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Abstract 
 
The concept of health insurance coverage can be resolved into two different components: 

“prevalence” (who is insured), and “generosity” (what is guaranteed) of the insurance. 

In this paper, I first provide data – also in historical data series – on the prevalence of health 

insurance, whether public or private, in the 28 EU member countries. At present, residents in EU 

countries without health insurance amount to 9.9 million (corresponding to 2% of the 

population).  

To appraise the “generosity” of insurance coverage, I use two indicators: out-of-pocket 

expenditure and self-reported “unmet medical needs”. These two indicators are first analysed 

separately, then condensed into a generosity index. 

There seems to be a positive relationship between prevalence and generosity of health insurance 

coverage. Health expenditure per capita appears to significantly affect the generosity of 

coverage, whereas it has less impact on prevalence.  
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1. The two dimensions of healthcare coverage 

 

The concept of health insurance coverage presents at least two different dimensions (Stuckler 

et al. 2010; WHO 2010; Lagomarsino et al. 2012; WHO 2013; Boerma et al. 2014; Abiiro and 

De Allegri 2015; Dmytraczenko and Almeida 2015). The first dimension refers to the 

prevalence (or extent) of health insurance, namely how many people enjoy some form of 

primary insurance coverage against health risks. The second dimension considers the level of 

protection – we could talk of the generosity (or depth) – of insurance coverage: how many 

medical procedures and health services are included in the policy? Which treatments are fully 

covered by the insurance scheme and which require a financial contribution by the patient? 

Hence, the first dimension essentially refers to who is covered. The second dimension refers 

to what is guaranteed by the insurance coverage.  

This work aims to investigate these two different dimensions within the 28 countries 

currently belonging to the European Union (awaiting Brexit, the United Kingdom is included).  

In the following sections we will address, in particular, the following questions: 

1) Which European countries guarantee health insurance coverage to the entire population 

and which, conversely, leave part of the resident population without coverage? 

2) In which countries is health insurance coverage considered more generous? 

3) Has the recent economic crisis had some repercussions on the prevalence and generosity of 

health insurance coverage?  

4) What is the relationship between prevalence and generosity of insurance coverage? Are 

they two independent dimensions? Are they two properties that mutually reinforce one 

another? Or is there some form of trade-off between the two dimensions? 

The paper is organised as follows. In the next section (Section 2), we will start off with a 

possible definition of the concept of “universal health coverage”, and the introduction of the 

indicators used in this work.  

In the following section (Section 3), the 28 European Union member countries will be 

compared: for each country, we will assess how many residents presently have health 

insurance coverage (the most recent data refer to 2015) and how many do not. Data on the 

prevalence of health insurance in 2015 will be compared with those of the previous 10, 20, 30 

and 40 years, in order to trace the historical evolution of the phenomenon.  

In Section 4, we will no longer dwell on the prevalence of coverage, but rather on the 

generosity of the insurance schemes adopted in the different European countries. For this 
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purpose, two indicators will be used: out-of-pocket healthcare expenditure and unmet medical 

needs. These two indicators, albeit imperfect, will provide an insight into the generosity of 

health insurance coverage (or, at least, how it is perceived) in the different countries. 

After having analysed them separately, I will attempt, in Section 5, to discuss the relationship 

between the two dimensions, i.e., prevalence and generosity of healthcare coverage. To this 

end, I will elaborate a simple insurance coverage “generosity index”, which will be correlated 

with both the prevalence of insurance coverage and healthcare expenditure per capita.  

 

 

2. Definitions, Data Sources and Methods 

 

In the following sections, we will discuss the concept of universal health coverage. A review of 

the literature, however, brings to light some quite divergent definitions of this concept 

(Stuckler et al. 2010; O’Connell et al. 2014; Abiiro and De Allegri 2015). It is therefore 

opportune to prevent possible misunderstandings. In this work, universal health coverage 

refers to the insurance coverage held by all residents of a given country for essential 

healthcare (Boerma et al. 2014; Cotlear et al. 2015). It is of no import whether such insurance 

coverage is public or private, or ensured by a mandatory or voluntary scheme; what counts is 

that all residents are covered for health risks, and that such coverage relates to medical care 

deemed essential. The uninsured instead refer to those who do not have this type of insurance 

coverage and therefore have to pay for healthcare services out of their own pockets. 

As already mentioned, in this work the concept of health insurance coverage is resolved into 

two dimensions: prevalence and generosity. 

As regards the prevalence of health insurance coverage in the different countries, the main 

data source used in this paper is the OECD Health Statistics 2016 online database (OECD 

2016a). This database is supplemented by the Health at a Glance reports (various years), also 

published by the OECD, and the Health Statistics dataset provided by Eurostat (2016). An 

invaluable source of information, especially to trace the historical development of each 

national system, is the HiT-Health Systems in Transition report series, edited by the European 

Observatory on Health Systems and Policies. 

To assess the generosity of insurance coverage, the two indicators used in the following 

sections include: 1) out-of-pocket health expenditure; 2) the so-called unmet medical needs. 

As is known, out-of-pocket expenditure refers to medical costs borne directly by single 

individuals and not reimbursed by any insurance scheme. Data on out-of-pocket spending 
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(calculated as a percentage of the total healthcare expenditure) are drawn from the Global 

Health Expenditure Database held by the World Health Organisation (WHO 2016).  

The so-called unmet medical needs are the second indicator used to appraise the generosity of 

insurance schemes. Citizens’ viewpoints on “unmet” medical needs (and therefore on the 

barriers that actually limit access to health services) are collected annually by Eurostat, 

through the EU-SILC (Statistics on Income and Living Conditions) survey. Respondents are 

asked whether in the last 12 months they had to forgo a medical procedure or service 

considered “truly necessary” due to one of the following reasons: excessive cost charged to 

the patient; long waiting times required to obtain a service; excessive distance from the place 

of residence. 

To start off, I have to warn the reader about the two indicators. Although widely used in the 

literature (WHO 2013; Thomson et al. 2014; Abiiro and De Allegri 2015; Cylus and 

Papanicolas 2015; OECD 2016b), the two indicators here selected present limitations that 

should not be neglected. Both should indeed be freed from a subjective and cultural 

component that may vary – even significantly – depending on the country. For example, it is 

possible that the greater or lesser propensity to pay for healthcare services directly is 

influenced by cultural and socio-economic factors: in some countries, it is considered normal 

to resort to out-of-pocket spending, and those with a higher income will be more able to 

afford the expenditure. Even the perception of unmet medical needs inevitably has a strong 

subjective component (Allin et al. 2010), and the same health problem may be perceived 

differently depending on the social context. 

 

 

3. Prevalence of health insurance coverage: a comparative view 

 

Let us start from analysing the current situation relative to 2015, or the last year available. 

For each country, Table 1 (last column) reports the percentage of population with primary 

health insurance, whether public or private.  

Out of the 28 European countries examined in this work, 13 ensure universal coverage, 5 have 

what we can call "quasi-universal" coverage, and 10 countries do not have universal coverage. 

The 13 countries with universal coverage (where 100% of the population is therefore 

covered) include: Croatia, Czech Republic, Denmark, Finland, Ireland, Italy, Latvia, Lithuania, 

Malta, Portugal, Slovenia, Sweden, and United Kingdom. 
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Table 1 – Percentage of population with healthcare insurance (1975-2015) 
 

 1975 1985 1995 2005 2015 
Austria 96.0 99.0 99.0 98.0 99.9 
Belgium 99.0 98.0 99.0 99.0 99.0 
Bulgaria 100 100 100 81.8 88.2 
Croatia 100 100 100 100 100 
Cyprus NA NA NA 83.0 83.0 
Czech Rep 100 100 100 100 100 
Denmark 100 100 100 100 100 
Estonia 100 100 95.8 94.1 94.3 
Finland 100 100 100 100 100 
France 97.3 99.2 99.4 99.9 99.9 
Germany 92.1 91.2 99.9 99.8 99.8 
Greece 75.0 100 100 100 86.0 
Hungary 100 100 100 100 95.0 
Ireland 85.0 100 100 100 100 
Italy 95.0 100 100 100 100 
Latvia 100 100 100 100 100 
Lithuania 100 100 100 100 100 
Luxembourg 99.8 99.7 98.6 98.7 95.9 
Malta 100 100 100 100 100 
Netherlands 69.5 66.3 98.6 97.9 99.8 
Poland 100 100 100 97.3 91.3 
Portugal 60.0 100 100 100 100 
Romania 100 100 100 100 86.0 
Slovakia 100 100 99.3 97.6 94.2 
Slovenia 100 100 99.0 99.0 100 
Spain 81.0 97.1 98.6 98.3 99.8 
Sweden 100 100 100 100 100 
UK 100 100 100 100 100 
EU-28 average 93.8 97.3 99.7 99.1 98.0 

 
Source OECD (2016a); OECD (2016b); Eurostat (2016); European Observatory on Health Systems and Policies 

(various years). Notes NA: not available.  

 

 

According to the OECD data, five countries have coverage that can be considered "quasi-

universal." In this work, I propose to consider quasi-universal those countries where the 

percentage of the uninsured is minimal, not exceeding 0.2% of the population. The five quasi-

universal countries are Austria, France, Germany, the Netherlands and Spain.  

In the remaining 10 countries, universal coverage is not achieved. In these states, the 

uninsured account for at least 1% of the resident population. The countries without universal 

healthcare coverage are: Belgium, Bulgaria, Cyprus, Estonia, Greece, Hungary, Luxemburg, 

Poland, Romania, and Slovakia.  

http://localhost/OECDStat_Metadata/ShowMetadata.ashx?Dataset=HEALTH_PROT&Coords=%5bCOU%5d.%5bDEU%5d&ShowOnWeb=true&Lang=en
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We can already draw a first conclusion based on these data. The issue of the uninsured 

population is usually associated with the United States, or other countries outside Europe. 

However, we come to learn that quite a few EU member countries (more than a third, but 

actually more than half if we also include the "quasi-universal" countries) do not provide 

health care coverage to the entire population. At present, the uninsured in European Union 

countries total 9.9 million, corresponding to 2.0% of the population. In absolute terms, the 

countries with the highest number of uninsured people are Poland (3.3 million), Romania (2.8 

million), Greece (1.5 million) and Bulgaria (0.8 million). For those who consider it appropriate 

for the EU to have a single, and therefore uniform welfare system in all member countries, this 

is definitely a matter to ponder upon. 

 

Intertemporal comparison 

The foregoing situation refers to 2015. To better understand the issue, it would be helpful to 

review the historical series: what was the situation like 10, 20, 30 and 40 years before? Let us 

look at the data, making it clear that 1) when referring to the insured and uninsured 

population in EU member countries over the past decades, the calculation includes all the 

countries presently belonging to the European Union (even those which were not yet 

members at the time); 2) in our intertemporal comparison, for the sake of simplicity, we treat 

the quasi-universal countries as if they were universal countries.  

In the mid-Seventies, 17 European states had universal or quasi-universal coverage. Ten years 

later, in 1985, the countries ensuring universal coverage had increased, reaching 20. After 

1985, however, the number of universalistic European countries dropped, first to 18 (in 

1995), then to 17 (in 2005). In 2015, it increased again to 18. This means that within the 

current EU, the maximum number of universalistic countries was reached in the mid-Eighties, 

and has since dropped. 

This fluctuating trend is also reflected by the percentage of the uninsured. In 1975, the 

uninsured in Europe were 6.2% of the population. In 1985, they had dropped to 2.7%, and 

reached as low as 0.3% in 1995 (the most extensive coverage). After 1995, the uninsured in 

Europe started increasing again: in 2005, they were 0.9% of the population, and at present 

total 2.0%. In absolute terms, the figure is perhaps even more striking. In 1995, in the 28 

countries currently belonging to the European Union, one and a half million people were 

uninsured. In 2005, the uninsured totalled 4.4 million. Today, there are almost 10 million. 

Easily, one may think that the drop in health insurance coverage is essentially attributable to 

the economic crisis, which has hit Europe since 2008 (Thomson et al. 2014). This is only true 
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in part: the number of the uninsured had already started increasing over the previous decade 

and in particular during the 1996-1998 two-year period (rising from 1.6 million in 1996 to 

over 4.3 million in 1998).  

 

Graph 1  – The Uninsured in European Union Countries, 1995 to 2015 
 

 
Source Author’s elaboration based on data from: OECD (2016a); OECD (2016b); Eurostat (2016); European 

Observatory on Health Systems and Policies (various years). 
 

 

As shown in Graph 1, the effects of the recent economic crisis have contributed to exacerbate 

the situation. The percentage of the uninsured remained roughly stable for over a decade, 

from 2000 until 2011. In 2012 there was a surge, especially in Greece and Poland. This 

acceleration actually doubled the number of uninsured individuals, which rose from 0.9% to 

1.8% of the EU population in a single year. In the years to follow, the total number of 

uninsured has grown further, reaching the current 2%.  

 

 

4. Generosity of coverage: out-of-pocket spending and unmet medical needs 

 

We therefore noted that universal health coverage is guaranteed in 13 countries belonging to 

the European Union (on a total of 28), while in 5 there is a "quasi-universal" coverage. These 

data refer to the prevalence of coverage (how many people have primary health insurance), 

but not to its generosity. Indeed, we can legitimately ask whether the insurance coverage 
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available to citizens in different countries actually entitles them to all, or only some essential 

services. Also: are healthcare costs fully or only partly covered by the insurance scheme? 

It may in fact happen that citizens are formally insured against health risks, but then have to 

pay out of their own pockets to receive a particular treatment. This may stem from the fact 

that the insurance scheme does not cover certain medical procedures or services, or it can 

depend on the long waiting times required to obtain a given service. Also, some form of co-

payment on the part of the patient may be involved. All of the foregoing may limit access to 

healthcare, particularly to individuals with a lower income. There may indeed exist 

inconsistencies between policy and actual practice.  

To appraise the extent to which citizens of different countries are actually protected against 

health risks, we can use two indicators, the first being out-of-pocket health expenditure, 

whilst the second consists of the so-called unmet medical needs. 

 

4.1. Out-of-pocket spending 

If we somewhat simplify the issue, we can generally affirm that, if an insurance coverage is all-

encompassing, the insured will have no need to pay out of his own pocket: out-of-pocket 

expenditure will therefore be minimal. If, on the contrary, the insurance coverage is not 

generous, a substantial part of the expenditure will eventually be charged to the insured. 

Hence, if out-of-pocket spending in a given country is high, we can deduce that the insurance 

coverage available to citizens – whether public or private – is not very generous (WHO 2013; 

Abiiro and De Allegri 2015). 

Having elucidated this aspect, we can now have a look at the incidence of out-of-pocket 

spending (calculated as a percentage of the total healthcare expenditure) in European 

countries (Table 2). We would expect countries with universal coverage to have out-of-

pocket expenditure values that tend to be lower than in countries where part of the 

population has no health insurance coverage. Quite simply, the argument is the following: 

those who do not have insurance (whether mandatory or voluntary) must pay all medical 

expenses out of their own pockets, thus increasing the overall out-of-pocket expenditure. 

Conversely, if all residents in a country have health insurance coverage, there should be fewer 

reasons for out-of-pocket spending. 

This expectation is generally confirmed by the data: in countries without universal coverage, 

the out-of-pocket expenditure averages 23.4%, whereas in countries with universal or quasi-

universal coverage, the out-of-pocket spending averages 13.2%.  

 



 9 

Table 2 – Out-of-pocket spending and “unmet” medical needs in Europe (2014) 
 

 Out-of-pocket 
spending 

(% of total health 
expenditure) 

Unmet medical 
needs (% of 

respondents) 

 

Countries with universal or quasi-universal coverage 
Austria 16.1 0.1 
Croatia 11.2 3.3 
Czech Rep 14.3 1.1 
Denmark 13.4 1.4 
Finland 18.2 3.3 
France 6.3 2.8 
Germany 13.2 1.6 
Ireland 17.7 3.7 
Italy 21.2 7.0 
Latvia 35.1 12.5 
Lithuania 31.3 3.7 
Malta 28.9 1.1 
Netherlands 5.2 0.5 
Portugal  26.8 3.5 
Slovenia 12.1 0.2 
Spain 24.0 0.6 
Sweden 14.1 1.5 
UK 9.7 2.1 
 

Countries without universal coverage 
Belgium 17.8 2.4 
Bulgaria 44.2 5.6 
Cyprus 48.7 4.7 
Estonia 20.7 11.3 
Greece 34.9 10.9 
Hungary 26.6 2.5 
Luxembourg 10.6 0.8 
Poland 23.5 7.8 
Romania 18.9 9.3 
Slovakia 22.5 2.1 
   

Average of universal or 
quasi-universal countries 

13.2 2.7 

Average of countries without 
universal coverage 

23.4 6.9 

EU-28 average 14.0 3.6 
Source: Eurostat (2016); WHO (2016). 

 

 

There are, however, some countries where the level of out-of-pocket expenditure is very high 

notwithstanding the guarantee of universal coverage. This is especially the case in Latvia, 

Lithuania, Malta and Portugal. In these four countries, – all with universal coverage – out-of-
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pocket spending exceeds, at times substantially, 25% of the total healthcare expenditure. In 

Spain and Italy, out-of-pocket spending exceeds 20%. 

Based on the distinction made earlier between prevalence and generosity of the insurance 

scheme, this should mean that in the foregoing countries healthcare coverage is indeed very 

prevalent (covering the entire population), but is – in actual fact – not very generous. 

As already mentioned, one of the purposes of this work is to assess the impact the recent 

economic crisis has had on health insurance coverage. To this end, we are reporting the 

average out-of-pocket healthcare expenditure in the 28 EU countries for the decade from 

2005 to 2014 (Graph 2). As shown, average out-of-pocket spending increased slightly up to 

2008 inclusive, whereas it decreased (from 14.5% to 13.9%) between 2008 and 2009. From 

2009 onwards, out-of-pocket spending has remained roughly stable. 

The lower than normal out-of-pocket spending in times of economic crisis can be easily 

explained by the fact that families are (or fear of finding themselves) in financial straits and 

therefore save on private health spending. 

 

 

Graph 2  – Out-of-pocket healthcare expenditure, all EU countries, 2005 to 2014 
 

 
Source WHO (2016), Global Health Expenditure database 
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4.2. Unmet medical needs 

The second indicator used to assess the generosity of health insurance coverage consists of 

the unmet medical needs. This indicator attempts to determine the extent to which citizens 

forgo medical treatment they would actually require for economic reasons or organisational 

limitations of the healthcare system (Cylus and Papanicolas 2015).  

Table 2 shows, for each European country, the percentage of respondents who claim to have 

forgone, in the last year, at least one necessary medical examination due to its cost, the long 

waiting lists, or the excessive distance from to their place of residence. 

Similarly to the arguments referred to out-of-pocket spending, we would expect, also on this 

front, a lower level of self-reported unmet medical needs in universalistic countries, and a 

higher level of unmet needs in countries without universal coverage. And this is actually the 

case. In countries with universal or quasi-universal coverage, citizens who claim unmet 

medical needs are, on average, 2.7% of the population, compared with an average of 6.9% in 

non-universal countries. It is, however, also true that the highest value of unmet medical 

needs is registered in a country with universal coverage, Latvia. Even Italy, Ireland and 

Lithuania, despite having universal coverage, have values of unmet medical needs that exceed 

the European average. 

 

Graph 3  – Self-reported unmet medical needs, all EU countries, 2005 to 2014 
 

 
Source Eurostat (2016), Statistics on Income and Living Conditions 
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With reference to unmet medical needs, it may also prove useful to report the historical data 

series of the last decade. Graph 3 represents, with respect to the 2005-2014 period, the 

percentage of residents in the 28 EU countries that have claimed unmet medical needs. 

As shown in the graph, the European average of people who complain unmet medical needs 

has greatly diminished in the 2005-2009 five-year period, dropping from 5% to 3% of the 

population. Starting from 2009, however, the trend reversed, and the percentage of 

Europeans claiming unmet medical needs began to grow again from 2009 onwards. 

The crisis seems to have stopped a positive trend (toward an increasingly greater satisfaction 

of healthcare needs), triggering a slow deterioration of the situation. 

 

 

5. The relationship between prevalence and generosity of health insurance coverage 

 

At this point, it is natural to ask ourselves what relationship exists between prevalence and 

generosity of health insurance coverage, the two dimensions analysed in the preceding 

sections. In this respect, we can formulate three possible hypotheses. 

1) We could hypothesise a positive relationship between these two dimensions: we should 

then expect countries with widespread insurance coverage to also register a high degree of 

generosity of the coverage. In other countries, maybe those with lower healthcare 

expenditure, the exact opposite should occur: a low prevalence would be associated with low 

generosity of coverage. 

2) Conversely, we could argue that – being the economic resources allotted to healthcare 

inevitably limited – there is an actual trade-off between generosity and prevalence: either 

coverage includes the entire population, but with a less generosity, or it is granted only to part 

of the population, but with greater generosity. 

3) As a third hypothesis, we could even claim that the two dimensions are independent from 

one another. Hence, in different countries there may be a greater or lesser prevalence of 

insurance coverage, regardless of the generosity of the guaranteed coverage. 

To assess which of the three foregoing conjectures is the most plausible, it is useful to 

introduce a health insurance coverage generosity index, which condenses into a single value 

both the incidence of out-of-pocket spending and the presence of unmet medical needs. This 

index is constructed in a rather elementary manner: for each country, the standardised value 

of out-of-pocket expenditure is added to the standardised value of unmet medical needs. The 
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sum is then multiplied by -1, as both out-of-pocket spending and unmet needs are not 

indicators of the generosity of the coverage, but rather of a lack of generosity. 

The values related to such "generosity index" are shown in Table 3. 

 

Table 3 – Generosity index (2014) 
 

 Generosity 
index 

Netherlands 2,41 
Slovenia 1,85 
Luxembourg  1,82 
France 1,66 
UK 1,54 
Austria 1,51 
Czech Rep 1,39 
Denmark 1,39 
Germany 1,35 
Sweden 1,30 
Croatia  1,06 
Belgium 0,70 
Spain 0,63 
Finland 0,41 
Slovakia 0,35 
Ireland 0,34 
Malta  0,03 
Hungary -0,15 
Portugal -0,45 
Italy -0,91 
Lithuania  -0,93 
Romania  -1,34 
Poland -1,35 
Estonia -2,07 
Bulgaria  -2,67 
Cyprus -2,83 
Greece -3,29 
Latvia -3,76 

 
Source Author’s elaboration on data Eurostat (2016) and WHO (2016) 

 

 

It is immediately obvious that some countries stand out for their generosity: especially the 

Netherlands, Slovenia and Luxembourg. Conversely, other countries (including Latvia, Greece, 

Cyprus and Bulgaria) seem to provide much less generous health insurance coverage. 
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By adopting a classification criterion, which is perhaps a little curt, we can label as "generous" 

those countries with a generosity index higher than the median, and as "not generous" those 

whose generosity index is lower than the median. 

 

Table 4 – Prevalence and generosity of health insurance coverage, EU member 
countries 

   

  Prevalence of health insurance coverage 

  Universal or quasi-
universal 

Non universal 

G
en

er
o

si
ty

 o
f 

h
ea

lt
h

 in
su

ra
n

ce
 

co
ve

ra
g

e 

Generous 

systems  

Austria, Croatia, Czech Rep, 

Denmark, Finland, France,  

Germany, Netherlands,  

Slovenia, Spain, Sweden, 

UK 

Belgium,  

Luxembourg 

 

Non-generous 

systems 

Ireland, Italy, Latvia,  

Lithuania, Malta, 

Portugal 

Bulgaria, Cyprus, 

Estonia, Greece, 

Hungary,  Poland,  

Romania, Slovakia 

 
Source Author’s elaboration on data OECD(2016a), Eurostat (2016) and WHO (2016) 

 

 
 

In Table 4, the generosity dimension is cross-related to that (analysed in Section 3) of the 

prevalence of health insurance. 

Based on this processing, the 28 European Union member countries can be grouped into 4 

different families: 

1) generous universal (or quasi-universal) countries (Austria, Croatia, Czech Republic, 

Denmark, Finland, France, Germany, Netherlands, Slovenia, Spain, Sweden, UK);  

2) universal but non-generous countries (Ireland, Italy, Latvia, Lithuania, Malta, Portugal); 

3) non-universal but generous countries (Belgium, Luxembourg); 

4) non-universal and non-generous countries (Bulgaria, Cyprus, Estonia, Greece, Hungary, 

Poland, Romania, Slovakia).  

 

Relationship between prevalence, generosity and healthcare expenditure 
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Table 4 provides some clues, but cannot say much more about the relationship between 

prevalence and generosity of health insurance coverage. To do this, we need to calculate the 

linear correlation coefficient for the two dimensions under study. In calculating the Pearson 

coefficient, we consider the percentage of the population covered by health insurance and the 

coverage generosity index for each individual country, for the year 2014. The correlation 

coefficient that emerges between prevalence and generosity equals 0.657. This means that the 

relationship between prevalence and generosity is a positive one, and of medium-strong 

import. 

When speaking of correlations, it is interesting to also keep in mind the variable of the total 

healthcare expenditure. We can indeed suppose that countries capable of pairing widespread 

prevalence and greater generosity of coverage are those with the highest levels of healthcare 

expenditure. Conversely, countries that spend little on healthcare services have either 

prevalence or generosity issues, if not both simultaneously. 

By calculating the relative correlation indexes, we find that the relationship between 

healthcare expenditure per capita (calculated on the basis of equal purchasing power) and 

prevalence of the insurance coverage of the population is positive and of medium import (r = 

0.455), whereas the correlation between healthcare spending and generosity of the coverage 

is still positive, but much greater (r = 0.712). This means that the overall level of healthcare 

expenditure has little impact on the prevalence of health insurance, while it influences, to a 

greater extent, the level of coverage generosity. Countries that have a higher healthcare 

expenditure do not necessarily achieve universal coverage, but they are likely to guarantee a 

more generous insurance coverage to their residents. 

 

 

6. Conclusions 

 

In this work, we focused first on the level of prevalence of health insurance, both public and 

private, in the 28 EU member countries. Less than half of the European countries guarantee 

universal health insurance coverage. Five countries provide coverage that can be defined 

quasi-universal, while in the remaining 10 countries, the percentage of uninsured ranges 

between 1% and 23% of the population. Currently, there are 9.9 million individuals residing 

in EU countries with no health insurance coverage, corresponding to 2% of the population. 

We have seen that the number of uninsured in Europe has increased over the past two 

decades (especially between 1996 and 1998, and – more recently – between 2011 and 2012). 
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We later dwelled on the generosity of health insurance coverage. We analysed two generosity 

indicators separately: out-of-pocket spending, and self-reported unmet medical needs. If we 

consider the EU as a whole, out-of-pocket spending has on average dropped from 2008 to 

present; while unmet medical needs have increased starting from 2009. 

These two indicators were then condensed – in Section 5 – into one single generosity index. 

According to this index, some European countries may be labelled as "generous” and others as 

"not generous." The generosity index was then used to discuss the relationship between 

prevalence and generosity of health insurance coverage. The relationship that emerges 

between the two dimensions is a positive one, and of rather strong import. Healthcare 

expenditure per capita appears to have a significant impact on the generosity of coverage, 

whereas it seems to affect prevalence of coverage to a lesser extent. 
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