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Introduction.

Social inequalities in health do not decrease spontaneously with medical progress or increased quantity and
quality of health care provision, including in welfare states where the health system in theory allows fair access
to care *. A growing number of epidemiologists emphasize the advantage of working on new approaches such
as psychosocial determinants of health but also more upstream determinants in order to make progress in
understanding the mechanisms underlying social inequalities in health and thereby on the development of
policies and strategies to reduce them. In this context, we deemed it important to focus on access to care and
unmet health care needs appears to be a relevant indicator to study social health inequalities assessing
determinants both at the individual and societal level. The underlying assumption is that any (increase in)
financial contribution and reduction in publicly covered services are financial barriers to get access to care that
may increase unmet needs.

In the United-States in 2010, two-thirds of the population reported unmet health care needs because of cost °.
Having continuous health coverage (either public or private) is associated with a lower level of unmet needs *.
However, while the recent establishment of a near-universal coverage in Massachusetts increased the overall
coverage rate, rate of unmet needs decreased only slightly (from 9.2% to 7.2% between 1996 and 2008).
Moreover, results were contrasted because a significant decrease occurred only among the groups at lowest
risk: male, White, healthy, and high income “. In countries such as Canada or France where universal coverage
is much wider than in the U.S. (though only partial), about 15% of the general population has experienced
unmet health needs because of cost »°.

Several surveys have attempted to better understand factors associated with unmet health care needs,
especially because of financial reasons. Beyond the socioeconomic gradient, the probability of unmet needs
because of cost (whatever the type of care) is higher in people who have no health insurance °. Several studies
have also shown that people without private health insurance were more likely to report unmet health needs
in general ™ and because of cost more specifically * ***®. These mechanisms contribute to social inequalities in
health by reducing access to care for the most disadvantaged. To overcome this issue, universal coverage
system is often seen as a good way to reduce social inequalities in access to care. This is especially true among
immigrants in Canada compared to U.S. . However, even in countries with universal coverage (often partial)
is in place, the social inequalities in health persist and some individuals have to forgo care or treatment.

We have to acknowledge that there is a wide range of public coverage in place in industrialized countries.
Before the debate around the health care reform in the U.S. for instance, only the elderly and the very poor
have access to public coverage. In Canada, while access to physicians and hospital is fully free of charge for the
whole population, other services are free (or at low cost) only for certain groups (such as drug or dental care
for children or social assistance recipients for example). In Sweden, the health insurance plan that covers a
wide range of health care services is also accompanied by various user fees: co-payment for medical
consultation in public and in private, medicines, dental care, etc... In France, the public system of Social Security
covers almost all services and type of care. However, patients most of times have to pay the full costs to the
point of service (direct payment) and are reimbursed only partially by the Social Security (70% on average). The



additional 30% (co-payment) will be reimbursed later by a complementary/supplementary health insurance or
will be borne by patients.

In France, the establishment in 2000 of universal health coverage (couverture maladie universelle or CMU, a
mandatory alternative to get public coverage for people not covered through employment or as a relative of an
employed person) and the complementary universal medical coverage (couverture maladie universelle
complémentaire or CMU-C, offering free complementary coverage to the poorest) has significantly reduced the
financial barriers in access to health care among the poorest * '°. However, this also led to a threshold effect
for people with incomes slightly above the eligibility criteria 2. In 2010, CMU-C covered more than 4 million
people *. To prevent this threshold effect, a means-tested allowance has been created in 2005 to help people
buy private health insurance (Aide & la complémentaire santé or ACS) ****. Even if the number of beneficiaries
has been growing over time, the use of ACS remains low, and a recent experiment shows that only one out of
five eligible people apply to get this benefit *°.

Several circumstances recently restored the interest in unmet health care needs because of cost in France.
First, since decades, and more especially over the past five years, many measures have been implemented to
reduce the Social Security deficit, resulting in the increase of direct financial participation of patients. Thus,
since 2008, the introduction of different franchises on prescription drugs, and paramedical and medical
transport, the de-reimbursement of ‘insufficiently efficient’ drugs, the flat fee of € 1 to medical procedures,
increased hospital package and excess fees have contributed to substantially increase the direct cost of health
care on households ?°. Second, the 2008 economic crisis and its impacts on the socioeconomic status of French
may have led to worsen (objective and/or subjective) financial hardship experienced by people. The current
international economic situation and stupendous debt of the United States and several European countries
suggests that this instability and its resulting tensions are likely to continue. Third, the frequency of unmet
needs because of cost has been chosen as an indicator for monitoring the performance of the health system
and health insurance in France.

Objectives

In this context, the general objective of this research is therefore to better understand unmet health care
needs because of cost in Paris metropolitan area, its determinants, at the individual, neighbourhood and
societal level and its evolution over time. We will address following two main objectives:

1. Estimate and compare the frequency of unmet needs because of cost in 2005 and 2010 a) for any type of
care and b) by specific types of care (such as dental care, visual aids, specialist care, or drugs);

2. Assess the association with demographic factors (age, gender, immigrant origin), socio-economic (household
income, perceived financial situation, education level, employment status, type of health insurance coverage),
psychosocial (social integration, health representations and experiences) and territorial (socioeconomic type of
area of residence, medical density) and compare their strength between 2005 and 2010.

Methods

We used two waves of the SIRS (French acronym for health, inequalities and social ruptures) cohort study. This
socio-epidemiological cohort study is representative of the adult French-speaking population in the Paris
metropolitan area (Paris and its suburbs - departments 75, 92, 93 and 94 -, a region with a population of 6.5
million) and comprises 3,000 households recruited in the fall of 2005 by 3-level random sampling. The first level
consisted of a geographical partition (IRIS, units that contain about 2000 inhabitants) and was stratified based
on a socio-professional space typology %’ and the government-defined sensitive urban zones (ZUS) status: 50
IRIS were randomly selected among 2,595, with an over-sampling of ZUS and blue collar neighborhoods. At the
second level, 60 housing were randomly selected in each IRIS. Finally, one adult was randomly selected per
household and included in the cohort. Data on numerous social and health-related characteristics were
collected both in 2005 (wave 1) and 2010 (wave 3), while the second wave (2007) consisted in a short to follow
up. This socio-epidemiological cohort is led by the DS3 team at Inserm (which houses the personal data) as part
of a research program involving also the research team on social inequalities (ERIS) at Centre Maurice



Halbwachs (CNRS-EHESS-ENS). We estimated multilevel models, to take into account the sampling design:
individuals (level 1) nested within neighborhoods (level 2).

Results

The proportion of respondents who stated they experienced unmet health care needs because of cost during
the past 12 months was respectively 16.9% in 2005 and 15.7% in 2010". This small decrease was not
statistically significant. After adjustment for all variables, demographic factors appear to have only a marginal
impact on the probability of forgo health care for financial reasons. In 2010, French citizens born from foreign
parents (i.e. immigrants’ children) are more likely to forgo care than French citizens born from French parents
(OR =1.35,95% Cl = [1.04-1.77]). On the contrary, the risk of stating unmet needs because of cost did not differ
between French citizens (born from French parents) and people with foreign citizenship. It might be the result
of the healthy migrant effect and/or different health expectations of immigrants, which in this case would be
lower than the French (for example due to lack of integration).

Unmet needs because of costs was not only significantly associated with the financial inability to access to care
(household income), but also highly significantly associated with a negative perception of this financial
situation (OR =3.36, 95% Cl = [2.57-4.89]) and health coverage (higher risk of unmet needs with decreasing
level of coverage). In 2010, recipients of CMU-C were at higher risk to state unmet needs because of costs, but
this difference was not significant after adjusting for other characteristics. In France, protection of the poorest
through CMU-C seems to fulfill its role by cancelling potential financial barriers in access to care. In contrast,
the risk was significantly higher among those without complementary/supplementary coverage (OR =2.17,
95% Cl = [1.49-3.15]) or no health insurance coverage at all (OR =5.29, 95% Cl = [1.31-21.41]).

In addition, at comparable socio-economic status (especially in terms of level of income or health insurance),
unmet needs because of cost was stated more frequently among people who had at least one health condition
or were socially isolated. In addition, the psychosocial dimension appears to be extremely important since the
risk of unmet needs because of cost is higher among those with more negative health representations and who
experienced major traumatic life events during childhood or adulthood (serious events, biographical ruptures).

Finally, the type of neighborhood had only a very marginal impact. It seems that individual factors have a much
greater explanatory power (reflecting a strong composition effect) than these contextual factors.

In contrast in 2005, the effect of gender was significant whereas the migration origin one was not. Financial
position, both objective and subjective, was significantly associated with seeking care but to a lesser extent
than in 2010. The major difference stood in health coverage: while CMU-C recipients were less likely to forego
care than those covered by a private health insurance in 2005 (OR = 0.63, 95% Cl = [0.41-0.96]), the difference
was no longer significant in 2010. In fact the proportion of unmet needs because of cost dramatically increased
among CMU-C recipients (19.7% to 30.9%). The association with health status seemed slightly larger in 2005
than in 2010. Associations with psychosocial factors were comparable.

Preliminary discussion.

Unmet needs because of cost have remained relatively stable between 2005 and 2009. Our analyses showed
that unmet health care needs because of cost do not only refer to the financial inability to access to care, but
also to the frustration of people between what they want to benefit in terms of medical care (expectations that
may also be socially diverse) and what they actually access. We have already identified several critical
economic, social and health determinants. Our work stressed that the issue of unmet needs because of cost
cannot be understood without paying special attention to how people perceive their own health needs and
their financial or social situation. We also showed how the impact of health coverage status has changed over

! please note that the measurement was slightly different in 2005 (unmet needs because of cost directly measured) and
2010 (contingency question assessing unmet needs in general followed by different justifications, among them financial
reasons)



time and how the health system —and any change in public policy — might have a strong impact on health
inequalities. Moreover, the preliminary services-specific analysis (such as dental care or visual aids — not shown
in this extended abstract) showed that the evolution of unmet health needs because of costs seems highly
related to recent increases in cuts in the French health coverage system.
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