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Executive Summary

England is an exception to other developed countries in the extent to which citizens make 
personal financial contributions to their healthcare costs. Other countries have introduced 
charges across a broader range of services and across a broader section of the population:

 > For prescription charges, some countries have more limited exemptions: elderly patients in 
Spain have paid towards the cost of prescriptions since 2012, and elderly patients in 
Denmark since 2001. A country such as France has very limited exemptions but a very low 
flat rate fee of $0.50. 

 > 22 of 31 OECD countries charge for GP services. The cost ranges from $1 per consultation 
in France to as much as $20 in Sweden.

 > 16 of 31 OECD countries charge for elements of secondary care. In Germany patients pay 
$10 per day of inpatient care to cover the costs of overnight stay (“hotel costs”). Italy and 
Ireland have recently introduced charges of $25 and $100 respectively for certain A&E 
attendances.

By contrast, the OECD has noted that NHS patients benefit from an “especially high level of 
financial protection from the consequences of illness”. The result is that in the case of 
prescriptions, approximately 62 per cent of the population is exempt with 90 per cent of drugs 
dispensed for free.

The pros and cons of additional charging

Concerns about charges centre primarily around equity of access for those on low incomes, the 
administrative cost and the potential to deter patients from preventative care. Public opposition 
to change is also likely. Germany, for example, introduced a charge for GP appointments in 
2004 but withdrew it in 2013. 

In England however there is evidence that attitudes to charging have begun to shift in recent 
years. There is growing recognition that the NHS faces a historic financial challenge, with NHS 
England recently forecasting a funding gap of £30 billion by the end of the decade. Taxation is 
already at 38 per cent of GDP, which has been the maximum level for the UK in recent decades. 
It is unlikely that Ministers could use extra taxation to bridge the funding gap. 

Charges in healthcare can broaden the base of NHS funding, reducing reliance on taxpayer 
financing and generating valuable revenue. Writing for Reform in 2012, Simon Stevens, the 
incoming Chief Executive of NHS England commented that, “partly because of the NHS’ 
tax-funding mechanism… whenever the post-War British economy sneezes, the NHS catches a 
cold”. Advocates of charging have also argued that they can reduce avoidable demand, engage 
patients in the costs of their care and improve access to services, for example out-of-hours GP 
appointments. Ideas such as the Prescription Prepayment Certificate (PPC) provide a quarterly 
or annual limit on the costs of prescriptions per patient.
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Between 1990 and 2000 prescription charges rose by 57 per cent in real terms. From 2000 to 
2010 prescription charges then fell by 5 per cent in real terms. The charge then rose from £7.20 
to £7.85 from 2010 to 2013, an increase of 3 per cent in real terms.1 Prescription charges 
currently raise £450 million a year, against a total Government spend on prescription services of 
£7.9 billion.

Charging in the NHS: options for reform

Reform’s estimates as to the additional revenue raised by extended or new charges in the NHS 
are as follows:

 > Reforms to prescription charges: £668 million to £1.9 billion (£134 million to £1.4 billion in 
addition to estimated revenue for 2013).

 > £10 flat rate charge for GP consultations: £1.2 billion

 > £10 daily “hotel” charge for overnight hospital stays: £96 million to £193 million

 > £10 fine for missed outpatient hospital appointments: £55 million

Changes to the level and base of prescription charges would be the simplest and most 
immediate reform to charging in the NHS. Several possible options for reform are outlined 
below:

 > A simple increase in the level of the charge for prescriptions from £7.85 to £10.00, and in the 
cost of a Prescription Prepayment Certificate from £104 to £120, would raise an additional 
£134 million annually. 

 > Reducing exemptions for elderly people would be equitable in that nearly 60 per cent of all 
drugs dispensed are to people over the age of 60. Doubling the number of charged 
prescriptions from 10 to 20 per cent would raise an additional £422 million each year, or 
£654 million under a raised fee. 

 > Moving to a French-style system, with exemptions only for 20 per cent of drugs dispensed 
and a lower charge of £3.00, would raise an additional £1.4 billion a year. 

As in other countries abroad, policymakers could go on to examine the case for charges in 
primary and then secondary care. Some NHS services provided at the end of life could be 
subject to the same package of means-tested support used for social care to integrate those 
services. An explicit definition of the care that the NHS will fund would allow policymakers to 
build greater consensus on what the service can and cannot afford to provide. 

  

1 Prescription charge real terms change over time has been calculated in 2013 prices. See Annex 3 for further details.
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Section 1
Charging in the NHS: options for reform 

The NHS faces a historic financial challenge. While user charging has long been part of the 
funding of the NHS, there is considerable scope to increase private payment to complement 
public funding. English households make a relatively modest contribution to their healthcare 
through out of pocket payments.2 By contrast, many developed countries have made greater 
use of the “private pillar” to generate additional revenue and reduce the burden on the public 
purse. In particular, nearly all developed countries use cost-sharing for prescriptions and a 
growing number have introduced cost-sharing for primary and secondary care. Some countries 
are beginning to debate how the “benefits basket” could be more clearly defined. 

These international policy trends towards copayment could offer lessons for the NHS. With the 
NHS facing a significant funding challenge in the short term, building on existing systems of 
copayment, in particular prescription charges, could generate valuable additional revenue. 
Meeting long term financial pressures will require a more radical approach to reform, such as 
introducing new forms of copayment or defining a core package of NHS services. 

This section considers the options for reform. Table 1 presents estimates for annual revenue 
where they can be calculated.

Table 1: Summary of the options for reforming NHS charges
 
Reform Estimated annual revenue

Reforms to prescription charges Additional £134 million to £1.4 billion3

£10 flat rate charge for GP consultations £1.2 billion

£10 daily “hotel” charge for overnight hospital stays £96 million to £193 million

£10 fine for missed outpatient hospital appointments £55 million
3

Cost-sharing in pharmaceuticals: prescription charges in England

The majority of countries require patients to contribute to the cost of drugs. In England 
prescription charges are nearly as old as the health service itself, costing £7.85 today (see 
Section 3). The prescription charge was introduced to both raise additional revenue for the NHS 
but also reduce the levels of wastage of medication (estimated to cost approximately £300 
million a year).4 Yet in their current form they are a wasted opportunity, neither creating 
significant amounts of revenue nor improving patient outcomes. There are two opportunities to 
reform prescription charges: increase the charge or broaden the base. 

2  An out of pocket payment is defined as cost-sharing, self-medication and other expenditure paid directly by private households, 
irrespective of whether the contact with the healthcare system was established on referral or on the patient’s own intiative. 

3 Additional revenue to estimated money raised in 2013-14 under a charge of £7.85.
4  Trueman, P. et al. (2010), Evaluation of the Scale, Causes and Costs of Waste Medicines, York Health Economics Consortium/School of 

Pharmacy, University of London. 
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Table 2: Prescriptions dispensed in the community, 2002-2012
Sources: Health and Social Care Information Centre (2013), Prescriptions 
dispensed in the community 2002-2012; Department of Health (2013), Annual 
Report and Accounts 2012-13; Department of Health (2004), Annual Report.
 

Per cent of drugs 
dispensed, 2002

Per cent of drugs 
dispensed, 2012

Prescriptions dispensed free of charge

Elderly5 55.0 58.9

Young6 6.9 5.3

Maternity/Medical7 6.8 8.1

NHS Low Income Support (LIS)8 11.9 11.5

No charge contraceptives 1.3 0.8

Personally administered9 2.5 -

Other10 1.1 6.1

Total 85.7 90.6

Prescriptions charged

Charged at the point of dispensing 9.7 5.2

Prescription Prepayment Certificate (PPC) 4.7 4.2

Total 14.3 9.4

Total items dispensed 617,000,000 1,000,500,000

Prescription charge £6.20 £7.65

Price of an annual PPC £89 £104

Total revenue £426,000,000 £449,550,000

Total cost of prescription services - £7,886,973,000

Total government subsidy - £7,437,423,000
5678910

5 Elderly exemptions go to men and women aged 60 and over.
6 Exemptions for children apply to people under the age of 16 and young people aged 16-18 in full time education.
7  Pregnant women and people who have given birth in the last 12 months are exempt, as are those with certain medical conditions. Since 

2008 all patients undergoing cancer treatment are included in medical exemptions. 
8  People whose savings, investment and property (not counting where they live) does not exceed £23,250 for people in a care home or 

£16,000 for everyone else are entitled to NHS Low Income Support. Their partner and any dependents are also then eligible. The following 
criteria allow patients to automatically qualify for NHS LIS: those receiving income support,income based Jobseeker’s Allowance, income 
related employment and support allowance, partners aged under 60 of recipients of Pension Credit Guarantee Credit; people with annual 
income level whereby they qualify for Working Tax Credit with child tax credit; people with Working Tax Credit which includes a disability 
or sever disability element; people with child tax credit but not eligible for Working Tax Credit. 

9  Items personally administered by dispensing doctors are recorded while those by prescribing doctors are only submitted to the NHS 
Business Services Authority and therefore do not appear. 

10  Other consists of war pensioners holding a Service Personnel and Veterans Certificate. It also includes those who do not declare a 
category or claim under multiple categories.
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The level of the charge

The prescription charge is set nationally as a flat rate fee. The charge has increased by 57 per 
cent in real terms between 1990 and 2000 before falling by 5 per cent in real terms between 
2000 and 2010. The charge has since risen at a faster rate from £7.20 to £7.85 between 2010 
and 2013, an increase of 3 per cent in real terms (see Annex 3). By contrast other countries 
have increased copayments significantly since the start of the recession and many have long 
had higher prescription charges (see Section 4).

Prescription Prepayment Certificates (PPCs) allow patients with conditions requiring high 
volumes of prescriptions to cap the cost at £29.10 for three months or £104 for a year. While the 
PPC is set at a competitive rate to encourage uptake, there has been little or no increase in 
recent years, with the cost frozen since 2011 (see Annex 3). In addition, many countries cap 
annual costs at a higher level (see Annex 7). 

Broadening the base: reforming exemptions

Broadening the base of the prescription charge has the potential to raise greater amounts of 
revenue for the NHS and result in a fairer system. Currently, patients in England enjoy unusually 
broad exemptions from cost-sharing for pharmacetutical treatments. Many European countries 
make large sections of the population contribute to these costs while in the UK 62 per cent of 
the population is exempt from prescription charges (see Section 4).11 As a result, a recent 
review of prescription charging in developed countries commissioned by the Scottish 
Government concluded that “the UK has one of the most generous subsidised medication 
systems”.12

The balance of exemptions in England results in a high proportion of drugs being dispensed for 
free. As Table 2 shows, in 2012, 90.6 per cent of drugs were dispensed free of charge, rising 
from 85.7 per cent in 2002. The demographic impact of an ageing population and the rise of 
chronic conditions means this trend is likely to continue.13 Moreover, with the majority of drugs 
dispensed for free exempted on the basis of age not income, the balance of charges means 
many people on high incomes benefit from this government subsidy.14 Questions have therefore 
been raised as to the equity and effectiveness of the current framework of exemptions.

Options for reform 

Raising the fee charged for prescriptions would be the simplest change. Increasing the charge 
for prescriptions from £7.85 to £10 and the cost of an annual PPC from £104 to £120 would 
raise nearly £668 million of revenue, in contrast to £450 million raised in 2012.15 

Table 3 outlines the revenue that could be raised by broadening the base of exemptions and 
reducing the number of drugs dispensed free of charge. Currently only 10 per cent of drugs are 
charged. Increasing the proportion facing charges from 10 to 20 per cent would generate £956 
million (an additional £422 million) under the current charge. If the fee went up as well, £1.19 
billion could be raised (an additional £654 million). By further increasing the drugs paid for to 25 
per cent, the revenue with the current and raised charges would be £1.1 billion and £1.4 billion 
(an additional £591 million and £858 million), respectively. 

11  Deveaux, M. et al. (2010), Health System Institutional Characteristics: A survey of 29 OECD Countries, OECD. According to this study 62 
per cent of the UK population are exempt from prescription charges. In 2010 this included Wales where prescriptions are free. As of 2011 
prescriptions are also free in Scotland. In 2009, the Gilmore Review into prescription charge exemptions cited that 60 per cent of the 
population in England is exempt from prescription charges.

12 Scottish Executive (2006), Review of prescription charges in Western Europe, North American and Australasia. 
13  Office for National Statistics (2011), Estimated and projected age structure of the United Kingdom population, mid-2010 and mid-2035. 

The population over the age of 60 is forecasted to grow by 48 per cent between 2010 and 2035.
14 Social Market Foundation (2003), A fairer prescription for NHS charges.
15 Department of Health (2013), Annual Report and Accounts 2012-13. The charge in 2012-13 was £7.65.



6

Reform Ideas No 9  
The cost of our health: the role of charging in healthcare   

Some countries such as France have gone further and removed all exemptions for individuals 
apart from those on low incomes and reduced the charge to a nominal fee (see Annex 7). A 
similar reform in England where 80 per cent of drugs dispensed were charged, while lowering 
the fee to £3, would raise £1.9 billion (an additional £1.4 billion). 

Table 3: Revenue raised by reducing the number of drugs dispensed  
free of charge
Source: Health and Social Care Information Centre (2013), Prescriptions 
dispensed in the community 2002-2012; Reform calculations. 

Base: 10 per 
cent of drugs 
charged

Option 2: 15 per 
cent of drugs 
charged

Option 3: 20 per 
cent of drugs 
charged

Option 4: 25 per 
cent of drugs 
charged

Option 5: Flat 
rate fee 

Proportion of drugs 
bought directly 5.5% 7.5% 9.0% 10.0% 20.0%

Proportion of drugs 
bought under an 
annual PPC 4.5% 7.5% 11.0% 15.0% 60.0%

Revenue under current 
charge (£7.85/£104) £533,755,875 £758,694,375 £955,673,250 £1,124,692,500 -

Revenue under raised 
charge (£10/£120) £667,725,000 £946,125,000 £1,187,550,000 £1,392,000,000 -

Revenue under 
reduced charge 
(£3/£100) - - - - £1,905,300,000

Note: The ratio of a) drugs charged at the point of dispensing to b) those bought under an annual PPC shifts as 
the number of drugs dispensed for free falls. Elderly patients are assumed to use an average of 42.4 prescriptions 
per head compared to 9.5 amongst the working aged population.16 As more elderly patients are exposed to the 
charge, the uptake of PPCs is therefore assumed to increase to cap the cost of multiple prescriptions. An average 
of 46 prescriptions are dispensed under an annual PPC.17 

Broadening the base has the potential to generate greater revenue and improve the equity of 
the system. In 2012 nearly 60 per cent of prescriptions were dispensed to those over the age of 
60; broadening the base to charge pensioners, while still protecting those on low incomes, 
would therefore have the most significant revenue implications. 

In light of both the comparative generosity of the current framework in England (see Section 4) and 
the potential revenue raised by reform, there are several areas where there is clear scope for change:

 > Reforming elderly exemptions I: The current exemption has not kept up with increases in 
life expectancy or the retirement age. Bringing the exemption in line with the retirement age, 
would significantly improve the effectiveness and equity of the system. 

16  Health and Social Care Information Centre (2008), Prescriptions dispensed in the community, 1997-2007. 
17  Health Select Committee (2006), “Memorandum submitted by the Department of Health”, NHS Charges: Written evidence, vol. II. 
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 > Reforming elderly exemptions II: Some countries have gone further and removed 
exemptions from pensioners apart from those on lower incomes (see Annex 7). In 2012 
nearly 590 million prescriptions were dispensed to those over the age of 60. Charging those 
prescriptions dispensed to individuals above an income threshold (either directly or through 
the capped cost of a PPC) would have significant revenue and equity implications.

 > Removing age based exemptions: A more radical reform would be to remove all 
exemptions for individuals apart from those on low incomes.18 This would allow the charge 
to be reduced to a nominal fee. Option 5 in Table 3 gives an indication of the revenue raised 
by such a reform in England.

 > Maternity Exemptions: Exemptions for expecting mothers or recently pregnant women 
could also be reassessed in light of medical advances.19

Cost-sharing in primary care

Copayments for primary care have been introduced in many European countries. As Reform 
has previously argued, introducing a flat rate charge for GP consultations could both raise 
significant extra revenue for the NHS and help to manage rising demand.20 Introducing a charge 
of £10 per GP consultation, while still excluding the most vulnerable patients, could raise £1.2 
billion of revenue per annum.21 Implementing GP charging includes some administrative costs 
but these will be lower in subsequent years due to innovations in payment systems. This 
additional revenue could help finance extended hours and weekend consultations, while 
copayments could also make services more responsive to patient expectations. 

Cost-sharing in secondary care

The options to introduce cost-sharing in secondary care are more limited and have a more mixed 
record when used in other countries. Potential reforms, however, would be to create copayments 
for missed appointments or hotel costs. In 2011-12 there were 5.5 million missed outpatient 
appointments, costing an estimated £700 million.22 A number of surveys of both the public and 
professionals have found significant support for a small fee charged in the case of repeat non 
attendances.23 However the amount raised would be small. If all missed appointments resulted 
in a £10 fine the NHS would only raise £55 million.

Making patients contribute to hotel costs through a flat rate daily charge could both generate 
income but more importantly drive significant improvement in customer service and the patient 
experience. Based on the number of bed days in 2012-13, a £10 daily charge could raise the 
following revenue:

 > Option 1: Under exemptions for children under 16, people over 65 and those on low 
incomes, it is estimated that 20 per cent of hospital bed days would be charged raising £96 
million each year.

18  Gilmore, I. (2009), Prescription charges review: Implementing exemptions from prescriptions for people with long term conditions. The 
Gilmore Commission on prescription charges received evidence suggesting if all patients were to pay prescription charges of 60p it would 
generate the same level of income as is currently received.

19  Health Select Committee (2006), “Memorandum submitted by the Social Market Foundation”, NHS Charges: Written evidence, vol. II. 
“The BMA has argued, for example, that there is no need to exempt women from prescription charges in the year following childbirth, 
because the medical problems that used to occur in the twelve months after birth are much less common now.”

20 Bassett, D. et al. (2009), Back to black, Reform. 
21  Hippisley-Cox, J. and Vinogradova, Y. (2009), Trends in Consultation Rates in General Practice 1995/1996 to 2008/2009: Analysis of the 

QResearch database, NHS Information Centre; Reform calculations. The charge excludes children under the age of 16, patients over the 
age of 65 and those on low income. 

22  Department of Health (2012), “Hospitals and patients urged to take action on missed appointments”, Press release, 27 August; Johnston, 
L. (2012), “Missed appointments cost NHS £800 million a year”, The Daily Express, January 15.

23  Kaffash, J. (2012) “GPs support charging for no-shows”, Pulse Today, 19 September; Dixon, A. et al. (2013), How should we pay for health 
care in future?, The King’s Fund and Ipsos Mori; BBC Online (2012), “Simple measures cut NHS missed appointments”, 9 March.
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 > Option 2: Under more limited exemptions where 40 per cent of hospital bed days were 
charged, for example by only exempting those pensioners on low incomes, £193 million 
would be raised each year.24

Defining entitlement 

While charges for healthcare can generate relatively small amounts of revenue for health 
systems, defining a core package of services has greater potential to help control costs in the 
long term.25 Limiting the role of the State to providing the most socially valuable interventions 
allows individuals to self-fund additional services, for example “delisting” new therapies where 
the cost-effectiveness is not yet established, new devices such as telecare and services such 
as physiotherapy and audiology. 

Like many European health systems, the English NHS should opt to develop a “positive list” of 
services covered and not simply an implicit “negative list” of services not covered. Explicitly 
defining the “benefits basket” of services in this way creates the clarity needed to encourage 
private spending and create a market for supplementary insurance. This has already started to 
happen in some European countries, such as the Netherlands, where now many patients take 
out supplementary insurance to cover additional benefits (see Section 4). 

Previous studies have also suggested England’s National Institute of Health and Care 
Excellence (NICE) that currently only does cost benefit analysis on new health technologies and 
treatments, could have a leading role in defining a “positive list” of entitlements for the NHS.26 
Alternatively a commission could be established to determine entitlements to NHS services.

Expanding social care copayment 

This and past governments have paid growing interest to integrating the NHS and social care, 
but a continued concern has been how to integrate free at the point of use healthcare and 
means-tested social care. Some have argued that this requires making social care free at the 
point of use, although it is unclear whether this is affordable or appropriate. 

Another possibility would be to move the boundary between health and care to broaden the 
definition of social care. This would enable more services currently provided free at the point of 
use by the NHS to be funded through the Dilnot architecture. Individuals would therefore 
contribute to the ongoing costs of care at a capped level through mechanisms such as equity 
release and long term care insurance. Not only could this bring more money into the total health 
and care system, it would also encourage greater coordination of social care services and NHS 
community services. 

24  Health and Social Care Information Centre (2013), Hospital Episode Statistics; Health and Social Care Information Centre (2012), Hospital 
Estates and Facilities Statistics; Poteliakhoff, E. and Thompson, J. (2011), Emergency bed use: what the numbers tell us, The King’s Fund; 
Imison, C. et al. (2012), Older people and emergency bed use, The King’s Fund; Reform calculations. In 2012-13 there were 48,214,537 
FCE bed days and the cost of an average patient meal day in acute and community providers was £8.50. 68 per cent of emergency bed 
days are occupied by over 65s; 70 per cent of all bed days are emergency bed days (bed days as a result of emergency admissions). 
Therefore under the first option where children under the age of 16, people over 65 and those on low incomes are exempt it is estimated 
that 20 per cent of bed days would be charged. Under the second option where exemptions are more limited, for example by only 
exempting those pensioners on low incomes, 40 per cent of bed days are charged.

25 Smith, P. (2009), The Impact of User Charges in Health Care, OECD.
26 Smith, P. (2009), The Impact of User Charges in Health Care, OECD.
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Section 2
The pros and cons of additional charging 

Since the creation of the NHS there has been continuous debate on whether there should be a 
greater role for copayment or other forms of cost-sharing. Historically those who advocated 
user charging have argued that such policies would raise additional revenue for the health 
service. However since 1948 there has been profound resistance to user charges or private 
payment. In the last significant review of healthcare funding, Sir Derek Wanless concluded that 
“private funding mechanisms tend to be inequitable, regressive (those with greater health needs 
pay the most), have weak incentives for cost control, high administration costs and can deter 
appropriate use.”27

While user charging in the NHS has historically been resisted, in light of the current financial 
environment, advances in technology and changing policy priorities, it is possible to reassess 
the case for reform. 

The case for reform can be summarised as follows:

 > Raise revenue in order to close the NHS funding gap;

 > Broaden the base of NHS revenue in order to reduce reliance on taxpayer-financing;

 > Engage consumers in the costs of healthcare;

 > Reduce avoidable demand;

 > Make services more responsive to consumers;

 > Expand coverage and access, for example for GPs appointments or new pharmaceuticals;

 > Improve equity, in the case of social care funding.

The concerns over reform can be summarised as:

 > Reduce access to healthcare for people on low incomes;

 > Increase demand for “free”, more expensive services such as A&E;

 > Discourage preventative care;

 > Greater administrative costs;

 > Unpopularity.

Given the range of patient and provider responses, the design of copayment systems is critical 
and policymakers will need to weigh up the effects of user charges. 

A new context for reform

The funding gap 

There is growing evidence that the NHS is facing a funding challenge as demand grows and the 
level of funding available declines. Since 2010 health spending has been protected in real terms 
but this has still left the health services with a growing “affordability gap”.28 This is in part due to 
rising demand as the population ages and chronic conditions become increasingly prevalent.29 
More important however are the cost pressures on the supply side, including the cost of new 
technology and lower workforce productivity.30 

27 Wanless, D. (2002), Securing Our Future Health, Taking a Long Term View, HM Treasury.
28 HM Treasury (2010), Spending Review.
29  Maisonneuvre, C. and Martins, J. (2013), Public spending on health and long term care: A new set of projections, OECD.
30 Ibid. 
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A range of projections have attempted to quantify this gap for the NHS, with NHS England most 
recently forecasting that the funding gap will reach £30 billion by end of the decade (see Annex 1).31 
Moreover longer term projections highlight that healthcare spending will only continue to grow as a 
share of GDP. The OECD has projected that healthcare costs in the UK could reach between 4.5 
per cent and 10.3 per cent of GDP by 2060 depending on the rate of productivity improvement.32 

Yet while there are significant opportunities to improve value for money in the NHS to meet this 
challenge, the balance of evidence suggests the health service is not on track to close the gap 
through productivity gains alone. The National Audit Office has reported the majority of savings 
in 2010-11 were achieved through national policies such as reducing prices for secondary care 
and a national pay freeze, and not through reform to front line services.33 Similarly, Monitor’s 
latest annual plan review for Foundation Trusts found only “limited evidence that the sector is 
attempting multi-year or transformational schemes and anecdotally Foundation Trusts are 
saying that there is a dwindling supply of traditional cost saving measures”.34 

The limits of taxation 

Projections of a significant funding challenge facing the health service have led to a number of calls 
for additional tax revenue. There is evidence to suggest that this approach is preferred by the public.35 

However given the economic and fiscal context it is unlikely that taxes alone will be able to plug 
the funding gap. The UK’s total tax receipts already stand at 38 per cent of GDP, the maximum 
that HM Treasury has been able to extract in recent decades.36 The Office for Budget 
Responsibility has projected that, with no policy changes or discretionary spending, total tax 
revenue will have to increase to 39 per cent of GDP to meet the costs of an ageing population.37 
Moreover, with further fiscal consolidation planned for after 2015 it is difficult to see how taxes 
could be raised to fund spending increases in the NHS if other government departments face 
continued cuts to keep to the Government’s fiscal targets.38 

The value of charging

The implication is that if public funding is failing to meet rising demand and supply side costs, 
then new sources of funding may be needed to fill the projected gap in healthcare finances. One 
option that is often discussed is user charges.

GP services: managing demand and improving access

The impact of introducing charges to visit a GP has been much debated. Experience from other 
systems suggests that charges for primary care might encourage patients to visit A&E departments 
that are free and do not require an appointment at the expense of seeking preventative treatments. 

However advocates of charging have argued that a small charge would reduce unnecessary and 
repeat visits to GPs. Introducing charges for GP visits might also encourage patients to self-
medicate and make greater use of non-medical interventions, such as improving their wellbeing. 
Charges can also incentivise more practices to provide extended and weekend appointments. 
Recent surveys have demonstrated growing frustration from patients about the difficulties in 
accessing primary care and highlighted the significant non-financial costs patients already face.39

31 NHS England (2013),The NHS belongs to the people: a call to action. 
32 Maisonneuvre, C. and Martins, J. (2013), Public spending on health and long term care: A new set of projections, OECD.
33 National Audit Office (2012), Progress in making NHS efficiency savings.
34 Monitor (2013), 2013/14 Annual Plan Review.
35  KPMG (2013), “Patients wary of NHS ability to provide long-term care, says KPMG”. A survey of over 1,000 patients found that 54 per cent 

supported raising taxes to pay for the NHS. 
36 Bassett, D. et al. (2010), Budget 2010: Taking the tough choices, Reform; HM Treasury (2013), Public Sector Finances Databank. 
37 Office for Budget Responsibility (2013), Fiscal Sustainability Report.
38 Corrie, C. et al. (2013), Not just a crash diet: Improving public finances through structural reform, Reform. 
39 Patients Association (2013), Primary Care: Access Denied?.
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Integration and equity in health and care 

The split in financing the health and care system between services that are free at the point of 
care and those that are means-tested has undermined attempts to coordinate care.40 Making 
social care services tax financed and free at the point of care has been advocated by some to 
remove this barrier.41 Alternatively, extending systems of copayment currently used for social 
care into health care systems could both generate additional revenue for NHS community care 
and support the integration of non-acute services. 

Additionally, it could also promote equity in later life by extending copayment to more 
individuals. Currently, only 1 in 4 people over 65 have care needs and under a quarter of people 
aged over 75 die in nursing or other residential care.42 By contrast nearly 60 per cent of people 
aged over 75 die in hospital.43

Concerns with charging

However there has traditionally been strong resistance to charges owing to concerns over 
equity, the use of preventative care, the administrative cost and the potential pressure on free 
(yet more expensive) services such as A&E. 

Equity

The long-standing resistance to user charging is largely based on concerns regarding the equity 
of access and outcomes.44 Much of the international evidence does suggest that those people 
on the lowest incomes are disproportionately affected by user charging.45 Often it is individuals 
on lower incomes that are also at greatest risk of having poor health. For this reason most 
health systems have introduced policies to reduce the effect of user charging on at risk 
populations (see Section 4). 

Administrative costs

The Wanless report also suggested that taxation is the most efficient means of financing 
healthcare.46 Compared to systems with multiple payors, the English health system has much 
lower levels of administrative spend. Introducing new forms of copayment would require new 
systems of revenue collection and raise practical problems of implementation and enforcement. 
Many have argued that these administrative costs and practical problems outweigh the 
potential benefits of introducing copayment. 

To address these concerns, proposals to introduce copayment in healthcare need to consider 
building on existing systems of collection and enforcement. New forms of copayment can also 
exploit the improvements in out of pocket payment collection seen in the private sector in 
recent years such as electronic, wireless and online payment. For example with the growing 
advent of electronic prescribing between doctors and pharmacies, Prescription Prepayment 
Certificates (PPCs) could soon be able to operate on a pay as you go basis, charging only until 
the patient hits an annual cap. This would remove the burden of paying the cost of the PPC 
upfront and encourage greater uptake for those with heavy drug consumption. 

40 Humphries, R. (2013), “Paying for social care: Beyond Dilnot”, The King’s Fund. 
41  Burnham, A. (2013), Speech to The King’s Fund on “Whole person care’ A One Nation approach to health and care for 21st century”, 24 

January.
42 Age UK (2013), Later Life Factsheet.
43 National End of Life Care Intelligence Network (2010), Deaths in Older Adults in England.
44 Weale, A. and Clark, S. (2009), “Co-Payments in the NHS: An Analysis of the Normative Arguments”, University College London.
45  Smith, P. (2009), The Impact of User Charges in Health Care, OECD; Swartz, K. (2010), Cost sharing: Effects on Spending and Outcomes, 

Robert Wood Foundation.
46 Wanless, D. (2002), Securing Our Future Health, Taking a Long Term View, HM Treasury.
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Preventative care: prescription charges

Another key concern with charges, particularly for the use of prescriptions or GP services, is the 
negative impact on health outcomes by deterring patients from preventative treatment. In the 
case of prescription charges, criticisms arise out of the complications and waste which occurs 
by patients failing to complete their course of medication.47 

However rather than patients being deterred from taking out prescriptions, the key problem is 
actually patients not adhering to their course of treatment.48 There is considerable evidence to 
suggest that many patients do not complete the regimens but this is not solely caused by 
patients responding to prescription charges.49 Many patients who are currently exempt from 
charges do not complete their prescriptions. There are many non-financial barriers such as not 
having the skills or the support to follow the regimen, poor medical advice and poor 
understanding of the consequences of non-adherence.50 In England, improving the awareness 
and uptake of PPCs would also reduce high risk patients facing significant costs.

A changing debate: attitudes to charging 

Traditionally user charges have been resisted by professionals, politicians and the public and 
there remains overwhelming commitment to the principles of the NHS as free at the point of 
care and financed through taxation.51 Even in areas where copayment has been extended there 
remains significant public anxiety and opposition to private “top ups”.52 

However in recent years there are signs that attitudes might be changing: 

 > A survey of English GPs in 2012 asked whether “In the next five years the NHS will have to 
set out more clearly what is – and what is not – available to patients free at the point of use 
on the NHS.” 85 per cent replied positively.53

 > When a public survey asked whether “in 10 years time the NHS will still be paid for by taxes 
and free to all”, 44 per cent said no.54 In 2013 more than a third of people agreed that 
individuals should contribute to the cost of social care beyond just taxation.55

 > In June 2013, the British Medical Association’s Consultants Committee warned that the NHS 
will have to face up to the “unpalatable truth” that “A publicly funded and free-at-the-point-
of-delivery NHS cannot afford all available diagnostics and treatments.”56 

 > A survey of GPs by Pulse Today in 2013 found that 51 per cent of those questioned voted in 
favour of charging an appointment fee of £5 to £25, an increase of 34 per cent from the 
previous year.57

 > Research by The King’s Fund and Ipsos Mori found evidence of public support for 
introducing payments in certain instances: elective surgeries (e.g. cosmetic surgery and 
elective caesarean sections), treatments as a result of lifestyle choices such as smoking or 
obesity, top ups to non clinical aspects of care (for example private rooms) and charges for 
patients misusing services, for example by missing appointments or arriving drunk to A&E. 58 

47 Ibid. 
48  Langley, C. et al. (2012), Establishing the extent of patient non-adherence to prescribed medication in the Heart of England Teaching 

Primary Care Trust, The Aston Medication Adherence Study.  
49 World Health Organisation (2003), Adherence to long-term therapies: evidence for action.
50 Ibid.; Haynes, R. et al. (2006), Interventions for enhancing medication adherence, The Cochrane Collaboration.
51 Dixon, A. et al. (2013), How should we pay for health care in future?, The King’s Fund and Ipsos Mori. 
52  Watson, L. (2013), “Influential group of surgeons and doctors call for NHS to face “unpalatable truth” and bring in top-up fees for services 

it can no longer afford”, Daily Mail, 24 June; Donnelly, L. (2008), “NHS: New row over top up payments”, The Daily Telegraph, 6 July.
53 The Nuffield Trust (2012), A Survey of GPs in England on the rationing of health care.
54 National Centre for Social Research (2012), British Social Attitudes Survey 2012.
55 KPMG (2013), An uncertain age: Reimagining long term care in the 21st century.
56 Smyth, C. (2013), “Doctors call for NHS to impose top up fees”, The Times, June 24. 
57  Bautista, K. (2013), “Half of GPs in favour of charging for routine appointments”, Pulse Today, 23 July. 
58  Dixon, A. et al. (2013), How should we pay for health care in future?, The King’s Fund and Ipsos Mori. 
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Section 3
The reality of charging now

It is commonly assumed that the NHS provides comprehensive, tax-financed care, free at the 
point of use. However limited forms of copayment have long been a feature of the health service 
(see Annex 2) and in 2012-13 the NHS made over £1.4 billion revenue from fees and charges.59 
When it comes to social care, households have been helping to cover the cost for decades.  

Table 4: Revenue from fees and charges in the NHS
Source: Department of Health (2013), Annual Report and Accounts 2012-13.
 

Fees and charges 
income

Full cost of service Net 

Dental £653,006,000 £2,843,691,000 - £2,190,685,000 

Prescriptions £449,550,000 £7,886,973,000 - £7,437,423,000 

Other £283,563,000 £247,507,000 + £9,056,000 

Total £1,386,119,000 £10,978,171,000 - £9,637,164,000 

Prescription charges in England

In 2012 over a billion prescriptions were dispensed in the community, equivalent to 19 items per 
person.60 While prescriptions cover a very wide range of medical conditions and needs, the 
largest single area of need is diabetes.61 In terms of specific medicines dispensed, the most 
common ones relate to the cardiovascular system such as hypertension, gastroenterology or 
painkillers such as Paracetamol.62

Since 1952 patients in England have paid for their prescriptions. In subsequent years fiscal 
shocks often led to the increase in fees yet a broad set of exemptions was introduced to protect 
more vulnerable individuals (see Annex 2). There are three principle categories of exemption:

 > Age: All those over the age of 60 and under the age of 16 are exempt from the fee. 16-18 year 
olds still in full time education are also exempt. As Table 2 shows, the majority of drugs 
dispensed under exemption are for the elderly, consuming 58.9 per cent of the drugs 
dispensed free of charge in 2012.

 > Income: The NHS Low Income Support (LIS) scheme covers all those with an income of less than 
£16,000, or £23,250 for people permanently in a care home. It also exempts people on a range of 
working age benefits, such as Income Support and Job Seekers Allowance, and will exempt those 
receiving Universal Credit.63 In 2012, 11.5 per cent of drugs dispensed were to those on NHS LIS. 

 > Medical condition: There are a series of medical conditions, such as diabetes, that entitle 
patients to free prescriptions. The list however has come under criticism as being outdated, 
not including conditions such as asthma, Parkinsons or heart conditions.64 Pregnant and 
recently pregnant women are also exempt. In 2012 medical exemption and maternity 
exemption certificates accounted for 8.1 per cent of drugs dispensed. 

59 Department of Health (2013), Annual Report and Accounts 2012-13.
60 Health and Social Care Information Centre (2013), Prescriptions dispensed in the community 2002-2012.
61 Ibid.
62 Association of British Pharmaceutical Industries (2010), “Top products in the UK”, accessed from abpi.org.uk, 16/10/13. 
63 NHS Choices (2013), nhs.uk, accessed 20/10/2013.
64  Prescription Charges Coalition (2013), Paying the price: Prescription charges and people with long term conditions. 
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In 2013 the cost of the prescription charge is £7.85, yet because of these generous exemptions 
90 per cent of prescriptions are dispensed for free. This has risen markedly since the 
introduction of the prescription charge, with 63 per cent of prescriptions dispensed for free in 
1980.65 The revenue from prescription charges in 2012-13 amounted to £450 million (under a 
charge of £7.65 for prescriptions and £104 for an annual PPC). The total cost of prescription 
services for the NHS was £7.9 billion.66 

The debate on prescription charges

While prescription charges have been a long established part of the NHS there is considerable 
debate as to their effectiveness and equity: 

 > In his 2002 report for HM Treasury, Sir Derek Wanless noted that the current system of 
exemptions for prescription charges is illogical and “not rooted in the principles of the NHS”, 
calling for their review.67 

 > In 2003 the Social Market Foundation Health Commission recommended simplifying the 
system of prescription charges by only exempting patients on low incomes and creating an 
annual cap on the amount an individual can pay.68

 > In 2006 the Health Select Committee warned that: “It is not easy to determine the underlying 
principles of the Government’s policy on exemptions… The Government claims that its 
exemptions policy is based on income: those who can afford to pay, those who cannot do 
not. However, this is not the case: many wealthy people are exempt, but many poor working 
people are not.”69

Concerns have been particularly raised around the treatment of those with long term conditions 
and whether they are adequately catered for by the medical exemption certificate and 
Prescription Prepayment Certificate schemes, often criticised for low uptake.70 Responding to 
these concerns, in 2008 Prime Minister Gordon Brown announced that all cancer patients 
would become exempt from prescription charges from 2009 and commissioned a review by 
Professor Ian Gilmore into how an exemption for all those with long term conditions could be 
implemented.71 The proposals of the Gilmore review, published in May 2010 by the Coalition, 
were rejected by the Government in the 2010 Spending Review “in light of the challenging 
financial context”. The Government as of June 2013 has no intentions to add any medical 
conditions to the list of medical exemptions.72

Prescription charges in the UK

While English patients continue to pay prescription charges, in recent years the devolved 
administrations have moved to abolish them. In Wales, prescription charges were abolished in 
2007 after previous reforms cut the price from £6 in 2001 to £3 in 2006.73 Prescriptions are more 
widely dispensed in Wales than any other country in the UK, with 24 items dispensed per 
person. Moreover, the total number of prescriptions has risen by over 50 per cent in the last ten 

65 Hansard (1980), 15 December, column 31W.
66 Department of Health (2013), Annual Report and Accounts 2012-13. 
67 Wanless, D. (2002), Securing Our Future Health: A Long Term View, HM Treasury.
68 Social Market Foundation (2003), A fairer prescription for NHS charges.
69 Health Select Committee (2006), NHS Charges. 
70 Ibid.
71  Smith, R. (2008), “Gordon Brown promises free prescriptions for cancer patients”, The Daily Telegraph, 23 September; Gilmore, I. (2009), 

Prescription charges review: Implementing exemptions from prescriptions for people with long term conditions.
72  Hansard (2013), 3 June, Column 849W. Norman Lamb MP, Minister for Care and Support, said in June 2013 “In 2009, Professor Sir Ian 

Gilmore carried out a review, at the request of the last Government, to consider how free prescriptions might be extended to all those with 
long-term conditions. This review made a number of proposals, and was published by this Government in May 2010.In the light of the 
challenging financial context, the Government announced in the spending review, published in October 2010, that we would not extend 
free prescriptions to all those with a long-term condition, and we do not intend to add any medical conditions to the list of medical 
exemptions.”

73 Welsh Assembly Government (2010), Helping to improve Wales’s health: Free prescriptions three years on. 
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years.74 Yet this increase is comparable to other countries and the greater use of prescriptions 
in Wales has been a long established trend. The total cost of prescriptions in Wales is over  
£550 million.75 

Similarly in Scotland free prescriptions were introduced in 2011 after the cost of the charge was 
cut to £3 in 2010 from £6.85 in 2007.76 The total cost of prescription medicines in Scotland is 
over £1 billion.77 Like Wales there has been no noticeable change in the rate of increase. In both 
countries, while advocates of free prescriptions have argued that the policy has been popular 
and there has been no dramatic increase in costs, others have claimed that other healthcare 
services have been cut to fund the policy.

Top up charges and private payment

Since 2008 patients have been allowed to make financial contributions to their own healthcare 
(“top up” payments) and purchase drugs not available on the NHS without losing their NHS 
entitlement.78 However, the number of patients using “top up” payments remains very low, in 
part due to the creation of the Cancer Drugs Fund in 2011 to allow cancer patients in England to 
access certain drugs on the NHS, not yet approved by NICE. 

Elements of private payment are not a new feature of the health service. Amenity beds, where 
patients have to pay extra for a bed or room with more privacy and facilities while receiving their 
NHS treatment, is a common feature of hospital charges.79 More recently patients have been 
charged for the use of telephones, televisions and car parking facilities.80 Certain treatments are 
also regularly paid for privately by patients, such as hip replacements, cataracts surgery and IVF.81 

Dentistry and optometry

Patients in England have paid for dentistry and optometry since 1951. In dentistry, patients are 
charged according to three bands of treatments. The maximum patient charge for a single 
course of treatment was reduced in 2006 from £384 to £189. It has since risen to £209 in 2012. 
The cost of a standard check up however has risen from £5.84 in 2005 to £17.50 in 2012. In 
2012-13 this raised £653 million of revenue for the NHS.82 Children and those on low incomes 
are exempt from fees, but not those above the age of 60.

Optometry was also removed from the package of care provided by the NHS in 1951 and since 
1988 sight tests have no longer been universally free of charge. Children, those on low incomes, 
those with certain sight conditions and since 1999 the elderly are eligible for vouchers to cover 
part of the costs of optical care.

Social care

Access to adult social care services has been means-tested since the creation of the health 
service. While care in a hospital remains free at the point of use, in 2013 it was estimated that 
43 per cent of older and physically disabled residents of independent care homes fund the 
entire cost of their care. When payments used to cover the difference between local authority 
rates and care home fees are included, the number who contribute rises to 57 per cent.83 In 

74 Ibid. 
75 BBC Online (2012), “Prescriptions issued in Wales rises to 72.7 million”, 30 August. 
76 Health Service Journal (2010), “Scotland to press ahead with free prescriptions”, 18 October. 
77 NHS Scotland (2013), Prescription Cost Analysis 2012/13. 
78  Department of Health (2008), Improving access to medicines for NHS patients: a report for the Secretary of State for Health by Professor 

Mike Richards. 
79 Health Select Committee (2006), NHS Charges: Written evidence. 
80 Ibid. 
81 Laing and Buisson (2012), Private Acute Medical Care UK Market Report, 2012.
82 Department of Health (2013), Annual Report and Accounts 2012-13. 
83 Humphries, R. (2013), Paying for social care: beyond Dilnot, The King’s Fund. 
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October 2009 the average annual fee for residential care was £24,908. The cost however would 
be increased if nursing care was required. With the average stay in a care home lasting four 
years, the costs of care could reach as high as an average of £139,152.84 Following the Dilnot 
Commission in 2012, the Coalition Government have committed to cap lifetime contributions to 
care costs at £72,000 from 2016.85 

A misleading debate 

Limited forms of charging and private payment are a longstanding feature of England’s health 
system yet much of the debate fails to recongise this. Politicians of all three parties have ruled 
out user charges as incompatible with the founding principles of the NHS: 

 > “I know what a brilliant thing it is in our country that if you get ill, if you have to go to your GP, 
if you have to go to your hospital they don’t ask how big your bank balance is, they don’t ask 
for your credit card, they don’t ask about your insurance policy you just get the very best 
treatment that you deserve free at the point of use and that will always, always be the case 
under a Conservative Government.” David Cameron, 2010.86

 > “We are committed to an NHS that is free at the point of use and available to everyone based 
on need, not the ability to pay.” The Coalition Agreement, 2010.87 

 > “We don’t want to see the encroachment of charging or rationing or restriction’ because in 
the end, people will still pay, but they’ll just pay in a less fairer way than they’re currently 
paying.” Andy Burnham, 2013.88 

84 Health Select Committee (2009), “Memorandum by Partnership Life Assurance”, The future of social care. 
85 HM Government (2012), Caring for our future: Progress report on funding reform. 
86 Cameron, D. (2010), Speech on “Contract for a better NHS”, 1 May. 
87 HM Government (2010), The Coalition: our programme for government, p. 24. 
88 Timmins, N. (ed.) (2013), The Wisdom of the Crowd: 65 views of the NHS at 65, The Nuffield Trust. 
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Section 4
International lessons for reform

Public funding is the primary source of finance for nearly all health systems in developed 
countries. Across the OECD public funds are raised either through taxation (national and local) 
or social insurance. However while public funding is the largest contributor to total health 
spending, many public health systems have limited entitlements to publicly funded services 
and increased private payment.89 

International use of copayment differs from the UK in two principle respects. Firstly, health 
systems abroad typically have a broader use of copayment across services. Secondly, other 
health systems have a broader base of charges across the population. While all systems protect 
the most vulnerable from excessive burdens of payment, most countries have a less generous 
system of exemptions than in the UK.

The use of copayment across health systems

Health systems have tended to define the depth of coverage by introducing forms of private 
payment for pharmaceuticals, primary or inpatient care. Countries also limit the scope of 
coverage by defining a positive or negative list of entitlements (see Annex 6). This section will 
outline the international experience of charging across these four key trends.

In European countries these out of pocket payments are highest in Scandinavian countries, 
Eastern and Southern Europe, while Northern European countries offer greater levels of 
protection for patients. Public health systems such as the NHS traditionally have made less use 
of copayment and sought to provide services free at the point of use. Copayments, where used, 
are normally a flat rate to receive a particular benefit. 

Many social insurance systems such as France and Belgium with variable degrees of coverage 
for health services require individuals to contribute an element of the costs through copayments 
that are often fixed at a percentage of costs. In these systems many individuals choose to take 
out complementary health insurance to protect themselves from out of pocket payments. In 
Holland and Switzerland, where residents are mandated to purchase health insurance, patients 
often pay a deductible on their premiums for using health services. 

89  Busse, R. et al. (2007), Analysing Changes in Health Financing Arrangements in High-Income Countries, The World Bank. Entitlement to 
health services can be defined through breadth of population covered, scope of services offered and depth of costs of care covered by 
the State.
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Table 5: Cost-sharing in the OECD
Sources: Deveaux, M. et al. (2010), Health System Institutional Characteristics: 
A survey of 29 OECD Countries, OECD; OECD (2013), OECD Health Data 2013. 
 

 

Cost-sharing for 
pharmaceuticals

Cost-sharing for 
primary care

Cost-sharing for 
inpatient care

Out of pocket 
payment as 
per cent of 
total healthcare 
expenditure

Out of pocket 
payment as 
per cent of 
total domestic 
expenditure

Australia Yes Yes No 19.3 5.9

Austria Yes Yes Yes … 3.6

Belgium Yes Yes Yes 19.7 5.6

Canada Yes No No 14.7 4.8

Czech Republic Yes Yes Yes 14.7 2.5

Denmark Yes No No 13.2 2.7

Estonia Yes Yes Yes 17.6 2.6

Finland Yes Yes Yes 18.6 4.8

France Yes Yes Yes 7.5 3.9

Germany Yes Yes Yes 13.2 4.8

Greece Yes Yes  … 30.5 6.4

Hungary Yes Yes Yes 26.0 4.3

Iceland Yes Yes No 18.2 3.1

Ireland Yes Yes Yes 18.1 5.0

Italy Yes No No 18.0 2.9

Japan Yes Yes Yes 14.4 4.4

South Korea Yes Yes Yes 35.2 …

Luxembourg Yes Yes Yes 11.6 2.0

Netherlands Yes No No … 2.7

New Zealand Yes Yes No 10.9 2.3

Norway Yes Yes No … 2.8

Poland Yes No No 22.3 4.4

Portugal Yes Yes Yes 27.3 5.9

Slovakia Yes No No 22.6 4.0

Slovenia Yes Yes No 11.8 3.7

Spain Yes No No 20.7 3.5

Sweden Yes Yes Yes 16.2 3.2

Switzerland Yes Yes Yes 25.8 15.2

Turkey Yes No No 21.8 3.1

United Kingdom Yes No No 9.9 1.8

United States Yes Yes Yes 11.6 20.6
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Trend 1: Cost-sharing in pharmaceuticals

Nearly all health systems require patients to contribute to the cost of drugs. Cost-sharing for 
prescriptions has sought to reduce the waste of potentially expensive medical goods. Yet 
because cost-sharing does not aim to create a barrier for patients to take out necessary 
prescriptions, payments are generally low:

 > In Germany patients are charged between €5 to €10 for prescriptions per quarter, although 
40 per cent of the cheapest drugs are free.90 

 > In New Zealand patients pay a charge of NZ $5.91

 > In some countries patients are responsible for paying for the cost of their prescriptions until 
they reach a chosen price threshold. In Norway patients pay for pharmacueticals up to $71 a 
year, $116 in Denmark, $132 in Ireland and in Canada patients pay for the first $145.92 In 
Sweden patients pay the full cost of drugs up to $122 and then are charged variable levels 
of copayment.93

 > In France there is a flat rate charge of $0.50 per prescription (non-reimbursable by 
complementary insurance and capped at $50 per annum). The base of the charge is broad, 
only exempting those on medical and financial, not age related, grounds.94 

 > In Australia the charge is higher, currently set at A$36.10 or A$5.90 for those on low 
income.95 Similarly in Spain households are responsible for paying 40-60 per cent of the 
retail price of drugs depending on their drug consumption, spending an average of $416 a 
year on prescriptions.96

Some European countries, such as Sweden, the Netherlands and Switzerland, have also 
introduced reference pricing whereby patients are required to cover all or part of the extra cost 
of a branded drug where a cheaper generic alternative is available. 97 

Trend 2: Cost-sharing in primary care

Copayments to visit primary care physicians have long been used in health systems abroad. 
This was in part due to social insurance initially providing protection for hospital services only. 
More recently copayments have been introduced in primary care to manage demand on these 
services and reduce repeat visits to physicians.98 While the evidence for copayment is limited, 
studies indicate that greater levels of cost-sharing leads to reductions in utilisation and broadly 
no variations in healthcare outcomes for patients.99 The one exception was for patients who 
were poor and in poor health.

90  Blümel, M. (2012), “The German Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp 46-52.

91  Gauld, R. (2012), “The New Zealand Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp. 79-85.

92  McDaid, D. (2009), Health Systems in Transition: Ireland, European Observatory on Health Systems and Policies; Olejaz, M. et al. (2012), 
Health Systems in Transition: Denmark, European Observatory on Health Systems and Policies; Vrangbaek, K. (2012), “The Danish Health 
Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, The Commonwealth Fund, pp 26-31; 
Allen, S. (2012), “The Canadian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp 19-25; Marchildon, G. (2013), Health Systems in Transition: Canda, European Observatory on Health 
Systems and Policies; Lindahl, A. (2012), “The Norwegian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of 
Health Care Systems, 2012, The Commonwealth Fund, pp. 86-93.

93  Anell, A. et al. (2012), Health Systems in Transition: Sweden, European Observatory on Health Systems and Policies; Glenngård, A. (2012), 
“The Swedish Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, The 
Commonwealth Fund, pp. 93-98.

94  Durand-Zaleski, I. (2012), “The French Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care 
Systems, 2012, The Commonwealth Fund, pp 32-45.

95  Healy, J. (2012), “The Australian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp.11-18. 

96 García-Armesto, S. (2010), Health Systems in Transition: Spain, European Observatory on Health Systems and Policies
97  Kaiser Family Foundation (2009), Cost Sharing for Health Care: France, Germany, and Switzerland; Schäfer, W. et al. (2010), Health 

Systems in Transition: Netherlands, European Observatory on Health Systems and Policies; OECD (2012), OECD Economic Surveys: 
Netherlands.

98  Smith, P. (2009), The Impact of User Charges in Health Care, OECD.
99  Ibid. 
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 > In 2005, France introduced a non-reimbursable fee of $1 per consultation, intervention and 
test, capped at €50 a year. 100 

 > In Sweden the price of copayments for visits range from $11 to $22 for a GP visit according 
to your locality with an additional $6 charge for a home visit.101

 > In Australia the charge is an average of A$26 for primary care and in New Zealand the charge 
ranges between NZ$30 and NZ$35.102

 > In Ireland the cost of GP visits is capped annually at $90.103

 > In Norway patients can be charged $19 for GP visits.104 In Finland patients are charged a 
maximum of $13.70 to visit a GP.105

These charges however can be met with public resistance. One recent example is the German 
experience of a charge for GP appointments. In 2004 Germany introduced a $10 charge for the 
first outpatient doctor appointment in a three month period. The charge did raise an additional 
$2 billion of revenue for the health system each year yet initial findings found no change in the 
proportion of patients visiting a doctor.106 Opposition from the public and doctors saw the 
charge repealed from January 2013.107 

Trend 3: Cost-sharing in inpatient care

Some countries have introduced measures to hold patients responsible for part of the cost of 
their inpatient care. Social insurance systems sometimes only cover a degree of these costs, 
with copayments of coverage for these costs with complementary insurance packages 
protecting patients from these costs. Unlike copayments for primary care much of the evidence 
suggests that copayments for inpatient care have little impact on patient demand. 

 > In France a fee of $18 has been introduced for more expensive procedures and recently the 
copayment for inpatient stays increased from $16 to $18 a day. There is also a flat rate fee 
for hospital “hotel” costs. 108

 > In Germany patients pay $10 per day for inpatient stays for the first 28 days.109

 > In Sweden locally set copayments range from $25 to $45 to visit a specialist, with visits to 
non-medical staff costing $15. There is an additional $9 day charge for hospital stays. 110

 > In Portugal patients are liable for a $5 charge per day for hospital admission for a maximum 
of 10 days, with the charge rising to $10 for A&E attendance.111

100  Durand-Zaleski, I. (2012), “The French Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care 
Systems, 2012, The Commonwealth Fund, pp 32-45.

101  Anell, A. et al. (2012), Health Systems in Transition: Sweden, European Observatory on Health Systems and Policies; Glenngård, A. (2012), 
“The Swedish Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, The 
Commonwealth Fund, pp. 93-98. 

102   Healy, J. (2012), “The Australian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp.11-18; Gauld, R. (2012), “The New Zealand Health Care System, 2012”, in Thomson, S. et al. (eds.), 
International Profiles of Health Care Systems, 2012, The Commonwealth Fund, pp. 79-85. 

103  McDaid, D. (2009), Health Systems in Transition: Ireland, European Observatory on Health Systems and Policies.
104  Lindahl, A. (2012), “The Norwegian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 

2012, The Commonwealth Fund, pp. 86-93.
105  Vuorenkoski, L. (2008), Health Systems in Transition: Finland, European Observatory on Health Systems and Policies.
106  Augurzky, B. (2006), Copayments in the German Health System: Does it work?, Institute for the Study of Labor. 
107  Stafford, N. (2012), “Germany repeals $10 quarterly charge for visiting the doctor”, British Medical Journal, Vol. 345:e7670.
108  Kaiser Family Foundation (2009), Cost Sharing for Health Care: France, Germany, and Switzerland; Couffinhal, A. (2003), Cost sharing in 

France, CREDES.
109  Blümel, M. (2012), “The German Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 

2012, The Commonwealth Fund, pp 46-52.
110  Anell, A. et al. (2012), Health Systems in Transition: Sweden, European Observatory on Health Systems and Policies; Glenngård, A. (2012), 

“The Swedish Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, The 
Commonwealth Fund, pp. 93-98; County Council of Norrbotten (2013), Charges for medical care in 2013.

111  Barros, P. et al. (2011), Health Systems in Transition: Portugal, European Observatory on Health Systems and Policies; Augusto, G. (2012), 
“Cuts in Portugal’s NHS could compromise care”, The Lancet, Vol. 379, Issue 9814. 
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 > In Norway patients are charged $307 for specialist outpatient services and in Finland 
outpatient consulatations are charged at $24.50 and inpatient consultations at $32.50.112

In recent years some countries have introduced more targeted copayments that seek to 
incentivise certain patient behaviours. In Denmark and France for example patients have to pay 
an additional fee to see a specialist without a referral from a GP.113 Ireland and Italy have 
introduced charges for patients who attend A&E for what are deemed not emergency 
conditions.114 

Trend 4: Defining the core package

No health system provides complete comprehensive coverage and all have taken steps to limit 
the scope of services. Many exclude optometry and dental care from their basic package of 
services.115 In recent years the proliferation of new treatments and procedures that can 
potentially be offered by national health systems has led to many countries implementing 
further restrictions.116 For example, many countries have limited access to cosmetic 
interventions, IVF services or rarer and more expensive cancer treatments. The Netherlands in 
2012 reduced the “benefits basket” by limiting coverage for physiotherapy, IVF and 
psychological care.117

Defining the scope of core entitlements can either be achieved through a positive list of services 
that are included in the national package or a negative list of services that are excluded.118 Many 
countries make use of both negative and positive lists. Across the OECD nearly all countries 
use a “benefits basket” for pharmaceutical treatments, with the majority using positive lists (see 
Annex 6). Only Germany and the United Kingdom solely use negative lists.119 The use of defined 
“benefits baskets” for medical procedures is less common. Typically positive lists are more 
explicit yet because the provision of all services are put under review the process can be 
technically complex and involves more effort.120

A defined benefits package is a common characteristic of statutory health insurance systems 
such as France and the Netherlands.121 This is due to the need to clarify reimbursement for 
contracted providers of healthcare and protect insurers and consumers from uncontrolled 
expansion of healthcare costs.122 By contrast, within systems that are largely tax financed, such 
as the NHS, benefits packages are not explicitly defined (although there are notable exceptions 
such as Spain and Australia).123 Defining the services provided by the public system has 
allowed supplementary insurance to extend private coverage for patients:

112  Lindahl, A. (2012), “The Norwegian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp. 86-93; Vuorenkoski, L. (2008), Health Systems in Transition: Finland, European Observatory on 
Health Systems and Policies.

113  Durand-Zaleski, I. (2012), “The French Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care 
Systems, 2012, The Commonwealth Fund, pp 32-45; Olejaz, M. et al. (2012), Health Systems in Transition: Denmark, European 
Observatory on Health Systems and Policies; Vrangbaek, K. (2012), “The Danish Health Care System, 2012”, in Thomson, S. et al. (eds.), 
International Profiles of Health Care Systems, 2012, The Commonwealth Fund, pp 26-31.

114  McDaid, D. (2009), Health Systems in Transition: Ireland, European Observatory on Health Systems and Policies; Donatini, A. (2012), “The 
Italian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, The Commonwealth 
Fund, pp. 59-65.

115  Deveaux, M. et al. (2010), Health System Institutional Characteristics: A survey of 29 OECD Countries, OECD.
116  Gibis, B. et al. (2004), “Shifting criteria for benefit decisions in social health insurance systems”, in Saltman, R. et al. (eds.) Social health 

insurance systems in western Europe, pp. 189-206.
117  Westert, G. (2012), “The Dutch Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 2012, 

The Commonwealth Fund, pp. 72-78. In January 2012 entitlement was limited by excluding the first 20 sessions of physiotherapy (except 
for patients with specific chronic conditions), IVF was limited to three courses of treatment and reimbursement for psychological care 
were reduced from 8 to 5 sessions.

118  Rumbold, B. et al. (2012), Rationing health care, The Nuffield Trust. 
119  Deveaux, M. et al. (2010), Health System Institutional Characteristics: A survey of 29 OECD Countries, OECD.
120  Ibid. 
121  Gibis, B. et al. (2004) “Shifting criteria for benefit decisions in social health insurance systems”, in: Saltman, R. et al. (eds.) Social health 

insurance systems in western Europe, pp. 189-206. 
122  Ibid. 
123  Busse, R. et al. (2007), Analyzing Changes in Health Financing Arrangements in High-Income Countries, The World Bank. 
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 > Recently in France for profit insurers have begun to offer coverage for additional services not 
included in the public benefits package, such as psychotherapy or acupuncture.124

 > In the Netherlands over 90 per cent of patients take out supplementary private insurance to 
provide extra coverage for services not covered by the basic package such as dental care 
and optometry.125

 > In Switzerland a third of patients purchase supplementary insurance to provide additional 
benefits such as private hospital rooms, routine dental services or treatment by 
naturopaths.126 

The base of copayment: protecting vulnerable patients

On average out of pocket payments in healthcare represent a small proportion of household 
expenditure (see Table 5). Nearly all have introduced policies to protect the most vulnerable in 
society (see Table 6).127 Many countries have created exemptions for specific groups in society 
such as people on low incomes, pensioners or children. Another mechanism to protect 
households from excessive costs has been to cap out of pocket payments, for example Holland 
caps payments at $165 annually, Germany caps copayments at 2 per cent of household 
income and in Switzerland the cost of all coinsurance is capped at $480 for adults.128 

While the use of out of pocket payments in the UK is more limited than nearly all other OECD 
countries, the UK protects the majority of patients from cost-sharing. In total 62 per cent of the 
population are exempt from prescription charges with people under the age of 18, over the age 
of 60, people in receipt of out-of-work benefits, people with low incomes and people with 
certain medical conditions exempted from the charge.129 As Table 6 shows, the share of the 
population exempt from copayment is therefore high by international standards.

124  Durand-Zaleski, I. (2012), “The French Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care 
Systems, 2012, The Commonwealth Fund, pp 32-45.

125 Schäfer, W. et al. (2010), Health Systems in Transition: Netherlands, European Observatory on Health Systems and Policies.
126 Kaiser Family Foundation (2009), Cost Sharing for Health Care: France, Germany, and Switzerland. 
127 Deveaux, M. et al. (2010), Health System Institutional Characteristics: A survey of 29 OECD Countries, OECD.
128 Ibid. 
129  Ibid. This figure takes into account the abolition of prescription charges in Wales but does not account for the more recent introduction of 

free prescriptions in Scotland.
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Table 6: Full or partial exemptions from copayments in the OECD
Source: Deveaux, M. et al. (2010), Health System Institutional Characteristics: A 
survey of 29 OECD Countries, OECD.
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Australia Yes Yes

Austria Yes Yes Yes Yes 11

Belgium Yes Yes Yes Yes Yes Yes Yes 14

Canada Yes Yes Yes Yes Yes

Czech Republic Yes Yes Yes Yes Yes Yes Yes Yes 15

Denmark Yes Yes Yes Yes Yes

Finland Yes Yes Yes 24

France Yes Yes Yes Yes Yes Yes 18

Germany Yes Yes Yes Yes Yes

Greece Yes Yes Yes Yes Yes

Hungary Yes Yes

Iceland Yes Yes Yes Yes Yes Yes Yes 37

Ireland Yes Yes Yes Yes Yes Yes Yes 30

Italy Yes Yes Yes Yes Yes Yes

Japan Yes Yes Yes Yes Yes Yes Yes

Korea Yes Yes Yes Yes Yes Yes Yes

Luxembourg Yes Yes Yes Yes

Mexico -

Netherlands Yes Yes Yes Yes Yes 11

New Zealand Yes Yes Yes Yes Yes Yes Yes

Norway Yes Yes Yes Yes 20

Poland Yes Yes Yes Yes

Portugal Yes Yes Yes Yes Yes Yes Yes 55

Slovak Republic Yes Yes Yes Yes Yes Yes Yes 30

Spain Yes Yes Yes 24

Sweden Yes Yes Yes Yes

Switzerland Yes Yes Yes Yes Yes Yes Yes Yes 1

Turkey - - - - - - - - -

United Kingdom Yes Yes Yes Yes Yes Yes Yes Yes 62
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Changes since 2008 

While many developed countries have been using cost-sharing in healthcare for several 
decades, since 2008 some countries have introduced new policies to expand the private 
pillar.130 A survey of European countries found that many, including France, the Netherlands, 
Denmark and Ireland, introduced or increased user charges since 2007.131 As well as increasing 
the cost of charges some countries such as Denmark and Spain have removed exemptions and 
started to make retired people pay part of the cost of care.132 Attempts to restrict access to 
services have been comparatively marginal, with only a few countries deciding to introduce 
lower levels of reimbursement for services with limited clinical value. 

The policies introduced by the countries hardest hit by the global financial crisis, such as 
Greece and Ireland, have been subject to close scrutiny. Since 2009 two thirds of Irish patients 
have faced higher copayments, including a new €51 charge to visit a GP and a €100 charge for 
unnecessary attendances to A&E services.133 In Italy a €10 fee was introduced in 2011 to use 
specialist services and a new €25 charge was created for visiting A&E in non-emergency 
situations.134

130  Mladovsky, P. et al. (2012), Health policy responses to the financial crisis in Europe, World Health Organisation.
131  Ibid. 
132  Vrangbaek, K. (2012), “The Danish Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 

2012, The Commonwealth Fund, pp 26-31; Puig-Junoy, J. (2013), Paying for formerly free medicines in Spain: Dramatic prescription 
drops, looking for unanswered questions, Centre for Economic Research-Universitat Pompeu Fabra.

133  McDaid, D. (2009), Health Systems in Transition: Ireland, European Observatory on Health Systems and Policies; Citizens Information 
(2013), citizensinformation.ie, accessed 14/11/2013.

134  Donatini, A. (2012), “The Italian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp. 59-65.
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Section 5
The scope for private payment: household spending on healthcare

There is considerable scope for households to contribute more directly to the costs of their 
healthcare. Compared to other developed countries the UK makes little use of private funding, 
with healthcare overwhelmingly financed through national taxation. A fifth of government 
spending in 2012 was on health, or 8.2 per cent of GDP.135 By contrast, private spending in the 
UK represents just over a sixth of total healthcare spending or 1.6 per cent of GDP. In France 
and Germany, private spending amounts to approximately a quarter of total healthcare 
expenditure (see Annex 3).136 As the OECD has noted, UK residents benefit from an “especially 
high level of financial protection from the consequences of illness.”137

Household expenditure on health

Patients in the UK primarily contribute to the costs of healthcare through taxation. The average 
household pays £2,313 a year on healthcare through tax or £44.48 a week (see Table 7).138 This 
varies considerably according to age and employment status. For the average non-retired 
household the cost of healthcare through taxation amounts to £53.44 a week, while the average 
retired household pays much less at £20.53 a week.139 By contrast, Reform has previously 
shown that the NHS forms nearly 90 per cent of the benefits in kind which retired households 
received compared to 44 per cent of those for non-retired families in 2011.140 

Out of pocket payments

Alongside payment through taxation, the average UK household pays £11.10 a week in out of pocket 
expenditures, such as prescription charges or dental care. The largest cost is medical products, 
appliances and equipment on which the average UK family spends nearly £6 a week (see Table 7). 
The average UK household therefore spends an overall total of £55.58 a week on healthcare. 

135 Appleby, J. (2013), Spending on health and social care over the next 50 years: Why think long term?, The King’s Fund. 
136 OECD (2013), OECD Health Data 2013. 
137 Smith, P. and M. Goddard (2009), The English National Health Service: An economic health check, OECD.
138  HM Treasury (2013), Public Expenditure Statistical Analysis; Office for National Statistics (2013), Effects of tax and benefits on household 

income.; Reform calculations.
139 Ibid.
140 Corrie, C. and Nolan, P. (2013), Seismic shifts in the welfare state, Reform. 
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Table 7: Household expenditure on healthcare in the UK
Source: Office for National Statistics (2013), Consumer Trends, Q1 2013; Office 
for National Statistics (2013), Effects of tax and benefits on household income; 
HM Treasury (2013), Public Expenditure Statistical Analysis. 

Weekly expenditure on healthcare per household UK

Medical products, appliances and equipment

Pharmaceutical products141 £3.26

Other medical products142 £0.35

Therapeutic appliances and equipment143 £2.33

Total £5.94

Out-patient services

Medical services144 £1.13

Dental services145 £1.51

Paramedical services146 £0.43

Total £3.07

Hospital services147 £2.09

Total out of pocket expenditure £11.10

Spending on healthcare through taxation £44.48

Total weekly expenditure on healthcare £55.58
 

141 142 143 144 145 146 147

This out of pocket spending on healthcare forms a small proportion of total domestic 
expenditure. As Table 8 shows, while the average household spends £577 a year on healthcare, 
they will spend £8,750 on housing and £4,998 on transport.148 By international standards this 
expenditure on healthcare is comparatively low. The average household in the OECD spends 
4.9 per cent of household expenditure on health.149 In the UK they will spend just 1.7 per cent.

141 Pharmaceutical products consists of medicinal preparations, drugs, medicines, serums, vaccines, vitamins and other oral products
142  Other medical products are defined as clinical thermometers, plasters, bandages, dressings, syringes, body supports, non oral 

contraception.
143  Therapeutic appliances and equipment are defined as spectacles, contact lenses, hearing aids, artificial eyes and limbs, orthopaedic 

footwear, supports, wheelchairs, invalid carriages, special beds, other devices.
144 Medical services consists of consultations with doctors, specialists and orthodontists.
145 Dental services consists of dentists, hygienists and other dental facilities.
146 Paramedical services consists of private nurses, midwives, acupuncturists, aromatherapists and reflexologists.
147  Hospital services is defined as inpatient services, including medical care, meals and accommodation charges.
148  Office for National Statistics (2013), Consumer Trends, Q1 2013.
149  OECD (2013), OECD Health Data 2013. 
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Table 8: Breakdown of domestic expenditure, 2012 
Source: Office for National Statistics (2013), Consumer Trends, Q1 2013; Office 
for National Statistics (2013), Effects of tax and benefits on household income.

Expenditure type UK spending 2012 
(millions)

Average household 
spending 2012

Per cent of total 
expenditure

Housing £229,814 £8,750 25.0%

Transport £131,275 £4,998 14.3%

Recreation and culture £105,812 £4,029 11.5%

Miscellaneous £103,878 £3,955 11.3%

Restaurants and hotels £88,053 £3,352 9.6%

Food and drink £83,096 £3,164 9.0%

Clothing and footwear £55,958 £2,131 6.1%

Household goods and services £45,729 £1,741 5.0%

Alcohol and tobacco £29,909 £1,139 3.3%

Communication £19,228 £732 2.1%

Health £15,164 £577 1.7%

Education £12,822 £488 1.4%

Total domestic expenditure £920,738 £35,056

The rise in public funding

While the cost of healthcare has led to spending rising over the last decade, public spending 
increases have far outpaced the rise in private funding. Between 1997 and 2010 private 
spending on healthcare as a proportion of GDP rose by 0.3 percentage points, while public 
spending rose by 2.7 percentage points.150 

As a result, out of pocket expenditure has fallen as a share of current expenditure on health. 
Between 2000 and 2010 out of pocket spending fell as a share of expenditure by 2.5 
percentage points. This is below the EU average where out of pocket expenditure has grown as 
a share of expenditure by 0.3 percentage points.151 As Table 9 shows, for the average 
household annual out of pocket expenditure has risen by 33 per cent while public funding has 
more than doubled between 1997 and 2012 in real terms. The growth in public spending on 
healthcare has therefore occurred at over three times the rate of the rise in private expenditure. 

150  Ibid. 
151  OECD (2012), Health at a Glance: Europe 2012. 
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Table 9: Public and private funding of healthcare, 1997-2012, real terms
Source: Office for National Statistics (2013), Consumer Trends, Q1 2013; Office 
for National Statistics (2013), Effects of tax and benefits on household income; 
HM Treasury (2013), Public Expenditure Statistical Analysis.

Average household total out 
of pocket expenditure per 
week

Annual household out of 
pocket expenditure on health 

Annual public expenditure on 
health, £ billion

1997 8.33 433 59.0

1998 8.57 446 62.0

1999 8.57 446 64.1

2000 8.86 461 66.2

2001 9.36 487 72.1

2002 10.06 523 77.5

2003 10.78 560 83.8

2004 10.58 550 93.0

2005 10.58 550 100.2

2006 11.43 595 106.6

2007 12.02 625 109.3

2008 11.29 587 113.8

2009 11.22 583 119.1

2010 11.13 579 124.6

2011 11.48 597 124.6

2012 11.10 577 123.1

1997-2012 33.2% 108.6%
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Annex 1:

Table 10: Forecasts of the NHS funding gap

Projection Conclusion 

2002 The Wanless Review The Government commissioned review into long term resource 
requirements for the NHS found that under their best case scenario, 
expenditure would be required to rise to 10.6 per cent of GDP in 2017-
18 to meet the growing gap between the resources in hand and the 
demand upon services.152

2009 McKinsey & Company Potential funding gap of £10-15 billion by 2013-14 and potential 
efficiency savings of £13-20 billion. Led to the Nicholson challenge of 
£15-20 billion of savings by 2014-15.153

2009 The King’s Fund and the 
Institute for Fiscal Studies

Assuming that NHS funding would remain flat, they forecast that the 
likely funding gap would rise to £21 billion in 2016-17.154

2011 The Office for Budget 
Responsibility (OBR)

Health spending was forecast to rise from 6.8 per cent of GDP in 2016-
17 to 9.1 per cent of GDP in 2061-62 due to population ageing. When 
the projection uses historic rates of NHS productivity, health spending 
rose to over 20 per cent of GDP by 2061-62.155 

2012 The Nuffield Trust Funding gap of £44-£54 billion in real terms in 2021-22. If the NHS was 
to deliver 4 per cent efficient gains between 2010-11 and 2014-15 the 
funding shortfall would be reduced to between £28 and £34 billion.156

2013 OBR Fiscal Sustainability 
Report

The OBR has consistently warned of the strain that rising demand 
will place on the public finances. Their Fiscal Sustainability Report in 
June 2013 concluded that “In the absence of offsetting tax increases 
of spending cuts this would widen budget deficits over time and 
eventually put public sector net debt on an unsustainable upward 
trajectory”.157

2013 OECD The OECD has projected that healthcare costs in the UK could reach 
between 4.5 per cent and 10.3 per cent of GDP by 2060 depending on 
the rate of productivity improvement.158 

2013 NHS England Forecast that the funding gap for the NHS would reach £30 billion by 
2020.159 

2013 Monitor Projected that the NHS will only reach two thirds of the £30 billion of 
savings needed by 2021 if it continues on its current trajectory.160

152 153 154 155 156 157 158 159 160

152  Wanless, D. (2002), Securing Our Future Health: A Long Term View, HM Treasury; Appleby, J. et al.. (2007), Our Future Health Secured? A 
review of NHS funding and performance, The King’s Fund.

153  Mckinsey & Company (2009), Achieving World Class Productivity in the NHS 2009/10 – 2013/14: Detailing the Size of the Opportunity, 
Department of Health.

154 Appleby, J. et al. (2009), How cold will it be? Prospects for NHS funding: 2011-17, The Nuffield Trust.
155 Office for Budget Responsibility (2011), Economic and Fiscal Outlook.
156 Roberts, A. et al. (2012), A decade of austerity? The funding pressures facing the NHS from 2010/11 to 2021/22, The Nuffield Trust
157 Office for Budget Responsibility (2013), Fiscal sustainability report.
158 Maisonneuvre, C. and Martins, J. (2013), Public spending on health and long term care: A new set of projections, OECD.
159 NHS England (2013), The NHS belongs to the people: a call to action. 
160 BBC Online (2013), “NHS must look abroad for new savings ideas, regulator says”, 9 October. 
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Table 11: Forecasts of the social care funding gap

Projection Conclusion

2010 The King’s Fund Rising demand and cost growth will lead to a 4 per cent real annual 
increase in funding needs. If care spending was cut by 7 per cent a 
year, the funding gap would reach £1.2 billion by 2014-15, while a 14 
per cent cut would create a gap £2.2 billion.161 

2011 Personal Social Services 
Research Unit for the 
Dilnot Commission

Using data on population growth the model forecast that local 
government expenditure on social services for older people would rise 
from around £7.7 billion in 2010 to £15.4 billion in 2030.162 

2012 The Nuffield Trust and 
the London School of 
Economics

Projection of public expenditure on social care and continuing health 
care for over 65s from 2010 to 2022. Public expenditure on social care 
and continuing health care for older people was forecast to rise to 
£12.7 billion in real terms by 2022. If chronic disease also continued to 
increase in line with recent trends, funding for the number of old people 
with moderate or severe disabilities would increase by 56 per cent to 
£14.4 billion in real terms.163 If social care spending was to remain flat 
in real terms the funding gap would reach between £7 and £9 billion in 
2021-22.164

161 162 163 164

161  Wanless, D. (2006), Securing Good Care For Older People: Taking a long term view, The King’s Fund; Appleby, J. and Humphries, R. 
(2010), Estimate of future social care funding gap following Spending Review 2010, The King’s Fund

162 Personal Social Services Research Unit (2011), Report to the Department of Health, London School of Economics. 
163 Wittenberg, R. et al. (2012), Care for older people.
164 Ibid
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Annex 2:

Table 12: A brief history of health and care funding reform in England

Year Reform Detail

1948 The NHS is created 

1948 National Assistance Act: 
The separation of health 
and care

Older and disabled people are divided for the first time into a) the sick 
who are placed in hospital and b) those needing “care and attention” 
who are placed in residential homes. Whilst the NHS provides services 
free at the point of delivery, local authorities can levy means-tested 
charges for residential and community social services.

1949 The NHS is given the 
power to levy a charge for 
prescriptions

The measure was described by the then Prime Minister, Clement Attlee, 
“as a deterrence against extravagance, rather than as an economy.” 
The legislation however followed the devaluation of the sterling in 1949 
and the subsequent concerns around the effect of inflation.

1951 Charges for dentures and 
spectacles introduced

1952 Prescription charges 
introduced 

Introduction of prescription charge of 1 shilling per prescription 
form (5p). In 1956 this is extended to 5 pence per prescription 
item. Exemptions were introduced for those in receipt of National 
Assistance, War Disability Pension, children under the age of 16 or at 
school and venereal disease patients. 

A flat rate of £1 for ordinary dental treatment is also introduced.

1956 Guillebaud Report The Guillebaud Committee was established in 1952 to examine the 
rising cost of healthcare and whether new cost containment measures 
or sources of revenue needed to be found. The report concluded 
that the cost of the NHS was rising largely due to inflation and in fact 
expenditure had fallen as a percentage of GDP. There had been a rise 
in the cost of drugs and more prescriptions were being issued however 
a restricted list was rejected

1965 Prescription charges 
abolished 

1968 Health Services and Public 
Health Act

Expanded local authority power to provide social care services. 
Provision of domestic help became mandatory and charges could be 
made for these services.

1968 Prescription charges 
reintroduced at higher rate

Introduction of new exemptions for certain chronic medical conditions 
which were easily recognisable, lifelong and life threatening, requiring 
regular prescribed medication. The list has undergone few changes 
since. Introduction of Prescription Prepayment Certificates (PPCs).

1971 Charges introduced for 
wigs and fabric supports

1975 Prescription charge 
exemptions widened

The exemption for children is raised to 16 and for women is reduced to 
60. Introduction of free contraceptive drugs and appliances.
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1976-85 Optical charges double in 
real terms

1979-97 Rapid rise in prescription 
charges

Prescription charges rose from £0.20 to £5.65. This was an 11 fold 
increase in real terms.

1979 Royal Commission on the 
NHS

The Commission concluded that while there are concerns for growing 
costs, including an ageing population and the rising cost of technology, 
the NHS was deemed to not be in danger of collapse.

1980-
2001

Maximum dental charge 
rises from £30 to £360

The cost of a maximum patient charge rises five fold in real terms.

1988 Free sight tests abolished Voucher system exempts those on low income, children and with 
certain medical conditions. 

1997- 
2008

NHS spending rises from 
£33 billion to £111 billion, 
cash terms, the largest 
increase in its history

1998 The National Institute 
for Health and Care 
Excellence is established

NICE is established to assess the cost-effectiveness of new drugs and 
technologies at a threshold of £30,000 per QALY.

1998 Comprehensive Spending 
Review

The Comprehensive Spending Review of 1998 examined alternatives 
to the current system of health charges, and the savings/costs 
they would entail. The alternatives considered included a reduced 
prescription fee with fewer exemptions, charges for pensioners with 
income above a certain level, free dental checks for the over-60s and 
free sight tests for all. It was decided to make no immediate changes to 
the existing system. Prescription charges were to rise by no more than 
the rate of inflation for three years.

1999 Free sight tests (voucher 
system) extended to those 
over the age of 60

1999 The Royal Commission on 
Long Term Care

The Royal Commission on Long Term Care recommended that care 
costs should be split between living costs, housing costs, and personal 
care. Personal care should be free on the basis of need and funded 
from general taxation. This is based on the principles of “pooled risk”. 
The other costs should be means tested. In contrast to many charities 
the Royal Commission claimed that there is no “demographic time-
bomb”, instead stating that the cost of care will remain affordable. It 
also recommended setting up a National Care Commission to monitor 
trends, spending and standards. 

2000 The NHS plan The plan states that charges are “inefficient and inequitable”.
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2002 The Wanless Review “The Review flags the need for a very substantial increase in resources 
for health and social care” according to Derek Wanless. The review 
concluded that “private funding mechanisms tend to be inequitable, 
regressive (those with greater health needs pay the most), have weak 
incentives for cost control, high administration costs and can deter 
appropriate use.”

2004 Chargeable bedside 
televisions and telephones 
introduced

2006 Introduction of new dental 
contract with revised 
system of charges. 

The system of dental charges was simplified into three bands of 
charges according to the complexity of treatment. The maximum 
patient charge for treatment was reduced from £384 to £189.

2007 Prescription charges 
abolished in Wales

2008 Introduction of top up 
charges

The Health Secretary announces that patients will be allowed to pay 
for additional private treatment and drugs without losing their NHS 
treatment.

2009 Extension of prescription 
charge exemptions to 
include cancer patients

2009 The Gilmore Review The Review examines ways in which medical exemptions from 
prescription charges could be extended to include all those with long 
term conditions. 

2010 The Spending Review The Government announces that it will not include additional long term 
conditions in the medical exemptions from prescription charges as 
was recommended by the Gilmore Review “in light of the challenging 
financial context”.165

2011 Prescription charges 
abolished in Scotland

England becomes the only country in the UK charged for prescriptions.

2011 The Cancer Drugs Fund is 
introduced

The Coalition Government announces the Cancer Drugs Fund to 
provide £200 million of funding a year to allow cancer patients in 
England to access certain drugs, not yet approved by NICE, for 
provision on the NHS. In September 2013 the fund was extended from 
2011-14 to 2016.

2013 The Social Care Act In February 2013 the Government responded to the recommendations 
of the Dilnot Commission to cap individual lifetime contributions to their 
care costs. They proposed that lifetime social care costs should be 
capped at £72,000 from 2016 and the increase of the capital threshold 
for Local Authority funding from £23,250 to £123,000.

165

165  Hansard (2013), 3 June, Column 849W.
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Annex 3:

Table 13: The level of the prescription charge, 1952-2013, cash terms
Source: Hansard.

Prescription charge Prescription Prepayment Certificate (PPC)

1952 £0.05 per prescription form -

1956 £0.05 per item -

1959 £0.10 -

1965-68 No prescription charge -

1968 £0.15 £2.75/£1.50 (12 months/4 months)

1971 £0.20

July 1979 £0.45

April 1980 £0.70

December 1980 £1.00 £15.00/£5.50

1982 £1.30

1983 £1.40

1984 £1.60

1985 £2.00

1986 £2.20

1987 £2.40

1988 £2.60

1989 £2.80

1990 £3.05 £43.50/£15.80

1991 £3.40

1992 £3.75

1993 £4.25

1994 £4.75

1995 £5.25

1996 £5.50

1997 £5.65

1998 £5.75

1999 £5.85

2000 £5.95 £86.20/£31.40

2001 £6.10 £87.60/£31.90

2002 £6.20 £89.00/£32.40

2003 £6.30 £90.40/£32.90

2004 £6.40 £91.80/£33.40

2005 £6.50 £93.20/£33.90

2006 £6.65 £95.30/£34.65

2007 £6.85 £98.70/£26.85 (12 months/3 months)

2008 £7.10 £102.50/£27.85

2009 £7.20 £104/£28.25

2010 £7.20 £104/£28.25

2011 £7.40 £104/£29.10

2012 £7.65 £104/£29.10

2013 £7.85 £104/£29.10
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Annex 4:

Table 14: Private payment in OECD countries, 2011 or latest available year 
Source: OECD (2013), OECD Health Data 2013. 

Public spend as per cent of 
GDP

Private spend as per cent 
of GDP

Private spend as per cent of 
total healthcare spending

Australia 6.1 2.9 32.2

Austria 8.2 2.6 23.8

Belgium 8.0 2.5 24.1

Canada 7.9 3.3 29.6

Chile 3.5 4.0 53.1

Czech Republic 6.3 1.2 15.8

Denmark 9.3 1.6 14.7

Estonia 4.7 1.2 20.7

Finland 6.8 2.2 24.6

France 8.9 2.7 23.2

Germany 8.7 2.7 23.5

Greece 5.9 3.2 34.9

Hungary 5.1 2.8 35.0

Iceland 7.3 1.8 19.6

Ireland 6.0 2.9 33.0

Israel 4.7 3.0 39.2

Italy 7.2 2.0 22.2

Japan 7.9 1.7 17.9

Korea 4.1 3.3 44.7

Luxembourg 5.6 1.1 15.9

Mexico 2.9 3.3 52.7

Netherlands 10.2 1.7 14.4

New Zealand 8.5 1.8 17.3

Norway 7.9 1.4 15.1

Poland 4.8 2.0 29.7

Portugal 6.7 3.6 35.0

Slovak Republic 5.6 2.3 29.1

Slovenia 6.5 2.3 26.3

Spain 6.8 2.5 27.0

Sweden 7.7 1.7 18.4

Switzerland 7.1 3.9 35.1

Turkey 4.4 1.6 27.0

United Kingdom 7.8 1.6 17.2

United States 8.5 9.2 52.2

OECD average 6.7 2.6 27.8
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Annex 5:

Table 15: Exemptions from and reduced burden of cost-sharing in 
pharmaceuticals
Source: Thomson, S. and Mossialos, E. (2010), Primary Care and Prescription 
Drugs: Coverage, Cost-Sharing, and Financial Protection in Six European 
Countries, The Commonwealth Fund; Kaiser Family Foundation (2009), Cost-
sharing for Health Care: France, Germany, and Switzerland.
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Children  
under 18 Yes Yes No Yes No Yes No

People with chronic 
conditions Yes No Yes

Yes (some 
health 
funds) No No No

People on low income Yes No Yes No No Yes No

Aged 60 or older Yes No No No No No No

Annual cap on out of 
pocket spending Yes

Yes (for the 
chronically 
ill) No Yes No No Yes

Private insurance to 
cover the gap No Yes Yes No No No No

Other (e.g. war veterans) Yes No Yes Yes No No No

Cost-sharing based on 
clinical effectiveness No Yes No No No No No

Reference pricing No Yes Yes Yes Yes No No
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Annex 6: 

Table 16: Definition of benefit baskets in the OECD 
Source: Deveaux, M. et al. (2010), Health System Institutional Characteristics:  
A survey of 29 OECD Countries, OECD.
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Australia X      X      

Austria      X X      

Belgium X      X      

Canada      X   X    

Czech 
Republic  X     X X     

Denmark      X X      

Finland      X X      

France X      X      

Germany  X      X     

Greece   X         X

Hungary      X X      

Iceland      X X X    X

Ireland      X X      

Italy X      X      

Japan X      X      

Korea X      X      

Luxembourg X      X      

Mexico X     X X  X    

Netherlands X      X      

New Zealand      X X      

Norway      X X      

Poland X      X      

Portugal      X X      

Slovak 
Republic X      X X     

Spain X      X      

Sweden      X X      

Switzerland  X     X      

Turkey      X X      

United 
Kingdom  X      X     



42

Reform Ideas No 9  
The cost of our health: the role of charging in healthcare   

Annex 7: 

Table 17: Cost-sharing in OECD countries 
Source: Deveaux, M. et al. (2010), Health System Institutional Characteristics: 
A survey of 29 OECD Countries, OECD; OECD (2013); OECD Health Data 
2013; Thomson, S. et al (2009), Financing Health Care in the European Union: 
Challenges and policy responses, European Observatory on Health Systems 
and Policies. 
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Australia 19.3 2.9 No Yes Yes A$36.10 prescription charge. Variable 
fees for primary care based on the GP 
and the level of Medicare coverage. $26 
on average.166

Austria … 3.0 Yes Yes Yes $4.35 prescription charge. Variable 
copayments for services not included 
in insurance coverage such as inpatient 
stays and non-contracted physicians.167

Belgium 19.7 4.2 Yes Yes Yes Patients are reimbursed variable 
amounts for health services. 
Reimbursement rates vary from 75 per 
cent for a GP visit to 60 per cent for a 
specialist consultation. Pharmaceutical 
treatments are reimbursed between 
0 and 100 per cent. There are also 
copayments for inpatient care including 
a flat day rate. A maximum billing ceiling 
is linked to income.168 

Canada 14.7 2.9 No No Yes No copayments for medical services 
under the public health system. 
Prescription charges vary by region 
but can pay a deductible up to $145. 
Many patients pay charges for private 
services not covered under public 
system.169

166 167 168 169

166  Healy, J. (2012), “The Australian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 
2012, The Commonwealth Fund, pp. 11-18. 

167 Bundesministerium für Gesundheit (2010), The Austrain Health Care System.
168 Gerkens, S. and Merkur, S. (2010), Health Systems in Transition: Belgium, European Observatory on Health Systems and Policies.
169  Allen, S. (2012), “The Canadian Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 

2012, The Commonwealth Fund, pp 19-25; Marchildon, G. (2013), Health Systems in Transition: Canda, European Observatory on Health 
Systems and Policies.
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Czech 
Republic

14.7 2.4 Yes Yes Yes Flat copayments were introduced in 
2008. $1.20 for GP visit or prescription, 
$2.40 per hospital day and $3.60 for 
ambulatory services outside standard 
hours. At risk populations exempt and 
$200 annual ceiling for copayments.170

Denmark 13.2 3.1 No No Yes No copayment for inpatient services 
or GP. Charges for physiotherapy and 
other out-of-hospital services. Patients 
pay the first $116 for prescription, 
reimbursement rates apply after.171

Estonia 17.6 2.8 Yes Yes Yes GPs can charge to a maximum of $3.20 
for home visits. Hospitals can charge to 
a maximum of $1.60 per day. Flat 
prescription charge of $3.20 plus part of 
the cost of the drug to a maximum of 
$12.00. Exemptions for at risk 
population.172

Finland 18.6 3.3 Yes Yes Yes Maximum GP charge of $13.70. 
Outpatient consultation charge of 
$24.70. Inpatient consultation charge of 
$32.50. Prescription charges refunded 
on a variable rate.173 

France 7.5 1.6 Yes Yes Yes Copayments for services not covered 
by public system, Reimbursement 
rate for inpatient, primary care and 
prescriptions vary by the level of 
patients’ voluntary health insurance. 
Patients have to pay a standard $1 
after reimbursement.174 

Germany 13.2 2.4 Yes Yes Yes Copayments were introduced in 
2004.175 $10 per quarter to see a GP 
or a specialist in an outpatient setting. 
$5-10 for prescriptions. $10 per day 
for inpatient stays for the first 28 days. 
Costs are capped at 2 per cent of 
household income. In 2013 the $10 
charge were repealed.176 

Greece 30.5 5.4  Yes Yes Patients can pay up to 25% of 
pharmaceutical cost. Public hospital 
charge $3 for outpatient visits, plus 
further charges for additional services. 
High use of copayments for privately 
provided services.177 

170 171 172 173 174 175 176 177

170 Bryndová, L. et al. (2009), Health Systems in Transition: Czech Republic, European Observatory on Health Systems and Policies.
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174  Durand-Zaleski, I. (2012), “The French Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care 

Systems, 2012, The Commonwealth Fund, pp 32-45.
175  Blümel, M. (2012), “The German Health Care System, 2012”, in Thomson, S. et al. (eds.), International Profiles of Health Care Systems, 

2012, The Commonwealth Fund, pp 46-52.
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Hungary 26.0 3.4 Yes Yes Yes Variable rates of copayment for 
prescriptions and other medical goods. 
Patients are also charged for visiting 
a specialist without a referral or if they 
use a provider to which they were not 
referred.178

Iceland 18.2 3.3 No Yes Yes Patients pay at least 25% of 
pharmaceuticals. Charges also exist 
for other outpatient services such 
as physiotherapy and vaccination 
programmes.179

Ireland 18.1 2.5 Yes Yes Yes 70 per cent of patients pay charges 
for GP visits and pharmaceutical 
treatments. There is an annual ceiling 
for costs of $90 for GP visits and 
$132 for pharmaceuticals. Inpatient 
attendances are also charged at $66 up 
to an annual ceiling of $660.180

Italy 18.0 3.1 No No Yes Prescription charges range from $3-36. 
In 2011 a $10 charge was introduced 
to visit specialists and a $25 charge for 
unnecessary attendances at A&E.181 

Japan 14.4 2.4 Yes Yes Yes Copayments of 30 per cent are 
applied for health services and goods. 
Exemptions for children and pensioners. 
Monthly ceiling on copayments.182 

South Korea 35.2 4.3 Yes Yes Yes Copayments of 20% inpatient and 
outpatient services, higher for specialist 
services, including treatment costs and 
doctor fees, and prescription charges. 
Costsharing ceiling for each 6 month 
period.183 

Luxembourg 11.6 2.8 Yes Yes Yes Copayment of 20% for approved 
prescriptions, 5% for GP consultation184

Netherlands … 1.5 No No Yes Adults must pay a deductible of $350 
for any healthcare costs in a given year, 
excluding GPs. Insurers may not charge 
this deductible if patient uses preferred 
providers or pharmaceuticals, or follow 
preventative programmes.185
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New 
Zealand

10.9 2.4 No Yes Yes GP charges vary from NZ$30–$35. 
Prescription charge of NZ$5. Low 
income, children and high healthcare 
users exempt.186

Norway … 3.4 No Yes Yes Copayments of $19 for GP visits and 
$307 for specialist outpatient services. 
Prescription charges to a maximum 
of $71. Exemptions for children and 
annual ceiling on total costs.187

Poland 22.3 2.7 No No Yes For basic medicines, patients pay 
no more than £2.50. High use of 
copayments for privately provided 
services.188

Portugal 27.3 4.2 Yes Yes Yes Copayment of $5 per day for hospital 
admission, to maximum of 10 days. 
$10 for A&E attendance. Copayment 
of $5 for GP visits. Patients pay 
20-30% for most prescription drugs. 
Average cost of primary care episode is 
$143.50.189

Slovakia 22.6 3.9 No No Yes $0.17 prescription charge. High use 
of copayments for privately provided 
services.190

Slovenia 11.8 2.2 No Yes Yes Copayments exist for visits to GPs, 
specialists, hospitals and laboratories. 
Charges range from 5 to 75% of 
pharmaceutical costs. Most patients 
have supplementary insurance to cover 
copayments. Patients all pay directly to 
services not covered by state system.191 

Spain 20.7 3.4 No No Yes Copayment of the 40-60% of retail 
price for most pharmaceutical 
treatments. 10% for prescriptions for 
chronic conditions and for the elderly. 
Households spend approximately 
average $416 a year on prescriptions.192 
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Sweden 16.2 3.5 Yes Yes Yes Flat rates charges for primary and 
specialist care. Copayments range from 
€11-22 for GP visits and €25-45 to visit 
a specialist in hospital. Additional €9 
day charge for hospital stays. Patient 
pays full cost of drugs up to €122, then 
variable copayment levels. Under 20 
year olds are exempt.193

Switzerland 25.8 6.2 Yes Yes Yes Patients’ pay 10% coinsurance for 
all services and a $12 day charge 
for hospital stays. Out of pocket 
expenditure is capped at $580. Insurers 
also have to offer a minimum deductible 
of $248 for adults, but enrolees can 
opt for higher deductibles and lower 
premiums.194 

Turkey 21.8 1.5 No No Yes Active workers’ pay 20% of prescription 
charges and €3.6 to visit a specialist 
in an outpatient clinic without referral. 
High use of copayments for privately 
provided services.195

United 
Kingdom

9.9 1.6 No No Yes £7.85 prescription charge, 62 per cent 
of population exempt.

United 
States

11.6 3.1 Yes Yes Yes Cost-sharing varies widely for private 
health insurance schemes. Medicare 
patients pay deductibles on hospital 
stays and ambulatory care and 
copayments for physician visits.
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