo in the second. It would be wrong,
however, to ascribe this development to the inclusion in 2003 of type C-drugs in the
MAB. Indeed, the pattern is similar for patients who do not exceed the MAB and for
those who do. The former group can be seen as a kind of control group, indicating the
trend that would have occurred if the inclusion into the MAB had not taken place. The
figure then clearly shows that the growth of expenditures is most probably not due to
the inclusion in the MAB-counter. **

Figure 28 shows the development of simple averages, i.e. including those who do not
have any consumption of type C-drugs at all. This development reflects a mixture of
two effects: first, the change in the number of patients that consume drugs of type C;
and second, the change in the average expenditures for those who do consume a
positive amount. Additional insights can be obtained by distinguishing these two effects.
Figure 29 gives the development of the ZIV-expenditures where the sample is now
restricted to those with positive expenditures.

uuu

The representation in Figure 28 may seem to suggest a stronger increase for patients that exceed the
MAB-limit than for the others. The picture is misleading, however: the proportional increase (the growth
rate) is not larger for the former than for the latter.
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Comparing it with Figure 28a, the results are strikingly different: average (positive) ZIV-
reimbursements do no longer increase from 2002 to 2003 — they decrease and more
strongly so for the patients who exceeded the MAB-ceiling. Note that this decrease in
Z|V-expenditures might be explained by a shift towards more generic medicines.

Figure 29. Development of average ZIV-expenditures for drugs type C (only
for individuals with positive expenditures)
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Table 21 and Figures 30-31 give more detailed information on the development of co-
payments for individuals with positive expenditures. We distinguish between those with
and without preferential treatment. As in the previous section, we try to identify
morbidity from MAB-effects by considering separately those who exceed the MAB-
ceilings of €450 and €650, without however being entitled to MAB-reimbursements.
This only makes sense in the group without preferential treatment. Again, the results
are clear: the growth rate of co-payments for drugs type C is negative from 2002 to
2003 (this may also partly be due to the shift towards generics). There is only one
(weak) indication that inclusion in the MAB might lead to increased consumption: the
decrease of co-payments from 2002 to 2003 is larger for individuals without preferential
treatment and exceeding the MAB-ceiling if they are not entitled to MAB-
reimbursements. A deeper analysis with richer data could perhaps be interesting here,

but as such this can hardly be seen as convincing evidence for a behavioural effect of the
MAB.

Table 21. Development of co-payments for drugs type C (only for individuals
with positive expenditures)

no preferential treatment 2002 2003 | growth rate 02-03 | 2004
all 12.04 10.12 -15,99% 9.72

MAB exceeded in year 17.03 14.21 -16,56% 13.30
>MAB450 but no right 15.27 12.16 -20,41% I1.15
>MAB650 but no right 18.37 14.13 -23,09% 12.38
>MAB450 and <MAB650 but no right | 11.84 | 10.02 -15,36% 9.66
MAB not exceeded 11.03 9.38 -14,88% 9.39
preferential treatment 2002 2003 | growth rate 02-03 | 2004
all 13.81 12.95 -6.24% 12.84

MAB exceeded in year 19.80 | 17.24 -12,95% 16.11
MAB not exceeded 11.36 11.06 -2.64% 11.18
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The positive growth of average expenditures in Figures 28a-b and the negative growth
of (positive) average expenditures in Figures 29-3| can easily be reconciled if the
number of patients with positive expenditures increases. This was already suggested by
the first column in Table 20 and it is confirmed by Table 22. The number of individuals
with positive expenditures for drugs of type C increases strongly between 2002 and
2003. More importantly for our purposes, however, there is (again) no indication that
this growth rate in the period 2002-2003 is larger for those who are entitled to MAB-

reimbursements than for those who are not.

Figure 30. Development of co-payments for drugs type C (for individuals
with positive expenditures and without preferential treatment)
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Figure 31. Development of co-payments for drugs type C (for individuals
with positive expenditures and with preferential treatment)
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Table 22. Growth rates of the number of individuals with positive

expenditures for drugs type C

% 02-03 % 03-04
MAB not exceeded (no preferential treatment) + 94.14% + 0.84%
MAB not exceeded (preferential treatment) +60.34% | -4.28%
MAB exceeded (no preferential treatment) +77.34% -0.10%
MAB exceeded (preferential treatment) +76.65% | + 18.43%
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Analysis at the individual level

Until now, we largely focused on the changes in mean expenditures. To estimate
behavioural consequences, it is of course preferable to analyze expenditures at the
individual level. In fact, the effects of including drugs of type C in the MAB-counter, can
in principle be analyzed with a similar regression technique as the one proposed by
Contoyannis et al. (2005)"® and summarized in the appendix. They explain the change in
expenditures by individual i as a function of the change in that person’s personalized
price, where the latter is defined as the proportion of OOP-payments in the total price
of one additional euro of drug consumption. For individuals that have exceeded the
MAB-ceiling this marginal personalized price becomes zero. They propose an
instrumental variables technique to control for the endogeneity of this personalized
price. It is obvious that for the application of this idea, we have to restrict our sample to
those individuals that have positive expenditures of drugs of type C, both in 2002 and in
2003. In fact, by focusing on the change (and not the level) of expenditures for a given
individual, we largely control for the specific (morbidity) characteristics of the
individuals.

Figure 32. Relationship between the change of expenditures for drugs type C
and the change in personalized price
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Figure 32 shows the bivariate relationship between the dependent variable (the change
in expenditures for drugs type C) and the independent variable (the change in the
personalized marginal price). The endogeneity of the latter is neglected in the
construction of the figure. The pink dots refer to individuals that exceed the MAB-
ceiling in 2003, the blue dots refer to individuals that do not exceed the ceiling. The
figure shows two remarkable features. First, there is a clear clustering of the
observations. The pink dots (for individuals that exceed the MAB-ceiling) are clustered
around a negative value for the price change of about -0.5 — this is not surprising, since
co-payments for type C-drugs are about half the official price. The blue dots are
clustered around a value of zero. In fact, the remaining variation reflects changes in the
composition of drugs consumption. Second, and most remarkably, the distribution of
the changes in expenditures is very similar for the pink and the blue dots. Overall, there
does not seem to be any relationship between the change in price and the change in
consumption, i.e. the fact of exceeding the MAB does not influence consumption. Even if
we do not correct for the endogeneity of this price, which may lead to a misleading
overestimation of the price effect, no price effect at all is found.

It is not surprising then that regression analysis yields an estimated equation with highly
unstable values for the coefficients and which can explain only a very limited part of the
variance (less than 1%).
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We therefore do not show these results, which only corroborate the findings of Figure
32. It would have been highly surprising, indeed, if introducing additional explanatory
variables (as we did) would have changed the basic insight that shows up so clearly in
the figure: the change in the marginal personalized price of drugs of type C, due to the
fact of exceeding the MAB-ceiling, does not have a detectable influence on the change in
expenditures for type C-drugs.

EFFECTS ON PROVIDER BEHAVIOUR? CO-PAYMENTS FOR
NURSING CARE

Reaching the MAB-ceiling may not only have an effect on patient behaviour. It can also
influence the behaviour of providers. In fact, as noted before, the two effects cannot
easily be distinguished in the analysis of consumption levels, which will be influenced
both by patient and provider decisions. For some services, however, such as
physiotherapy and home nursing care, it is common practice that providers do not raise
the co-payments. At the same time these co-payments, if they are charged, are included
in the MAB-counter. One might therefore a priori expect that providers will be more
likely to charge co-payments from patients that exceeded the MAB-ceiling (or for which
they may be sure that they will exceed the MAB-ceiling in the course of the year). Since
these co-payments are then reimbursed, this provider behaviour does increase the
public health care expenditures. In this section we will see whether this behaviour exists
for the case of nursing care.

For nursing care, there is a difference in co-payments for patients with and without
preferential treatment. They have to pay 0% and 25% respectively, with the exception of
travel costs where a co-payment rate of 25% applies for everyone.™ The relevant fees
and co-payments are given in Table 23, where the distinction is shown between the fees
for three categories of patients (lump sums A-C), that are distinguished on the basis of
the severity of their needs. The co-payment share for patients with preferential
treatment is minimal: it is fixed at €0.2.

Table 23. Fees and co-payments for nursing care: regulation

preferential treatment no preferential treatment
description code Fee (€) | reimbur co- % co- reimbur co- % co-
sement | payment | payment sement payment | payment
Nursing care during week days
Lump sum A | 425272 14.32 14.12 0.20 1.40 10.74 3.58 25.00
Lump sum B | 425294 27.21 27.01 0.20 0.74 2041 6.80 24.99
Lump sum C | 425316 37.22 37.02 0.20 0.54 27.92 9.30 24.99
Nursing care on holidays or during weekends
Lump sum A | 425670 21.08 20.88 0.20 0.95 15.81 5.27 25.00
Lump sum B | 425692 40.40 40.20 0.20 0.50 30.30 10.10 25.00
Lump sum C | 425714 55.44 55.24 0.20 0.36 41.58 13.86 25.00
Nursing care in nurse office or in residence invalids
Lump sum A | 426075 13.50 13.50 0.00 0.00 10.13 337 24.96
Lump sum B | 426090 26.38 26.38 0.00 0.00 19.79 6.59 24.98
Lump sum C | 426112 36.40 36.40 0.00 0.00 27.30 9.10 25.00

Table 24 shows that there is indeed variation in provider behaviour. We focus only on
the individuals that have positive ZIV-expenditures for 2004, i.e. that have obtained a
positive amount of nursing care.™" The second column gives the proportion of these
patients that have had to pay co-payments for nursing care in the course of 2004. This
happens only to a minority, but the phenomenon is not negligible. The third column
gives the average of the co-payments to be paid for nursing care.

While the amounts may seem rather small, they must be read in the perspective of the
small numbers of patients that are charged co-payments. As the last column (with the
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Another exception is care for palliative patients, which is reimbursed for everyone.
The data in Table 24 (and Table 25) are at the level of the individual patient, and not at the level of the
household.
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maxima in the sample) shows, the amounts to be paid may become considerable for
some patients.”*

Table 24. Co-payments paid for nursing care (for patients with positive ZIV-
reimbursements)

% patients that have | Mean co-payment Maximum co-
to pay a co-payment | (€) payments (€)
No preferential treatment
Lump sum A 17.48% 52.13 | 497.87
Lump sum B 16.58% 125.29 2 855.10
Lump sum C 18.28% 146.84 3 909.96
LumpsumA+B+C 17.60% 110.69 3 909.96
Preferential treatment
Lump sum A 6.81% 2.83 | 049.76
Lump sum B 7.10% 1.94 | 386.60
Lump sum C 9.01% 11.33 2614.60
LumpsumA+B+C 7.54% 431 2 614.60

A closer look at the data (not shown in the Table) shows that patients that are charged
co-payments, are nearly always charged the official rate. It is therefore sometimes
better to focus on the discrete choice of whether or not to raise co-payments, rather
than on the resulting amounts. Moreover, since the number of observations is limited,
and since Table 24 suggests that provider decisions with respect to raising co-payments
do not differ drastically between the different lump sums, we will pool them for the rest
of the analysis.

As in the second section, we again can distinguish between the hypotheses of inflexible,
myopic and rational behaviour, now from the point of view of the providers. To see
whether there is myopic behaviour, we show in Table 25 average monthly co-payments
and ZIV-expenditures before and after exceeding the MAB-ceiling. As in Table 18, we
compare the results for the various possible interpretations of “exceeding the MAB-
ceiling”. In all cases, there is indeed (as hypothesized) an increase in the monthly co-
payments after the MAB-ceiling has been reached. In fact, more strikingly, the increase
in the average co-payments after the MAB-ceiling has been reached, is proportionally
larger than the increase in the ZIV-expenditures. This seems to suggest some myopic
adjustment of the providers, i.e. an increased tendency to charge co-payments for
patients that have reached the MAB-ceiling. However, the effect is small and statistically
insignificant.

Table 25. Average monthly expenditures for nursing care before and after

reaching the MAB-ceiling

Variable N | Mean (€) ‘ 95% Confidence limit
Exceeded MAB (all)
co-payments before 2 080 3.60 2.56 4.65
co-payments after I 995 5.11 391 6.32
Z|V-expenditures before 2 080 353.60 336.76 37045
Z|V-expenditures after | 995 368.65 351.37 385.93
Exceeded MAB + knowing in 2004
co-payments before 647 7.67 4.99 10.34
co-payments after 668 9.19 6.55 11.83
Z|V-expenditures before 647 374.50 342.89 405.10
Z|V-expenditures after 668 379.46 34941 409.51
Exceeded MAB + not knowing
co-payments before | 433 1.76 0.85 2.66
co-payments after | 327 3.05 1.83 4.27

XXX

The large maximum amounts for patients on preferential treatment may seem surprising in the light of
the regulation (Table 23). However, they refer to individuals that became entitled to preferential
treatment in the course of 2004 and therefore represent mainly co-payments of these individuals before
they got their preferential status.
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ZIV-expenditures before | 433 344.09 323.92 364.25
Z|V-expenditures after | 327 363.17 342.03 38431
Exceeded MAB + knowing in 2004; means beforel/after being notified

co-payments before being notified 672 9.25 6.51 12.00
co-payments after being notified 582 7.88 5.20 10.56
Z|V-expenditures before being notified 672 373.31 345.03 401.58
Z|V-expenditures after being notified 582 374.22 3398l 408.63

A better insight can be obtained by looking at Figure 33, which shows the fraction of
patients without preferential treatment that are charged co-payments for the nursing
care they receive, differentiated according to the moment of reaching the MAB-
ceiling.”” Because of the small number of observations, we group the observations by
quarter. There is a slight indication of myopic behaviour for patients exceeding the
MAB-ceiling in the third or fourth quarter. However, the most striking finding is that
patients reaching their MAB-ceiling in the first quarter (and to a much smaller extent in
the second quarter) are charged co-payments much more often than patients reaching
their MAB-ceiling later in the year — and this uniformly over the whole year. Note that
the endogeneity problem (i.e. that reaching the MAB-ceiling necessarily is linked to
having larger expenditures) is much less important here: not only is nursing care only a
fraction of total health care expenditures, more importantly we are analysing here a
discrete provider decision to charge co-payments or not. In this setting, the suggestion
is indeed very strong that providers are inclined to charge co-payments more often if
they can be confident that the co-payments will not have to be paid out of the pocket of
the patients. This seems to be another instance of “rational” behaviour. In fact, Figure
33 throws another light on the results of Table 25. Since patients that have exceeded
the MAB early in the year are overrepresented for the calculation of co-payments after
having reached the MAB-ceiling, part of the seemingly “myopic” effect which was
suggested by Table 25, is in fact due to the “rational” behaviour shown in Figure 33.

Figure 33. Number of individuals paying co-payments for nursing care
(differentiated according to the moment of exceeding the MAB-ceiling)

. . —e— exceeded MAB in quarter 1
without preferential treatment —a— exceeded MAB in quarter 2
exceeded MAB in quarter 3
40% exceeded MAB in quarter 4
35% - .\’/0\*//./4\’/‘\‘\‘/‘_‘
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vy The pattern is similar for patients with preferential treatment, but given the small amounts involved, this

figure is less interesting.
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5.5

CONCLUSION

In this chapter we have investigated whether we can discover in our data any evidence
for the possible presence of behavioural changes induced by the MAB. This is not an
easy question to investigate: behavioural changes may be subtle and we have to tackle
difficult issues of endogeneity. Therefore, we can only cautiously formulate the following
conclusions:

I. We did not find evidence for what is called in the literature myopic
behaviour, i.e. changes in behaviour which are induced by reaching the MAB-
ceiling. In fact, this is not very surprising given that the MAB-ceiling is often
reached late in the year and patients are poorly informed (and with a long
delay) that they indeed have reached it.

2. There are some indications of rational, i.e. anticipating, behaviour.
Expenditures of the chronically ill who know already in the beginning of the
year that they will reach the MAB-ceiling seem to be somewhat larger than
expenditures of other individuals with a comparable morbidity status. More
research is needed here, both to confirm our empirical findings and to
investigate whether the hypothesized expenditure changes are justified or
unjustified from a medical point of view.

3. We also found suggestions of rational behaviour from the perspective of the
providers. In the case of nursing care there seems to be an increased
tendency to charge co-payments for patients that may be sure to exceed the
MAB-ceiling during the year.

4. We did not find any evidence that the inclusion in 2003 of drugs of type C
into the MAB-counter has led to an increased consumption of these drugs for
individuals above the MAB-ceiling.

It seems fair to say that the behavioural effects of the MAB are probably rather weak. It
is important, however, to interpret this finding carefully in terms of costs. A shift from
co-payments paid by the patients to co-payments paid by the insurance system will
always lead to an increase in ZIV-expenditures. Any extension of the coverage of the
MAB will therefore be costly. These cost increases due to different measures will be
analysed in more detail in the next chapter. In this chapter we tried to answer a
different question: does the MAB change consumption behaviour such that there is an
increase in the costs over and above the mechanical effect? The evidence suggests that
this additional effect most probably does exist, but is rather weak.

Our conclusion may seem a bit surprising in the light of the findings in the international
literature about the effects of OOP-payments. It can, however, partly be explained by
the specific features of the Belgian MAB. Indeed, co-payments are only reimbursed ex
post for patients with large expenditures and they often are poorly informed about the
fact that they (together with the other members of their household) have reached the
ceiling.
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Key points

Evaluating the behavioural effects of reaching the MAB-ceiling raises difficult
issues of endogeneity. Even if there were no direct effect of co-payments on
medical consumption, one would still observe a negative relationship in
reality. With our data, we can only draw provisional conclusions.

The data do not allow us to distinguish between expenditures that are
justified or unjustified from a medical point of view.

In general, the behavioural effects of the MAB seem rather weak.

We did not find evidence for myopic behaviour, i.e. changes in behaviour
which are induced by reaching the MAB-ceiling.

There are some indications of anticipating behaviour. Expenditures of the
chronically ill who know already in the beginning of the year that they will
reach the MAB-ceiling seem to be somewhat larger than expenditures of
other individuals with a comparable morbidity status. This conclusion must
be interpreted cautiously, however, as the available morbidity information is
limited.

The data suggest that there is some anticipating behaviour by the providers.
In the case of nursing care, we observe an increased tendency to charge co-
payments for patients that may be sure to exceed the MAB-ceiling during
the year.

We did not find evidence that the inclusion in 2003 of drugs of type C into
the MAB-counter has led to an increased consumption of these drugs.
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6 IMPROVING THE SYSTEM? THE EFFECTS OF
THE POLICY MEASURES SINCE 2004

The analysis in chapter 4 has given a first and broad overview of the operation of the
MAB in 2004. Since there have been some important regulatory changes since 2004 (as
described in chapter 2), the description of the real data from 2004 is not fully applicable
to the present situation. Moreover, and more importantly, while the use of individual
data allowed us to describe in some detail the effects of the MAB on various subgroups,
such a descriptive analysis remains like a snapshot of reality at a given moment in time.
It is therefore not well suited for analysing the effects of changes in the regulation,
neither of the introduction of specific policy measures nor of changes in the broad
design features of the system. From a policy perspective, it is exactly this kind of analysis
of the effects of policy changes which is the most relevant. In this chapter we use the
technique of microsimulation to explore in more detail the effects of the specific policy
measures taken since 2004 and we analyse some other potential changes.

The most obvious approach to evaluating a policy is by comparing the (real-world)
situation before and after the policy change. Such an ex post approach comes too late
for a policy maker at the moment that a new policy measure is considered. Moreover,
changes over time are not only caused by the specific policy measure — there are all
kinds of confounding factors (changes in the demographic composition of the
population; economic changes; changes in morbidity, including short-term epidemics;
appearance of new treatments) for which one should control if one wants to calculate
the effects of the policy measure on its own. Simulation methods, which by construction
give an ex ante evaluation controlling for all other changes in the environment, then
offer a welcome addition to ex post evaluation techniques.

Policy evaluation, including simulation, can be situated at different levels. Many policy
analyses focus on the aggregate (or macro) level: they calculate overall costs and
average effects — possibly complemented with a description of the impact on specific
“types” of individuals or households (e.g. a cancer patient, living on its own with the
minimum income). Yet analyses at an aggregate level do not give much information on
the distributional effects of the policy. This is a crucial limitation for the analysis of an
institution like the MAB, which is in the first place meant to be a protection mechanism
for the economically weak and the chronically ill, i.e. which has an explicit distributional
purpose. Analysis of “type” cases is often interesting and useful, but it may at the same
time be rather misleading. The “type” households are not necessarily representative of
the population and by focusing on types, one runs the danger of neglecting the overall
picture, including some unexpected side-effects of the policy. The microsimulation
approach tries to remedy both these shortcomings: it calculates effects not at the
aggregate level but at the level of the individual micro-units (households or individuals),
but it does so for a representative sample of the population and therefore yields a
complete picture of the effects of the policy.

The basic idea of microsimulation, as applied to the MAB, is easy to understand. When
evaluating a policy measure, one compares for all households in a representative sample
their situation before and after the change. The situation before the change will in our
case be similar to the situation for 2004, as sketched in chapter 4: for all households in
our sample we know their OOP-payments before and after MAB. When implementing
the situation after the introduction of a new policy measure, we simulate for each
individual household separately their new OOP-payments before and after MAB. In
simulating the new situation, the following steps are taken:

I. OOP-payments before MAB are based on the consumption of specific health care
services by the household. We have this detailed information in our sample. In a so-
called static simulation one assumes that the consumption behaviour of the
households is not affected by the policy change. OOP-payments before MAB must
then still be adjusted if the policy implies a change in the co-payments to be paid or
in the (regulation of) supplements. The introduction of the OMNIO-status is an
example of such a change. If behavioural reactions on the policy change are
considered to be important, one has to resort to dynamic simulation. In that case
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one first adjusts the medical consumption of the household, before applying the
vector of co-payments and supplements. Note that both in static and in dynamic
simulation the effects of confounding factors is controlled for. Chapter 5 has shown
that the behavioural effects of the MAB most probably are not very strong — and
moreover, that it is very difficult to estimate them precisely. We will therefore limit
ourselves in this chapter to static microsimulation. This is in any case an extremely
useful benchmark for any policy analysis.

2. In calculating OOP-payments after MAB, one again takes two steps. First, one

calculates for each household the MAB-counter by adding all the co-payments which
are included in the MAB. This counter will be different before and after the policy
change if the latter involves a change in the MAB-coverage. Second, one compares
the calculated MAB-counter with the ceiling for the household. Again, that ceiling
may be different before and after the policy.

3. Evaluation of the policy change can then be based on a comparison of the situation

before and after the change for all households in the sample. Of course, by
aggregating, one can estimate all useful global measures (including the overall
budgetary cost of the measure). Since one has detailed information about the effects
on all individual households, however, one can also describe the distributional
effects in great detail (or focus on the impact on specific target groups).

A more formal description may help to see clearly the specific features of the method.
Suppose we want to compare situation 0 (the status quo before a policy change) with
situation | (the situation after the policy change). We work with a large and
representative sample of N households. For all these households we have detailed
socio-economic and income information. In addition we have information for all
households about their medical consumption in the status-quo situation O at a
disaggregated level. If there are k categories of care, medical consumption of household
i in situation 0, i.e. before the policy change, can be written as (xX°;;,x%,...,x%). Their
OOP-payments in situation 0 will now depend on:

(a) the co-payments related to the various categories of medical care. We will
represent these by (£, t%,..., t%);

(b) the supplements related to the various categories (s°;, s, ..., s%);

(c) the working of the MAB. The MAB-regulation can be summarized by a list of the
health care items included in the counter (d°;, d&°,, ..., d°,), where we say that d’ = | if
health care item j is included in the MAB-counter in situation 0 and d’, = 0 otherwise.

Moreover, the MAB-regulation will define for each household i a ceiling c°.

The OOP-payments before MAB of household i in situation O can then be written as
the sum of co-payments and supplements: [J; (t’; + s%). x’;. Its co-payments included in
the MAB-counter are given by C° = [J, ;. d°,. x%; . Therefore, its OOP-payments after
MAB (in which we are most interested) can be computed as:

o if C° < ¢ then OOP’ = %, (t; + s°). x°;. The MAB does not have any
effect on the household.
o if C° > % then OOP, = & + % [(t (1-d°) + s°). x% 1, and the MAB-
reimbursements are [Z; t’. &% . x% - '] .
Let us now introduce a policy change bringing us in situation |. The policy change can
be one of the following measures, or a combination of these: (a) changing the level of
co-payments, in which case the vector (t',, t',..., t',) will be different from (£, £°,,..., t°)
; (b) regulating the supplements, i.e. changing the vector (s°;, s°, ..., s%) into (s',, s', ...,
s'); (c) changing the regulation so that a different ceiling c'; applies to household i; (d)
changing the coverage of the MAB from (d°, d°, ..., d°) to (d',, d', ..., d')). We can
now distinguish two possible approaches:

a. in a static simulation, one assumes that the consumption behaviour of the
households is not affected by the policy. One then goes through the same
calculations as described before by applying the co-payments,
supplements, MAB-coverage and ceilings in situation | to the medical care
consumption (x01i,x02i -+ - X0ki).
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6.1

6.1.1

6.1.1.1

b. in a dynamic simulation, one first adjusts the medical care consumption,
i.e. using estimated behavioural reactions, one calculates for each
household separately a new medical care consumption vector (x| li ,x12i
,....x1ki). One then applies the co-payments, supplements, MAB-coverage
and ceilings in situation | to this new vector. As noted before, we will not
apply dynamic simulation techniques in this chapter.

There is still one crucial element missing in our description of the technique. Until now
we assumed that the observed sample is perfectly coherent with the MAB-regulation —
that the data are constructed as in our description of situation 0. This is definitely not
true in practice, however. As has been mentioned in the previous chapters, the
snapshot of reality that is given by our database for 2004, contains some incoherencies
(due to errors in the data), reflects changes in the composition of the households that
have occurred within our observation period, is to some extent confused by the
distinction between realized and invoiced expenditures, and takes up the effects of the
specific transition measures that were implemented when integrating the fiscal MAB. It
is impossible to introduce a specific policy measure in a coherent way into such
“confused” picture. The first step is therefore to construct a baseline situation, which is
coherent with the MAB-regulation in the status quo situation. The baseline model has
to simulate reality — for each individual and household - as closely as possible. In section
6.1, we will describe the different steps that were taken to construct the baseline
situation (situation 0 in the notation introduced before). We will then run the measures
taken between 2004 and 2007 through the model. The results are described in section
6.2. Finally, section 6.3 shows the effects of two measures planned for 2008: the
integration of the safety margin of implants and a MAB for the chronically ill.

SETTING UP THE BASELINE SITUATION

As our data do not perfectly represent the cost and coverage of the MAB for the year
2004, we first have to construct a baseline situation fitting the regulation as well as
possible. The different steps taken to set up this baseline are described in section 6.1.1.
Section 6.1.2 compares this constructed baseline situation with the raw data used for
the descriptive analysis in chapter 4.

The base case policy: principles

The regulation of the MAB in force in the year 2004 was extensively described in
chapter 2. The overview of the database and data adjustments in chapter 3 pointed out
that the available data do not always reflect the MAB-regulation. We briefly repeat the
characteristics of the MAB-regulation in 2004, compare them with the way they are
incorporated in the data and in case of deviation, describe the process of proceeding
from the data to the ‘simulation of the regulation’.

Reimbursements

The right to the social MAB applies to de facto households and their co-payments are
reimbursed once the global amount of co-payments reaches a ceiling of €450 during a
civil year. However, not all sickness fund reimbursements in the data are related to co-
payments incurred in 2004. Co-payments paid at the end of the year t may be
reimbursed by the sickness fund in the beginning of the year t+1. Consequently, part of
the MAB-reimbursements realized in 2004, relate to co-payments made in 2003 and
part of co-payments incurred in 2004 are reimbursed in 2005.

Households entitled to the social MAB can also be reimbursed by the fiscal
administration for the difference between co-payments invoiced in 2004 (and not
already reimbursed) and the relevant MAB-ceiling at the level of the fiscal household.
Co-payments invoiced in 2004 refer to co-payments realized in 2002, 2003 or 2004.

To take account of the particularities of the MAB-regulation in 2004, we calculated
MAB-reimbursements for de facto households entitled to the social MAB as follows:

I. Reimbursements from the sickness fund equal the sum of realized co-
payments covered by the MAB minus the MAB-ceiling of €450.
Reimbursements (in the data) from the sickness fund to de facto households
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who have a total amount of realized co-payments less than €450, are put
equal to zero.

2. Reimbursements from the fiscal administration equal the sum of invoiced co-
payments covered by the MAB minus reimbursements from the sickness fund
for the social MAB minus the relevant MAB-ceiling (€450 to €2500) for the
fiscal household. The reimbursements for the de facto household equal the
sum of the reimbursements for the fiscal households belonging to the de
facto household.

In 2004, the mechanism of the income MAB was only applicable to the low and modest
incomes. When a de facto household, not entitled to the social MAB, approached €450
of co-payments in 2004, the sickness fund administrating the household file submitted a
request to the fiscal administration to check if this de facto household could benefit
from one of the two income MAB levels.

In case of a Jow income household, the sickness fund started to reimburse co-payments
as soon as the ceiling of €450 was reached. Only when the ceiling of €450 was reached
at the very end of the year or when the answer of the fiscal administration came too
late, low income households were reimbursed according to the rules of the fiscal MAB.
For de facto households with co-payments below €450 or with positive
reimbursements from the sickness fund in case of co-payments above €450, MAB-
reimbursements were calculated as follows:

I. Reimbursements from the sickness fund equal the sum of realized co-
payments covered by the MAB minus the MAB-ceiling of €450.
Reimbursements in the data from the sickness fund to de facto households
with a total amount of co-payments realized in 2004 less than €450 are put
equal to zero.

2. Reimbursements from the fiscal administration equal the sum of invoiced co-
payments covered by the MAB minus reimbursements from the sickness fund
minus the relevant MAB-ceiling (€450 to €2500) for the fiscal household. The
reimbursements for the de facto household equal the sum of the
reimbursements for the fiscal households belonging to the de facto
household.

The same procedure was applied for modest income households, comparing the sum of
co-payments covered by the MAB and realized in 2004 with the MAB-ceiling of €650.

The fiscal MAB was applied to all other households. They were reimbursed exclusively
via the channel of the fiscal administration by comparing the sum of invoiced co-
payments covered by the MAB with the MAB-ceiling according to the NTI of the fiscal
household(s) belonging to the de facto household.

I. Reimbursements in the data from the fiscal administration to (fiscal
households with a total amount of co-payments less than the relevant MAB-
ceiling are put equal to zero.

2. Reimbursements from the fiscal administration equal the sum of invoiced co-
payments covered by the MAB of the fiscal household(s) within the de facto
household minus the relevant MAB-ceiling. In case of more than one fiscal
household within the de facto low income household, reimbursements are
added up to the level of the de facto household.

3. In case of one fiscal household belonging to different de facto households,
reimbursements of the fiscal household are allocated to the appropriate de
facto household.

Since the child MAB is an individual right not transferable to other household members,
reimbursements were first calculated at the level of the entitled child. However, as soon
as a child eligible for increased child allowance (child MAB_450) and belonging to a
household entitled to the social MAB or the low income MAB, reaches the MAB-ceiling
of €450, all household members get their co-payments reimbursed. If a child entitled to
child MAB_450 belongs to a household of the modest or fiscal MAB, all co-payments of
the child above €450 are reimbursed immediately and the €450 count in the MAB-
counter of the household.
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6.1.1.2

6.1.1.3

The same reasoning can be applied for all other children (child MAB_650). Since in our
data only four (unweighted) households entitled to the modest income MAB had a child
eligible for the child MAB_450, we did not prioritize the individual right of the child in
the simulations. The budgetary cost of the child MAB is slightly underestimated in all
simulations since we eliminated households consisting of only one child (<19 years of
age) who is head of the MAB-household. These ‘de facto households’ have a very
specific profile: their income information is not available or relevant, all households are
single households, all households are assigned to the fiscal MAB since they are not
entitled to the social MAB and there is no means test. In our (weighted) sample about
42 000 children are head of a MAB-household with MAB-reimbursements amounting to
€126 000.

All reimbursements for the child MAB are executed by the sickness funds and were
calculated as follows:

I. Reimbursements for children belonging to a de facto household entitled to
the social MAB or income MAB are put equal to zero since the MAB-ceiling
of the de facto household (€450 or €650) is smaller than or equal to the
MAB-ceiling of the child.

2. Reimbursements for children belonging to a de facto household entitled to
the fiscal MAB equal the sum of realized co-payments covered by the MAB
minus the MAB-ceiling of €450 for children entitled to increased child
allowance (child MAB_450) or of €650 for all other children (child
MAB_650).

Co-payments

The way the ‘sum of co-payments covered by the MAB in 2004’ is calculated, differs
between the three subsystems. For de facto households entitled to the social MAB and
to the income MAB, the relevant co-payments are co-payments realized in 2004. For
households whose co-payments are reimbursed by the fiscal administration, the relevant
co-payments are co-payments invoiced in 2004. Since the latter information was only
available for the individuals in the original sample (including the oversampled elderly),
for the additional de facto household members we took the sum of co-payments
realized between January and October 2004 as an approximation for invoiced co-
payments. Although the limit of October is somewhat arbitrary, on average one year of
invoiced co-payments coincides roughly with 10 months of realized co-payments
(internal communication of the sickness funds). For the individuals in the original sample
we were able to validate this approach since invoiced and realized data were available.
Both for the individuals in the representative sample and for the oversampled elderly,
10 months of realized co-payments and one year of invoiced co-payments make up
respectively 83% and 88% of 12 months of realized co-payments. For the additional
household members 10 months of realized co-payments also make up 83% of 12
months of realized co-payments. Using this latter variable underestimates by about 5%
invoiced co-payments in 2004 for the additional household members. To respect
possible differences in timing of realized and invoiced co-payments of different health
care items (e.g. ambulatory versus hospital care), it was decided not to raise the
percentage from 83% tot 88%.

MAB-ceiling

The MAB-ceiling for a de facto household depends on the subsystem of the MAB
applicable to the household and is to a large extent related to the net taxable income
(NTI). The relation between the NTI and the MAB-ceiling is described in section 2.4. It
may occur that more than one MAB-ceiling is applicable within a de facto household. In
some cases this is due to inconsistencies in the data, in other cases this reflects the
MAB-regulation. We applied the following procedure to assign one or more MAB-
ceilings to the de facto household.

Since de facto households entitled to the social MAB or the low income MAB enjoy the
lowest MAB-ceiling of €450, we assigned to all members of these two categories of
households a ceiling of €450. De facto households entitled to the modest income MAB,
were given a ceiling of €650.
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For all de facto households with an intervention from the fiscal administration, including
households entitled to the social or income MAB, we based the MAB-ceiling of the fiscal
household(s) within the de facto household on the NTI of the fiscal household(s). In
case of more than one ceiling, the sum of co-payments covered by the MAB was
compared with the relevant ceiling for the fiscal household and the results were
aggregated to the level of the de facto household.

The base case policy: results

The data adjustments performed to achieve the base case policy of the year 2004 have
an effect on some key variables of the MAB. Table 26 shows the assignment of de facto
households to the different subsystems. Just as in the descriptive analysis of chapter 4,
the assignment of households to the social, income or fiscal MAB was based on the
information available in the IMA-data.” This means that households entitled to the
social MAB but who also receive reimbursements from the fiscal administration are
assigned to the subsystem of the social MAB and not to the fiscal MAB. To assign
households to the different subcategories within the fiscal MAB, we additionally applied
the MAB-regulation as described above. In Table 26, the sum of the de facto households
belonging to the different subcategories within the fiscal MAB exceeds the total number
of de facto households entitled to the fiscal MAB. This results from the fact that one de
facto household can consist of several fiscal households. We assigned a de facto
household to a subcategory of the fiscal MAB as soon as one fiscal household belonged
to this subcategory. The number of households with a child entitled to the MAB for
children is given separately. They can be part of one of the above categories of the fiscal
MAB.

Table 26 : Base case policy in 2004: number of de facto households by
subsystem of the MAB

Households according to MAB-ceiling
(weighted N)
Subsystem of the MAB Base case policy
Total 3925014
= 450 (social MAB) 894 452
= 450 (income MAB) 68 020
= 650 (income MAB) 148 742
Total fiscal MAB 2 813 800
= 450 (fiscal MAB) 837 409
= 650 (fiscal MAB) 851 34|
= 1000 (fiscal MAB) 660 412
= 1400 (fiscal MAB) 369 940
= 1800 (fiscal MAB) 452 544
= 2500 (fiscal MAB) 358 183
Child MAB 4 653

Table 27 compares some key variables between the descriptive analysis of chapter 4 and
the baseline situation. All results are weighted. The numbers in the second column are
calculated in exactly the same way as in the descriptive analysis of chapter 4, but for a
different sample of households. Households consisting of only one child (<19 years) that
is head of the MAB-household, were withdrawn from the analysis. In addition, some
households were removed from the database because of incomplete or lacking income
information (see section 3.2 and the Technical Appendix). Hence the results in
columns 2 and 3 in Table 27 and all subsequent tables in chapter 6 are based on
3 925 014 (weighted) de facto households, unless otherwise mentioned.

Contrary to Tables 27 and 28, Table 26 does not contain the corresponding numbers of the descriptive
analysis in chapter 4. The main reason is that fiscal households were defined in an inadequate way in the
raw data (see section 3.2), which made it necessary to correct the data used in the descriptive analysis in
chapter 4 in the same way as was done for the base case policy. Therefore, the comparison is not
informative.
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The first part of Table 27 gives the budgetary cost of the MAB. The total amount of
MAB-reimbursements in the raw data compares well with the amounts in the base case
policy for the social and the income MAB. Translating the regulation into force in 2004
to the data produces however a substantial difference for the fiscal MAB. Indeed, while
the fiscal MAB should take into account co-payments invoiced in 2004, the actual
practice of most sickness funds was different. To have a maximum amount of co-
payments reimbursed for their members, most sickness funds transferred co-payments
invoiced until June or even August 2005 to the fiscal administration. As the baseline
situation strictly reflects the MAB-regulation, co-payments invoiced in 2005 were not
included. Since the base case policy will be used as the reference for all subsequent
simulations, we should keep in mind this difference between regulation and actual
practice.

In the second part of Table 27 the number of households with positive MAB-
reimbursements is shown. Reimbursements for the child-MAB are added to the
reimbursements for the social, income or fiscal MAB according to the de facto
household to which the child belongs. In line with the amount of MAB-reimbursements,
the number of households with positive MAB-reimbursements is comparable between
the descriptive analysis of chapter 4 and the base case policy for de facto households
entitled to the social and income MAB but diverges substantially for households entitled
to the fiscal MAB. Mean and median reimbursements as well as reimbursements for the
right tail of the distribution (P90) are of comparable magnitude in the descriptive
analysis and the base case policy. Also the OOP-payments and co-payments after the
MAB and the number of extreme payers are very similar in both approaches.

Table 27 : Base case policy in 2004: results for the general population

Descriptive analysis Base case policy
chapter 4
MAB-reimbursements (€)
Social MAB
L For hecaladmimsation 64969 821 65 959 584
Income MAB 450 201486l 2 202 062
*  Forsickness fund 33 184 934 33 326 447
e  For fiscal administration 755 140 | 229 758
Income MAB 650
*  For sickness fund 57 098 448 58 389 168
e  For fiscal administration 2 788 970 3272611
Fiscal MAB
e  For sickness fund 5375759 0
e  For fiscal administration 48 813 200 37 870 688
Child MAB | 496 072 | 193 348
Total 216 497 205 203 443 666
Households with positive
MAB-reimbursements (N)
Total 489 64| 443318
e Social MAB 174 083 175213
¢ Income MAB 180 629 172 275
e  Fiscal MAB 134 929 95 830
MAB-reimbursements (€)
¢ Mean 442 459
e P50 265 28I
e P90 | 045 | 072
OOP- payments after MAB (€)
* Mean 474 477
e P50 278 279
e P90 1 030 | 036
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Co- payments after MAB (€)

e Mean
e P50
e P90

323 326
250 251
668 669

Number of extreme payers after
MAB

OOP>5% NTI (N - %)
OOP>10% NTI (N - %)
Co-pay>5% NTI (N - %)
Co-pay>10% NTI (N - %)

385 574 (9.82%)
154 021 (3.92%)
121 457 (3.09%)
49 401 (1.26%)

391 670 (9.98%)
155 465 (3.96%)
133 001 (3.39%)

50 668 (1.29%)

Table 28 presents how OOP-payments and reimbursements are spread over subgroups
according to income, socio-economic status and morbidity. Since we could not show
the results for all the subgroups analysed in chapter 4, we selected some of the most
interesting ones. In general, the results for the base case policy are in line with those of
the descriptive analysis of chapter 4. In the base case policy the percentage of
households with positive MAB-reimbursements is lower than in the raw data. The
opposite holds for the percentage of extreme payers of OOP-payments and co-
payments. The largest differences are found for subgroups consisting of a small number
of households. For two relatively larger groups, namely single parent households and
households with at least one member who had a long hospital stay, the differences are
also rather large. A closer look at the two groups shows that the differences can be
explained by reimbursements in the raw data by the sickness funds and/or by the fiscal
administration for an amount substantially larger than the sum of co-payments. There is
no apparent explanation why this is the case for these two groups and to a much lesser
extent for the other groups.

All in all, the aggregate results and the profile of the groups at risk are very similar in
our base case and in the descriptive analysis of chapter 4. The base case therefore is a
relevant point of departure for our simulations, both to estimate the overall costs and
the distributional effects of the policy measures.

Table 28 : Base case policy in 2004: results for specific subgroups

Descriptive
analysis Base case
N (weighted) |chapter 4 policy
€5.000 < NTI<€10.000 13102
e OOP-payments after MAB 320 057
- Mean (in €)
- P90 (in €) 321 326
e Co-payments after MAB 672 682
- Mean (in €)
- P90 (in €) 203 208
e % extreme payers (OOP > 5% NTI) 450 457
e % extreme payers (co-pay > 5% NTI) ?gig:y/" ?gg;:ﬁ’
e % with positive MAB-reimbursements 12.03% 1 13%
€30.000 < NTI < €35.000 17 862
e OOP-payments after MAB 257 035
- Mean (in €)
- P90 (in €) 532 538
e Co-payments after MAB I 168 I 182
- Mean (in €)
- P90 (in €) 373 380
e % extreme payers (OOP > 5% NTI) 780 790
e % extreme payers (co-pay > 5% NTI) (5)2(5)://0 ???Z’
e % with positive MAB-reimbursements 8.60% 7 44%
€70.000 < NTI <€90.000 1642
o  OOP-payments after MAB 134 230 635 634
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- Mean (in €) | 367 | 364
- P90 (in €)
e  Co-payments after MAB 439 437
- Mean (in €) 856 853
- P90 (in €) 0.95% 0.97%
e % extreme payers (OOP > 5% NTI) 0.01% 0.02%
e % extreme payers (co-pay > 5% NTI) 3.77% 3.66%
e % with positive MAB-reimbursements
Unemployed 12 558
e OOP-payments after MAB 749 242
- Mean (in €) 309 313
- P90 (in€) 667 677
e  Co-payments after MAB
- Mean (in €) 216 220
- P90 (in€) 494 502
e % extreme payers (OOP > 5% NTI) 10.45% 10.90%
e % extreme payers (co-pay > 5% NTI) 3.81% 4.62%
e % with positive MAB-reimbursements 12.33% 10.65%
Single parent hh 12 096
¢ OOP-payments after MAB 189 375
- Mean (in €) 325 327
- P90 (in €) 638 648
e Co-payments after MAB
- Mean (in €) 229 232
- P90 (in €) 465 474
e % extreme payers (OOP > 5% NTI) 11.92% 12.33%
e % extreme payers (co-pay > 5% NTI) 4.60% 5.15%
e % with positive MAB-reimbursements 9.88% 7.83%
Guaranteed income I'1 487
e  OOP-payments after MAB 193 928
- Mean (in €)
- P90 (in €) 315 316
e  Co-payments after MAB 675 670
- Mean (in €)
- P90 (in €) 209 210
e % extreme payers (OOP > 5% NTI) 468 463
e % extreme payers (co-pay > 5% NTI) 17.23% 17.32%
e % with positive MAB-reimbursements 10.52% 10.83%
12.90% 12.11%
Preferential tariff 54912
e OOP-payments after MAB 885 660
- Mean (in €)
- P90 (in €) 419 418
e  Co-payments after MAB 860 844
- Mean (in €)
- P90 (in €) 263 263
e % extreme payers (OOP > 5% NTI) 498 479
e % extreme payers (co-pay > 5% NTI) 17.70% 17.56%
e % with positive MAB-reimbursements 7.87% 7.79%
18.93% 19.03%
Lump sum B or C 3 556
o  OOP-payments after MAB 43 832
- Mean (in €) 1014 | 000
- P90 (in €) 2 046 2021
e Co-payments after MAB
- Mean (in €) 580 566
- P90 (in €) 973 | 028
e % extreme payers (OOP > 5% NTI) 39.16% 39.03%
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e % extreme payers (co-pay > 5% NTI) 15.93% 17.26%
e % with positive MAB-reimbursements 64.71% 63.96%
Integration allowance handicap 5094
e OOP-payments after MAB 75 637
- Mean (in €)
- P90 (in €) 825 824
e  Co-payments after MAB I 573 | 598
- Mean (in €)
- P90 (in €) 545 543
* % extreme payers (OOP > 5% NTI) 736 703
e % extreme payers (co-pay > 5% NTI) 26.05% 25.84%
e % with positive MAB-reimbursements 14.12% 13.93%
39.23% 39.17%
Long hosp stay 2530
e OOP-payments after MAB 43222
- Mean (in €) | 680 | 825
- P90(n€) 4142 4 488
e  Co-payments after MAB
- Mean (in €) 889 | 035
- P90 (in€) | 883 2 101
e % extreme payers (OOP > 5% NTI) 60.63% 64.69%
e % extreme payers (co-pay > 5% NTI) 31.36% 43.69%
e % with positive MAB-reimbursements 70.09% 67.42%
Psychiatric nursing home 262
e OOP-payments after MAB 7 863
- Mean (in €)
- P90 (in €) 2533 2 548
e  Co-payments after MAB 9 240 9 329
- Mean (in €)
- P90 (in €) | 877 | 893
e % extreme payers (OOP > 5% NTI) 8312 8 356
e % extreme payers (co-pay > 5% NTI) 60.00% 61.17%
e % with positive MAB-reimbursements 44.88% 45.28%
30.04% 24.38%
Chronic dialysis 213
e  OOP-payments after MAB 3221
- Mean (in €)
- P90 (in €) | 494 | 538
e  Co-payments after MAB 2 578 2743
- Mean (in €)
- P90 (in €) 685 728
e % extreme payers (OOP > 5% NTI) 1110 | 288
e % extreme payers (co-pay > 5% NTI) 64.17% 65.56%
e % with positive MAB-reimbursements 27.04% 28.92%
73.57% 69.95%
Psychiatric hospital (2-5 y and >=6y) 263
e OOP-payments after MAB 6 985
- Mean (in €)
- P90 (in €) 3119 3245
e  Co-payments after MAB 6 809 6 755
- Mean (in €)
- P90 (in €) 2289 2 415
e % extreme payers (OOP > 5% NTI) 4897 489
e % extreme payers (co-pay > 5% NTI) 88.67% 93.56%
e % with positive MAB-reimbursements 78.67% 87.98%
45.98% 41.95%
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6.2

THE MAB BETWEEN 2004 AND 2008

In this section we introduce in chronological order the most important measures taken
between 2004 and 2008 (for an overview, see section 2.5.1). Obviously, only those
measures for which the data can be adapted will be run through the model. The starting
point of our analysis is the base case policy described in section 6.1. The effects of the
different policy measures are cumulative, in that the starting point of each simulation is
the result of the previous one. Table 29 gives an overview of the main steps in the
argument and summarizes already the results for the budgetary cost (the total MAB-
reimbursements) and for the numbers of extreme payers. The interpretation of the
different columns will be given as we proceed.
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Table 29. Overview of the simulated changes 2004-2008
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Total MAB Number of households with
reimbursements
OOP>5% OOP>10% co-payments>5% co-payments>10%

Base case €203 443 666 391 670 155 465 133 001 50 668
Integration of the fiscal MAB into €214 160 478 377 392 152 522 111 08l 50 123
the income MAB (2005)

(+5.3%) (-3.6%) (-1.9%) (-16.5%) (-0.9%)
Changing the definition of de facto €202 774 854 379 074 152 753 111267 50 123
households (2006)

(-5.3%) (+0.4%) (+0.2%) (+0.2%) (+0%)
Integration of the delivery margin €218 036 109 369 758 148 237 103 315 49 292
(2006)

(+7.5%) (-2.5%) (-3.0%) (-7.1%) (-1.7%)
Introduction OMNIO (2007) €196 764 343 344 611 140 460 82 885 42759

(-9.8%) (-6.8%) (-5.2%) (-19.8%) (-13.3%)

including decrease co-payments €255 689 772

(+17.3%)
Integration of the safety margin €204 914 343 339 025 137701 81 236 42 072
(2008)

(+4.1%) (-1.6%) (-2.0%) (-2.0%) (-1.6%)
Total percentage change +0.7% -13.4% -11.4% -38.9% -17.0%

including decrease co-payments
(+29.7%)
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Further in the section, we will give also information on the distributional effects of the
measures. For the first two policy changes we will show a table with all the details that
were given in Table 28. For the more recent measures, we will sketch the distributional
effects in a simplified way, by focusing on the characteristics of the gainers.

6.2.1 Integration of the fiscal MAB into the income MAB

One of the most far-reaching regulatory changes since 2004 concerns the integration of
the fiscal MAB into the income MAB on January I, 2005. At the same time the highest
MAB-ceiling of €2 500 was abolished. Starting from the simulation of the base case
policy, the following steps were completed to simulate this policy measure.

I. All reimbursements by the fiscal administration were put equal to zero.

2. Reimbursements by the sickness funds for de facto households entitled to the
social MAB were left unchanged.

3. For all other de facto households:

o The MAB-ceiling was calculated on the basis of the NTI of the de facto
household. Of course, the MAB-ceiling of €2 500 was abolished.

e Co-payments covered by the MAB were defined as realized co-payments.

e Reimbursements were put equal to the difference between the relevant
MAB-ceiling and the sum of co-payments covered by the MAB in case of
co-payments above the ceiling.

e To take account of the child-MAB, the same procedure was applied as in
section 6.1.1.1.

A specific problem arises because, as described in the previous chapters, the income
MAB for year T is executed on the basis of the NTI of year T-3 (except when a
declaration on honour demonstrated fundamental changes in income between year T-3
and year T). We do not have observations on the NTI of 2001, however. In a first
subsection we compare different approaches to this problem. In a second subsection we
interpret the results for our favourite option.

6.2.1.1 Which income should be taken into account for the income MAB?

Table 30 summarizes the main results for four possible hypotheses with respect to the
incomes taken into account for the income MAB. Of course, there is no longer any
reference to the fiscal MAB in this table.

I. The second column of Table 30 shows the results if we simply determine the
MAB-reimbursements on the basis of the NTI of the year 2004.

2. For the calculation of the third column, the NTI of 2004 was corrected for
the evolution of the NTI per inhabitant between 2001 and 2004 (10.94%).aaaa
This simple proportional correction lowers the NTI of all households, and
therefore necessarily makes the MAB more generous. The shares of the
households with lower ceilings indeed increase considerably. Of course, this
proportional correction does not take account of changes in the relative
income position of households, i.e. households moving from the social MAB
to the income MAB and vice versa, or households with a change in NT| which
is substantially different from the general income evolution. Moreover, in case
of a serious drop of NTI people can have their MAB-ceiling based on the NTI
of 2004, if they submit a declaration on honour.

3. For households with low and modest incomes and reimbursed by the
sickness funds in 2004, our dataset contains additional information. Indeed,
since we know that the sickness fund has reimbursed co-payments according
to a ceiling of €450 or €650, we know the relevant income bracket of the
household as applied in 2004: either its income bracket for 2001 or its
income of 2004 if the reimbursements were based on a declaration on

aaaa From http://www.statbel.fgov.be/figures/d321_nl.asp, tabel “Fiscale inkomens — Belgié en gewesten (1998-
2004)”.
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honour. Column four shows the results when applying the NTI of 2004,
except for households entitled to the low and modest income MAB and
reimbursed by the sickness funds, for which we use the specific information
available. Compared to the second column, this also makes the MAB more
generous, but the impact is much smaller than the impact of the general
adjustment in the third column.

4. The results in the last column combine the two steps taken before. They are
based on the deflated NTI for all households, except for households entitled
to the low and modest income MAB and reimbursed by the sickness funds,
where the information from the IMA-dataset is used (ceiling of €450 or
€650).

Comparing the different columns in Table 30 gives interesting insights into the
consequences of using incomes from year T-3 to determine the MAB-reimbursements
in year T. We will come back to this point in our general discussion of the design of the
MAB in the next chapter. At this stage we only have to decide which of the four
simulations is the most realistic one. We opted for the combined simulation in the last
column of Table 30. To give an overall description of the evolution over time
(neglecting the possibility of declarations on honour), the proportional adjustment
seems a good approximation. Declarations on honour and ad hoc changes in incomes
can be expected in the first place for low and modest incomes, and are probably well
captured by our data for the income MAB in 2004. We will therefore analyse the effects
of the integration of the fiscal MAB into the income MAB on the basis of this combined
approach and all consequent simulations will have this simulation as their starting point.

Budgetary cost and distributional effect of the integration of the fiscal MAB into
the income MAB

Table 30 shows that total MAB-reimbursements after the integration of the fiscal MAB
become about €214 million, an increase of 5.3% compared to the base case (see
Table 29). In fact, the number of households with positive MAB-reimbursements
strongly increases: while in the base case 268 105 households were reimbursed through
the income and the fiscal MAB, this number increases to 310 460 after the integration.
Table 30 shows that this increase is mainly caused by the income adjustment (compare
the second and the last column). As a result, the number of extreme payers goes down
considerably, mainly when we focus on co-payments at the 5%-threshold (Table 29).

More detailed distributional results are shown in Table 31. The second column repeats
the results for the base case, the third column shows the effects of the integration of
the fiscal MAB.”™ As could perhaps be expected from a very general measure, the
distributional effects of the integration of the fiscal MAB into the income MAB do not
differ very much between the different groups. There are minimal effects on the results
of de facto households entitled to the social MAB or to the low and modest income
MAB (and reimbursed by the sickness fund in 2004): nothing changed for the former,
while for the latter already in the base case policy the reimbursement was largely
executed by the sickness fund on the basis of the incomes of 2001. For households
entitled to the fiscal MAB in the base case policy the rules changed more substantially.
To summarize: the relevant income is no longer the income of 2004 but of 2001, the
relevant co-payments are realized instead of invoiced co-payments and the de facto
household replaces the fiscal household. The effects of these changes seem to be the
strongest for (not surprisingly) the middle incomes (NTI between €30 000 and €35
000), the unemployed and the single parent households and especially for some groups
of chronically ill (the households entitled to the lump sum B or C, and the household
with a member in chronic dialysis).

bbbb The fourth column will be explained in the next subsection.
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Table 30 : Integration of the fiscal MAB into the income MAB: results for the general population

Integration of fiscal
MAB- income 2004

Integration of fiscal
MAB- income 2004

Integration of fiscal
MAB- income 2004

Integration of fiscal
MAB- income 2004

deflated except for low and deflated except for low
modest incomes and modest incomes
Households according to MAB-
ceiling (weighted N)
*  Social MAB 894 452 894 452 894 452 894 452
* Income MAB 450 516 662 665 363 534 930 654 238
* Income MAB 650 637 383 681 730 655 183 708 773
e Income MAB 1000 489 125 472 549 461 573 462 346
e Income MAB 1400 341 051 347 482 336 331 344 030
e Income MAB 1800 | 046 340 863 437 | 042 545 861 175
Total 3925014 3925014 3925014 3925014
MAB-reimbursements (€)
* Social MAB 65 959 584 65 959 584 65 959 584 65 959 584
*  Income MAB 450 33 489 652 53 138 363 42013210 45296 110
* Income MAB 650 62 161 962 65711 172 68 573 352 75 729 398
* Income MAB 1000 20 160 594 17 884 523 15074 151 16 630 074
* Income MAB 1400 5454 677 5000817 5089 671 4714957
e Income MAB 1800 6 481 991 5095 311 6 192233 4843 121
e Child MAB | 100 034 | 025 378 | 033 593 987 233
Total 194 808 494 213 815 147 203 935 794 214 160 478
Households with positive
MAB-reimbursements (N)
Total 436 767 479 853 456 785 485 580
e Social MAB 175 120 175 119 175 120 175 120
e Income MAB 261 647 304 733 281 665 310 460
MAB-reimbursements (€)
e Mean 446 446 446 44]
e P50 270 271 272 267
e P90 | 068 | 067 | 063 | 054
OOP-payments after MAB (€)
e Mean 479 474 477 474
e P50 280 280 280 280
e P90 | 048 | 029 | 036 | 027
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Co-payments after MAB (€)

e Mean
e P50
e P90

328
252
672

323
252
663

326
252
666

323
252
663

Number of extreme payers after
MAB

o OOP>5% NTI (N - %)

e OOP>10% NTI (N - %)

e Co-pay>5% NTI (N - %)

e Co-pay>10% NTI (N - %)

390 304 (9.94%)
154 115 (3.93%)
112 183 (2.86%)
49 864 (1.27%)

374 650 (9.55%)
151 818 (3.87%)
107 376 (2.74%)

49 787 (1.27%)

384 523 (9.80%)
153 638 (3.91%)
113 054 (2.88%)

50 165 (1.28%)

377 392 (9.62%)
152 522 (3.89%)
111081 (2.83%)
50 123 (1.28%)

Table 31 : The MAB between 2004 and 2007: results for specific subgroups

Base case policy

Integration of fiscal MAB-
income 2004 deflated except for
low and modest incomes

Change in entitlement
to the social MAB

€5.000 <NTI<€10.000
e OOP-payments after MAB

- Mean (in €) 326 325 325

- P90 (in¥€) 682 675 675
e  Co-payments after MAB

- Mean (in €) 208 207 207

- P90 (in €) 457 456 456
e % extreme payers (OOP > 5% NTI) 20.67% 20.70% 20.70%
e % extreme payers (co-pay > 5% NTI) 13.33% 13.21% 13.21%
e % with positive MAB-reimbursements 11.13% 11.83% 11.83%

€30.000 < NTI < €35.000

e OOP-payments after MAB

- Mean (in €) 538 530 535

- P90 (in¢€) 1182 | 158 | 174
e  Co-payments after MAB

- Mean (in €) 380 371 376

- P90 (in €) 790 809 822
e % extreme payers (OOP > 5% NTI) 5.90% 5.34% 5.46%
e % extreme payers (co-pay > 5% NTI) 1.11% 0.16% 0.17%
e % with positive MAB-reimbursements 7.44% 8.66% 7.51%

€70.000 < NTI<€90.000 634 636 643

e OOP-payments after MAB | 364 | 373 I 395

- Mean (in €)

- P90 (in €) 437 439 447
e  Co-payments after MAB 853 865 886
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- Mean (in €) 0.97% 0.95% 0.97%
- P90 (in €) 0.02% 0.01% 0.01%
e % extreme payers (OOP > 5% NTI) 3.66% 3.23% 1.91%
e % extreme payers (co-pay > 5% NTI)
e % with positive MAB-reimbursements
Unemployed
e OOP-payments after MAB
- Mean (in €) 313 308 310
- P90 (in €) 677 665 672
e  Co-payments after MAB
- Mean (in €)
- P90 (in €) 220 216 217
e % extreme payers (OOP > 5% NTI) 502 480 483
e % extreme payers (co-pay > 5% NTI) 10.90% 10.31% 10.34%
e % with positive MAB-reimbursements 4.62% 3.41% 3.42%
10.65% 12.76% 12.57%
Single parent hh
e OOP-payments after MAB
- Mean (in €) 327 325 325
- P90(in €) 648 637 637
e  Co-payments after MAB
- Mean (in €) 232 230 230
- P90 (in €) 474 463 463
e % extreme payers (OOP > 5% NTI) 12.33% 11.87% 11.88%
e % extreme payers (co-pay > 5% NTI) 5.15% 4.29% 4.29%
e % with positive MAB-reimbursements 7.83% 9.88% 9.83%
Guaranteed income
e OOP-payments after MAB
- Mean (in €) 316 317 324
- P90(in €) 670 670 694
e  Co-payments after MAB
- Mean (in €) 210 211 218
- P90 (in€) 463 463 467
e % extreme payers (OOP > 5% NTI) 17.32% 17.37% 17.46%
e % extreme payers (co-pay > 5% NTI) 10.83% 10.88% 10.89%
e % with positive MAB-reimbursements 12.11% 12.42% 11.23%
Preferential tariff
e OOP-payments after MAB
- Mean (in €) 418 421 433
- P90 (in €) 844 848 906
e  Co-payments after MAB
- Mean (in €) 263 265 277
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- P90 (in €) 479 481 504
e % extreme payers (OOP > 5% NTI)
e % extreme payers (co-pay > 5% NTI) 17.56% 17.70% 17.88%
e % with positive MAB-reimbursements 7.79% 7.93% 7.95%
19.03% 19.06% 16.67%
Lump sumBor C
e OOP-payments after MAB
- Mean (in €) | 000 995 1 026
- P90 (n¥€) 2 021 1 907 | 954
e  Co-payments after MAB
- Mean (in €) 566 561 592
- P%(n€) | 028 977 1 020
* % extreme payers (OOP > 5% NTI) 39.03% 36.78% 37.24%
e % extreme payers (co-pay > 5% NTI) 17.26% 13.66% 13.72%
e % with positive MAB-reimbursements 63.96% 65.11% 62.00%
Integration allowance handicap
e OOP-payments after MAB
- Mean (in €) 824 823 859
- P90(in €) | 598 | 568 | 698
e  Co-payments after MAB
- Mean (in €) 543 542 578
- P90 (in€) 703 689 88l
e % extreme payers (OOP > 5% NTI) 25.84% 25.58% 26.27%
e % extreme payers (co-pay > 5% NTI) 13.93% 13.60% 13.72%
e % with positive MAB-reimbursements 39.17% 39.64% 33.47%
Long hospital stay
e OOP-payments after MAB
- Mean (in €) | 825 1810 | 828
- P90 (in€) 4488 4418 4421
e  Co-payments after MAB
- Mean (in €) 1 035 1 020 | 038
- P90 (in €) 2 101 | 938 | 954
e % extreme payers (OOP > 5% NTI) 64.69% 63.60% 64.07%
e % extreme payers (co-pay > 5% NTI) 43.69% 41.01% 41.34%
e % with positive MAB-reimbursements 67.42% 68.21% 66.98%
Psychiatric nursing home
e OOP-payments after MAB
- Mean (in €) 2 548 2 543 2 545
- P90 (in €) 9329 9329 9329
e  Co-payments after MAB
- Mean (in €) | 893 | 887 | 889
- P90 (in €) 8 356 8356 8 356
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e % extreme payers (OOP > 5% NTI) 61.17% 61.56% 61.56%
e % extreme payers (co-pay > 5% NTI) 45.28% 44.48% 44.48%
e % with positive MAB-reimbursements 24.38% 24.77% 24.53%
Chronic dialysis
e OOP-payments after MAB
- Mean (in €) | 538 1510 | 521
- P90 (in €) 2743 2 665 2741
e  Co-payments after MAB
- Mean (in €) 728 700 711
- P90 (in €) | 288 1176 1178
e % extreme payers (OOP > 5% NTI) 65.56% 64.35% 64.35%
e % extreme payers (co-pay > 5% NTI) 28.92% 24.64% 24.64%
e % with positive MAB-reimbursements 69.95% 71.28% 70.59%
Psychiatric hospital (2-5 y and >=6y)
e OOP-payments after MAB
- Mean (in €) 3245 3246 3255
- P90 (in€) 6 755 6755 6 755
e Co-payments after MAB
- Mean (in €) 2415 2416 2425
- P%(n€) 489 489 489
e % extreme payers (OOP > 5% NTI) 93.56% 93.87% 93.87%
e % extreme payers (co-pay > 5% NTI) 87.98% 87.69% 88.33%
e % with positive MAB-reimbursements 41.95% 41.92% 40.58%
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Changes in definition of de facto households

In 2006 two measures were taken resulting in a change of household definition. First,
individuals living in an organized community (such as convents) were no longer
considered as one household but as forming separate households. Second, more
importantly, the right to the social MAB was restricted to the individual entitled to the
preferential tariff, his/her partner and their dependents.

Individuals living in an organized community

Individuals living in an organized community are not directly identifiable in the data. We
briefly describe the adjustments performed to take account of this change in household
definition:

I. For de facto households consisting of five or more sickness fund household
heads“*, with the number of sickness fund household heads equal to the
number of de facto household members, without dependents and with
average age above 70 years old, all household members were considered as
separate households. The relevant NTI, the sum of co-payments, the
entitlement to the social or income MAB and the corresponding MAB-ceiling
were then adapted for all these separate households.

2. For all other de facto households, no changes were made.

With these adjustments, the household definition changed for | 163 households in the
sample. Extrapolating to the Belgian level, 4 622 households were concerned. Their
MAB-reimbursements decreased from €1 119 606 to €151 649. Given the very limited
number of households affected, and since we know very well the characteristics of the
persons concerned, it is not meaningful to show the distributional effects in detail.**

When introducing this new household definition into our sample, the number and the
characteristics of de facto households change. This necessitates a reinterpretation of
our weighting coefficients (see chapter 3). Since the number of households concerned is
really minimal, we wanted to avoid this complication and we did not include in the
subsequent simulations the effects brought about by changing the household definition
for individuals living in an organized community.

Entitlement to the social MAB

In 2006, the right to the social MAB was restricted to the individual entitled to the
preferential tariff, his/her partner and their dependents. Starting from the simulation
with the fiscal MAB integrated into the income MAB (last column of Table 30 and third
column of Table 31), the following adjustments were made for households entitled to
the social MAB:

I. For all household members without an individual right to the social MAB and
without being the partner or dependent of the individual entitled to the
preferential tariff, we changed the entitlement from the social to the income
MAB.

The composition of some de facto households is very complex. The selection of
dependents, whether children or a partner, could easily be performed on the basis of a
variable in the database indicating all sickness fund household members. On the
contrary, our selection of non-dependent partners is only an approximation of reality.
We applied the following rule:

e For married couples or couples legally living together in a de facto
household entitled to the social MAB, with the same number of
dependents, with an age difference less than 25 years and with one of the
two partners not entitled to the preferential tariff, the entitlement to the
social MAB was granted to both partners.

ceec We have explained in chapter 2 the notion of a “sickness fund household”.

dddd As we described in the Technical Appendix, the number of household members of de facto households
containing |5 members or more was put equal to 14. Consequently, the effect of this measure is
somewhat underestimated in the simulation.
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e For couples not legally living together (“niet wettelijk samenwonend”) no
changes were made since it was not possible to define them in a reliable
way.

I. For household members entitled to the social MAB, reimbursements equal
the sum of co-payments minus the MAB-ceiling of €450.

2. For household members entitled to the income MAB, reimbursements equal
the sum of their co-payments plus the MAB-ceiling of €450 of the household
members reimbursed by the social MAB, minus their relevant MAB-ceiling
(from €450 to €1 800).

Table 32 : Change in entitlement to the social MAB: results for the general

population
Change in entitlement to the
social MAB
MAB-reimbursements (€)
e Income MAB 450 54 606 527
e Income MAB 650 79 617 572
e Income MAB 1000 17 568 567
e Income MAB 1400 5002719
e Income MAB 1800 5449 579
e Child MAB 987 233
Total 202 774 954
Households with positive MAB-
reimbursements (N)
Total 463 099
MAB-reimbursements (€)
e Mean 438
e P50 264
e P90 | 050
OOP- payments after MAB (€)
e Mean 477
e P50 280
e P90 | 037
Co-payments after MAB (€)
e Mean 326
e P50 252
e P90 669
Number of extreme payers after MAB
L OOP>5°/0 NTI (N - 0/0) 379 074 (966%)
e OOP>10% NTI (N - %) 152 753 (3.89%)
e Co-pay>5% NTI (N - %) 11267 (2.83%)
e  Co-pay>10% NTI (N - %) 50 123 (1.28%)

The consequences of this measure turn out to be substantial. Of the 894 452 de facto
households entitled to the social MAB, 167 292 households were affected in that one or
more of their members were no longer entitled to the social MAB and had to resort to
the income MAB. More details are given in Table 32, which can be compared to the last
column in Table 30 (see also Table 29). The number of households with positive MAB-
reimbursements decreases from 485 580 to 463 099 (-4.6%), the total budgetary cost of
the MAB decreases from about €214 million to about €203 million (-5.3%). While MAB-
reimbursements from the income MAB increase by 10.2%, the total cost of the social
MAB decreases by not less than 40.1%.
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Mean and median reimbursements as well as reimbursements for the P90 slightly
decrease, but the changes are minimal. Also the number of extreme payers hardly
changes (see the summary in Table 29). In fact, compared to the huge cost saving, these
effects are very small.

More details are shown in the last column of Table 31. The measure does not change
anything for the lowest income groups, for the unemployed and for the single parent
households. Almost by construction, stronger effects are found for those with
preferential tariff, although even here, the number of extreme payers is hardly affected.
The same pattern (decrease in number of households with positive MAB-
reimbursements but minimal changes for the number of extreme payers) is found for
households entitled to a guaranteed income or to an integration allowance for
handicapped, and for households with a chronically ill member (lump sum B or C, long
hospital stay and chronic dialysis). Quite remarkable is the strong decrease in the
number of households with positive MAB-reimbursements at very high income levels.
Everything taken together, our results strongly suggest that the restriction on the
entitlement to the social MAB has led to a considerable cost saving with hardly any
negative consequences from the point of view of social protection.

Integration of the delivery margin of implants

For reimbursable implants, hospitals can charge a delivery margin of 10% of the sales
price including VAT, with a maximum of €148.74. Since January |, 2006 this delivery
margin is no longer defined as a supplement but as a co-payment and the co-payment is
included in the MAB-counters. This change could easily be simulated in our data. The
consequences are again substantial.

Extrapolated to the Belgian population, 325 230 households (or 8.3% of the total) has
one or more members who paid a delivery margin in 2004 for a total amount of about
€25 000 000. Taking up the delivery margin in the MAB-counters made almost half of
these households reach their MAB-ceiling and reduce their OOP-payments. Total MAB-
reimbursements increased by about €15 261 155 to a total amount of €218 036 109.
This substantial increase in the budgetary cost (+7.5%) induces a significant reduction in
the number of extreme payers (see Table 29).

In total the integration of the delivery margin into the MAB improves the financial
situation of more than 161 000 households. Table 33 compares the characteristics of
these ‘gainers’ with those of the total population. Mean NTI is more than 30% lower for
the gainers. Households with a replacement income from unemployment insurance and
without any wage income, as well as single parent households are underrepresented.
The measure has been relatively more beneficial for households entitled to the
preferential tariff and (not surprisingly) for households with a chronically ill, an
integration allowance for the handicapped or a long stay in the general hospital. Since
the delivery margin was treated as a supplement before the change, the effects on
extreme payers in terms of OOP are especially striking: not less than 75% of the gainers
were extreme payers -OOP>5% of NTI- before the change — and one third of the
gainers were extreme payers -OOP>|0%. A policy targeting supplements on the
implants, turns out to be an effective way of targeting extreme payers in the population.

Table 33 : Integration of the delivery margin of implants: portrait of gainers

General population Gainers

Number of gainers Not applicable 161 023
Mean gain in € Not applicable 95

P90 gain in €

Not applicable 184

Mean NTl in € 29 427 20 324
Mean household size 221 2.02
% single parent hh 4.82 2.07
% guaranteed income 4.94 535
% preferential tariff 22.56 35.85
% lump sum B or C 1.12 451
% integration allowance handicap 1.93 4.62
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% long stay hospital 1.10 5.12
% psychiatric nursing home 0.20 0.33
% chronic dialysis 0.08 091
% psychiatric hospital (2-5 y and =>6 y) 0.18 0.20
% unemployed 6.35 5.64
% extreme payers before integration of
delivery margin
e OOP>5% NTI 9.72 74.21
e OOP>10% NTI 3.90 33.03
e Co-pay>5% NTI 2.87 13.76
o Co-pay>10% NTI 1.28 4.32
Reduction in extreme payers
e OOP>5% NTI 9316
e OOP>10% NTI 4516
o Co-pay>5% NTI 7 952
e Co-pay>10% NTI 831

6.2.4

6.2.4.1

6.2.4.2

Extension of preferential treatment

On July I** 2007 the right to the preferential tariff (described in chapter 2) was
extended in two ways. First, for individuals entitled to the preferential tariff and hence
to the social MAB, also the non-dependent partner could benefit from reduced co-
payments. Second, the OMNIO-statute extended the right to the preferential tariff to
all low-income households.

Extension of preferential treatment for non-dependent partners

The extension of the preferential tariff to non-dependent partners involves the same
persons as the changes in the entitlement to the social MAB, described in section
6.2.2.2. We could therefore simulate its effects in an analogous way. This policy
measure affected 8 516 de facto households. Since the effects of the measure for these
households is the same as the effect of granting the OMNIO-statute, we integrated
them in the results of the following subsection.

OMNIO-statute

The extension of the preferential tariff to low-income households is based on the gross
taxable income (GTI) of the de facto household. The GTI for OMNIO is calculated in
the same way as the GTI for the existing system of preferential treatment (including
labour income, replacement incomes, property income, and all other Belgian and foreign
income), except that it is based on the GTI of the year T-I. To evaluate the effects of
introducing OMNIO, we again performed an incremental simulation, starting from the
situation after the integration of the delivery margin (and after the extension of the
preferential tariff to the non-dependent partner). The following steps were then taken:

I. We computed the gross taxable income at the level of the de facto
household.***

2. We compared this GTI| with the income limits applicable to the system of
preferential treatment in 2004: €12 79581 for a single, increased by
€2 368.85 per extra household member. In case of a GTI<limit, the right to
the preferential tariff is assigned to all household members not yet entitled to
the preferential tariff.

3. For all individuals additionally entitled to the preferential tariff because of the
extension to non-dependent partners (section 6.2.4.1) or because of the
introduction of the OMNIO-statute, co-payments applicable in the
preferential scheme are calculated™ and a change in entitlement from the
income to the social MAB is introduced.

eeee The GTI was calculated in the same way as was done by RIZIV/INAMI to estimate the budgetary impact
of the introduction of the OMNIO-statute.

fff A detailed description of the different steps to go from co-payments without to co-payments with
preferential treatment is given in the Technical Appendix.
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4. The OMNIO-statute also provides better protection against hospital
supplements (e.g. room supplements in a two-person room). This reduction
of the supplements was not taken into account in the simulation.

The OMNIO-statute is only granted after an active intervention of the potentially
entitled persons. They have to provide to their sickness fund the necessary information
about the GTI of all household members, possibly with a declaration on honour. At this
moment, the take-up is yet far from complete. However, it is impossible to impute in an
accurate way the available information about selective non-take-up in the simulation
exercise. |t seems reasonable to assume that those with relatively large health care
expenditures were the first to take up their right. Moreover, it is to be expected that
the take-up will increase over time, as the knowledge about the new possibility spreads
and the statute becomes more common. We have therefore simulated a situation with
complete take-up.

Under these assumptions, the extension of the preferential tariff to low-income
households affects 434 960 households or 11.1% of all de facto households.? Their
total amount of co-payments decreases from €107 654 798 to €48 729 369. The
difference, €58 925 429, is the cost for RIZIV/INAMI directly related to the increase in
reimbursements because of the preferential tariff. At the same time, the reduced co-
payments in the preferential tariff scheme also lead to lower MAB-reimbursements,
since the same consumption involves reaching the MAB-limit later in the year. Hence,
due to the extension of the preferential tariff in 2007, total MAB-reimbursements
decreased by €21 271 766. The net cost of the introduction of OMNIO then becomes
€37 653 663, i.e. an increase of 17.3% (see Table 29, in which we distinguish the cost
for the MAB and the total cost for the health care budget). The introduction of
OMNIO is clearly an expensive measure, but it also leads to a considerable decrease in
the number of extreme payers (see Table 29 and the bottom part of Table 34). As
could be expected, its main effects are on the remaining co-payments, while the effects
on total OOP-payments are relatively more limited.

Let us look in more detail at the profile of the gainers (Table 34)."" In total, about
369 000 households gain. This number is smaller than the number of 434 960
households affected, because OMNIO does not change anything for those households
that reached already the MAB-ceiling before. Of course, the mean and median NTI of
the gainers is substantially lower than the corresponding figures for the overall
population. OMNIO is targeting the low incomes by definition. This can also be seen
from the strong overrepresentation among the gainers of single parent households,
households with a guaranteed income and households living exclusively from
unemployment benefits. It is at the same time remarkable that all groups of the
chronically ill are underrepresented among the gainers — and that OMNIO is targeting
not very effectively the extreme payers (compare with the results in Table 33 for the
integration of the delivery margin).

8858 Including the 8 516 de facto households whose situation changed because of the extension of the
preferential tariff to non-dependent partners on July Ist 2007. This number of 434 960 households can be
compared to the number of 148 000 individuals that have actually registered for the OMNIO-statute in
April 2008 (information from RIZIV/INAMI).

hhbh  The results for the variable “preferential treatment” are omitted from the Table, because they are not
meaningful here.
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Table 34 : Extension of the preferential treatment in 2007: portrait of
gainers

General population Gainers
Number of gainers Not applicable 368 888
Mean gain in € Not applicable 104
P90 gain in € Not applicable 234
Mean NTl in € 29 427 9 942
Median NTl in € 22 335 10 202
Mean household size 2.21 2.18
% single parent hh 4.82 22.79
% guaranteed income 4.94 6.21
% lump sum B or C 1.12 0.65
% integration allowance handicap 1.93 1.00
% long stay hospital 1.10 0.71
% psychiatric nursing home 0.20 0.12
% chronic dialysis 0.08 0.03
% psychiatric hospital (2-5 y and =>6y) 0.18 0.15
% unemployed 6.35 31.97
% extreme payers before extension of
preferential treatment in 2007
e OOP>5% NTI 9.72 15.16
e OOP>10% NTI 3.90 6.42
e Co-pay>5% NTI 2.87 8.03
e Co-pay>10% NTI 1.28 3.00
Reduction in extreme payers
e OOP>5% NTI 25 147
e OOP>10% NTI 7777
e Co-pay>5% NTI 20 430
e Co-pay>10% NTI 6 533
6.3 THE MAB IN 2008
The health care budget for the year 2008 includes two major extensions of the MAB:
the integration of the safety margin of implants and medical devices and a MAB for the
chronically ill. We will simulate both measures separately (and not one after the other),
in both cases starting from the situation after the introduction of the OMNIO-statute
(section 6.2.4.2).
6.3.1 Integration of the safety margin of implants and medical devices

Some implants of articles 35 and 35bis of the nomenclature have a safety margin. This
safety margin is a percentage of the reimbursement tariff and equals the maximum
amount of supplements to be charged by hospitals. Hospitals are free to charge this
supplement. If the cost of an implant or medical device with a safety margin exceeds the
sum of the reimbursement tariff and the safety margin, it is no longer eligible for
reimbursement by RIZIV/INAMI. Column 3 in Table AX.2 in the Technical Appendix
gives a list of nomenclature codes referring to implants and medical devices with a
safety margin in 2004.

To simulate the budgetary cost for RIZIV/INAMI and the distributional effects of
integrating the safety margin into the MAB-counters, we added the amount of the safety
margin to the MAB-counters. Since the detailed information at the level of the
nomenclature codes was only available for the original sample (including the
oversampled elderly) and not for the additional household members, the effects of this
policy measure are underestimated in the simulation. Indeed, if an additional household
member had an implant or a medical device with a safety margin in 2004, the amount of
this supplement is not included in the MAB-counter of the de facto household.

In 2004, 49 875 de facto households (1.3% of all de facto households) paid a supplement
related to (part of) the legal safety margin.
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The total cost for these supplement amounted to about €9 912 000. Part of this
amount was paid by households who did not reach their MAB-limit after the integration
of the safety margin into the MAB-counters. About €8 150 000 was paid by households
who reached their MAB-limit after the integration. Hence more than 80% of the
increase in the MAB-counters resulted in increased reimbursements by RIZIV/INAMI.
This increased the total cost of the MAB by about 4.1% (see Table 29). Introducing the
safety margin into the MAB reduces further the number of extreme payers (see Table
29).

What is the profile of these gainers? Comparing Table 35 to Table 33 shows that the
profile of the gainers from introducing the safety margin is (not surprisingly) very similar
to the profile of gainers from introducing the delivery margin.™ This measure is
targeting the chronically ill — and is very effective in targeting extreme payers (mainly in
terms of OOP-payments). Although the number of gainers is more limited than in the
case of the delivery margin, the mean gain is much larger. For about 3 900 households
(P90) the gain is more than €466.

Table 35 : Integration of the safety margin of implants in 2008: portrait of

gainers
General population Gainers

Number of gainers Not applicable 39 404
Mean gain in € Not applicable 207
P90 gain in € Not applicable 466
Mean NTI in € 29 427 19 955
Median NTl in € 22 335 15 445
Mean household size 2.21 1.74
% single parent hh 4.82 0.16
% guaranteed income 4.94 7.47
% preferential tariff 32.70 50.61
% lump sum B or C 1.12 4.78
% integration allowance handicap 1.93 4.95
% long stay hospital [.10 441
% psychiatric nursing home 0.20 0.05
% chronic dialysis 0.08 0.43
% psychiatric hospital (2-5 y and =>6y) 0.18 0.25
% unemployed 6.35 237
% extreme payers before integration of safety
margin

»  OOP>5% NTI (N - %) 9.72 76.08

e OOP>10% NTI (N - %) 3.90 31.09

e Co-pay>5% NTI (N - %) 2.87 833

o Co-pay>10% NTI (N - %) 1.28 343
Reduction in extreme payers

e OOP>5% NTI 5 586

e OOP>10% NTI 2 759

e Co-pay>5% NTI | 649

e Co-pay>10% NTI 687

Since 2004 the number of implants and medical devices with a safety margin has
increased substantially. To obtain a more accurate assessment of the budgetary cost of
the integration of the safety margin in 2008, a further update of the results is necessary.
As this update is not immediately relevant for this project, we have included it in the
Appendix.

i Remember that our simulations are performed in an incremental way: the effects of introducing the safety
margin are evaluated after taking into account the introduction of the delivery margin and of the
OMNIO-statute.
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6.3.2

6.3.2.1

A MAB for the chronically ill

The RIZIV/INAMI budget for health for the year 2008 includes an amount of €10 million
for a MAB for the chronically ill. This raises two questions: how to define the group of
chronically ill who are entitled to special protection? How to incorporate such special
protection in the MAB-regulation? Since the development of a commonly accepted
definition of chronic illness is beyond the scope of this report, we explored different
possibilities. We first sketch five possible selection criteria for defining the group of the
chronically ill, we then describe in some details three specific designs of the MAB for
the chronically ill, and we finally show the results of our simulations.

Selection of the chronically il

All our selections of chronically ill contain patients entitled to the lump sum for chronic
iliness, but the concrete specification differs. As was described in section 2.1.2, patients
are entitled to this lump sum, if they belong to a category of dependent persons during
the current calendar year, and if their total amount of co-payments exceeds a certain
threshold during two consecutive years. The chronically ill has to be in one of the
following situations:

|. Entitled to lump sum B or C for home care as determined according to Katz
scale, during at least three months, approved by the advisory doctor of the
sickness fund.

2. Entitled to at least six months of physiotherapy, approved by the advisory
doctor of the sickness fund (previously known as “category E”).

3. Entitled to an invalidity allowance for a person considered as with a person at
charge because of his need for assistance.

4. Entitled to an integration allowance for handicapped persons or to an
assistance allowance for handicapped persons.

5. Entitled to an allowance for assistance for the elderly.
Entitled to preferential treatment because of need for assistance.

7. Being admitted in a hospital for at least 120 days or at least 6 times during
the current and previous calendar year.

8. Entitled to increased child allowance.

The first selection includes all patients entitled to the lump sum for chronic illness
because they belong to a category of dependent persons. Since the second condition of
a minimum amount of co-payments is not imposed, they did not necessarily receive the
lump sum. Patients who received a lump sum for incontinence material were also
included.

The second group is the same as the first one, but patients entitled to the lump sum for
chronic illness because of 2, 7 or 8 were excluded. These patients can be considered to
be less care-dependent.'iii

The third group contains all patients entitled to the lump sum for chronic illness
because of I, 3, 4, 5 and 6 and with a total amount of co-payments exceeding a certain
threshold during two consecutive years and patients who received a lump sum for
incontinence material.

While these first three groups are nested in one another (the selection criteria getting
more stringent from the first to the third group), our last two definitions introduce a
new group of patients: patients in psychiatric nursing homes, patients with a long stay

(> ly) in a psychiatric hospital and elderly residents in rest and nursing homes or in day
care centres entitled to lump sum B or C.

The fourth definition adds these patients to the second group. The fifth definition adds
them to the third group.

i See also the proposal of Royal Decree of the Minister of Social Affairs, approved by the Council of
Ministers on April 25t 2008, to increase the lump sum for categories |, 3, 4, 5 and 6.
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Since the detailed information at the level of the nomenclature codes was only available
for the original sample (including the oversampled elderly) and not for the additional
household members, the effects of setting up a MAB for the chronically ill are
underestimated in the simulations. Only the selection of patients entitled to the lump
sum for chronic illness without imposing the second condition of a minimum amount of
co-payments, and the selection of patients in psychiatric nursing homes could be done
for all MAB-household members.

Three possible designs of a MAB for the chronically ill

Let us now briefly introduce three possible approaches for introducing a special
protection for the chronically ill. In each case we analyse the effects of the new system
theoretically for a household with one chronically ill person. She has co-payments C and
the co-payments of all the other household members amount to R. The original MAB-
ceiling for the household is D. Hence, if C+R > D in the original situation, MAB-
reimbursements in that situation are TB® = C+R-D. If C+R < D in the original situation,
the household does not receive any reimbursements, i.e. TB° = 0.

SIMULATION I: AN INDIVIDUAL CEILING OF €200

As explained in previous sections, the current MAB aims at reducing co-payments at the
level of the de facto household in relation to the income of that household. Only the
MAB for children is an individual right irrespective of income. The legislator introduced
the MAB for children as a supplementary protection for children confronted with high
health care expenses. One possible way of increasing the financial protection of
chronically ill patients is to introduce an individual right to the MAB analogous to the
MAB for children, irrespective of their household or income situation. In our simulation,
we assumed that co-payments of chronically ill patients are reimbursed after a ceiling of
€200 is reached. The €200 to be paid by the chronically ill patient is taken into account
in the MAB-counter used for computing the social or income MAB-reimbursements of
the other household members.

The consequences of this system are shown in Table 36. If C < 200, nothing changes of
course, since the co-payments of the chronically ill patient do not go above the
individual ceiling. If C > 200, however, direct reimbursements for the chronically ill TB
= C-200. The ceiling of €200 is taken into account to calculate MAB-reimbursements at
the household level: if 200+R > D, MAB-reimbursements at the household level TB, =
200+R-D. However, if 200+R < D, there are no additional reimbursements at the
household level (TBy = 0). In all cases total reimbursements TB (= TB.+TB,}) have to be
compared with TB® to see whether there is a gain or not. Table 36 shows that
households in this simulation can only gain if the chronically ill has co-payments larger
than the individual ceiling and if R < D-200, i.e. if the other household members do not
have large co-payments relative to the MAB-ceiling.

Table 36: Effects of an individual ceiling

C+R>D
TB’= C+R-D

C+R<D
TB*=0

C <200

no effect

no effect

C>200
TB. = C-200

200+R>D

TB, = 200+R-D
TB = C+R-D
no effect

impossible

200+R<D

TB,=0
TB = C-200
gain = TB-TB®
= D-200-R

TB,=0
TB = C-200
gain = TB-TB®
= C-200
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SIMULATION 2: A REDUCED CEILING FOR HOUSEHOLDS WITH A
CHRONICALLY ILL PATIENT (- €250)

A second way of introducing special protection for the chronically ill consists of
reducing the MAB-ceilings for all households with at least one chronically ill patient, e.g.
by €250. A fixed reduction of the MAB-ceiling for all households with a chronically ill
patient irrespective of the income group gives up the currently applied principle that co-
payments for all households should be in a range between about 3-4.5% of NTI (see
Figure Ib). The consequences of this scheme are shown in Table 37. All households
with a chronically ill person gain in this case, except those for which total co-payments
at the household level are smaller than the original ceiling minus €250: their
reimbursements are zero both before and after the change. Households that had
already MAB-reimbursements before the introduction of the new system will see their
reimbursements increase by €250. In addition there are some households whose co-
payments did not exceed the original ceiling, but do exceed the new lower ceiling. Their
gain will be smaller than €250 (lower right cell in Table 37).

Table 37: Effects of a reduced household ceiling

C+R>D C+R<D
TB°= C+R-D TB°=0
C+R < D-250 TB, = C+R-D+250 no effect
gain = TB-TB’ = 250
C+R > D-250 TB, = C+R-D+250 TB = C+R-D+250
gain = TB-TB’ = 250 gain = C+R-D+250
SIMULATION 3: EXEMPTION FROM CO-PAYMENTS FOR

CHRONICALLY ILL PATIENTS (UP TO €200)

The central idea of a third alternative for a MAB for the chronically ill is that their co-
payments are reimbursed immediately after consumption up to a certain limit, e.g. €200.
After reaching the limit, the individual right disappears and the social or income MAB
applies to the de facto household of the chronically ill patient. The MAB-counters of the
de facto household include the co-payments above €200 of the chronically ill patient
and all co-payments covered by the MAB of the other household members.

The effects of this more complicated system are shown in Table 38. Depending on
whether C is smaller or larger than €200, the “exemption” (interpreted as a
reimbursement for the chronically ill person TB) will be either C or 200. If C < 200,
the household has a right to additional MAB-reimbursements TBy, if R > D. In this case,
however, it cannot gain. However, it will gain if R < D. Therefore there will be an
increase in MAB reimbursements for households with a chronically ill person with low
expenditures (< €200) and with relatively low expenditures for the other household
members (R < D). If C > 200, the difference (C-200) is included in the MAB-counter at
the household level. The household will (not) receive additional MAB-reimbursements if
R+C-200 > (<) D. Again, there will be gains only in the latter case, i.e. if R (co-payments
of the other members) are not too large, i.e. if R < D+200-C.) The gain can never be
larger than the individual ceiling €200.
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C+R>D C+R<D
TB’= C+R-D TB°=0
C <200 R>D TB, =R-D impossible
TB.=C TB = C+R-D
no effect
R<D TB,=0 TB,=0
TB=C TB=C
gain = TB-TB® gain = TB-TB®
=D-R =C
C>200 R+C-200 > D TB, = R+C-200-D impossible
TB. =200 TB = C+R-D
no effect
R+C-200<D TB,=0 TB,=0
TB = 200 TB =200
gain = TB-TB’ gain = TB-TB®
= 200-C-R+D =200
6.3.2.3 Simulation results

Let us now turn to the simulation results. Starting from the simulation described in
section 6.2.4.2 (extension of preferential tariff for OMNIO-statute), the implementation
of the three systems for the five possible definitions of the chronically ill is relatively
straightforward.

The budgetary cost of the different possibilities is summarized in Table 39. Not
surprisingly, these costs differ a lot for the different selections of chronically ill. In each
of the three simulations, there is a sharp decrease in the budgetary impact of the
measure when we go from group | to group 3. Enlargement of the definition of
chronically ill patients to residential elderly (lump sum B or C) and psychiatric patients
increases the budgetary cost (compare definitions 2 and 4, and definitions 3 and 5
respectively). Except for the first selection, the budgetary costs are roughly similar
between simulations | and 2. Simulation 3 (with the individual exemption), however, is
much more expensive for each of the definitions of the chronically ill.

Table 39 : Budgetary cost of the different systems

Simulation |: | Simulation 2: | Simulation 3:
individual reduced individual
ceiling household exemption
ceiling
Group |: Lump sum chronically ill (entitled) and 57 046 987 47 025 204 82 139 569
incontinence material
Group 2: Selection lump sum chronically ill (entitled) 24 121 960 27 538 314 49 272 555
and incontinence material
Group 3: Selection lump sum chronically ill (paid) and 10 947 864 10732293 16 284 259
incontinence material
Group 4: Selection lump sum chronically ill (entitled), 33806610 34764 249 63 004 682
incontinence material, psych and homes for elderly
Group 5: Selection lump sum chronically ill (paid), 22 524 631 20 096 408 35338182
incontinence material, psych and homes for elderly

The distributive effects of the different versions are shown in Tables 40-42. These tables
take up the same groups that were shown in the other policy simulations, but add the
pharmaceutical groups. The results are well in line with what could be expected on the
basis of the theoretical analysis of the Tables 36-38. We summarize some of the main
insights:
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I. The gainers in the first system (with the individual ceiling) have on average
considerably larger incomes than the gainers in the other two systems. This is
confirmed by the relatively smaller share of weak socio-economic groups
(single parent households, unemployed, preferential tariff, guaranteed
income).

2. The picture is different for the indicators of chronic illness: the chronically ill
(lump sum B or C, long stay in a hospital, chronic dialysis, pharmaceutical
groups) are more strongly represented among the gainers in the first two
systems than in the third system.

3. The results at P90 confirm the theoretical analysis in section 6.3.2.2. The
maximal gain is €250 in system 2. For system 3 we find that the gain at P90 is
€400.kkkk The gains can be considerably larger in system |, however.

4. Systems | and 2 are much better than system 3 in targeting the households
that were extreme payers in the original MAB.

5. Despite its worse targeting properties, the ex post reduction in the number
of extreme payers is the largest with system 3. Indeed, system 3 being much
more expensive than the others, the overall number of gainers is much
larger. More revealing is the comparison of systems | and 2: despite the
similar budgetary cost of the two systems, the reduction of the number of
extreme payers is larger with system 2.

ik Remember that we considered a household with only one chronically ill person in our theoretical
example — that is why we found a maximal gain of €200 there. The P90-gain of €400 in Table 42 occurs
when there are two chronically ill persons (entitled to the individual exemption) in the same household.
The gain can even be larger if the number of chronically ill persons in the household further increases.
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General
population

Gainers

Lump sum Selection lump Selection lump

Selection lump

Selection lump

chronically ill sum chronically sum sum chronically il  sum chronically

(entitled) and ill (entitled) and chronically ill (entitled), ill (paid),

incontinence incontinence (paid) and incontinence incontinence

material material incontinence material, psych material, psych

material and homes for and homes for

elderly elderly

Number of gainers Not applicable 214 651 113845 43 629 153 729 96 224
Mean gain in € Not applicable 266 212 251 220 234
P90 gain in € Not applicable 540 412 450 450 450
Mean NTl in € 29 427 23 073 18 937 18 824 17 872 16 125
Median NTl in € 22 335 15983 13575 13571 13268 12 387
Mean household size 221 1.93 1.77 1.63 1.60 1.36
% single parent hh 482 1.47 0.38 0.17 0.32 0.13
% guaranteed income 494 7.67 10.32 9.38 9.16 8.60
% preferential tariff 32.70 57.88 73.28 69.66 68.59 66.37
% lump sum B or C .12 14.42 26.63 34.67 19.79 16.51
% integration allowance handicap 1.93 15.35 28.13 19.40 20.88 12.06
% long stay hospital 1.10 16.61 8.87 9.54 11.87 14.68
% psychiatric nursing home 0.20 I.13 0.64 1.02 242 3.85
% chronic dialysis 0.08 0.92 0.78 1.17 0.68 0.76
% psychiatric hospital (2-5 y and =>6 y) 0.18 281 1.41 0.72 4.10 6.54
% unemployed 6.35 3.72 3.07 2.68 2.45 1.64
% Antibiotics DDD >=90 1.09 4.54 5.36 7.52 5.32 6.53
% Antihypertensives DDD >=90 23.74 45.97 54.74 64.69 54.33 58.17
% Cholesterol lowering medicine DDD >=90 9.20 13.17 13.37 14.90 11.26 9.58
% COPD DDD >=90 423 10.94 11.84 16.86 10.80 11.96
% Antidepressants DDD >=90 8.64 25.45 29.72 39.93 33.22 41.14
% Antidiabetics DDD >=90 4.6l 10.97 13.92 17.68 13.25 14.31
% Stomach medicine DDD >=90 7.83 21.54 25.51 34.76 26.02 30.54
% Crohn DDD >=90 0.39 0.89 0.70 .17 0.61 0.72

% extreme payers before MAB for the
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chronically ill
e OOP>5% NTI 9.72 40.55 40.94 46.68 43.09 48.14
e OOP>10% NTI 3.90 19.30 19.49 20.00 21.25 24.24
e Co-pay>5% NTI 2.87 17.37 18.69 21.55 20.67 24.64
o Co-pay>10% NTI 1.28 8.43 9.03 7.89 10.61 12.48
Reduction in extreme payers (N - %) Not applicable
o OOP>5% NTI 28 028 |5 767 7822 22208 15989
e OOP>10% NTI 9 896 6010 2713 8 500 6 090
e Co-pay>5% NTI 23 525 14 765 7 413 20 314 14 927
e Co-pay>10% NTI 8 833 5971 2334 8251 5551

Table 41: A MAB for the chr

onically ill - A reduced ceiling for households with a chronically ill patient (- €250): portrait of gainers

General
population

Gainers

Lump sum

Selection lump

Selection lump

Selection lump

Selection lump

chronically ill sum chronically  sum chronically sum sum chronically
(entitled) and ill (entitled) and ill (paid) and  chronically ill ill (paid),
incontinence incontinence incontinence (entitled), incontinence
material material material incontinence  material, psych
material, psych  and homes for
and homes for elderly
elderly
Number of gainers | Not applicable 229 732 139 067 48 024 176 795 99 847
Mean gain in € | Not applicable 205 198 223 197 201
P90 gain in € | Not applicable 250 250 250 250 250
Mean NTl in € | 29 427 19 004 17 970 18 056 17 024 15384
Median NTl in € |22 335 15022 14 146 13739 13598 12 448
Mean household size | 2.21 1.99 1.94 1.70 1.77 .44
% single parent hh | 4.82 2.07 0.44 0.18 0.40 0.18
% guaranteed income | 4.94 9.0l 10.86 9.53 9.87 9.04
% preferential tariff | 32.70 68.18 78.95 72.37 74.96 70.51
% lump sum Bor C | 1.12 15.69 25.92 36.29 20.39 18.35
% integration allowance handicap | 1.93 19.57 32.33 19.69 2543 12.93
% long stay hospital | 1.10 16.06 8.67 9.75 I1.44 15.06
% psychiatric nursing home | 0.20 I.10 0.57 0.95 2.11 3.72
% chronic dialysis | 0.08 0.89 0.77 1.29 0.71 0.86
% psychiatric hospital (2-5 y and =>6 y) | 0.18 2.69 1.26 0.67 3.66 6.49
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% unemployed | 6.35 4.85 3.96 2.83 3.29 1.88
% Antibiotics DDD >=90 | 1.09 4.8l 5.23 7.71 5.23 6.66
% Antihypertensives DDD >=90 | 23.74 48.73 54.49 64.34 54.12 58.10
% Cholesterol lowering medicine DDD >=90 | 9.20 14.41 14.54 15.07 12.58 10.02
% COPD DDD >=90 | 4.23 11.92 11.98 17.18 .17 12.43
% Antidepressants DDD >=90 | 8.64 26.31 28.32 39.74 31.40 40.56
% Antidiabetics DDD >=90 | 4.6 11.99 14.13 18.24 13.56 14.90
% Stomach medicine DDD >=90 | 7.83 22.72 25.08 34.57 25.62 30.53
% Crohn DDD >=90 | 0.39 0.81 0.67 1.10 0.60 0.71
% extreme payers before MAB for the
chronically ill
e OOP>5% NTI 9.72 43.83 40.70 47.91 43.40 50.50
e OOP>10% NTI 3.90 20.73 18.98 20.56 21.03 25.38
e Co-pay>5% NTI 2.87 17.50 16.94 20.68 19.35 24.85
e Co-pay>10% NTI 1.28 8.54 8.26 7.62 9.94 12.61
Reduction in extreme payers (N - %) Not applicable
* OOP>5% NTI 33 074 20 523 8 889 26 659 17012
e OOP>10% NTI Il 627 7390 3033 9765 6378
e Co-pay>5% NTI 27 071 17 282 8 024 22912 I5 787
e Co-pay>10% NTI 10 855 7 357 2611 9 681 5988
Table 42: A MAB for the chronically ill - Exemption from co-payments for chronically ill patients (up to €200): portrait of gainers
General Gainers
population
Lump sum Selection lump Selection lump Selection lump Selection lump
chronically il sum chronically  sum chronically  sum chronically sum chronically
(entitled) and ill (entitled) and ill (paid) and ill (entitled), ill (paid),
incontinence incontinence incontinence incontinence incontinence
material material material material, psych material, psych
and homes for  and homes for
elderly elderly
Number of gainers Not applicable 323 634 198 310 50 383 254 026 134 484
Mean gain in € Not applicable 254 248 323 248 263
P90 gain in € Not applicable 400 400 400 400 400
Mean NTl in € 29 427 20970 17 559 17 882 16 530 14135
Median NTl in € 22 335 14 399 1276l 13306 12 334 I'1 504
Mean household size 2.21 2.07 1.86 1.68 1.71 1.35
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% single parent hh 4.82 2.48 0.55 0.30 0.48 0.20
% guaranteed income 494 9.71 12.21 9.98 11.05 10.30
% preferential tariff 32.70 7191 83.64 75.60 79.82 75.60
% lump sum B or C 1.12 12.26 19.99 36.85 15.61 14.54
% integration allowance handicap 1.93 22.08 35.97 19.89 28.08 12.14
% long stay hospital [.10 11.89 6.03 8.80 8.12 11.59
% psychiatric nursing home 0.20 1.35 1.21 0.80 293 5.51
% chronic dialysis 0.08 0.60 0.49 1.08 0.45 0.57
% psychiatric hospital (2-5 y and =>6 y) 0.18 201 0.97 0.64 2.68 5.06
% unemployed 6.35 44| 3.83 278 3.16 1.52
% Antibiotics DDD >=90 1.09 3.55 3.98 7.24 4.0l 5.39
% Antihypertensives DDD >=90 23.74 39.72 46.05 60.86 45.59 49.29
% Cholesterol lowering medicine DDD >=90 9.20 .17 11.47 13.95 9.74 7.36
% COPD DDD >=90 423 8.65 8.84 15.66 8.08 9.04
% Antidepressants DDD >=90 8.64 20.26 22.45 36.60 25.05 3341
% Antidiabetics DDD >=90 461 9.54 11.49 16.57 11.07 12.35
% Stomach medicine DDD >=90 7.83 17.27 19.60 32.15 19.98 24.66
% Crohn DDD >=90 0.39 0.71 0.62 0.97 0.53 0.50
% extreme payers before MAB for the
chronically ill
* OOP>5% NTI 9.72 29.72 28.72 43.35 30.59 38.57
e OOP>10% NTI 3.90 14.61 14.03 19.08 15.55 20.55
o Co-pay>5% NTI 2.87 12.50 12.27 19.47 14.06 19.65
o Co-pay>10% NTI 1.28 6.42 6.31 7.29 7.64 10.67
Reduction in extreme payers (N - %) Not applicable
¢ OOP>5% NTI 44815 28734 Il 634 37 525 23 857
e OOP>10% NTI 18 693 12 143 4735 16 269 10 664
o  Co-pay>5% NTI 30 753 19 755 88l6 26516 18 145
e Co-pay>10% NTI 13633 9043 3149 12114 7 525
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CONCLUSION

In this chapter we have described the effects of the most important policy changes that
have been introduced in the period 2004-2007. We also simulated two policy measures
that are planned for 2008. If we include in the costs the decrease in the co-payments as
a consequence of the introduction of OMNIO, all these measures have increased the
budgetary cost of the social protection by about 30%. At the same time there has also
been a significant decrease in the number of extreme payers. Compared to the base
case, the number of households with OOP-payments larger than 5% of their NTI has
decreased by 13%. The number of households with co-payments larger than 5% of NTI
has even decreased by almost 40%.

The microsimulation results suggest that the integration of the safety margin and the
delivery margin in the MAB-counter are effectively targeting extreme payers. The
restrictions on social MAB-entitlements imposed in 2006 have led to a significant
budgetary saving with minimal effects on the level of social protection. The integration
of the fiscal MAB into the income MAB and the introduction of the OMNIO-statute
have had a strongly negative effect on the number of extreme payers (mainly in terms of
co-payments), but mainly the latter measure has had at the same time a considerable
budgetary cost. Moreover, our estimate of the OMNIO-effect is an upper boundary of
the real effect, as we (unrealistically) have assumed that there was complete take-up. In
the next chapter we will compare the effectiveness of these measures to the
effectiveness of some other (hypothetical) changes in the design of the MAB and of the
system of preferential treatment.

Our simulation results sketch a rich picture of the effects of the various measures.
However, one should not forget the limitations of our exercise. First, we restricted
ourselves to static simulation, i.e. we did not take into account possible behavioural
effects induced by the policy measures. Second, more importantly, all our results are
derived with the consumption pattern and the prices for 2004 fixed. In the period 2004-
2008, there have certainly been changes in health care expenditures, most importantly
with respect to pharmaceutical consumption. One should therefore be very cautious
with the interpretation of the exact numbers of households affected and the exact
amount of budgetary cost estimated." All our results should be seen in comparison to
the base case. However, precisely because we simulate the different measures with a
fixed reference point, it is instructive to compare the effects of the various measures.
Rather than the absolute amounts, it is this relative comparison which matters. We will
proceed with such comparative analysis in the following chapter.

That is exactly why we had to introduce some additional ad hoc-assumptions to evaluate the budgetary
cost of the integration of the safety margin in 2008.
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Key points

We use microsimulation modelling to evaluate the budgetary and
distributional consequences of the most important changes in the MAB-
regulation since 2004.

The changes in the MAB-regulation (including OMNIO) since 2004 have
increased the budgetary cost of the social protection by about 30%. They
have led to a 40%-decrease in the number of households with total co-
payments larger than 5% of the net taxable income.

The integration of the safety margin and the delivery margin in the MAB-
counter have effectively targeted extreme payers.

The restrictions on social MAB-entitlements imposed in 2006 have led to a
significant budgetary saving with minimal effects on the level of social
protection.

The introduction of OMNIO had a significant budgetary cost but decreased
the number of extreme payers.

Whatever its specific design, the cost of a MAB for the chronically ill is about
five times larger with the broadest definition of chronic iliness than with the
most restrictive definition.

Designing the MAB for the chronically ill as an individual exemption is by far
the most expensive. It does not yield better results in terms of social
protection.
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THE MAB AND THE STRUCTURE OF
SOCIAL PROTECTION

One can evaluate a system of social protection such as the MAB at different levels. At
one extreme, one can broadly accept its present design and analyse specific features and
reform proposals. This is the perspective taken in the descriptive analysis of chapter 4
and in the simulation of the most important recent policy changes in chapter 6. At the
other extreme, one can question the whole architecture of the overall system of social
protection and of income (re)distribution and evaluate the health insurance system
within such a broader perspective. In between these two extremes is an approach that
does raise questions about broad design features, without, however, questioning the
whole system of social protection. In this chapter, we will follow the latter approach.
We will describe the consequences of different possible directions of reform, while
accepting two basic restrictions:

I. The whole issue of social protection for extreme co-payments does only
arise when one accepts the existence of co-payments in the first place. The
idea of co-payments is that they may counterbalance the consumption-
inducing effect of the fee-for-service system — and, more generally, that they
may contribute to increasing the awareness of the population that health care
is not costless from the point of view of society. Doing away with the co-
payments would also make a system like the MAB superfluous. However, this
would undoubtedly require at the same time other basic changes in the
Belgian system of health care provision. We will not explore the possibility
nor the desirability of such a drastic change. Instead, we will consider the
design of social protection within a health insurance system with (largely) fee-
for-service remuneration of the providers and relatively large out-of-pocket
payments. We will therefore accept for the sake of the argument that co-
payments may be socially acceptable, if they do not impose a too large
burden on household income.

2. Social protection for co-payments immediately raises the broader issue of
poverty in general. OOP-payments for health care are only one of the many
interrelated causes of the economic vulnerability of the weaker groups in
society. This immediately suggests that one should aim at a coherent policy
with respect to the welfare distribution and the fight against social exclusion,
in which different policy domains (such as taxation, education, housing and
health) are integrated. In this chapter, we will not consider the design of such
an encompassing redistribution policy, but we will focus on the affordability of
health care expenses on its own. In fact, this is perhaps not a sufficient but
definitely a necessary condition for avoiding poverty. Moreover, it is the only
realistic objective that can be pursued through the system of health
insurance. One should not use the latter to fill the lacunae in other domains
of social policy. This means that we will follow the basic inspiration that was
underlying the MAB from the beginning (see the introduction and especially
Figure Ib) and take the rest of the social insurance and redistribution policy
as given.

Accepting these two restrictions does not mean that they are beyond discussion. In fact,
as we will see, even when thinking more specifically about the design of the MAB, we
will still necessarily be confronted with these broader issues. However, the point is that
we want to focus on the design of a social protection mechanism in the context of a
health insurance system with co-payments. As we will see, even this restricted
perspective offers already much room for diverging opinions. The design of a social
protection mechanism like the MAB requires taking a position on difficult trade-offs
between conflicting ethical values within administrative and political constraints. We will
first describe in general terms the most crucial ethical choices. We will then give a
general overview of the relevant economic, administrative and political constraints.
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7.1

7.1.1

Finally, we will use our microsimulation results to illustrate some specific implications
for the design of the MAB. As in the previous chapter, we will assume in our simulations
the absence of behavioural effects.

ETHICAL CHOICES

Let us first focus on the ethical (or social) values that could underlie the social
protection in health care — and link them to the challenge of social protection in
general. In this section, we will not refer to any feasibility constraints. Although these
are crucial to understand and evaluate specific policies, they will only be introduced in
the next section.

Coverage of the MAB

A first set of basic ethical issues relates to the boundaries of individual responsibility.
Indeed, all redistributive government policies, aiming at changing the spontaneous
outcomes of market forces, implicitly or explicitly start from the idea that individuals
should be compensated (in one way or another) for those features of their situation for
which they cannot be held individually responsible. Social responsibility begins where
individual responsibility ends. This general statement covers a whole range of opinions,
depending on where one exactly draws the line between social and individual
responsibility. If one holds individuals responsible for almost all the features of their
situation (including their innate capacities, their socio-economic background, their effort
level), one may consider the spontaneous market outcomes as just (almost by
definition) — government intervention is then undesirable. If, on the other hand, one
takes the position that individuals can hardly be held responsible for anything, one ends
up in a purely egalitarian framework. This broad discussion about the boundaries of
individual responsibility has immediate implications for the design of the MAB. Why
does society want to introduce social protection for health care expenses, and not for
other private expenditures? The main reason is that we consider these health care
expenses to be largely imposed on individuals: one does not choose to “consume”
health care in the same way as one decides to buy a television set. In line with what has
been said before, another way to phrase this is to say that persons cannot be held
individually responsible for their health care expenses. Compensation is needed,
precisely because and in so far as persons are not individually responsible. While this
basic intuition is shared by the large majority of the Belgian population, differences in
opinion appear when it comes to defining the exact boundaries of individual
responsibility. What are necessary health care expenses! One can approach this
question from two angles™™™:

I. First, one has to define what are “health care” expenses — and therefore
which items reflect needs for which individuals should be compensated. As a
logical starting point, one could say that all items included in the compulsory
cover have been evaluated by society as reflecting needs, and that all
corresponding co-payments therefore ideally should be integrated in the
MAB-counter. More difficult issues arise with respect to other OOP-
payments. What about supplements? One could argue that individuals should
be compensated if they have to pay supplements for medically necessary
treatment, but that compensation is not necessary if the supplements relate
to “luxury” expenditures, reflecting subjective tastes rather than health care
needs. Different opinions co-exist, however, about how to distinguish
medically necessary from luxury consumption. What about non-medical
expenditures related to chronic illness? Where to draw the demarcation line
between unavoidable and avoidable expenditures! And what about the
accomodation expenses for long-term stays in nursing homes or in

mmmm

These two approaches can also be found in the philosophical literature on responsibility and

compensation. As an example, Fleurbaey (1995)'5 distinguishes between on the one hand responsibility
defined on the basis of the outcomes (one is individually responsible for outcomes in the private sphere,
but not for outcomes in the public domain, such as employment, education and health), and on the other

hand responsibility defined on the basis of personal characteristics and decisions (one is individually
responsible when the outcomes follow from one’s own choices).
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psychiatric institutions? Are these accomodation expenses a simple substitute
for expenses which would have to be made anyway (even by someone who is
not ill), or do they really represent additional costs for which compensation
is desirable?

2. Second, one has to define what level of health care expenses is necessary. If
one considers all health care expenses (as defined before) as necessary and
unavoidable, all OOP-payments for these items should ideally be fully
compensated. There would then be no need for co-payments and hence no
need for a MAB. However, co-payments can be justified in the responsibility
view of justice if one takes the position that there is a grey zone between
necessary and avoidable health care expenditures, and that it is not unfair that
individuals partly take up their own responsibility. This argumentation of
partial responsibility is strengthened if one is concerned about what could be
called inefficient overconsumption. In an ideal world in which the regulator
could identify such inefficient overconsumption, it would certainly be part of
individual responsibility and have to be paid for by the individual him/herself.
Of course, in the real world the regulator cannot easily identify what is
medically necessary consumption. Co-payments are then a blunt way of
introducing incentives to mitigate overconsumption. Both the “grey zone’-
argument and the “co-payments as imperfect incentive”’-argument make us
deviate from the principle that zero OOP-payments are the ideal reference
point. However, simply allowing for proportional OOP-payments would lead
to extremely inequitable outcomes for those seriously ill individuals with
unavoidable large health care expenditures and who do not overconsume. A
concern for these worst-off individuals then requires the introduction of
ceilings on OOP-payments.nnnn More generally, the introduction of ceilings is
a natural way of defining an equilibrium between individual and social
responsibility: it respects the idea of partial responsibility, while avoiding
disastrous consequences for the weakest individuals. This way of putting the
problem suggests that setting the level of the MAB-ceilings is again an ethical
choice, that is intrinsically linked to the demarcation of individual versus
social responsibility.

A special case arises when the regulator has the possibility to distinguish between
efficient and inefficient forms of consumption and introduces financial incentives to
stimulate the former. The policy with respect to generic drugs, described in section
2.5.3, is a good example. A harsh view on individual responsibility would imply that
patients who choose themselves the original brand drugs are fully responsible for the
larger expenditures. Yet individuals may take their decisions on the basis of wrong or
incomplete information, and we know that the socio-economically weaker groups have
also a larger chance of being poorly informed. A more compassionate view would then
accept here also the principle of partial responsibility. As described before, this view has
been implemented in the Belgian regulation, in which the “supplementary payments” for
brand drugs are included in the MAB-counter.

One can also approach the issue of ceilings from the point of view of rational optimal
insurance, i.e. without referring to distributive concerns. In insurance terms, the MAB is
basically a stop-loss arrangement. Already in 1970, Arrow has shown that an optimal
insurance policy from the point of view of a risk-averse individual would involve full
insurance above a deductible.®**® Such stop-loss arrangements play an important role in
many insurance contracts.

nnnn

0000

References to the Rawlsian “maximin”-idea (basically stating that inequalities are acceptable in so far as
they are to the advantage of the worst-off in society) were prominently present in the policy documents
at the time the MAB was introduced. It is not clear, however, how the Rawlsian theory about the justice
of the basic institutions of society can be accomodated in a narrower perspective, focusing on the health
care sector in isolation.

Arrow’s so-called “theorem of the deductible”!¢ has later been shown to hold under much more general
conditions than the one that were needed for the original proof — see, e.g., Gollier and Schlesinger
(1996).17
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To give an example, a MAB-type feature (a stop-loss of co-payments as a fraction of
income) was present in most experimental conditions of the authoritative Rand-study
(see, e.g. Manning et al., 1987'; Manning and Marquis, 1996').

Thresholds and ceilings

Suppose now that one accepts the idea of partial responsibility leading to the
introduction of ceilings, and that one has reached consensus about the items that have
to be included in the MAB-counter. A second set of basic ethical issues then arises
about how to define the desirable degree of redistribution. How to think about the
equitable level of MAB-ceilings and income-thresholds?

2.

The basic idea of a MAB-ceiling is to put an upper limit on the individual
burden imposed by those health care expenses for which individuals cannot
be held responsible. To make this idea operational, one must define a
concept of “burden” that can be meaningfully compared across individuals. If
one computed this burden in monetary terms, one would not at all take into
account interindividual differences which make this monetary cost easier or
more difficult to bear. Presumably, what we should ultimately be interested
in, are the welfare (and not the income) consequences of health care
expenditures. Here also, different choices can be made:

¢ Individuals live together in households. Since a de facto household can be
seen as an economic unit in which expenditures and incomes are pooled
(at least to a large extent), it seems natural to express the welfare burden
of OOP-payments for health care at that level. This is the option taken in
the Belgian MAB. However, one could in principle also define the right to
social protection at the level of the individual. This would be in line with
the trend observed in many income replacement schemes in Europe. The
MAB for children and the proposals with respect to the chronically ill
(described in the previous chapter) go in that direction.

e  Whether one works at the level of the household or at the level of the
individual, equal expenditures in money terms will have different welfare
implications for the rich and for the poor. An easy and natural way of
correcting for these income differences is to express the burden of OOP-
payments as a fraction of disposable income. This is in line with the
dominant tradition in the measurement of inequality, stating that
proportional income changes do not change inequality. From a broader
perspective, however, it is only a shortcut for a more elaborate approach
which would look carefully at the exact relationship between income and
welfare losses.

e Things get further complicated, because households (and individuals) differ
in many more dimensions than income. Consumption needs may also
depend on the geographical location of the household (leading to price
differences or to differences in the availability of collective goods), on the
presence of household members with special needs (e.g. handicapped
children), on the labour market status (e.g. one working parent with
children may have it more difficult to organize his/her life efficiently than a
couple with children). Ideally, such factors should also be taken into
account in the definition of relative burdens.

If one has reached agreement about how to measure the burden of OOP-
payments in welfare terms, there still remains the question of how to set the
ceilings on these burdens. Two questions can be distinguished here. Should
the ceilings be differentiated for different households (or individuals)? And
what should be the average ceiling level?

o Differentiated ceilings (in terms of welfare burden) would imply that the
social protection mechanism in health care leads to some redistribution of
welfare. In that case, it is designed so as to make up for the shortcomings
in other domains of the welfare state. We have argued in the beginning of
this chapter that it may be suboptimal to ascribe such ambitious
objectives to a system like the MAB — and that in any case its
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redistributive potential is very limited. If one wants to limit the objectives
of the MAB to social protection in the health care domain, the most
natural objective is to impose an equal burden on all households (or
individuals). Equal proportional burdens leave the initial welfare inequality
intact.

e How large should that equal burden be! If we express it in terms of
income shares, should the ceiling be put at 1%, 5%, 10% of income? From
a purely ethical perspective, this choice should be based on the evaluation
of the desirable degree of “partial” responsibility. Increasing the level of
the ceiling increases (decreases) the weight given to individual (social)
responsibility. In a compassionate approach with a special concern for the
worst-off, the ceiling should at least be low enough to avoid that
individuals (or households) enter poverty because of health care needs
that are beyond their control.

One could try to interpret the specific structure of the Belgian MAB in the light of the
ethical choices sketched in this section. It accepts the idea of co-payments and of partial
responsibility. It defines the burden of co-payments as a fraction of income at the
household level. It puts the ceiling on these burdens at a level of about 4% (see Figure
Ib). Such an interpretation in terms of ethical choices would be one-sided, however.
Actual decisions are also influenced by administrative and political constraints. Even if
everyone agreed about the basic ethical starting points (which is evidently not realistic),
there would still be scope for different decisions, depending on differences in the
assessment of the more or less binding nature of these constraints. In some
circumstances, the constraints may even impose the decisions.

ECONOMIC, POLITICAL AND ADMINISTRATIVE
CONSTRAINTS

We distinguish the economic, political and administrative feasibility of social protection.
Economic feasibility

Lowering the ceilings in the MAB or extending its coverage, ceteris paribus increases the
relative cost of health care for the government and therefore puts an additional burden
on the health care budget. To a large extent the size of the government budget is an
ethical (or political) decision: yet, in a context of growing international competition, one
should be aware of the economic consequences of financing this budget through social
security contributions and general taxation. Opinions differ as to the magnitude of these
effects, but in actual political reality budgetary considerations will always be an
important element in the evaluation of social policies. Remember that budgetary
pressures forced the increase of co-payments in the nineties that on its turn let to the
social and fiscal exemptions (the precursor of the MAB).

In addition to the “mechanical”’ effect of MAB-extensions, i.e. the simple sum of the
amount of health care payments that is transferred from the individual patients to the
government budget, there may also be a behavioural effect. If the MAB led to a
significant increase in inefficient overconsumption of health care, this would undermine
the economic feasibility of further extensions. A careful investigation of these
behavioural effects is therefore crucial. As we have seen in chapter 5, however, until
now the research (on the basis of the available data) has not produced evidence of
strong behavioural effects.

Political feasibility

Since there is obviously no general consensus about ethically desirable and economically
feasible changes in the system of social protection, it is evident that political
compromises will have to be sought. In this respect it is essential not to lose sight of the
overall degree of acceptance of the compulsory system of health insurance. A
compulsory system with a broad coverage will only be politically viable in the long run, if
it gets sufficient support from middle and higher income groups. Introducing too much
selectivity in the system (to the advantage of the lower income groups) may undermine
the insurance component of the system for higher income groups —
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or, alternatively, increase for them the cost of the system to such an extent that they
start preferring private market alternatives.

This danger should perhaps not be exaggerated for the MAB. As we have seen in
chapter 4, it is not very selective in terms of the level of MAB-reimbursements.
Moreover, independent of any distributive considerations, stop-loss arrangements are
an important element in optimal insurance arrangements. However, the issue of
selectivity should certainly be taken into account when considering the definition of the
burden as a fraction of income, and the determination of the level of the MAB-ceilings.
Apart from (but related to) the MAB, the system of preferential treatment (now further
extended through the introduction of the OMNIO-status) is clearly a selective element
in the setup of the Belgian system.

Administrative feasibility

In an ideal world, a system like the MAB should take into account the various features
of the economic situation of households (or individuals) that influence the welfare
burden related to OOP-payments for health care. This requires the use of an adequate
income concept for measuring the economic power of households. Moreover, needs
are determined by a host of household characteristics, in addition to household size and
composition. In many cases we do not have sufficient scientific knowledge about the
exact link between welfare and these characteristics. In other cases the necessary data
are not available, or available only with a delay. And even if the data are available, it is
difficult to take all useful information into account, if one wants to keep the system
feasible from an administrative point of view. Here also, compromises have to be made.

The description of the actual regulation with respect to the MAB in the previous
chapters has offered enough illustrations of the difficulties involved in translating
theoretically clear principles into real world applications. A striking example is the
complexity of existing household structures - another one is the challenge of
coordinating the information available at the Ministry of Finance and the information
available at the sickness funds. Moreover, policy makers have to respect (at least to
some extent) individual rights that have been acquired in the past. Hence, the necessity
of sometimes complicated transition measures. The administrative complexity of the
MAB and its (relative) intransparency increase the difficulties (and the costs) of
implementing it. They may also threaten the legitimacy of the system in the eyes of the
population.

With these considerations in mind, we can now look in more detail at some specific
design features of the MAB. The most important issues will be illustrated with additional
(static) microsimulation results. The different simulations together give an idea about
the space of future policy choices. Contrary to the previous chapter, the different
simulations should not be read incrementally: each time we start again from the
situation after the introduction of OMNIO and after the integration of the safety margin
in the MAB (which has been decided), but without any additional measure for the
chronically ill. Table 43 gives a brief overview of the different simulations performed and
some key results. It will be further explained as we proceed.
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budgetary cost N gainers N losers change N extreme change N extreme
(new ceilings) (average gain/ (average loss/ payers (OOP > payers (co-
P90 gain) P90 loss) 10% NTI) pay>5% NTI)
Extending the coverage
Protection of psychiatric patients €26 645 888 8 368 0 -2579 - 3827
(3184/7683)
Including all co-payments in the MAB-counter €53 326 023 424 360 0 - 7497 -22504
(126 / 160)
Including all supplements in the MAB-counter €430 928 001 / / / /
Including all supplements in the MAB-counter — budget- €1 498 252 81 988 387 854 +20 958
neutral (1 395,2015, 3 100, 4 340, 5 580) (1575/4017) (-329/-762)
Thresholds and ceilings
One absolute ceiling — budget-neutral €85 294 206 508 385 847 + 13 458 + 72 688
(760) (298 / 640) (-1597-310)
Indexing the MAB-ceilings - €8 725263 0 445 085 +1239 +3 862
(465, 671, (-20/-33)
I 033,1 446,1 859)
Abolishing the social MAB - €12 433 406 0 52 591 + 584 + 658
(-236 /-522)
Introduction extra ceiling of €250 €20 203 047 146 661 0 -7 466 -29 803
(138/200)
Abolishing the social MAB + introduction extra ceiling of €7 769 641 146 661 52 591 - 6882 -29 145
€250 — NET EFFECTS (138/200) (-236/-522)
Redefining the income concept
Equivalent incomes: OECD-scale — budget neutral €92 765 246 882 279 127 + 6 500 + 37995
(599, 865, | 330, | 862, 2 394) (1497 401) (-1327-215)
Equivalent incomes: fixed deductions — budget neutral -€12213 113 561 372 053 + 1 104 +7398
(488,705, 1 085, 1 519, 1 913) (173 1295) (- 53/-85)
Gross incomes instead of net incomes — budget neutral €1 150 147 380 102 140 770 - 492 + 10 680
(378,546,840, | 176, 1 513) (847 104) (-2127-522)
Abolishing system of preferential treatment - €1 113926 719 406 947 132 + 25 968 + 51 584
budget neutral (300, 433, 667, 933, | 200) (164 /262) (-123/7-219)
For comparison
Reducing the ceiling for households with a chronically €47 025 204 229732 0 - 11627 -27 071

ill patient — broad definition

(205 / 250)




KCE Reports 80 Maximum Billing 143

7.3

7.3.1

WHAT TO INCLUDE? CO-PAYMENTS AND SUPPLEMENTS

As described in the previous chapters, the coverage of the MAB has gradually been
extended over time. In chapter 6 we described the effects of the most recent
extensions and proposals. When we confront these developments with the descriptive
analysis in chapter 4, two important questions remain: the protection of psychiatric
patients and the treatment of supplements. We will now consider these two questions.
We will also look at the intermediate approach of introducing all co-payments in the
MAB-counters.

Protection of psychiatric patients

When we consider co-payments only, the most important lacuna of the present MAB is
with respect to psychiatric patients, mainly if they are hospitalized or living in a
psychiatric nursing home (see chapter 4, e.g. Table |3). These patients not only have
large absolute remaining OOP-payments after MAB, they often also experience a loss of
income. In our first simulation we therefore included in the MAB-counter all the co-
payments related to stays in a psychiatric hospital or in a psychiatric nursing home.P?*®
The total increase of co-payments included in the MAB-counter through this change is
€27 853 251 - the total increase in MAB-reimbursements (and hence the budgetary
cost) turns out to be €26 645 888 (see the first row in Table 44b). Therefore more
than 96% of the increase in the MAB-counters is translated as a budgetary cost, i.e.
affects patients above the MAB-ceilings. In fact, this immediately raises the question
whether it would not be more efficient (and administratively simpler) to lower the co-
payments of psychiatric services, instead of including them in the MAB.

The distributional effects of including all the co-payments for psychiatric patients in the
MAB-counter are summarized in the third column of Table 44a. Since this simulation is
directed at a well-specified group of patients, we focus on the non-morbidity related
characteristics. The number of gainers in this simulation is rather limited, but the
average gains are very large (compare to the other simulations in Table 43). Almost all
the gainers are low income patients (with the lowest MAB-ceiling), that were extreme
payers before the change. This measure is very effectively targeted at high-risk patients.
It therefore also leads to a reduction in the number of extreme payers: the absolute
number of households involved is rather small, but it is a relatively large fraction of the
gainers.

PPPP

As described in chapter 3, the available data only contain information about stays in a psychiatric hospital
for the individuals in the original sample, and not for the household members. Our simulation therefore
underestimates the budgetary cost and the number of households concerned.
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Table 44a. Protection of psychiatric patients: distributional effects

General population

Gainers (all co-
payments
included)

Gainers (all co-
payments included,
except the larger
co-payments for
singles)

Number of gainers Not applicable 8 368 8204
Mean gain in € Not applicable 3184 2197
P90 gain in € Not applicable 7 683 7 683
Mean NTI in € 29 427 1293 11277
Median NTl in € 22 335 9083 9083
Mean household size 221 1.32 1.32
% extreme payers before extension of the MAB
e OOP>5% NTI 9.72 96.47 96.40
o OOP>10% NTI 3.90 85.69 86.91
e Co-pay>5% NTI 2.87 92.60 92.96
e Co-pay>10% NTI 1.28 79.93 81.04
Change in extreme payers (N)
e OOP>5% NTI Not applicable -1 765 -504
e OOP>10% NTI 2579 -1 242
e Co-pay>5% NTI -3 827 -1 759
o  Co-pay>10% NTI -4 682 -2 547
MAB-ceiling (%)
o 450 36.92 88.89 88.91
* 650 19.19 5.33 5.44
e 1000 12.35 1.92 1.96
e 1400 9.09 0.96 0.98
e 1800 22.45 2.90 2.71

Despite the effective targeting properties, improving the protection of the psychiatric
patients is a relatively expensive measure. Apart from OMNIO, which is a special case,
none of the MAB-extensions from the period 2004-2007 had an equally large budgetary
cost (compare the cost increase of €26 645888 with the results in Table 29).
Moreover, as shown, the additional costs are heavily concentrated on a small group of
patients. These budgetary considerations probably contribute to explaining the past
decisions about psychiatric patients. One way to restrict the budgetary cost would be
to focus, perhaps in a first stage, on subgroups of psychiatric patients. The definition of
such relevant subgroups is not straightforward, however, since we need a convincing
ethical justification for the differential treatment. Some possibilities are shown in Table
44b. It is striking that in each case, again almost all the co-payments included in the
MAB-counter lead to MAB-reimbursements.

Table 44b. Budgetary cost of improving the social protection for psychiatric

patients

Increase of co-

payments included in
the MAB-counter

Increase of MAB-
reimbursements

All co-payments included

Co-payments in psychiatric nursing homes
Co-payments if hospitalized (> 1y)

homes

singles)

Co-payments if hospitalized for |-5 years + psychiatric nursing
Co-payments if hospitalized (>5y) + psychiatric nursing homes

All co-payments included (except the larger co-payments for

€27 853 251
€12 837799
€15015 452
€18 255 854
€22 435 196

€19219538

€26 645 888
€12242 703
€14 370 490
€17 385 453
€21 503 138

€18 027 277
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7.3.2

There are also the ethical considerations, related to the treatment of the accomodation
expenses. In fact, about 82.8% of the gainers are single-member households.® If one
argues that their accomodation expenses are not “necessary health care expenses”,
they should not be taken up in the MAB. If on the other hand one takes the position
that it is not a free choice to stay in a psychiatric nursing home, then these co-payments
should be included. The comparison with the accomodation expenses for rest and
nursing homes for the elderly may be instructive here: are psychiatric stays different?™™

One way to approach the issue is to exploit the distinction that is already made in the
present regulation, by which psychiatric patients without dependent persons, pay larger
co-payments. If one accepts the idea that these larger co-payments are related to
accomodation expenses, one could argue in favour of taking up in the MAB-counter the
lower co-payments for all patients, i.e. not including the “additional” increase for
patients without dependents. As Table 44b shows, this approach would indeed lead to a
lower (but still significant) budgetary cost. The distributional effects are shown in the
fourth column of Table 44a. The gainers of this simulation almost coincide with the
gainers of including all co-payments, but the mean gain is of course smaller. Most
striking is the smaller effect on the number of extreme payers: apparently some of the
extreme payers among the psychiatric patients are indeed singles who become extreme
payers because of their increased co-payments. As described before, it depends on the
ethical position taken whether this must be seen as problematic.

Extending the coverage to all co-payments

As we argued before, inclusion of a given treatment into the coverage of the
compulsory health insurance system, suggests that it is considered by society as
reflecting needs, rather than subjective tastes. It therefore seems natural to include all
co-payments related to these treatments in the MAB-counters. Compared to the
situation with the safety margin excluded, the budgetary cost of this operation would
amount to €53 326 023 (see Table 43). Note that the co-payments related to
psychiatric stays (analysed in the previous simulation) cover almost 50% of this amount
— a result which is not surprising in the light of the descriptive analysis of chapter 4. The
other main component of the budgetary cost are the co-payments for drugs of type Cs
and Cx.

Given the nature of these additional co-payments included, it is not surprising that the
distributional effects of this further extension of the MAB are very different from the
ones in the previous subsection. As Table 45 shows, we now have a very large number
of gainers (424 360) with a small average gain (€126) — even the P90-gain is only €160.
The gainers are concentrated in the lower income groups and among the chronically ill
— but much less so than in the previous simulation.

9999
rrerr

Because of the data limitations described before, this is probably a slight overestimate.
Additional considerations arise with respect to the possibility of substitution between outpatient and
inpatient care. Reimbursing accomodation expenses might shift patients from the former to the latter.
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Table 45. Extending the MAB-coverage to all co-payments: distributional

effects
General population Gainers
Number of gainers Not applicable 424 360
Mean gain in € Not applicable 126
P90 gain in € Not applicable 160
Mean NTI in € 29 427 20 052
Median NTl in € 22 335 17 193
Mean household size 221 2.02
% single parent hh 4.82 1.79
% guaranteed income 4.94 5.36
% preferential tariff 32.70 41.28
% lump sum B or C .12 5.92
% integration allowance handicap 1.93 6.33
% long stay hospital 1.10 6.94
% psychiatric nursing home 0.20 0.74
% chronic dialysis 0.08 0.56
% psychiatric hospital (2-5 y and =>6 y) 0.18 1.54
% unemployed 6.35 4.38
% Antibiotics DDD >=90 1.09 4.45
% Antihypertensives DDD >=90 23.74 56.45
% Cholesterol lowering medicine DDD
>=90 9.20 22.23
% COPD DDD >=90 423 13.49
% Antidepressants DDD >=90 8.64 24.58
% Antidiabetics DDD >=90 4.6l 12.54
% Stomach medicine DDD >=90 7.83 24.73
% Crohn DDD >=90 0.39 0.96
% extreme payers before extension of the
MAB
* OOP>5% NTI 9.72 444
e OOP>10% NTI 3.90 17.80
o Co-pay>5% NTI 2.87 12.23
e Co-pay>10% NTI 1.28 5.00
Change in extreme payers (N) Not applicable
e OOP>5% NTI 220 134
e OOP>10% NTI -7 497
e Co-pay>5% NTI 222 504
o Co-pay>10% NTI -6 796
MAB-ceiling (%)
s 40 36.92 49.43
s 650 19.19 35.98
e 1000 12.35 8.46
e 1400 9.09 2.76
e 1800 22.45 3.37

It is instructive to compare the results of this simulation with some of the proposals for
a MAB for the chronically ill, as described in the previous chapter. Let us pick as a point
of reference the proposal to reduce the ceiling for households with a chronically ill
patient by €250 with the most extensive definition of chronic illness. The budgetary
cost of this proposal is comparable to the one analysed in this section. To make the
comparison easier, we repeat in the bottom row of Table 43 the key results for that
simulation. A more detailed analysis is possible on the basis of Tables 41 and 45. The

results are striking.
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7.3.3

Compared to the straightforward inclusion of all co-payments in the counter, focusing
on the chronically ill reduces the number of gainers and increases the average gain. It
also has a stronger impact on the number of extreme payers. Simply including all co-
payments in the counter is less well targeted on the weaker groups, both in socio-
economic and in morbidity terms. Remember, however, that the small group of
psychiatric patients is not well protected through the MAB for the chronically ill, and is
a subgroup of the gainers of the policy change evaluated in this section.

Extending the coverage to all supplements

The descriptive analysis of chapter 4 has convincingly shown the importance of the
supplements in overall OOP-payments. By design, the MAB does not protect against
these supplements. In fact, as we suggested, it is an open question whether and how
such a protection should be set up. To answer this question, we have to specify an
ethical position on individual responsibility and on the distinction between necessary
and luxury expenses. Moreover, this position may depend on the evaluation of the
availability of supplemental insurance. Is it acceptable to argue that taking up
supplemental insurance is a free choice, and that persons who decide not to take up
supplemental insurance therefore should themselves bear the consequences of this
decision? Or is it more acceptable to state that the striking socio-economic inequality in
the take-up of supplemental insurance' shows that this is not a free choice, or at least a
choice which is heavily conditioned by one’s social environment and economic
possibilities? With supplemental insurance, there is the additional specific problem of
the possible double coverage, i.e. the situation that co-payments are reimbursed both
through the MAB and through the supplemental insurance scheme. Since our database
does not contain any information on the availability of supplemental insurance, we
cannot give a convincing answer to these questions. Yet the sensitivity analysis in Figure
|9 of chapter 4 suggested two provisional conclusions: first, correcting for supplemental
insurance would make an important difference; second, even after the correction,
supplements will remain most probably an important component of OOP-payments.

A full treatment of the issue of supplements is not possible with the available data and
would also go far beyond the topic of this project. However, we can still raise the
question: given the present regulation of supplements and after the inclusion of the
safety and delivery margin in the MAB (the important effects of which have been
described in the previous chapter), can the MAB-protection be further extended to the
supplements? To get at least a very rough idea of the budgetary impact of the
supplements, we ran a simulation in which all supplements and all co-payments are
included in the MAB-counter. It is not necessary to describe the gainers of this change:
this is simply the mirror image of the detailed description of OOP-payments after MAB,
that was given in chapter 4. However, it is revealing that the budgetary impact of this
measure is really huge. Including all supplements and co-payments would raise the cost
of the MAB to no less than €635 842 |53, i.e. a multiplication by 3.1. Such an extension
is obviously not realistic, but it gives a good idea about the scope of the problem.

Additional insights about this scope are obtained by a simulation, in which the
supplements are included into the MAB-counter in a budget-neutral way. This implies
that the ceilings (as a percentage of NTI) are increased to keep the total
reimbursements the same.** Multiplying them by 3.1 yields a new schedule of ceilings
(1 395, 2015, 3100, 4 340, 5580) which is approximately budget-neutral. The
distributional effects of including all OOP-payments and adjusting the ceilings are given
in Table 46. Of course, in this case there are both gainers and losers.

ssss

In all our budget-neutral simulations we adjust the MAB-ceilings upwards and we keep the income
thresholds constant. This means that we change the “overall” generosity of the system, without changing
its selectivity. This seemed to us the most interesting (and possibly even most realistic) procedure. Yet it
is of course only one among an infinity of possibilities to realize budget-neutrality. An alternative would
have been to keep the MAB-ceilings, but to adjust the income brackets downwards — this would push
larger groups of households in the higher income brackets, and would be comparatively beneficial for the
largest incomes (for whom the ceiling would not change).



Maximum Billing

KCE reports 80

Table 46. A MAB covering all co-payments and supplements: portrait of

gainers and losers

General population Gainers Losers
Number of gainers/losers Not applicable 81 988 387 854
Mean gain/loss in € Not applicable I 575 -329
P90 gain/loss in € Not applicable 4017 -762
Mean NTI in € 29 427 20 277 20 198
Median NTl in € 22 335 15906 17 416
Mean household size 221 1.90 2.02
% single parent hh 4.82 3.44 1.83
% guaranteed income 4.94 6.51 4.85
% preferential tariff 32.70 50.83 38.01
% lump sum B or C 1.12 5.53 5.80
% integration allowance handicap 1.93 7.70 5.60
% long stay hospital 1.10 15.97 4.90
% psychiatric nursing home 0.20 3.20 0.41
% chronic dialysis 0.08 0.70 0.45
% psychiatric hospital (2-5 y and =>6y) 0.18 5.70 0.36
% unemployed 6.35 542 4.67
% Antibiotics DDD >=90 1.09 3.20 4.15
% Antihypertensives DDD >=90 23.74 41.84 53.98
% Cholesterol lowering medicine DDD
>=90 9.20 15.21 21.59
% COPD DDD >=90 4.23 7.33 12.86
% Antidepressants DDD >=90 8.64 17.84 23.98
% Antidiabetics DDD >=90 4.6l 7.73 12.15
% Stomach medicine DDD >=90 7.83 17.82 23.32
% Crohn DDD >=90 0.39 0.68 0.91
% extreme payers before extension of
the MAB
o OOP>5% NTI 9.72 97.59 36.84
e OOP>10% NTI 3.90 87.49 7.19
¢ Co-pay>5% NTI 2.87 20.83 9.16
o Co-pay>10% NTI 1.28 12.58 3.13
Change in extreme payers (N)
e OOP>5% NTI 2434 114511
e OOP>10% NTI -19 556 40514
e OOP>15% NTI -32 420 3 802
MAB-ceiling (%)
* 40 36.92 55.08 47.93
s 650 19.19 27.46 37.65
1000 12.35 8.78 8.43
e 1400 9.09 3.19 2.68
e 1800 22.45 5.49 3.31

The results clearly illustrate the existence of extremely large supplements for a
relatively small fraction of the population. The number of gainers is much smaller than
the number of losers and, in line with this result, the average gain of the gainers is much
larger than the average loss of the losers. Not surprisingly, the gainers are heavily
concentrated among patients with a stay in a (psychiatric or general) hospital. Perhaps
more surprisingly: compared to the general population, the chronically ill are
overrepresented in the group of losers. This simulation really induces a redistribution

from “extreme payers” to what could be called “extreme extreme payers”.

The gainers are found almost exclusively among households that were extreme payers
in terms of OOP before the policy change.
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7.4

7.4.1

The number of extreme payers with OOP (after MAB)>5% NTI and with OOP (after
MAB)>10% NTI increases when including all supplements and co-payments in the MAB-
counter, while there is a strong decrease in the number of extreme payers with OOP
(after MAB) > 15% NTI.

One should interpret these results cautiously, since we did not correct for the presence
of supplemental insurance. Yet they show in a striking way the presence of extremely
large supplements for a relatively limited number of households. From the point of view
of social protection, this is a cause of concern. If one wants the MAB to play a role in
this protection, two questions are essential. First, to keep the budgetary cost under
control, it is essential to distinguish various kinds of supplements in order to decide
which of them really correspond to necessary and unavoidable health care expenses. An
obvious possibility would be the inclusion of pharmaceutical products into the MAB-
counter. Remember from the previous chapter that the integration in the MAB of the
delivery and the safety margin of implants had rather favourable consequences. Second,
one has to consider the question how the MAB does (or, better, should) interact with
supplemental insurance. More complete data are needed to analyse this second issue.

THRESHOLDS AND CEILINGS

The most obvious design questions in the MAB-regulation arise of course with respect
to the definition of the thresholds and ceilings. These questions relate directly to the
(re)distributive nature of the MAB (or, formulated differently, its selectivity). We
illustrate the issue with four different simulations (see Table 43).

An absolute ceiling?

The present MAB-regulation imposes a ceiling on co-payments to be paid which is more
or less a constant fraction of income at all income levels (see Figure Ib). If one accepts
that the welfare burden is meaningfully defined in terms of income shares, then the
MAB is inequality-neutral. It does not lead to a more equal distribution of the burden —
and hence OOP-payments after MAB remain highly regressive (see Figure 15b in
chapter 4), but it is not very selective either. However, if one focuses instead on the
absolute amounts of co-payments to be paid, the MAB-ceilings look quite selective: the
difference between the largest one and the smallest is not less than €1 350. How
important is the choice to define the ceilings as a percentage of NTI?

To get a better understanding of this issue, we ran a simulation with one absolute ceiling
— the same for all households, independent of their income or social status. We fix the
level of that absolute ceiling at €760 so as to keep the total budgetary cost of the MAB
more or less the same. The distributional effects of this change are shown in Table 47.
Not surprisingly, there are more losers than gainers, and the losers are (by design)
concentrated in the lower income groups. Yet, the size of the effect remains striking:
the median income of the gainers is €42 497, more than 2.6 times the median income of
the losers (which is only €16 |13). Large households are overrepresented among the
gainers. ““ Compared to the general population, the different categories of the
chronically ill are overrepresented among the gainers — but to a much lesser degree
than among the losers. The effect on the increase in the number of extreme payers is
especially striking. Of course, since we define extreme payers on the basis of the share
in NTI of co-payments, respectively OOP-payments, their number has to increase by
construction. But the size of the effect is remarkable. Substituting an absolute ceiling for
the system of relative ceilings would increase by 72 688 the number of households with
co-payments larger than 5% of their NTI.

teee

We will return to the issue of correcting for household size later in this chapter.
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Table 47. Introducing one absolute ceiling: gainers and losers

General Gainers Losers
population
Number of gainers/losers Not applicable 206 508 385 847
Mean gain/loss in € Not applicable 298 -159
P90 gain/loss in € Not applicable 640 -310
Mean NTl in € 29 427 50 299 17 074
Median NTl in € 22 335 42 497 16 113
Mean household size 2.21 3.08 1.88
% single parent hh 4.82 0.38 1.93
% guaranteed income 4.94 0.80 5.46
% preferential tariff 32.70 6.14 43.32
% lump sum B or C 1.12 2.78 5.95
% integration allowance handicap 1.93 247 5.89
% long stay hospital 1.10 2.70 6.40
% psychiatric nursing home 0.20 0.05 047
% chronic dialysis 0.08 0.21 0.50
% psychiatric hospital (>1 y) 0.18 0.11 0.16
% unemployed 6.35 1.35 4.96
% Antibiotics DDD >=90 1.09 231 4.25
% Antihypertensives DDD >=90 23.74 33.45 54.92
% Cholesterol lowering medicine DDD >=90 9.20 15.25 21.59
% COPD DDD >=90 4.23 7.30 12.76
% Antidepressants DDD >=90 8.64 15.55 24.09
% Antidiabetics DDD >=90 46l 6.53 12.26
% Stomach medicine DDD >=90 7.83 14.87 23.66
% Crohn DDD >=90 0.39 0.98 0.88
% extreme payers before absolute ceiling
e OOP>5% NTI 9.72 2221 44.96
e OOP>10% NTI 3.90 5.74 18.15
*  Co-pay>5% NTI 2.87 0.69 11.73
o Co-pay>10% NTI 1.28 0.10 4.38
Change in extreme payers (N) Not applicable
e OOP>5% NTI -12539 61313
o OOP>10% NTI -2 170 15 628
e Co-pay>5% NTI -684 73 372
e Co-pay>10% NTI -11 5691

74.2 Indexing the ceilings?

Since 2002, the MAB-ceilings have not been indexed, while the relevant income
thresholds have. In fact, if the MAB-ceilings had been indexed in line with NTI, this
would have led to the following ceilings:

2002 2004 2008
450 465 505
650 671 730

|1 000 | 033 123

| 400 | 446 | 572

| 800 | 859 2021

The non-indexation of the absolute values of the ceilings implies that the ceiling as a %

of NTI has decreased over time (from about 3.5-5% to about 3-4.5%).

The MAB therefore has become more generous.

uuuy Note that the income thresholds are indexed, but not adjusted for the overall increase in real incomes.
Not adjusting the thresholds for the general welfare increase has two consequences: (a) it lowers the
generosity of the MAB (interpreted in terms of the MAB-ceiling as a % of income); (b) it pushes more
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To see the consequences of this non-indexation, we ran a simulation with our 2004 data
under the assumption that the MAB-ceilings would have been indexed compared to
2002, i.e. we analysed the implications of introducing the indexed ceilings for 2004
described above. This is an increase of the ceilings by about 3.3%.

Although this may seem a minimal change, its budgetary consequences are not
negligible: indexing the ceilings would have led to budgetary savings of €8 725 263 in
2004. This is comparable to the cost of integrating the safety margin (see Table 29).
Table 48 shows a more detailed portrait of the losers of this measure. Of course, all
households with positive MAB-reimbursements lose because of this change — but for
the large majority of losers the losses are small, since they are simply given by the
change in the ceilings. The only exception are households which were just above the
non-indexed ceilings and now fall just below the indexed ceiling. This is the case for
21 470 households, i.e. 4.8% of the losers. Some of these become extreme payers
because of the shift. The numbers of households involved are rather small, however.

Table 48. Indexation of the MAB-ceilings: portrait of the losers

General population Losers

Number of losers Not applicable 445 085
Mean loss in € Not applicable -20
P90 loss in € Not applicable -33
Mean NTl in € 29 427 20 140
Median NTl in € 22 335 17 337
Mean household size 221 2.00
% single parent hh 4.82 1.74
% guaranteed income 4.94 4.93
% preferential tariff 32.70 38.98
% lump sum B or C 1.12 6.02
% integration allowance handicap 1.93 5.68
% long stay hospital 1.10 6.46
% psychiatric nursing home 0.20 0.43
% chronic dialysis 0.08 0.51
% psychiatric hospital (2-5 y and =>6 y) 0.18 0.65
% unemployed 6.35 4.60
% Antibiotics DDD >=90 1.09 4.14
% Antihypertensives DDD >=90 23.74 53.59
% Cholesterol lowering medicine DDD >=90 9.20 21.17
% COPD DDD >=90 423 12.42
% Antidepressants DDD >=90 8.64 23.70
% Antidiabetics DDD >=90 46l 11.82
% Stomach medicine DDD >=90 7.83 2322
% Crohn DDD >=90 0.39 0.91
% extreme payers before indexation of the MAB-ceilings

* OOP>5% NTI 9.72 4470

e OOP>10% NTI 3.90 17.55

*  Co-pay>5% NTI 2.87 10.41

e Co-pay>10% NTI 1.28 3.83
Change in extreme payers (N)

* OOP>5% NTI Not applicable 7 371

e OOP>10% NTI | 239

o Co-pay >5% NTI 3 862

e Co-pay >10% NTI 290
MAB-ceiling (%)

e 450 36.92 48.60

households into the higher income brackets. Remember that in the highest income bracket, the ceiling as

a percentage of NTI declines.
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e 650 19.19 36.92

e |000 12.35 8.53

e 1400 9.09 2.66

e 1800 22.45 3.29
74.3 Abolishment of the social MAB

We described in chapter 2 how the MAB grew out of the social and fiscal exemptions,
that were introduced in the nineties of the previous century. More specifically, the
social MAB was the direct successor of the social exemption. At the time it was
introduced, the use of income information was not yet possible and the entitlement to
preferential treatment was (rightly) seen as a good signal of social vulnerability. Since
then, however, with the introduction of, first, the income MAB for low and modest
incomes, and, then, the integration of the fiscal MAB into the income MAB, using the
information about NTI has become a more common procedure. It is then a natural
question to ask whether the social MAB is still needed. Is the entitlement of a
household to preferential tariff a sufficient reason to ascribe it the €450-ceiling, even if
its NTI would put it in higher income brackets? The question gets even more relevant in
the light of the experience with the restriction of the entitlement to the social MAB,
introduced in 2006 and described in section 6.2.2.2 (previous chapter): we have shown
that this restriction led to significant budgetary savings without strongly negative
consequences from the point of view of social protection.

To simulate the abolishment of the social MAB, we put all the de facto households
entitled to the social MAB into one of the categories of the income MAB on the basis of
their deflated (2001) income.”™" Entitlements to preferential treatment and OMNIO are
determined on the basis of gross income, corrected for household size. The MAB-
entitlements are determined on the basis of uncorrected NTI, and the lowest income
threshold in the MAB (in terms of NTI) is lower than the OMNIO-threshold (in terms
of gross income) for a single. Therefore the abolishment of the social MAB will move
mainly relatively large households without labour income in higher income brackets.
Our simulation results shows that this would be the case for 52 682 households.

The budgetary saving, induced by this change, is €12 433 406 — very comparable to the
saving realized in 2006 by the redefinition of de facto households. In fact, the
distributional effects of the measure (described in the third column of Table 49) are also
similar. As expected, the losers are predominantly large households (mean household
size is 3.07). Their mean NTI is comparable to that of the overall population. Of course,
social categories giving right to preferential treatment are overrepresented among the
losers, but the same is not true for other indicators of social vulnerability (e.g. single-
parent households are strongly underrepresented). There are relatively more
households with large health care expenditures among the losers than there are in the
general population, but the number of extreme payers is rather limited. And abolishing
the social MAB only leads to a minimal increase in the number of extreme payers.

All this does not automatically mean that the abolishment of the social MAB has only
advantages. More specifically, integrating all households with preferential treatment (and
OMNIO) in the income MAB would lead to an increase in the administrative cost of the
system, since the sickness funds would have to contact the fiscal administration for all
these households. This can lead to some delay in MAB-reimbursements. We return to
some other implications in the next subsection.

v To make this simulation coherent with the following one, we did the same for all households that
received in 2004 reimbursements through the income MAB for low and modest incomes, i.e. we put all
these households in the relevant income brackets on the basis of their deflated incomes.
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Table 49. Distributional effects of abolishing the social MAB and introducing

a €250-ceiling

Losers
(abolishment | Gainers (€250-
General population social MAB) ceiling)
Number of gainers/losers Not applicable 52 682 146 661
Mean gain/loss in € Not applicable -236 138
P90 gain/loss in € Not applicable -521 200
Mean NTl in € 29 427 29703 7211
Median NTl in € 22 335 24 746 8 757
Mean household size 221 3.07 |.45
% single parent hh 4.82 0.15 5.16
% guaranteed income 4.94 .14 19.25
% preferential tariff 32.70 94.90 97.95
% lump sum B or C .12 11.41 5.12
% integration allowance handicap 1.93 16.80 8.08
% long stay hospital 1.10 8.43 9.74
% psychiatric nursing home 0.20 0.18 1.72
% chronic dialysis 0.08 0.50 0.52
% psychiatric hospital (> ly) 0.18 0.54 3.14
% unemployed 6.35 9.74 797
% Antibiotics DDD >=90 1.09 3.79 4.52
% Antihypertensives DDD >=90 23.74 44.10 51.49
% Cholesterol lowering medicine DDD
>=90 9.20 16.26 16.24
% COPD DDD >=90 4.23 .13 13.12
% Antidepressants DDD >=90 8.64 21.42 28.31
% Antidiabetics DDD >=90 46l 11.73 12.32
% Stomach medicine DDD >=90 7.83 20.56 24.45
% Crohn DDD >=90 0.39 0.59 0.8l
% extreme payers before extra ceiling
e OOP>5% NTI 9.72 18.42 71.94
o OOP>10% NTI 3.90 5.77 40.59
e Co-pay>5% NTI 2.87 1.94 4343
e Co-pay>10% NTI 1.28 0.68 23.55
Change in extreme payers (N)
e OOP>5% NTI 4364 -26 571
e OOP>10% NTI 584 -7 466
e Co-pay >5% NTI 666 -29 803
e Co-pay >10% NTI 26 -7734

744

Improving the protection for the poor: a MAB-ceiling of €250

The present definition of the MAB-ceilings implies an upper bound on the burden of co-
payments as a share of NTI (see Figure |b). The same Figure |b shows that there is one
surprising exception, however. Co-payments as a share of income grow rapidly with
income in the lowest income bracket (with a MAB-ceiling of €450). For a household at
the minimum income level, the ceiling of €450 corresponds to 5.7% of income, much
larger than the 3-4% range at other income levels. This is a worrying feature in a social
protection system with special concern for the weakest groups in society. It is therefore
interesting to see what would be the consequences of introducing an additional lower
MAB-ceiling for the lowest incomes. In the next simulation we introduce an additional
€250-ceiling for incomes below €10 000. To do so, we started from the simulation with

the social MAB abolished.

The budgetary cost of introducing the €250-ceiling is considerable: €20 203 047. We
show its distributional effects in the last column of Table 49.
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In fact, there is no overlap between the losers of abolishing the social MAB and the
gainers of introducing the €250-ceiling. The latter are by design low income households
that originally were subject to the €450-ceiling, the losers of abolishing the social MAB
are by design households ending up in income brackets with a MAB-ceiling larger than
€450. Table 49 therefore also can be interpreted as giving the distributional effects of a
joint policy measure of abolishing the social MAB and introducing the €250-ceiling.

Focusing first on the last column, i.e. on the introduction of the €250-ceiling, the
distributional effects are striking. In total 146 661 households gain — these are (by
design) low income households with a mean NTI of €7 21 1.""™ Mean household size is
small and all socially vulnerable groups are overrepresented. Moreover, the same is true
for all indicators of chronic illness. In fact, except for the indicators which are directly
linked to preferential treatment, all groups of the chronically ill are more strongly
represented among the gainers of the introduction of the lower ceiling than among the
losers of abolishing the social MAB. A very large fraction of the gainers were extreme
payers before the introduction of the new ceiling — and the policy measure leads to a
sharp decrease in the number of extreme payers. Moreover, it is good to remember
that the descriptive analysis in chapter 4 led to the suggestion that some of these low
income-households are characterized by a relative underconsumption of health care. If
the introduction of a lower ceiling leads to an increase in the health care expenditures
of the poor, this increase would of course have to be added to our estimate of the
budgetary cost.

The net effects of a combined policy (abolishing the social MAB and at the same time
introducing the €250-ceiling) are summarized in Table 43: there is a significant decrease
in the number of extreme payers for a relatively minor budgetary cost (€7 769 641, i.e.
+3.8%). It seems safe to conclude that the introduction of a low €250-ceiling for the
lowest incomes would improve the level of social protection — while abolishing the
social MAB could generate budgetary savings without severe social consequences

Yet, this conclusion has to be interpreted cautiously. First, we have described in chapter
3 and in chapter 6 that our information about the low-income households may not
always be fully reliable. The absolute numbers in Table 49 are therefore probably to be
taken with a grain of salt. More generally, since many low income households do not
have to make a declaration, the information about their incomes is also incomplete at
the level of the fiscal administration itself. Second, introducing a €250-ceiling will further
increase the administrative burden of the MAB, since the sickness funds would already
have to contact the fiscal administration as soon as a household has accumulated co-
payments of about €250. Finally, the concentration of all this information about incomes
in the hands of the sickness funds might be seen by the population as unacceptable and
therefore undermine to some extent the perceived legitimacy of the MAB. It could
therefore be worthwhile to investigate in the future other possible protection measures
for the very poor (who moreover may be heavily indebted). One could even think
about a ceiling of €0, i.e. a complete exemption from paying co-payments, for patients
that are being taken care of by social assistance (OCMW/CPAS).

REDEFINING THE INCOME CONCEPT

As described in the previous chapters, entitlements to MAB-reimbursements for year T
are determined on the basis of the uncorrected net taxable income of the year T-3. In
this section we explore the effects of these different design choices. In a first subsection,
we describe the consequences of using delayed income information. The effects of
correcting incomes for differences in household size are analysed in the second
subsection and finally we simulate the effects of substituting gross for net incomes. Note
that the correction for household size and the use of gross instead of net incomes are
the main differences between the MAB-regulation and the OMNIO-system.

wwww

In the reference period 2001, the minimum income for a single person-household was €6 602.69.
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7.5.1

The consequences of using delayed income information

The consequences of using delayed income information could already be seen in Table
30 of the previous chapter, which we used to analyse the integration of the fiscal MAB
into the income MAB. We have argued there that the last column of Table 30 gives the
most realistic description of reality, and we have used the results in that column to
evaluate the effects of the integration of the fiscal MAB into the income MAB. The
other columns can be seen as hypothetical simulations, throwing some light on the
consequences of using income information from year T-3. Since we will work further on
the basis of this Table 30, the reference situation in this subsection is the one of 2004,
without the implementation of the later policy changes.

I. In the second column the MAB-reimbursements of year T (in our case, 2004)
are determined on the basis of the NTI of that same year 2004. We take this
column now as a reference point, describing the hypothetical situation in
which the income of year T would be taken into account.

2. In a normal period of income growth, the use of income information from
year T-3 instead of year T, will make the MAB more generous. The logic of
this change is very similar to the logic that is induced by the non-indexation
of the ceilings, analysed in subsection 7.4.2 of this chapter. The magnitude of
the (“income growth”) effect can be seen in the third column, which is
obtained by deflating all the incomes with the average growth rate of the NTI
between 2001 and 2004. While this is only a rough approximation, comparing
column three with the reference column two gives a good overall idea about
the increase in the generosity of the MAB induced by the use of incomes of
the year T-3: there is a move of households into income brackets with
smaller ceilings. As a consequence, total MAB-reimbursements increase with
9.7%. The number of extreme payers (>5% of NTI) decreases by about 4%,
both in terms of co-payments and in terms of total OOP-payments.

3. More importantly, individual household incomes do not all follow the average
income growth. The crucial question then becomes how inequitable is the
use of information from year T-3 for those households who experienced an
income change differing substantially from the mean. Since we do not have
information about the true incomes of 2001, we cannot draw a complete
picture of the consequences of these individual income changes. However,
we have interesting information about those households that were
reimbursed by the sickness funds in 2004 through the low and modest
income MAB (ceilings of €450 and €650 respectively), since these real
decisions in 2004 were based either on the income of 2001, or on a
declaration on honour. Taking these real decisions into account leads to the
results in the fourth column. Here, we keep the income of 2004 for all
households except for those that received reimbursements for the low and
modest income MAB. For the latter, we use the real information on
reimbursements. Comparing the second and the fourth column in Table 30
now gives us a good idea about what would have been the changes for these
households if decisions had been taken on the basis of the NTI of 2004 (the
latter situation is the one of the first column).

We know already from Table 30 that the use of the incomes of 2001 led to an increase
in the budgetary cost of the MAB by 4.7% (€9 127 300) and that the net impact on the
number of extreme payers is limited. However, the fact that there is a (slight) increase
of the number of extreme payers in terms of co-payments may be a cause of concern.
More detailed information on the distributional consequences of using delayed income
information is shown in Table 50. In total 52 107 households are affected.” If one had
used the incomes of 2004 instead of those of 2001, 7 182 households would see their
MAB-reimbursements increase, 44 925 households would see them decrease.

XXXX

Since | 154 045 households are entitled to the MAB for low and modest incomes on the basis of their
NTI of 2004 (see the second column in Table 30), the share of households affected is only 4.5%.
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We define the former (smaller) group as the losers under the present system — they
would gain if one had used their 2004-income, because it is lower than their income in
2001. The latter (larger) group are the gainers in the present situation: their income has
increased in the period 2001-2004. The large difference in the mean NTI of the losers
and the gainers is therefore not surprising, but it still is worrying. Using the income
information of 2004, the lowest MAB-ceiling would hold for 95% of the losers in the
present system, while those who benefit from the present system with delayed income
information would be shifted into higher categories. Overall, we see that the use of
delayed income information hits households that have experienced a serious income
decrease between year T-3 and year T — and benefits (not surprisingly) higher income
households with relatively large medical expenditures (look at the results for
pharmaceutical consumption). The possibility of a declaration on honour does not seem
sufficient to compensate for the possibility of strong income decreases, at least for a

minority of households.

Table 50. Use of delayed income information: portrait of gainers and losers

General Losers Gainers
population

Number of gainers/losers Not applicable 7182 44 925
Mean gain/loss in € Not applicable 190 -234
P90 gain/loss in € Not applicable 200 -350
Mean NTl in € 29 427 10 504 22 246
Median NTl in € 22 335 11692 22 072
Mean household size 221 1.90 2.08
% single parent hh 4.82 9.76 3.66
% guaranteed income 4.94 1.49 0.32
% preferential tariff”” 32.70 69.17 4.85
% lump sum B or C .12 6.19 2.97
% integration allowance handicap 1.93 0.88 1.51
% long stay hospital 1.10 5.71 3.31
% psychiatric nursing home 0.20 0.00 0.14
% chronic dialysis 0.08 0.28 0.21
% psychiatric hospital (2-5 y and =>6 y) 0.18 0.58 0.07
% unemployed 6.35 7.13 3.18
% Antibiotics DDD >=90 1.09 491 3.42
% Antihypertensives DDD >=90 23.74 29.56 49.72

% Cholesterol lowering medicine DDD
>=90 9.20 8.92 20.42
% COPD DDD >=90 423 9.06 10.82
% Antidepressants DDD >=90 8.64 22.88 21.81
% Antidiabetics DDD >=90 4.6l 6.36 10.35
% Stomach medicine DDD >=90 7.83 15.69 21.39
% Crohn DDD >=90 0.39 0.71 I.10

MAB-ceiling (%)

o 450 36.92 95.00 0.00
s 650 19.19 3.72 43.74
e 1000 12.35 0.74 44.62
e 1400 9.09 0.54 6.69
e 1800 22.45 0.00 4.95

Yy Although this simulation is based on the situation before the introduction of OMNIO we give the % of
households with preferential tariff after OMNIO: this gives an indication of the income position of the
household. In fact, households with preferential treatment before OMNIO, are hardly affected by the
simulation of Table 50, because they were entitled to the social MAB — and not to the income MAB for

low and modest incomes.
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7.5.2

7.5.2.1

Redefining the household correction?

As described in the previous chapters, the MAB-ceilings are related to the net taxable
income of the household. This means that there is no explicit correction for household
size. One possible argument in favour of this decision could be that child allowances are
not taxable (and hence not included in NTI), and that in addition the income tax system
also corrects for household size. Yet, one could of course also argue that these
corrections are not sufficient, and that one should take into account household size
explicitly in the calculation of MAB-entitlements. On the other hand, it is also possible
to defend almost the opposite position that the MAB should be redefined as an
entitlement to reimbursements at the level of the individual (instead of the household).
A complete treatment of this topic is far beyond the boundaries of this project.
However, a first feeling for the issue can be obtained by some simple simulations in
which MAB-entitlements are based on equivalized instead of actual incomes. We first
apply the OECD-equivalence scale and then a system of fixed deductions per additional
household member.

A MAB with equivalent incomes: implementing the OECD-scale

The OECD scale was already introduced in chapter 3: it gives a weight of | to the first
adult, a weight of 0.5 to additional adults and a weight of 0.3 to the children. Equivalent
incomes are then calculated by dividing NTI by this scale. The distribution of these
equivalent incomes was shown in chapter 3. In section 4.3.3., we have seen that the
MAB seems to be more selective in terms of equivalized incomes than in terms of
uncorrected incomes. On the other hand, despite this stronger selectivity, OOP-
payments after MAB remain more regressive in terms of equivalized incomes than in
terms of uncorrected incomes. Sharper conclusions can be obtained with a simulation in
which we base the MAB on these equivalized incomes.

If we simply keep the thresholds and the ceilings as they are, but we work with
equivalized instead of uncorrected NTI, the budgetary cost of the MAB would increase
by 46% (to €297 533 073). This does not allow a very meaningful comparison, however.
We therefore turned to a budget-neutral simulation in which the MAB-ceilings were
multiplied by a factor 1.33 to become (599, 865, | 330, | 862, 2 394). The summary of
Table 43 shows that this change would affect not less than 526 009 households: about
47% of these would gain, while 53% would lose.” More striking is the effect on the
numbers of extreme payers: these would increase significantly, whatever the definition.
The reason for this result is easily understood: performing a budget-neutral change
leads to an increase in the lower MAB-ceilings. If smaller households are more
concentrated at the lower end of the distribution of equivalized incomes, this increase
in the ceilings will have a stronger effect on them.

The more detailed information on the gainers and losers, shown in Table 51, confirms
this general intuition. As expected, the gainers are mainly larger households with larger
NTI. The losers are small, low-income households: 80.71% of them were in the lowest
income bracket before the change. While there are extreme payers among the gainers,
they are much more strongly represented among the losers. Compared to the general
population, the chronically ill are overrepresented both among the gainers and among
the losers — but more strongly in the group of losers.***

uz These percentages are in terms of households. Since the average household size is larger for the gainers,
there are more individual gainers than individual losers.

aaaaa  Remember that we can only identify the chronically ill in our original sample, not among the additional
household members. This underestimation will have more severe effects for larger households. Hence,
the statements about the presence of chronically ill among the gainers and among the losers have to be
interpreted cautiously.
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Table 51. A MAB with equivalent incomes (OECD scale): gainers and losers

General Gainers Losers
population
Number of gainers/losers Not applicable 246 882 279 127
Mean gain/loss in € Not applicable 149 -132
P90 gain/loss in € Not applicable 401 215
Mean NTl in € 29 427 29 165 17018
Median NTl in € 22 335 25282 14217
Mean household size 2.21 2.90 1.71
% single parent hh 4.82 0.98 2.03
% guaranteed income 4.94 0.89 7.34
% preferential tariff 32.70 6.81 58.22
% lump sum B or C .12 3.54 6.84
% integration allowance handicap 1.93 3.03 6.99
% long stay hospital I.10 276 8.17
% psychiatric nursing home 0.20 0.07 0.63
% chronic dialysis 0.08 0.31 0.56
% psychiatric hospital (> ly) 0.18 0.07 0.99
% unemployed 6.35 3.31 4.84
% Antibiotics DDD >=90 1.09 2.53 4.76
% Antihypertensives DDD >=90 23.74 40.90 56.74
% Cholesterol lowering medicine DDD >=90 9.20 19.22 20.17
% COPD DDD >=90 4.23 9.47 13.17
% Antidepressants DDD >=90 8.64 15.50 27.11
% Antidiabetics DDD >=90 4.6l 8.62 12.73
% Stomach medicine DDD >=90 7.83 16.78 2541
% Crohn DDD >=90 0.39 0.87 0.88
% extreme payers before equivalent income —
OECD-scale
¢ OOP>5% NTI 9.72 3027 4891
e OOP>10% NTI 3.90 8.54 21.23
e Co-pay>5% NTI 2.87 1.10 15.23
o Co-pay>10% NTI 1.28 0.14 5.99
Change in extreme payers (N)
e OOP>5% NTI 12 423 -37 046
e OOP>10% NTI | 885 -8 385
e Co-pay>5% NTI 948 -38 943
e Co-pay>10% NTI 32 -2 476
MAB-ceiling (%)
o 450 36.92 0.00 80.71
* 650 19.19 48.63 13.66
e 1000 12.35 24.20 224
e 1400 9.09 12.94 0.8l
e 1800 22.45 14.23 2.57
7.5.2.2 A MAB with equivalent incomes: fixed deductions per household member

While the use of proportional adjustments for household size (like the OECD-scale) is
the most common procedure, there is no reason why one could not adjust incomes by
subtracting a fixed amount per household member. The former approach assumes, e.g.,
that the cost of a child increases with income, the latter approach takes the (perhaps
normative) position that the cost of a child is the same at all income levels. An
analogous approach has been adopted in the Belgian regulation with respect to
OMNIOQ, in which a “basic income threshold” is fixed and then a given amount is added
for each additional household member. We therefore ran a simulation which is in line

with that regulation.
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The OMNIO-status is granted to singles with a gross income less than €12 795.81. For
each household member an amount of €2 368.85 is added. This is 18.51% of the original
amount. Translating this approach into the MAB-regulation (which is in terms of net
incomes), we apply the same rate of 18.51% to the income threshold (€14 178.07) at
the lowest MAB-ceiling of €450 (since this is the income situation which is comparable
to the OMNIO-threshold in the eyes of the regulator). This gives a fixed amount of
€2 624.74, which we then subtract from the NTI for each household member. We then
calculate for all households these corrected values of NTI. Applying them in the MAB
leads to an increase of the budgetary cost by 11.3% - much less than the effect of
introducing the OECD-scale. Adjusting again the ceilings to yield a budget-neutral
solution gives (488, 705, |1 085, | 519, | 953).

Table 52. A MAB with equivalent incomes (absolute amounts): gainers and

losers
General Gainers Losers
population
Number of gainers/losers Not applicable 11356l 372053
Mean gain/loss in € Not applicable 173 -53
P90 gain/loss in € Not applicable 295 -85
Mean NTI in € 29 427 23 556 19 428
Median NTl in € 22 335 21 675 15785
Mean household size 221 2.92 1.86
% single parent hh 4.82 2.36 1.69
% guaranteed income 4.94 0.83 5.76
% preferential tariff 32.70 5.15 45.63
% lump sum B or C 1.12 292 6.42
% integration allowance handicap 1.93 3.05 6.07
% long stay hospital 1.10 2.47 7.08
% psychiatric nursing home 0.20 0.06 0.50
% chronic dialysis 0.08 0.26 0.55
% psychiatric hospital (2-5 y and =>6 y) 0.18 0.04 0.77
% unemployed 6.35 3.31 4.8l
% Antibiotics DDD >=90 1.09 237 431
% Antihypertensives DDD >=90 23.74 38.89 55.79
% Cholesterol lowering medicine DDD >=90 9.20 18.24 21.50
% COPD DDD >=90 4.23 9.36 12.72
% Antidepressants DDD >=90 8.64 13.82 25.14
% Antidiabetics DDD >=90 4.6l 7.70 12.45
% Stomach medicine DDD >=90 7.83 I5.16 2441
% Crohn DDD >=90 0.39 0.88 0.89
% extreme payers before subtracting absolute
amount

o OOP>5% NTI 9.72 33.14 44.97

o OOP>10% NTI 3.90 8.6l 18.72

e Co-pay>5% NTI 2.87 1.54 11.68

o Co-pay>10% NTI 1.28 0.08 4.55
Change in extreme payers (N)

e OOP>5% NTI -1 141 14220

e OOP>10% NTI -1 596 2 700

o Co-pay>5% NTI -1118 85l16

e Co-pay>10% NTI 0 753
MAB-ceiling (%)

* 40 36.92 0.00 60.47

* 650 19.19 55.01 27.86

¢ 1000 12.35 31.81 6.34

e 1400 9.09 10.03 1.85

e 1800 22.45 3.15 3.48
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The distributional effects of this change are shown in Table 52. Overall, the effects of
deducting the fixed amount are less outspoken than those in Table 51 — this has
probably more to do with the size than with the form of the change. Still, the number of
losers is larger than in Table 51, while the number of gainers is smaller. Average losses
are therefore also smaller and average gains are somewhat larger. The latter effect,
however, is not found at P90. The more detailed distributional picture is very similar in
both simulations. Here also, the gainers are mainly larger households with larger NTI,
while the losers are small, low-income households. Not only socio-economically weak
groups, also the different groups of the chronically ill are more strongly represented
among the losers than among the gainers. Again, the net effect is an increase in the
number of extreme payers.

Both our simulations suggest that simply using equivalized instead of uncorrected NTl in
the MAB-regulation does not seem advisable. This does not at all mean that the present
system is perfectly coherent in its treatment of household size. In principle the most
adequate approach would probably be to base the MAB-entitlements on (a kind of)
equivalized disposable income after tax (and including child allowances). Open questions
remain with respect to the treatment of tax credits and tax deductions for items which
are independent of household size (such as gifts and pension savings). This debate again
can be linked to the content to be given to the notion of individual responsibility. In any
case, we could not simulate such more complicated systems with our data. What the
simple exercises in this section do suggest, however, is that, if the move to equivalent
incomes is linked to an increase of the MAB-ceilings (to keep the change budget-
neutral), special attention should be given to the poor small households. Remember that
the introduction of a new €250-ceiling could in this regard have very positive effects.

Substituting gross for net incomes

The OMNIO-status is granted on the basis of gross incomes — the MAB works with net
taxable income. At first sight there is no obvious reason for that distinction, which adds
to the administrative complexity of the system of social protection. Does the distinction
matter? We simulated a MAB, based on gross incomes. To do so we calculated for each
household the gross income in the same way as was done for the OMNIO-simulation in
section 6.2.4.2. These gross incomes were deflated to their 2001-values using the same
rate that was used to deflate the NTI (see previous chapter). Since gross incomes are
larger than net incomes, we can lower the MAB-ceilings in a budget-neutral way: the
new ceilings are (378, 546, 840, | 176, | 513). The social MAB was kept and, as before,
the lowest ceiling (in this case €378) was applied for this social MAB.

Lowering the ceilings has obvious distributional effects. In addition, the substitution of
gross for net incomes will mainly benefit the households with non-active persons. Since
the difference between gross and net incomes boils down to professional costs, the two
income concepts essentially coincide for non-active persons. The overall distributional
effects of the substitution of gross for net incomes are shown in Table 53. There are
many more gainers than losers — therefore the mean gain is much smaller than the mean
loss (and the same is true for the P90-values). Overall, the gainers are smaller
households with a smaller NTI. Weak socio-economic groups are overrepresented
among the gainers, and the same is true for most indicators of chronic illness and
pharmaceutical consumption. Moreover, extreme payers are more strongly represented
among the gainers than among the losers. All these results are not surprising: on
average, the difference between gross and net taxable income is smaller (or nil) for the
smallest incomes. These households therefore benefit most from the lowering of the
ceilings. However, at the same time, the picture for the number of extreme payers is
mixed. After the change there are less extreme payers with OOP or co-payments>10%
of NTI, but there are more extreme payers with OOP and (especially) co-payments
larger than 5% of NTI. This can be explained by the fact that average (and P90) losses
are relatively large.

While the lack of coherence between the income concepts used in the MAB and in
OMNIO is clearly unfortunate, the desirable harmonization has to be introduced
cautiously. A deeper analysis is needed to determine the income concept that is the
most adequate for comparing the relative welfare position of active and non-active,
large and small households.
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Table 53: Substituting gross for net incomes: gainers and losers

General Gainers Losers
population
Number of gainers/losers Not applicable 380 102 144 770
Mean gain/loss in € Not applicable 84 -212
P90 gain/loss in € Not applicable 104 -522
Mean NTI in € 29 427 19372 22 079
Median NTl in € 22 335 15013 21 260
Mean household size 2.21 1.90 2.22
% single parent hh 482 2.38 0.79
% guaranteed income 4.94 6.60 1.79
% preferential tariff 32.70 50.33 16.51
% lump sum B or C 1.12 5.83 4.94
% integration allowance handicap 1.93 5.92 442
% long stay hospital [.10 7.00 3.02
% psychiatric nursing home 0.20 0.59 0.12
% chronic dialysis 0.08 0.54 0.35
% psychiatric hospital (>1y) 0.18 0.79 0.09
% unemployed 6.35 4.98 3.99
% Antibiotics DDD >=90 1.09 428 3.04
% Antihypertensives DDD >=90 23.74 53.07 53.12
% Cholesterol lowering medicine DDD >=90 9.20 19.35 25.06
% COPD DDD >=90 4.23 12.53 11.26
% Antidepressants DDD >=90 8.64 25.08 18.53
% Antidiabetics DDD >=90 4.6l 1.8l 11.39
% Stomach medicine DDD >=90 7.83 23.78 20.72
% Crohn DDD >=90 0.39 0.95 0.83
% extreme payers before GTI
OOP>5% NTI 9.72 46.47 32.54
OOP>10% NTI 3.90 18.89 11.00
Co-pay>5% NTI 2.87 13.84 | 42
Co-pay>10% NTI 1.28 5.66 0.29
Change in extreme payers (N)
* OOP>5% NTI -24 243 28 069
e OOP>10% NTI -4 578 4 068
e Co-pay>5% NTI -15 867 26 547
o Co-pay>10% NTI -2 106 104
MAB-ceiling (%)
o 450 36.92 59.60 31.71
* 650 19.19 2431 49.97
* 1000 12.35 733 14.38
e 1400 9.09 2.57 3.94
e 1800 22.45 6.19 0.00
7.6 PREFERENTIAL TREATMENT, OMNIO AND THE MAB

We have seen in chapter 6 that the introduction of OMNIO led to a decrease in the
number of extreme payers, but at the same time to huge budgetary costs. This suggests
the question what would have been the consequences if one had used the additional
budgetary means, that were now devoted to OMNIO, to an alternative policy consisting
in lowering the MAB-ceilings for everybody. A comparison of the results in the
Tables 29 and 43 suggests that the introduction of the MAB-ceiling of €250 for very low
incomes is a cheaper measure, leading to a sharper decrease in the number of extreme
payers. However, this finding has to be interpreted with caution, since our simulation
introduced the lower MAB-ceiling in a system with the OMNIO-status already in place.
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There is a question of principle here. If one has a fully worked out MAB-system with a
coherent and income-dependent definition of maximum ceilings, is it then still necessary
to keep the system of preferential treatment? There are three possible arguments in
favour of such a system. First, if we are concerned about the behavioural effects of co-
payments and we want to confront the trade-off between overconsumption and better
insurance coverage, it can make sense to have larger co-payments for those households
which have a stronger inclination to “over’consume (i.e. for which there is a more
serious moral hazard problem). If low-income households and households in well-
specified social categories show weaker behavioural reactions (as is suggested by
empirical research for Belgium, e.g. Van de Voorde et al., 20017, lower co-payments for
them can be justified. Second, if income information is not fully reliable, the use of
additional information about social status could improve the targeting in the social
protection system. It is to be noted that this second argument becomes less relevant if
we move into the direction of a purely or largely income-driven system of preferential
treatment, such as OMNIO. Third, stop-loss arrangements such as the MAB only offer
reimbursements ex post. Preferential treatment and OMNIO lower the personal prices
to be paid at the point of service.

To better understand the implications of this choice, we ran a simulation in which we
abolished the system of preferential tariffs (including OMNIO) and used the resulting
budgetary means to lower the MAB-ceilings. Abolishing the system of preferential
treatment affects | 283 628 households. In total it would shift €305 744 055 of co-
payments from RIZIV/INAMI to the patients. If we use these “savings” for the public
system to make the MAB more generous (in a budget-neutral way), the budgetary room
for the MAB increases to €510 658 207. Adapting the ceilings to generate about this
outcome results in (300, 433, 667, 933, | 200). This decrease is less than what might be
expected at first sight. The reason is, of course, that increasing the co-payments for the
individuals with preferential treatment means that more of them will reach the MAB-
ceiling and, moreover, that the necessary reimbursements above the ceiling will also be
larger. In fact, if we keep the ceilings as they are and we simply calculate the additional
MAB-reimbursements after the abolishment of the system of preferential treatment, we
get an increase of these reimbursements by €153 566 549 (i.e. about 75% of the cost of
the MAB in the reference situation).

It is easy to see in principle who will be the gainers and who will be the losers of this
drastic policy change. Let us first consider those households that were not entitled to
preferential treatment. For them nothing changes if their co-payments are smaller than
the new (and hence also the old) ceiling. They will only gain from the reform if they
have MAB-reimbursements after the change. Some of them, who did not get
reimbursements before the change, will now have MAB-reimbursements because of the
lowering of the ceilings. Those that had already MAB-reimbursements before will see
their reimbursements increase as a result of the lower ceilings. The situation is more
complicated for the households who had preferential treatment before the change.
First, there will be a loss for all households which have expenditures for items, for
which there was a preferential tariff and that are not included in the MAB-counter.
Second, disregarding the co-payments not included in the MAB-counter, there is an
interplay between the increase in the co-payments due to the abolishment of the
preferential tariff and the lowering of the ceilings. All households that had before the
change co-payments larger than the new ceiling will gain. This includes the households
that had already MAB-reimbursements before the change. Those households that were
entitled to preferential treatment but did not reach the new MAB-ceiling before the
change will lose.

A more detailed distributional picture is shown in Table 54. The number of losers is
larger than the number of gainers but the average (and P90) loss is smaller than the
average (and P90) gain. All losers were entitled to the preferential tariff before the
change. On average, the losers have a much lower income and belong to socio-
economically weaker groups. On the other hand, the picture is opposite for the
indicators of chronic illness: most of the groups of the chronically ill are
overrepresented among the gainers — and this is certainly true if we look at the shares
of extreme payers (before the change).
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Yet, in total the net effect on the number of extreme payers is positive, mainly when we
define them in terms of co-payments (see also the summary in Table 43). This means
that many households that had preferential treatment become extreme payers because

of its abolishment.

Table 54. Abolishing the system of preferential tariffs: gainers and losers

General population| Gainers Losers

Number of gainers/losers Not applicable 719 406 947 132
Mean gain/loss in € Not applicable 164 -123
P90 gain/loss in € Not applicable 262 -219
Mean NTl in € 29 427 22 048 1815
Median NTl in € 22 335 18 444 10 439
Mean household size 221 2.07 1.88
% single parent hh 4.82 1.85 11.82
% guaranteed income 494 4.80 14.20
% preferential tariff 32.70 33.90 99.99
% lump sum B or C 1.12 4.25 [.15
% integration allowance handicap 1.93 4.6l 4.92
% long stay hospital 1.10 323 1.8l
% psychiatric nursing home 0.20 0.35 0.51
% chronic dialysis 0.08 0.35 0.06
% psychiatric hospital (>1y) 0.18 0.16 0.61
% unemployed 6.35 4.04 17.69
% Antibiotics DDD >=90 1.09 3.39 0.97
% Antihypertensives DDD >=90 23.74 50.44 25.34
% Cholesterol lowering medicine DDD

>=90 9.20 20.49 8.15
% COPD DDD >=90 4.23 10.82 3.94
% Antidepressants DDD >=90 8.64 20.98 8.86
% Antidiabetics DDD >=90 4.6l 10.84 533
% Stomach medicine DDD >=90 7.83 20.84 7.51
% Crohn DDD >=90 0.39 0.91 0.27
% extreme payers before abolishment of

preferential status and OMNIO

* OOP>5% NTI 9.72 3261 8.32

e OOP>10% NTI 3.90 11.87 5.13

e Co-pay>5% NTI 2.87 6.90 3.39

e Co-pay>10% NTI 1.28 295 2.19
Change in extreme payers (N)

* OOP>5% NTI -62 125 69 289

e OOP>10% NTI -12 168 38 136

e Co-pay>5% NTI 23734 75318

o Co-pay>10% NTI -3 098 40016
MAB-ceiling (%)

* 40 36.92 4351 90.88

s 650 19.19 35.39 470

e 1000 12.35 10.82 .65

e 1400 9.09 4.26 1.02

e 1800 22.45 6.01 1.75

The conclusion of this exercise is then rather easy to draw. Abolishing the system of
preferential tariffs (and OMNIO) and using the resulting savings to lower the MAB-
ceilings makes the overall system of social protection less selective in terms of socio-
economic status (and income), but gives better protection to the chronically ill at higher
income levels. However, when we define the burden of OOP-payments as a share of

NTI, many low-income households suffer from the increase in co-payments.
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If one wants to decrease the selectivity and increase the overall coherency of the
system by abolishing the system of preferential treatment, special attention is needed
for the households with very low incomes. One possibility would be the introduction of
a new, lower MAB-ceiling.****

CONCLUSION

Designing a social protection mechanism is not a purely descriptive or scientific
question. It requires taking position on crucial social and ethical issues. In this chapter
we have used the technique of microsimulation to illustrate the importance of these
ethical choices for the basic design features of the MAB. Let us draw together the main
strands of the argument.

First, one has to define in a coherent way what are the necessary health care
expenditures for which individuals should not be held responsible. A priori it seems
sensible that at least all co-payments should be covered, as they correspond to health
care items for which society has decided that they should be included in the compulsory
insurance system. It turns out, however, that including all remaining co-payments in the
MAB would be rather expensive. Half of this cost relates to psychiatric patients, for
which very large OOP-payments are concentrated among a relatively small number of
households. If we accept that it is not a free choice to be in a psychiatric hospital or
nursing home, then this is the first group for which extension of the coverage is
desirable. More difficult questions arise with respect to the supplements: the budgetary
cost of simply including them in the MAB is prohibitive. Including them in a budget
neutral way would lead to a concentration of the social protection on a relatively small
group of patients with very large OOP-payments. An adequate social protection
mechanism for the supplements should (a) be explicit about what are necessary and
what are rather luxury expenses; (b) be careful about the interaction with the system of
supplemental insurance.

Second, one has to define the “burden of OOP-payments” in a coherent way. The
present regulation implements the principle that the ceiling on co-payments as a share
of NTI should be about the same for everybody. The thresholds are then defined in
terms of NTI, without any further correction for household size. We simulated the
effects of correcting the thresholds for household size. It turns out that such a change
with a concomitant budget-neutral increase in the ceilings can lead to serious problems
for small low-income households.

Third, one has to take a position about the desirable degree of selectivity in the system.
The idea of a constant (relative) ceiling as a share of NTI implies an absolute ceiling that
is increasing with income. We have shown that removing this “selectivity” by
introducing one absolute ceiling for everybody, would put a large burden on the low
incomes. On the other hand, we have also shown that the introduction of an extra
ceiling of €250 for households with a NTI smaller than €10 000 could really improve
the outcomes of the MAB. Moreover, in principle, this change can almost fully be
financed by abolishing the social MAB. However, if one were to consider changes in that
direction, one has to be cautious about the resulting increase in the administrative
costs. Indeed, the sickness funds would have to collect income information for all
households as soon as the sum of co-payments approaches €250.

Fourth, the system of preferential treatment (and OMNIO) introduces a sharp element
of selectivity in the Belgian system. This raises a question of principle. If one has a MAB-
system with an income-dependent definition of maximum ceilings, is it then still
necessary to keep the system of preferential treatment? It turns out that abolishing the
system of preferential treatment and lowering the MAB-ceilings would indeed improve
the protection of the chronically ill at higher income levels. At the same time, however,
it could bring many low income-households into payment problems.

bbbbb

The €250-ceiling, that has been simulated in section 7.4.4 would become about €165 if we apply to it the
same ratio as for the other ceilings in this section. However, introducing an additional lower ceiling in a
budget-neutral way would require an increase in all the ceilings.
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The problem is sharpened by the move from lower prices at the point of service to a
system of reimbursement ex post. If one wants to go for a social protection system
without preferential treatment, it has to be designed carefully.

Fifth, the design of the MAB does not only depend on ethical issues. Administrative
constraints also have played a role. They explain why income information from year T-3
is used to determine the MAB-entitlements in year T. As a consequence, a minority of
households that experience an income decrease between T-3 and T do not receive
MAB-reimbursements, although they would be entitled on the basis of their actual
income.

The limitations of the exercises in this chapter have already been mentioned before.
The self-employed were excluded from our simulations. Moreover, given our use of a
reference simulation calibrated on 2004-data, absolute numbers of households and
absolute amounts for the budgetary costs and for gains and losses must be taken with a
grain of salt. However, the comparisons between the different policy options are
instructive and useful. We used the microsimulation technique in this chapter to
calculate the effects of different basic design choices — and we mainly focused on these
choices in isolation. It is obvious that additional policy insights can be gained by
formulating combined policies — e.g. abolishing preferential treatment while at the same
time introducing the additional ceiling for (very) low incomes, or the MAB for the
chronically ill. Further refinements are also possible: one could, e.g., simulate the effects
of including some parts of the supplements (e.g. pharmaceutical products) in the MAB-
counter, or the effects of more specific protection measures for psychiatric patients.
There is an infinity of possibilities. Microsimulation techniques offer a flexible tool to
calculate both the budgetary and the distributional effects of such policy proposals.
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Key points

The desirable coverage of a social protection system in health insurance
depends on the ethical position taken with respect to the boundaries of
individual versus social responsibility.

A stop-loss arrangement is an essential feature in many insurance systems.
Ideas about an equitable distribution will influence the definition of the
burden of health care payments and the level of ceilings and thresholds.

Improving the protection of psychiatric patients would lead to an increase of
the budgetary cost of the MAB by about 13%. The individual gains for
psychiatric patients would be considerable.

Since very large supplements are concentrated in a small group of the
patients, the budgetary cost of an adequate stop-loss protection system for
all the supplements would be prohibitive. However, one might consider the
inclusion into the MAB-counter of specific categories of supplements.

Differentiating the MAB-ceilings as a function of income definitely improves
the results in terms of social protection.

Indexing the MAB-ceilings could lead to non-negligible budgetary savings
without huge social consequences. The same is true for the abolishment of
the social MAB. However, the latter change would lead to an increase in the
administrative cost of the system, since the sickness funds would have to
collect income information for all the households that in the present
situation receive reimbursements through the social MAB.

It is worthwhile considering the introduction of an additional lower MAB-
ceiling (e.g. of €250) for the lowest incomes. Such an additional ceiling would
lead to a significant decrease in the number of extreme payers. Here also
one must be aware of the resulting increase in the administrative costs.

Basing MAB-entitlements for year T on the incomes of year T-3 has negative
effects on the situation of a (limited) number of low income-households.
Apparently, the possibility of a declaration on honour is not sufficient to
compensate for this shortcoming.

Basing MAB-entitlements on equivalent incomes and at the same time
increasing the MAB-ceilings to make the reform budget-neutral, could lead
to severe problems for small households with low incomes. Introducing
household size in a more coherent way therefore requires a careful
reconsideration of the whole design of the MAB, including the level of
ceilings and income thresholds.

Substituting gross for net incomes is on average beneficial for lower income
households and for the chronically ill. However, as losses may be
considerable, it would lead to an increase in the number of extreme payers.

Abolishing the system of preferential treatment and lowering the MAB-
ceilings in a budget neutral way would make the system less selective in
terms of socio-economic status and would give better protection to the
chronically ill with middle and larger incomes. However, it leads to severe
payment problems for the low income households.
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8 GENERAL CONCLUSION

As soon as one accepts the presence of co-payments in principle, the question arises
how to design a system of social protection for patients with large out-of-pocket
payments. Such a system should be sufficiently targeted to protect the weakest groups
in society, both in terms of income and in terms of health care costs. On the other
hand, it should not be too selective in terms of income, because that would alienate the
higher income groups, whose support is needed if we want to keep a compulsory health
insurance system with an extensive coverage.

In principle, the MAB is an elegant and flexible system of social protection. The stop-
loss feature is in line with insurance theory. Varying its design features offers scope for
implementing different ethical and political positions. Historically, it has grown out of
the social and fiscal exemption from the nineties and its incremental introduction has
resulted in an administratively rather complex machinery. Simplification of the MAB
(while respecting to some extent the existing rights) would therefore be an
improvement. As an example, it is not coherent to have the income thresholds of the
MAB defined in terms of uncorrected net taxable income, while the income threshold
for OMNIO is defined in terms of gross income, corrected for household size. This
administrative complexity does not only have consequences for the sickness funds that
have to execute the system. To some extent it may even be seen as a direct threat to
the social effectiveness of the protection measures, as patients (or their
representatives) also may get off the track in the different regulations. The latter
problem is especially relevant if, as in OMNIO, patients have to take action in order to
become entitled to some social advantages.

The moral hazard problem related to health insurance is well known. This is exactly the
main reason to have co-payments. The feasibility of the MAB (and of possible further
extensions) therefore depends to some extent on its behavioural effects. Does an
increase in the generosity of the MAB induce overconsumption of health care? The
available data do not allow to draw definitive conclusions but we do not seem to
observe a change in behaviour (neither from patients nor from providers) as a result of
reaching the MAB-ceiling. We found some effect, however, in that providers charge co-
payments more often if they can be confident that their patients will reach the MAB-
ceiling in the course of the year.

From the point of view of ex post social protection, our work has pointed out some
important remaining lacunae. First, despite the existence of the MAB, there remains a
considerable number of households with relatively large OOP-payments. A better
protection of the chronically ill is therefore needed. Of course, by design, the MAB
implies a special protection for households with large health care expenditures, since it
is based on the sum of co-payments. However, its coverage does not include non-
medical costs nor supplements. Moreover, since the MAB only looks at expenditures
for one year, it does not take into account the persistency of large OOP-payments over
time. In defining the chronically ill, it is important to take into account these features
explicitly.

Second, a specific issue arises with respect to the protection of psychiatric patients. Co-
payments related to long stays in a psychiatric hospital or in a psychiatric nursing home
are not included in the MAB-counter. This is no problem, if one sees them as
accomodation expenses, which would have to be paid anyhow. However, if one accepts
that a stay in a psychiatric hospital does not reflect a free choice from the patient, social
protection is justified. The budgetary cost of this additional protection is considerable
and it affects only a limited number of patients. This shows at the same time, of course,
that the individual OOP-payments are now very large for these patients.

Third, there remains a significant number of extreme payers with low incomes. There
are also some indications of underconsumption of health care by these groups. A
relatively straightforward way of improving the social protection offered by the MAB
would be the introduction of an additional lower MAB-ceiling (e.g. €250) for very low
income-groups.
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This measure could in principle be combined with the abolishment of the social MAB,
which would yield a considerable budgetary saving without significantly lowering the
level of social protection. However, both the introduction of an additional lower MAB-
ceiling and the abolishment of the social MAB would lead to an increase in the
administrative cost of the system. Things could become easier if preferential treatment
and OMNIO were granted on the basis of the same income concept. Yet even then it
would remain true that the information about the low and very low incomes is
incomplete, even at the level of the fiscal administration. Additional research is needed
for evaluating and improving the social protection for the weakest groups in society.
This research should go beyond the use of administrative data and include the collection
of specific information, possibly using also qualitative survey techniques.

Fourth, supplements are a significant part of total OOP-payments. The budgetary cost
of including them in the MAB is prohibitive. At the same time, however, the integration
of the safety and the delivery margin for implants have shown that well designed
measures can result in a significant improvement in the social protection. It certainly is
necessary to think carefully about how the MAB and supplemental insurance have to be
geared to one another. Formulating specific policy conclusions in this regard is
impossible without better information on the availability, the take-up and the coverage
of supplemental insurance.

For this research project we could for the first time combine data about health care
expenditures and incomes for a representative sample of the population. Such data are
needed for evaluating ex post the existing system of social protection and for predicting
ex ante the likely consequences of changes in its design. All our results are based on
data for 2004 — and in the meantime patterns of health care consumption have changed.
For steering the design of the MAB and, more generally, for improving our system of
social protection, it would be extremely important to repeat at regular times a similar
merging of income data with data about health care expenditures. It would even be
better if explicit morbidity information could also be integrated in this dataset. While
creating such a dataset at regular times does not create any technical difficulties, it
would offer an extremely valuable (even indispensable) source of information for future
policy analyses. It would also make possible the refinement of the microsimulation
model. Such a model is an invaluable tool for evaluating the budgetary and distributional
effects of specific policy measures.
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