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Abstract

Allowing consumers gregter choice of hedth plansis believed to be the key to high quality and low
cogsin socid headth insurance. This study investigates consumer preferences (361 persons, response
rate 43%) for hypothetical hedlth plans, which differed across twelve characterigtics (premium,
deductibles, no-dam discount, extenson of insurance and financid services, red tape involved,
medicd help-desk, choice of family physcians and hospitals, dental benefits, physicd therapy
benefits, benefits for prescription drugs and homeopathy). In 90% the hedlth plan with the most
attractive characteristics was preferred over hedlth plans, indicating a predominantly rationa kind of
choice. The most decisive characterigtics for preference were: complete denta benefits, followed by
zero deductibles and free choice of hospitals.

K eywor ds: managed competition, consumer preferences, hedth insurance



Introduction

Allowing consumers greater choice of hedlth plansis currently seen as the key to high qudity and low
costs [7]. During the past decade several European countries have allowed consumers choice in their
socid hedth insurance scheme as a part of introducing managed compstition [1, 6, 14, 21, 33]. Its
main objective isto stimulate socia health insurance organizations to become more consumer
oriented and more proactive in managing the provison of hedth care.

Preconditions for managed competition are: an annual opportunity for subscribersto enrall in one of
severd competing health plans; an obligation for insurers to accept anyone (irrespective of hedth
status) on the same terms; a standardized benefits package and an adequate system of risk adjusted
payments to insurance organizations for part of their expenses. Insurance organizations could then
engage in avaue-for-money competition [11].

Recent reforms of the Dutch socia hedlth insurance system seem to be close to introducing managed
competition in hedlth care, because the conditions for competition cited above have been secured
[20, 26, 32, 34, 36]. In 1992, freedom to choose a health insurance fund was introduced. At the
same time the premium structure was changed from wholly income-dependent to partly income-
dependent and partly flat rate. Health insurance funds became respongible for an increasing share
(currently 50%) of their expenses, leading to different flat rate premiums between funds [19]. The
difference between the chegpest and the most expensive fund is about 150 Euro per year. Social
hedlth insurance is the main insurance type in the Netherlands, more than 64% of the population is
registered with one of the 24 socid health insurance organizations (See box 1).

Box 1 about here

A basc assumption of introducing heslth plan choice is that consumers can make informed choices
about competing health plans. This requires knowledge of important heath plan characteridtics, like
specific sarvices covered by the plan aswell as premium, co-payment and deductibles. A review of
the literature produces the following characterigics. insurance premiums almost dways have a
datigticaly sgnificant negetive effect on the probability of enralling in ahedth plan [2, 9, 10, 22, 23,
25, 30, 31]. But consumers are most price-sengtive when their new hedth plan is Smilar to ther old
hedlth plan [4]. About two-thirds of the persons who change plans stay in the same plan type[8].
Feldman et d. [12] dso point to the fact that changing prices leads to hedth plan switching within
amilar hedth plans.

Various other sudies have indicated that people vaue not only price but dso benefits and the
availability and quality of physicians[13, 16, 24, 35]. Only afew studies have taken dl these
variables into account [5, 15]. Chakraborty et . [5] report the coverage of hospita care to bethe
main determinant in health plan choice. Followed by choice of doctors, price, dental coverage, and
choice of hospitals.

When Dutch consumers change from one hedlth insurance fund to another, conditions are smilar and
benefits uniform, see box 1. So they change to avery smilar type of hedth plan. Because of these
smilarities, we would expect the premium to exert an influence on the switching of insurers. The
basic benefit package in Dutch socid hedth insuranceis uniform, but dl funds offer severd



supplementary voluntarily insurance schemes that can vary. See box 1. About 95% of the
compulsory insured have bought supplementary insurance [38]. And because of the differences
among hedthcare insurers concerning the supplementary benefit packages, we aso would expect the
supplementary benefits and the supplementary premium to play arolein the consderations of
switchers.

The research questions are:
1. What are consumer’ s preferences with regard to different hypothetica health plans (scenarios)
with different characterigtics?
2.Which of the scenario characteristics are associated with these preferences?
3. Which persond characterigtics are associated with these preferences?

In generd we assume that hedth plans with favorable characterigtics are more popular than hedlth
plans with less favorable characteristics. The selected characteristics are in four domains: monetary
costs, convenience, freedom of choice, and benefits. Based on rationa choice the following
hypotheses are formul ated:

H1. Scenarioswith low monetary cogts (in terms of premium, deductibles and no-claim discount)
are more popular than scenarios with higher monetary costs,

H2:  Scenarios with favorable convenience characteristics (amount of services, no red tape
involved, presence of medical help-desk) are more popular than scenarios with less favorable
convenience characterigtics,

H3:  Scenarios with freedom of choice (family physicians, hospital) are more popular than scenarios
with less freedom of choice;

H4: Scenarios with full benefits (denta, physical therapy, prescription drugs, and homeopathy) are
more popular than scenarios with fewer benefits.

The mutua relationship between the sdlected characterigtics is explored, but earlier research
concluded that when people change in the Netherlands, they are more guided by the benefits of the
supplementary insurance than by the fixed premium [18]. Thisleads to one other hypothesis:

H5: Scenarios with full benefits (dentd, physica therapy, prescription drugs, and homeopathy) are
more popular than scenarios with low monetary cogts, especidly for older and less hedthy persons.

In table 2 characteristics are encoded in terms of expected favorableness (1 being most favorable, 3
being least favorable).

Methods

There are saverd ways to investigate the reasons why people vaue particular hedth plansin relaion
to hedlth plan characteristics. Buchmueller & Feldstein [4] made use of anaturd experiment for
investigating how consumers respond to financid incentives for choosing hedth plans when the
Universty of Cdifornia changed their employee's choice of hedth plans. On average, premiums for
fee-for-service plansincreased by $70 per month resulting in a42% change of hedlth plans.
Premiums for different HMO plans increased by $19 per month resulting in a 22% change for one
HMO plan, and a 67% change for another, indicating that consumers were most sensitive to price
when a close subgtitute for their origina plan was available [4]. The advantage of this approach is



that people are studied in making rea choices. The disadvantage isthat only asmall number of
competing hedlth plans was involved.

Another general approach isto present respondents, in person or over the telephone, with alist of
potentid criteriaand to ask them to rate the importance of each feature in selecting among dternative
hedth plans[29]. In most studies respondents tend to rate most characteristics as very important
which is an obvious drawback of this approach. Booske et a. [3] asked subjects to enter words or
phrases into the computer that described hedlth plan attributes important to them as afirst sep to
determine consumer’ s preference structures.

A third method isto present anumber of hypothetica plan choices (scenarios) and to use conjoint
andysis to examine these choices and to infer consumer’s preferences from them. For example,
Hershey et d. [15] developed scenarios that differed in the levels of deductible amounts, coinsurance
rates and limits, maximum out of pocket liability and price, followed by conjoint andyssto derive
preference curves for each of the features. More recently Chakraborty et a.[4] used conjoint
andysisto anayze responses of 562 Maryland state employees. Choice-based conjoint analyses are
held to be acceptable to individuals on the basis that they present them with the type of decisions
they face on adaily basis[27].

In this study we will explore the use of a gpecid form of conjoint analys's to investigate consumer
preferences in the Dutch socid hedlth insurance system. This specia form is known as ‘ discrete
choice experiments . Discrete choice experiments are based on the premise that, firstly, any good or
service can be described by its characteristics (or attributes) and, secondly, the extent to which an
individua vaues agood or service depends upon the nature and levels of these characterigtics. The
technique involves presenting individuas with choices of scenarios described in terms of
characteristics and associated levels. For each choice they are asked to choose their preferred
scenario [28].

Characteristicsand levels

On the basis of the hedlth care marketing literature and specific circumstances of the Dutch socia
hedlth insurance system we have included the characterigtics of table 2. Thistable dso displaysthe
various leve of the characteridtics.

Scenarios

The total number of scenariosis equa to the number of combinations of the various characterigtic
levels, which amounts to 3™ x 2 = 2,662. However, it is not necessary to cover al the combinations
in order to perform the analyses. The number of scenarios can be reduced depending on the order of
relevant interaction terms between characteristics. We have used an dternative to the full factorid
design, called an orthogona array. This orthogond array is a subset of dl of the possble
combinations that till dlows estimation of the part-worths for dl main — and firg-order interaction
effects. Second- order interactions, where the part-worth for alevel of one factor depends on the
levels of two other factors, are assumed to be negligible. In the orthogond array, each level of one
factor occurs with each level of another factor with equal frequencies (3, in our case), assuring
independence of the main effects [28]. An orthogonal array represents the most parsimonious way to
edimate dl main effects. Even though it is true that estimation improves as the number of profiles
increases, information is not redly lost by omitting some combinations. Thisis because part-worths



(utilities) for each factor level, can be used to predict equations for those combinations that subjects
did not evauate. One redtriction on the number of profilesisthat it must sufficiently exceed the
number of factorsto alow for error degrees of freedom.

In this study afractiona factorial design was used, caculated by means of SPSS orthoplan. This
procedure reduced the number of scenariosto 27 whilst till alowing preferences to be inferred for
al combinations of levels and attributes. A pair wise comparison of 27 scenarios resultsin 27 x 26 =
702 comhbinations, which is of course far too many for anyone to handle. Therefore every individud
made only four pair wise comparisons, while each scenario in apair was chosen a random from the
27. More than four pair wise comparisons would probably make the choices too repetitive.

Satistical Model

In order to andyze the attributes utility in relation to the discrete choices a non-linear additive model
was oecified, which assumes that the overdl utility derived from any combination of attributesis
given by the sum of the separate part-worths of the attributes [28]:

Ui = [} + 13Fpm_10 + [RFpm_15 + (:Dpy 0 + 3,Dpy_100 + 3Nocl_10% + 3sNocl_5% +

& Tif_if + RTif i + RoTff O+ BT 10+ Ry;Minfo y + 3,Cfp_fc + 3;3Cfp_50% + 3,Cho_fc +
35Cho_50% + 33cDbf ¢ + [3;Dbf p + RgPthf ¢ + BoPtbf 18 + 3xBfpd_c + [3:Bfpd _pem +
[3,Bfhp_c + [33Bfhp_50% + e (1)

Where

- U; =the utility or preference score for a scenario with agiven leve of each dtribute in terms
of the probaility;

- [ ... [}, = part-worths estimated from the regresson analyses,

- Fpm_10, Fpm 15 ... Bfhp_50% are variables representing levels of characteristics. These
are dl dummy variables (0,1). Three level characteristics are represented by two dummies
(for ingtance, the fixed premium per month is represented by Fpm_ 10, 10 euro per month,
and Fpm_15, 15 euro per month). Thethird level isthe reference category (in this case 20
euro).

- e=the unobserved error term.

Logigtic analysis was used to estimate the above equation, because the dependent variable is binary
(1=preferred, O=not preferred). We started with the full model and than deleted characteristics that
did not have a gatigticdly sgnificant relation with the discrete choices (backward imination, p<.05).
Because the information regarding one characteristic with three levelsis contained in two dummy
variables, both dummies are presented, when at least one of the dummiesis statistically sgnificant
with p < .05.

In analyzing the association of the scenarios characteristics with the persond characterigtics,
interaction variables were tested in another series of logigtic andyses with the discrete choice again
as dependent variable.

Subjects
A total number of 847 persons of one of the mgjor Dutch health insurance funds were approached
with amailed questionnaire and 361 persons responded (response rate 42.6%). Non-respondents
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were contacted three times. Thefirg time with awritten questionnaire, the second time with a letter
and the third time again with a questionnaire. Besides eight scenarios, the questionnaire contained
guestions about the hedlth insurance fund and about persona and family characterigtics. Respondents
are on average 2.2 years older than non-respondents (data not in table). Gender did not differ
datigticaly significant between both groups.

Table 1 showsthe persona (or family) characteristics of respondents. The mean ageis 40.6 years.
The percentage of males and femaes is about fifty-fifty. The hedth status of the vast mgority is good
(or very good or excdlent). The moda form of education is medium leve vocationd training. Most
persons have a partner and children. The modal net family incomeis 1,501 through 2,000 euro per
month. The percentage of personsthat ever went through a period of chronic illness (or with a
chronic condition) is about 54%. For instance, 20.5% went through a period of depression, 18.8%
went through a period of anxiety, and 10% have a persistent neck/shoulder disorder.

Results

A tota of 2,888 scenarios were paired and presented to 361 persons. Every person had to evaluate
four pairs, but not everyone did so. Eleven respondents did not want to choose at dl, four chose
only once, eleven chose twice, twenty respondents chose between three pairs. The vast mgjority
(316) evduated four pairs. 24 respondents (6.7%) rated the questionnaire as (very) difficult.

On average, each scenario is compared 107 (2,888/27) times with another scenario. The number of
comparisons ranged from 95 through 123 times. Scenario 2 is the optima form of insurance, with the
most vauable levels of dl characterigtics (lowest premium, no deductibles, highest no-dam discount,
complete benefits, etc.). Compared to scenario 2, the preferences of other scenarios are norn-
rationa. Scenario 2 is compared 112 times to another scenario. In 101 instances scenario 2 is
preferred over other scenarios (101/112 is.902). Eleven times another scenario was preferred over
scenario 2. So non-rational choices are 9.8%. Scenario 21 and scenario 5 are the least popular
choices. They combine the largest amount of deductibles with limited dental benefits (datanot in
table).

Which of the scenario characterigtics are associated with these preferences? To invedtigate the
relaive importance of the various characteristics separately, table 2 isformed. For every
characterigtic a2 x 3 cross table is made, where the first dimension relates to preferred/not preferred
and the second dimension relates to the levels of each characterigtic (the medical help-desk hasa 2 x
2 cross table, because it has only two levels). The gatigtica sgnificance of the associationsis
caculated by means of the Chi?-test.

Table?2

Table 2 shows the preferences of scenarios according to the 12 characteristics and values of
characterigtics. Scenarios with afixed premium of 10 euro are preferred in 52.1% of the choices
over other (random) scenarios. Because other scenarios can aso have fixed premiums of 10 euro,
the comparison is not grictly between 10-euro scenarios and 15 or 20-euro scenarios. Compared to
15-euro or 20-euro scenarios, 10-euro scenarios are preferred in 56.1% and 56.9% of the choices



(datanot in table). Scenarios with 15 or 20-euro fixed premiums are preferred in 45.2% and 43.0%
respectively over other scenarios. Thus, more expensive scenarios are obvioudy less popular,
athough the difference between 15 and 20-euro scenariosis rather small.

In 56.1% of the choices, scenarios without deductibles are preferred over other (random) scenarios.
200-euro deductible scenarios are only preferred in 37.2% of the choices over other scenarios.
Accordingly, scenarios with relatively high deductibles are less popular. Deductibles seem to be
more important than fixed premiums because the difference between the mogt attractive vaue (no
deductibles) and the least attractive value (200 euro) is 18.9% (56.1 minus 37.2). With fixed
premiums this difference is smdler (9.1%). The percentage of no-claim discount seems to make no
difference. Therefore, scenarios with low monetary costs are more popular than more expensive
scenarios regarding premium and deductibles, but not so regarding no-claim discount (hypotheses
H1).

Two of the three characterigtics that represent convenience do not matter. Only the amount of red
tape involved shows a datisticaly sgnificant relation with the preferences. However scenarios where
it takes ten minutes to fill in aform are more popular then scenarios with benefitsinkind (no time
needed to fill in forms), which clearly contradicts the second hypothesis (H2).

Scenarios with free choice of hospitals are more popular than scenarios with limited choice of
hospitals. The differences for the free choice of family physicians are much smdler but in the same
direction, indicating a confirmation of the third hypothesis (H3).

Dental benefits seem the most decisive characteristic because the difference between the most
atractive value and the leadt attractive value is greastest. Scenarios with complete denta benefits are
preferred in 62.0% of the choices over other scenarios. Scenarios without denta benefits are
preferred in only 30.2% of the choices. Decreasing dentd benefits imply less popular scenarios. The
same goes for two other kinds of benefits (prescription drugs and homeopathy) but to afar lesser
extent. Physica thergpy benefits do not show a datidicaly significant relation with the preferences,
but for the other benefits hypothesis four (H4) is confirmed.

To invedtigate the relative importance of the various characteristicsjointly, alogistic regresson
andysis was performed, based on eguation (1). The following three characteristics did not show a
setigicaly sgnificant relaion with the discrete choices: no-dam discount, extension of insurance and
financia services, and the presence of amedica help-desk.

Table 3

Table 3 displays logigtic regressions coefficients, their associated standard errors, Wald Statitics (of
each characteristic and of each characterigtic vaue) and their datistical Sgnificance. Because the
information regarding one characterigtic with three levelsis contained in two dummy variables, both
dummies are presented, when one of the dummiesis Satisticaly sgnificant with p < .05. The
rightmost column displays odds ratios (ORs). The fixed premium is associated with the preferences
of scenarios. 10-euro scenarios have an OR of 1.5 compared to 20-euro scenarios (20 euro isthe
least attractive value of the fixed premium). 15-euro scenarios are not datigticaly sgnificant different
from 20-euro scenarios, S0 these scenarios are approximately equally popular. Thisis clearly anon
linear effect. The amount of red tape involved and the benefits for prescription drugs aso have non-
linear effects. As amatter of fact, the estimates for these characteristics seem to beillogica because



scenarios where it takes 10 minutes to fill in forms are (dightly) preferred over scenarios without
forms. The difference, however, isonly smadl and not Satisticaly significant. Thereis one negetive
estimate associated with co-payment for expensive medication compared to co-payment of 2 euro
for every receipt. In this case the ordering of the levelsis not a priori clear, while some people might
prefer a certain loss of two euro for each receipt to the uncertain loss of an unspecified amount of
co-payment for expensve medicines. The rest of the characteristics showed linear effects (as can be
observed by the estimates B).

The OR of scenarios without deductibles is about 2.4 compared to 200-euro scenarios. The OR of
100-euro scenariosis 1.5 compared to 200-euro scenarios. The highest OR (4.3) isfound with
complete dental benefits compared to non-dental benefits scenarios. Obvioudy, levelswith large
ORs are more important than levels with ORs near 1.

The third research question is about the association of persond characteristics and the scenario
characterigtics, anayzed by means of logigtic regresson models with interaction terms of every
persona characteristic and (one by one) every scenario characterigtic (data not in table).

Age and illness are not associated with any of the scenario characterigtics, but hedlth Satusis
associated with fixed premiums and benefits for prescription drugs. Persons with relatively poor or
fair (subjective) hedth do not differentiate between 15 and 20-euro scenarios while they prefer
scenarios with co- payment of expendve medication above scenarios with co-payment for every
receipt, compared to persons with relatively good hedth (but scenarios with complete benefits for
prescription medication are sill most popular). Thus, the fifth hypothesis (H5) is partly confirmed.

Gender has an association only with deductibles. 100-euro scenarios are a little more popua among
women than men. No-deductible scenarios and 200-euro scenarios are equally popular for women
and men.

Lesswell-educated persons differentiate somewhat |ess between fixed premiums and prefer
complete dental benefits more often compared to higher educated persons. Families with children
more often prefer scenarios with complete benefits for prescription medication than families without
children. Single- parent families prefer complete benefits for physica therapy more often than others.
L ow-income persons are relatively more opposed to scenarios with co-payment for expensive
medication. All in dl eight associations between nine scenario characteristics and seven persond
characteristics were datistically sgnificant, out of atotal of 63 (9 x 7) possible associations.



Conclusion and Discussion

This article has described preferences of persons with socid hedth insurance for 27 different
hypothetical insurance schemes (scenarios) that differed across 12 characterigtics. Respondents
made discrete choices regarding four random pairs of scenarios. Response data are modeled within
benefit (or satisfaction) functions that provide information on whether or not the given characterigtics
are important; the relative importance of characteristics and the rate a which individuas are willing to
trade between characterigtics. This method is in accordance with red life Stuations where people
have to make choices from different hedlth insurance plans. For most respondents this task was not
difficult. Only eleven persons (out of 361) did not want to make any choice a al. The st of
characterigtics appears to be rather large (and therefore complex). However in choosing hedlth plans
this set is redigtic because hedlth plans are characterized by alarge set of attributes. Thus, the large
st of attributes may contribute to the vdidity of choices. Furthermore, such alarge set of atributesis
not without exception in the hedth care literature [4].

Apart from the medica help-desk, every characterigtic had three different values. For ingtance, the
vaue of fixed premiumswas 10, 15 or 20 euros per month. These were redlistic amounts at the time
of data collection (2002). The scenario with the mogt attractive values was preferred in 90% over
other scenarios, indicating a predominantly rational kind of choice. The most decisive characteristic
was denta benefits, followed by (2) deductibles, (3) choice of hospitals, (4) benefits for
homeopathy, (5) fixed nomina premium, (6) benefits for prescription medication, (7) benefits for
physical therapy, (8) red tape involved, and (9) choice of family physicians. Three characteristics did
not show any association with the preferences: No-claim discount, the extension of insurance and
financid services, and the availability of amedica help-desk. The generd conclusion isthat people's
choices are mostly guided by benefits. Deductibles are not popular and the fixed premium is not one
of the mogt important characterigtics. Thisresult isin line with earlier research among a group of
persons who had actudly changed from one insurance company to another. If people switch they are
more guided by the benefits of the supplementary insurance than by the fixed premium [18].

The lagt part of this article focuses on the relationship between preferences and personal
characterigtics. These correlations were absent or only limited and did not gave avery clear picture.
Therefore, we did not find much evidence that different kinds of people had different kinds of
preferences. Thisis not dueto alack of tatistical power because there is sufficient power to detect
an odds ratio of about 1.22 (or achange in preference, for instance, from .30 to .35).

We have garted the logitic regression analyses in a random effects modd (with the satistical
package MLWin) to account for the fact the choices are hierarchically nested under respondents.
We have caculated the random error across respondents as well as across answers from the same
respondent. However, we have found no effect of the random error across respondents.

Why are the benefits more important than the fixed premium? Most of the benefitsin socid hedth
insurance are uniform and do not differentiate between insurance companies. But in the last decade
some benefits were deleted from the socid hedlth insurance scheme (for instance denta benefits -
except for preventive services - and some physical therapy). As areaction to this, insurance
companies increased their supplementary health insurance plans. Nowadays most insurance
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companies have three or four different supplementary packages, including denta benefits and
physica therapy benefits. Differencesin fixed premiums increased only gradudly in the years before
2003. Thus, in recent years the focus was more on differences in supplementary benefits than on
differencesin the fixed premium (almost dl of the socid hedlth insurance population has
supplementary insurance plans).

Why isthe free choice of hogpitals more important than the free choice of family physicians? In the
Netherlands, family physicians practice in small primary care practices. Most family physicians work
single handedly or in partnership. People choose a nearby family physician only afew timesin their
lifetime and don’t change very often. Furthermore, a patient is registered with a primary care
practice, but not with a hospital. On referrd by afamily physician, most patients choose a hospita
nearby, but often thereis a choice of hospitals. So for every serious hedlth problem patients can
choose between hospitals or medica specidists. Because nowadays there are long waiting lists for
certain hedlth problems; people will choose amore remote hospital with shorter waiting lists. Most
insurance companies are willing to mediate to get someone into a hospital with shorter waiting ligts.
Therefore, the choice of hospital is more often important than the choice of family physician.

An dternative explanation is perhaps the difference in the phrasing of the least vauable answering
categories. For the choice of family physcians thiswas “20% of physicians nearby”, leaving choice,
abat limited. For the choice of hospitas this was “ One hospitd nearby”, leaving no choice at all.
These categories were deliberately different, because “ one physician nearby” isamost never avaid
option in our country, and “20% of the hospitas nearby” is dmost dways less than one. But of
course these differences in phrasing can influence the results about the relative importance of these
two characterigtics.

In contrast to private hedth insurance, there are no deductibles in socid headth insurance. The Dutch
government is currently making plans to change the hedlth insurance system, and one of the changes
isthe introduction of deductibles. How does this relate to our results? A scenario without deductibles
isof course more popular than a scenario with deductibles, al other things being equal. But an
insurance plan without deductibles most often has a higher premium. We have found an odds ratio of
about 1.5 for a 100-euro yearly deductible scenario compared to a 200-euro scenario. This odds
ratio isamost equad to that of the difference between a 10-euro monthly premium compared to that
of a20-euro scenario. A hedth plan with a 10-euro monthly premium and a 100-euro yearly
deductible costs a most 220 euro per year. Thisis dways less than a 20-euro premium hedth plan
without deductibles, which amounts to 240 euro per year. Although the difference of 20 euro per
year isonly modest, people seems to be willing to accept deductibles for premium reduction. It is
remarkable that people do not prefer 15-euro premium scenarios to 20-euro premium scenarios.
Apparently the fixed premium is not linearly associated with preferences, which makesit difficult to
compare extra benefits with awillingness to pay additiona premium. Therefore we cannot conclude
on basis of the odds ratios of the dental benefits that people are willing to pay 15 or 20 euro per
month for dental services (in 2002 the average premium for supplementary dental benefitsis about 7
euros - ranging from 3 through 20 euros, depending on the benefits package).

The respondents were randomly drawn from the list of one of the 24 Dutch hedth insurance funds
and the response rate was only 42.6%. To what extent can the results be generdized? In earlier
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research we found that the response rate of people who had recently switched from our hedthcare
insurer to another was high (63.4%) compared to people who did not (47.2%) [18]. This seemsto
indicate that persons who are not actively involved in changing their hedthcare insurer do not bother
much about hedlth insurance issues and are not eager to respond to a questionnaire about hedlth
insurance.

Our respondents are from only one hedlth insurance fund. But thereis no reason to believe that the
mix of thelr insured population is different from that of other insurance funds. On the contrary,
Kerssens et d. [17] concluded that the Dutch population is rather homogeneous regarding their
satisfaction with insurance funds and opinions about the premium. Furthermore the Dutch population
does not perceive many differences between healthcare insurers.

This sudy has some limitations. Firdly, the selected characteristics are dl in the rational domain of
the process of choice. But non-rationd arguments are important aswell. For example, the image of
the hedlth insurance company or the fact that people are familiar with the hedlthcare insurer. The
results of some of our earlier research point to the fact that the most frequently cited reason to enter
a hedlth insurance company in early adulthood is a recommendation from friends and relatives [17].
Secondly, in the Netherlands, there is a clear distinction between socia and private health insurance.
For ingtance, in private hedlth insurance deductibles are nearly aways part of the insurance plan.
Because our respondents are not familiar with deductibles, their reaction to deductibles may be
adverse. It would be interesting to expand the method of discrete choice experimentsinto the private
hedlth insurance market to determine differences and smilarities with the socid hedth insurance
sysem.
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Box 1. Health I nsurance System in the Netherlandsin 2003

Health Insurance System

Membership of health
insurance funds

Benefits of health insurance

funds

Premium

Number

Exceptional Medical Expenses Act (AWBZ) provides cover for expensive
and long-term health care for all residents (40% of total expenditure);

M ore than 64% of the population are compulsory members of asocial
health insurance fund (37% of total expenditure). Nearly all members (95%)
have supplementary health insurance (2% of total expenditure);

Some 31% of the population have taken out private insurance voluntarily
and the remaining 5% have medical insurance under a public law scheme
(together 19% of total expenditure);

Obligatory for employees under the income ceiling of 31750 Euro (2003)
and their families, some groups of social security dependents, old age
pensioners (income ceiling 20200 Euro), self-employed (income ceiling
20250 Euro);

Uniform benefits, like: medical care, pharmaceutical prescriptions, hospital
care, dental care <18 years.

Supplementary, voluntary insurance possible (e.g. for dental care >18 years
and parts of physiotherapy). Supplementary benefits differ between funds;

Income dependent part is uniform, paid by employees and employersto the
central fund, distributed with risk-adjustment to individual funds.

Flat-rate part of premium determined by the individual funds.

Difference between cheapest and most expensive is 150 Euro per year
(2003)

Supplementary insurance premium determined by individual funds;

24 different health insurance organizations;
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Table 1 Persond characteristics

Age (M,SD)

Gender

% mde

% femde

Hedth gatus

% excdlent, (very) good

% fair, poor

Educetion

% low vocationd training

% secondary education

% secondary education (high)
% medium vocationd training
% high vocationd training or
universty

Family dtuetion

% partners without children
% partners with children

% sngle parent family

% other

Net family income (Euro)

% less than 1000,-

% 1001,- through 1500,-
% 1501,- through 2000,-
% 2001,- through 2500,-

% 2501,- through 3000,-

% 3001,- through 3500,-

% more than 3500,-

[llness

% none

% one or more

40.6

49.6
50.4

84.6
154

25.8
14.9
10.6
27.8
20.9

14.9
69.1
14.0

2.0

11.8
23.3
24.5
17.6
133

4.5

4.8

45.7
54.3

9.6
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Table2

Percentage of scenariosthat is preferred over other scenarios according to

characteristics and levels of characteristics

characteristics Labels Code Leves % preferred
over other

scenarios

Fixed premium per month*** Fpm 1 10 euro per person 52.1
2 15 euro per person 45.2

3 20 euro per person 43.0

Deductibles per year*** Dpy 1 None 56.1
2 100 euro per policy 46.9

3 200 euro per policy 37.2

No-claim discount (n.s.) Nocl 1 10% discount 46.3
2 5% discount 46.9

3 None 47.1

Extension of services (n.s.) Tif 1 insurance and financial services 44.7
2 all kind of insurances 49.2

3 health insurance only 46.3

Amount of red tape* Tff 1 None 47.4
2 10 minutes per form 49.3

3 20 minutes per form 43.6

Medica help-desk (n.s.) Minfo 1 Yes 46.5
2 No 47.2

Choice of family physicians (n.s.) Cfp 1 Free choice 48.3
2 50% of physicians nearby 47.5

3 20% of physicians nearby 44.5

Choice of hospitals*** Cho 1 All hospitals 53.6
2 Half of hospitals nearby 48.0

3 One hospital nearby 38.5

Dental benefits*** Dbf 1 Complete (incl. caps etc.) 62.0
2 Preventive services only 47.9

3 None 30.2

Physical therapy benefits (n.s.) Ptbf 1 Complete 48.8
2 Maximum 18 sessions per year 46.7

3 Maximum 9 sessions per year 4.7

Benefits for prescription drugs* Bfpd 1 Complete 50.6
2 Co-payment for expensive medication 45.0

3 Co-payment 2 euro per receipt 44.5

Benefits for homeopathy* * Bfhm 1 Complete 50.8
2 Co-payment 50% 47.1

3 None 42.2

**% p< 001; ** p<.01; * p<.05; Chi*test
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Table3  Realltsof logigic anadyss of nine characteristics with the probability of preferring

scenarios

B SE wdd df  Sig. Odds Ratio
Fixed premium per month
10 euro 413 101 16.793 1  .000 1511
15 euro .075 .097 603 1 437 1.078
Deductibles per year
None .867 .099 76.188 1  .000 2.379
100 euro 403 .099 16,517 1  .000 1.496
Amount of red tape
None 251 .100 6.329 1 .012 1.285
10 minutes 296 .099 9.004 1 .003 1.344
Choice of family physicians
All 214 100 4636 1 .031 1.239
Haf 124 .098 1612 1 .204 1.132
Choice of hospitals
All .680 .101 45527 1 .000 1.973
Hdf 430 .097 19491 1  .000 1.538
Dental benefits
Complete 1474 103 203.845 1  .000 4.366
Preventive services only .788 .099 63.953 1 .000 2.199
Physical therapy benefits
Complete .268 .103 6.808 1 .009 1.307
Maximum of 18 sessions 165 .098 2818 1 .093 1.179
Benefits for prescription drugs
Complete 334  .098 11588 1 .001 1.397
Co-payment for expensive medication -.010 .098 011 1 917 .990
Benefits for homeopathy
Complete 454 101 2235 1 .000 1.574
Co-payment 50% 215 .098 4831 1 .028 1.240
Constant -2.613 192

Reference category for each characteristic isin table 2 (encoded 3).
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