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Summary: 

Inequalities in access to care became a major concern in France during the nineties. Seeking to reduce 

them, the French government introduced a new means-tested program in 2000 called the Couverture 

maladie universelle (CMU). This program supplements the health insurance coverage provided by the 

Social Security system and reduces the out-of-pocket costs incurred by low-income patients. 

While the existence of financial barriers to care prior to the introduction of the CMU is undisputed, it is 

also clear that income-related inequalities in access to care stem from a variety of sources. The 

distribution of need is an obvious one, but other socio-economic factors such as education, employment 

status or occupation also have an impact on access to care. When seeking to document changes in the 

inequity of care distribution over time, new questions arise: are they driven by a change in the underlying 

distribution of the factor (for instance more inequality in the distribution of income) or in the impact of the 

factor on access to care?  Wagstaff, van Doorslaer, and Watanabe (2001) proposed a method for 

decomposing the causes of health inequalities than can and has already been applied to inequalities in 

access to care, though not in a longitudinal perspective. 

Following this current of literature, our empirical analysis will determine whether there were changes in 

the inequalities in access to care in the 90s in France, and if so, shed some light on the reasons for these 

changes. 

Data: Our data are from the Enquête sur la santé et la protection sociale (ESPS), a national household 

survey that has been yearly conducted by CREDES since 1988. Our data will be selected from the 1992, 

1995, 2000 surveys. 

Method: Repeated cross sectional analysis of inequalities in access to care based on the computation (and 

decomposition in explanatory factors) of concentration indexes. 

 



 2 

Introduction 

 

The French health care system is based on the principle of horizontal equity, according to which 

individuals with equal need should have identical access to care regardless of their socio-economic status. 

Lower socioeconomic groups are known to have higher rates of morbidity and mortality than higher 

socioeconomic groups. Moreover, the inequalities between groups seem to increase over time. For 

instance, in France, while over the period 1979-1985, the mortality of blue collar men aged 25-54 was 2.6 

higher than that of their white collar counterparts, the ratio increased to 2.9 between 1987 and 1993 

(Jougla, 2000). If the horizontal equity principle in access to care held, not only should the resources of 

the health care disproportionately benefit the poor, but this concentration should also increase over time. 

This paper first objective is to evaluate the changes in inequalities in access to care in France during the 

90ies.  

During that decade, the regulation of the health care system primarily focused on the supply side and co-

payment rate increases were limited
1
. However, as total medical expenses were growing faster than the 

GDP and consumption structure was concomitantly changing, the impact on the level of user charges 

regarding income remains unclear. Over time, concern about the access to care for the poor grew, in spite 

of existing protection mechanisms and as a response, the Couverture maladie universelle (CMU) was 

implemented in 2000. This program supplements the health insurance coverage provided by the Social 

Security system and reduces the out-of-pocket costs incurred by low-income patients. 

While the CMU clearly aimed at improving access to care, access to insurance is only one of the many 

factors that can explain a differential access to care across income groups. Income itself, but also social 

class and education for instance are among the factors that simultaneously concur to explaining differing 

consumption patterns for a given health status. As a result, a stable level of inequalities could be the 

consequence of worsening of education related inequalities, compensated by an increase in the insurance 

coverage of the population. Following a recent strand of literature (Wagstaff, 2001), our second purpose 

will then be to separate the underlying factors that contributed to inequalities in access to care in France in 

the 90ies. 

 

I. Material 

 

1) Data source 

Our data are from a series of health and health insurance surveys merged with national health insurance 

claims files for utilization of care.  
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The Enquête sur la santé et la protection sociale (ESPS) is a repeated household survey that has been 

conducted since 1988. ESPS is representative of French ordinary households, and provides information on 

socio-economic and demographic characteristics, as well as on health status, and health insurance 

coverage. For at least one individual per household, this information can be merged with an exhaustive 

record of medical consumption reimbursed by social security over the year. The resulting dataset, known 

as Appariement is also representative of the population. 

In order to study access to care during the 90ies, three years were selected: 1992, 1995, and 2000. That 

choice was partly driven by data considerations (prior to 1992, while the survey existed, the Appariement 

was of poor quality). It should be noted that a third of the households present in the sample in 1992 are 

interviewed again in 2000. 

At each of these points, our sample consists of individuals over 15, who provide information on their 

health status and income level. Additionally, because other health insurance funds were progressively 

integrated in the Appariement, the sample is restricted to beneficiaries of the main health insurance fund. 

This fund (CNAMTS) covers the salaried workers and their families, i.e. more than 80% of the 

population.  

 

Table 1: Population size 

year 1992 1995 2000 

Sample used 2350 2415 4380 

 

 

Specific weights are computed to calibrate these samples using the following variables: age, sex, 

household size, total hospital reimbursement within a year, occupation (inactive, active worker, active 

unemployed) and education. We use a truncated linear quasi-measure for calibration, so that the final 

weights vary from 0.5 to 2. 

 

2) Variables   

Utilization of care 

Since our source of information for utilization is designed for reimbursement purposes, while it provides 

accurate expenditure per type of care, it is not always possible to infer the number of contacts between the 

patient and the provider. Indeed, all procedures are expressed in a volume unit called "lettre-clé". Each of 

these key-letter (C, CS, SPR, Z…) designates a type of provider performing the act and the number of 

                                                                                                                                                              
1
  Veil reform of 1993: a 5 percentage point increase of the statutory co-insurance rate, increases in the in-patient co-

payment in 1993 and 1996 (for more details, see (Couffinhal, 2003)).  
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key-letter is supposed to reflect the complexity of the procedure. If a provider sends one bill for a series of 

procedures at the end of a treatment, the aggregate reimbursement information will not provide the list of 

procedures and the number of contacts necessary to complete the treatment. The administrative volume 

unit has no intuitive meaning and will generally not be used. Among the exceptions are GP and specialists 

visits in an ambulatory setting that can be counted. 

In this preliminary version, the analysis will focus on GP and specialists visits. 

 

Ranking variable  

Income is our ranking variable.  

Households declare an income level, based on which an income per equivalent adult according to the 

OECD equivalence scale
2
 is computed. Income would typically be net of most social contributions but not 

of personal income tax as it is not collected at the source. No account is taken of indirect social transfers 

(e.g. reimbursement of medical expenses). Prior to 2000, rather than asking for detailed information, the 

income variable was displayed in brackets. For those years, the middle of the bracket was taken. 

 

Health status  

In order to measure inequalities of access across income groups, health status which is assumed to reflect 

need has to be controlled for. ESPS provides a range of information on the health status: 

ü Self-assessed health as a response to the question “Could you rate your health on a 0 to 10 scale 

(0=very bad, 10= excellent)?”; 

ü Number of chronic diseases listed by the respondent; 

ü Level of functional disability; 

ü And a variable labeled "vital risk". This categorical variable reflects the individuals' mortality risk 

within the next five years. It is constructed by physicians on the basis of declarative information 

on health and treatments as well as questions on health behaviors (smoking and drinking habits). 

Many studies of inequalities in access to care only rely on age, sex, and self-assessed health to control for 

need (van Doorslaer, 2002a), (van Doorslaer, 2002b). This study will use a more complete set of 

information on health status.  

 

 

                                                 
2
 Giving a weight of 1 to the first adult, 0.5 to the second or to each subsequent person aged 14 and over, and 0.3 to 

each child aged under 4 in the household. 
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Non-need variables  

One of the objectives of this work is to better understand the extend to which income inequalities in access 

to health are also related to non-need variables. Among the variables known to have an impact on access 

to care beyond income, our analysis will take education, labor market status, and occupation class into 

account.  

Financial barriers in access to care can be reduced by a number of "health insurance" variables that will 

also be taken into account: 

ü coverage by private health insurance; 

ü exemption from statutory copayments often granted because of a long term illness. This 

information can be used in two ways: as information on coverage (the option we chose here) but 

also as an additional health status information; 

ü public schemes aimed at the poor. The CMU replaced an existing and more limited coverage 

(Aide Médicale Générale) which existed in 1992 and 1995.  

Finally, differences in access to care can also be explained by supply-side variables. Geographical 

variables (region, urban or rural place of residence) can be used as proxies.  

 

II. Method 

 

Following the recent literature on measuring inequality in access (van Doorslaer, 2002a), we use 

concentration indexes to measure the income-related inequality in the utilization of health care.  

A first index is calculated on the actual utilization of care. It reflects the overall income related inequality 

in consumption of care. Part of this inequality can be attributed to differences in health status across 

income groups. In order to estimate which part of the concentration index cannot be explained by these 

differences, we compute a second concentration index which reflects the part of total inequality due to 

health status. The difference between the two concentration indexes provides a measure of "non-justified" 

inequalities in health, that is to say income related inequalities that do not reflect differences in health 

status. This health controlled inequality can in turn be decomposed in order to assess the impact of non-

need variables. 

More formally, (Wagstaff, 2001) show that if Ĉ is the total concentration index, it can be expressed as a 

weighted sum of partial concentration indexes: rĈ , hĈ , pĈ . Each weight can be interpreted as the partial 

elasticity of utilization with respect to the variable. These weights are estimated, all else equal, by 

regression methods. 
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Three types of variables are distinguished here: income itself r, health status variables h, and non need 

variables p ( eGC  being simply a residual term). It is thus possible to identify the contributions of need 

and non need variables to total inequality. 

By repeating these calculations over time, we can shed light on the factors that drove changes in 

inequalities in access to care in the nineties. For instance, if we were to find that private insurance made 

inequalities in access more pro-rich over time, we could find out whether this can be explained by an 

increased concentration of health insurance among the rich or an increase of the impact of insurance on 

consumption.  

 

III. Results 

The primary results presented in this section only concern 2000. As explained above, income-related 

inequality in the use of health care is analyzed using concentration curves and concentration indexes. 

 

1) Concentration curves  

The concentration curves (CGP) and (CSP) shown in graph1 and graph2 plot the cumulative proportion of 

medical use, respectively total number of GP visits and Specialist visits in ordinate against the cumulative 

proportion of the population ranked by income, beginning with the lowest. The further the curve lies 

above the diagonal, the greater the degree of inequality is in favor of the poor. (CGP) shows a slight 

inequality favoring the poor in GP visits whereas (CSP) shows a wider inequality in favor of the wealthiest 

in Sp visits. 

 

This first step could however lead to misleading interpretation, if part of the inequality observed was due 

to socioeconomic differences in health status. (C*GP) and (C*SP) plot concentration curves standardized for 

need variables. These curves describe socioeconomic differences in health care access related to 

differences in health status. The need variables used in the computations are self-assessed health, 

functional disability and vital risk. The number of chronic diseases has not been yet integrated in the 

calculations. In both graph1 and graph2, the position of need standardized concentration curves (C*GP) 

and (C*SP) above the diagonal reflects the expected negative correlation between health and income. 
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Graph 1. Unstandardized and need-standardized concentration curves of GP visits 
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Graph 2. Unstandardized and need-standardized concentration curves of SP visits 
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2) Horizontal inequality index 

An index of horizontal inequality (HI index) in access to health care can be obtained from the difference 

between the concentration curve and the need adjusted concentration curve. The relative position of 

(C*GP), which lies very close to (CGP), indicates that observed gross inequalities in GP consumption are for 

a large part explained by relative poorer health status in the lower socioeconomic groups, implying a 

wider recourse to GP treatment. As graph3 points it, the HIGP index for GP visits is not significantly 

different from 0. Nor is the HIdGP index for GP visit probability. 

 

While no inequality is found in the distribution of GP visits; results are quite different for specialist visits. 

(C*SP) lies above the diagonal, contrarily to (CSP). This indicates that differences in health do not explain 

observed inequality. The level of inequality as measured by the HISP index for specialist visit is thus 

significant and in favor of the rich (cf. graph3). 

 

 
Graph 3. HI Indexes with confidence limits for GP and SP consumption 
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HIdGP :  index for GP visit probability ; HIdSP index for SP visit probability 

Hi<0 : inequality favors the poor; Hi>0: inequality favors the rich  
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3) Decomposing concentration indexes 

Using the decomposition method previously explained, total inequality in observed use of care measured 

by CIGP and CISP can be decomposed into need variables related inequality, non-need variables related 

inequality and contribution of unexplained inequality (residuals).  

 

As shown in graph 4, the decomposition of CIgp shows a slight pro-poor contribution of non-need 

variables (although inequality in GP visit appears to be not significant as explained in IV.2). The 

decomposition of CIsp appears to be quite different: the contribution of non-need variables is there in favor 

of the rich and explains more than a half of inequality as measured by Cisp. 

 

Graph 4. Decomposition of the concentration indexes in need, non need variables and residual term 
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HI is now decomposed in order to assess the detailed impact of non-need variables (cf. graph 5) , namely 

private health insurance, exemption from co-payment, the CMU, income, education, occupation and 

region. 

 

Insurance variables (Private health insurance, CMU, Cost sharing exemption) appear to play a major role 

in the explanation of HI. Private health insurance on one hand, CMU and exemption on the other hand, 
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have opposite impacts on HIsp : private health insurance increases the pro-rich inequality whereas CMU 

and exempted co-payment variables compensate with an expected pro-poor impact. 

 

The impact of non insurance variables largely differs from GP to SP. Non-insurance variables all 

contribute to a pro-rich inequality in specialist use. On the contrary, decomposing HIgp, we find that 

activity status has a pro-rich impact but income and education variables contribute to a pro-poor 

distribution of health care. Moreover, the CMU almost compensate for the “amount” of inequity in GP 

care induced by private insurance. The impact of the CMU on inequalities in access to care requires 

further investigation as it is restricted to specific social groups, which may induce threshold effects. 

 

Graph 5. Decomposition of the HI indexes in explanatory socio-economic variables 
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IV. Discussion/conclusion : A few methodological prospects 

Aiming at documenting and explaining the evolutions of Social inequalities in health care 

utilization among the 90ies in France, we will focus on the following methodological points.  

 

Á the role of age and sex, since both can be thought of in terms of need or non need 

variables. It would be very interesting to explore sex inequalities in health services use 

and expenditures. 

Á the analyze of health care utilization in terms of expenditures will be also of 

methodological interest. While it is straightforward to compare the distribution of 
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physician visits at 3 points in time, comparing expenditure levels over time requires more 

assumptions as an increase in expenditure is a combination of price and volume. 

Á The role of the region variable as a relevant proxy for health care supply disparities. 
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