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CHAPTER 1

General introduction and background



Chapter 1

1.1 The scope of the dissertation

In Europe, patient cost-sharing (patient charges for goods and services in the public health
care system) is common for pharmaceuticals and medical devices. For other health care
services, it is less common, especially in the Central and Eastern European (CEE) countries.
The absence of patient cost-sharing for services in most of these countries is primarily caused
by a lack of political will and ability to introduce such charges rather than based on evidence
on their positive or negative effects (Tambor et al., 2011). This dissertation focuses on the
assessment of patient charges for services in the public health care systems in CEE countries.
In particular, the focus is on the charges for primary outpatient services, i.e. visits to a

physician, including GP and medical specialist.

Designing and implementing patient cost-sharing is a complex process in any country
irrespective of the level of economic development. The complexity consists in the trade-off
between their effects on efficiency and equity in health care provision. The former are rather

uncertain while the latter are overall negative (Sepehri and Chernomas, 2001).

As a policy tool, official patient charges for services and goods in the basic package have two
main objectives: reducing excessive use of health care resources (ex-ante and ex-post moral
hazard) and raising additional funds for the health care system (Drummond and Towse, 2012;
Pavlova et al., 2012). At a system level, patient cost-sharing is found to have a positive impact
on overall efficiency in OECD countries (Wranik, 2012). However, it has a relatively low

ability to generate additional funds due to the high collection costs (Pavlova et al., 2010).

Earlier studies exploiting data from natural experiments, such as the RAND experiment held
in the 1970s in the USA, suggested a very wide range of price elasticities of health care
consumption (see Zweifel and Manning, 2000). Studies from lIreland (Nolan, 1993), France
(Chiappori et al., 1998), Belgium (Van de Voorde at al., 2001; Cockx and Brasseur, 2003;
Carrin and Van Dael, 1990; Van Doorslaer, 1984), Germany (Winkelmann, 2004; Schmitt et
al., 2009; Ruckert et al., 2008), and Taiwan (Chen et al., 2009) report different consumer
reactions to the introduction or increase in co-payments for in- and outpatient care. Most of
them find a payment increase or introduction to have a significant negative impact on service

use, though opposite findings exist as well (Chiappori et al., 1998; Augurzky et al., 2006).

Another important policy objective of official patient charges for services and goods in the
basic package is regulating the market, in particular dealing with informal patient payments to

health care providers (Lewis, 2007; Ensor and Thompson, 2011; Gaal et al., 2010). Informal



General introduction and background

payments are widely spread in most CEE countries (Balabanova and McKee, 2002; Belli et
al., 2004; Ensor, 2004; Gaal et al., 2010; Gaal and McKee, 2005; Szende and Culyer, 2006;
Thompson and Witter, 2000). Kyrgyzstan and Cambodia are often presented as successful
example of formalizing informal payments (Jakab and Kutzin, 2009; Baschieri and
Falkingham, 2006; Barber et al., 2004; Akashi, 2004). But overall it is recognized that official
charges cannot eradicate informal payments on their own and should be applied together with
other measures (Stepurko et al., 2013).

Despite these potentially beneficial features, patient charges for services and goods in the
public health care system may have adverse effects in terms of prohibiting or reducing
necessary health care use for those who cannot afford to pay, impairing access and equity, and
causing a double financial burden to patients in case of persistent informal payments (Aarva
et al., 2009; Baji et al., 2012b; Ensor, 2004; Lewis, 2000; Thompson and Witter, 2000;
Sepehri and Chernomas, 2001). Also, some studies show formal patient payments to be
regressive and to have significant impoverishing effects on household wellbeing (e.g. Baji et
al., 2012a; Ruckert et al., 2008; Ching, 1995; Wagstaff and van Doorslaer, 1992).

The evidence about the effects of patient cost-sharing mentioned above mostly comes from
the USA, Western Europe and developed countries in Africa and Asia. Virtually all these
studies are based on actual expenditures or past choices of consumers in real markets, which
is called the revealed preferences approach (RP). However, it is difficult to use such data for
the analysis of the effects of patient charges for basic health care services in CEE countries
since most of these countries provide these services officially free-of-charge. Thus, there are
no data about consumer behavior under different pricing regimes. In this case, the stated
preferences approach (SP) might provide the necessary information. This implies eliciting
values that people attach to certain health care services, or more broadly health benefits, by
asking them to state these values, e.g. in terms of willingness to pay (WTP) for the benefits, or

asking them to make hypothetical choices across benefit profiles.

Although SP have found a broad application in the assessment of health care programs and
benefits, their application to policy analysis, and specifically the analysis of patient payment
policies, is rare. The main problem with SP is their hypothetical nature and uncertain
predictive validity (Groot et al., 2006; Murphy et al., 2005). Policy-makers, who are
unfamiliar with SP, may find it difficult to adopt such data in the policy-making process.
Therefore, this dissertation focuses on the application of the SP techniques to the assessment

of patient charges for outpatient physician services, taking the CEE countries as a case study.
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1.2 Background

In the last years, SP approaches are increasingly used to value benefits in health care
including health outcomes and health care services (Bridges et al., 2011; Smith and Sach,
2010). This is however, accompanied by a debate about the validity of the obtained results
and the possibility to make policy and allocation decisions based on them. In this section, we
review the most recent applications of SP in health care in order to demonstrate in which
manner these methods are usually applied, and which design and methodological aspects
make them applicable to policy decisions. This also justifies the methodological choices made

in this dissertation and outlines gaps in research, which motivate this dissertation.

1.2.1 Stated preference techniques

The two most applied SP techniques are discrete choice experiments (DCE) and the
contingent valuation technique (CV). The main difference between these two techniques is the
way the values are obtained. In CV, a benefit is typically valued in a holistic manner either by
open- or close-ended questions. In the former case, respondents are asked to state their
willingness to pay (WTP) an amount for obtaining that benefit or willingness to accept
(WTA) an amount for the loss of the benefit. In the latter case, WTP or WTA is assessed in
the form of yes-no or double-bound question(s), or a bidding game. The obtained values are
integral (sometimes referred to as discrete), i.e. they represent a mean value for a unit of the
benefit (Mogas et al., 2009). In DCE, in contrast, the value of the benefit is described through
a set of its characteristics (attributes of a profile), their impact is evaluated jointly, and the
decomposed effects of the attributes on the value of the benefit are obtained. Thus, the
retrieved values are marginal in nature and represent the relative weight of the characteristics
in the value of the benefit. The marginal rate of substitution with the price attribute,
consequently, represents the marginal WTP level for a small improvement in the non-price
attributes under consideration (Mogas et al., 2009). Both DCE and CV are applied in this

dissertation to study WTP for physician services.

Theoretically, choice-based elicitation methods are considered to be superior to non-choice-
based methods as the former better resemble the real market (Zweifel et al., 2006; Louviere et
al., 2000). In earlier applications, conjoint analysis in the form of rating and ranking of the
presented profiles has been applied. However, nowadays these forms are considered to be
outdated and DCE (choice-based method) is overall applied. In CV applications, however, the

variety of both close-ended choice-based and open non-choice-based formats still remain,
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though a general shift towards choice-based elicitation formats is observed (Smith and Sach,
2010; Klose, 1999; Diener et al., 1998).

Such enthusiasm about choice-based techniques is, however, not supported by the results of
the empirical literature. Typically, WTP in a real market (actual money contributions) is
considered as a benchmark for exploring the theoretical validity of WTP obtained in SP.
Evidence from inside and outside health care suggests that open-ended format of SP vyields
WTP that is either higher (Blumenschein et al., 2001) or close to WTP in real market choices
(Ryan and Watson, 2009). The choice-based format, in turn, including both DCE and CV,
usually yields WTP, which is substantially higher than that obtained in open-ended elicitation
formats (e.g. Whitty et al., 2013; Loh and Shapiro, 2013; Danyliv et al., 2012a). Thus, WTP
from the choice based format is even further from the real WTP than the one from the open-
ended formats. In any case, WTP obtained via SP is to a large extent affected by the design of

the survey and the empirical strategies used to model preferences.

The main motivation to use SP is their ability to provide monetary values for previously
unknown and non-market traded benefits. Apart from this, the actual price people pay in a real
market may not represent the maximum price they would be willing to pay and thus, estimates
might be far from optimal. SP, in contrast, may provide a good estimate for the reservation
price. SP, in addition allow capturing passive use values, i.e. utility obtained from the mere
availability of a benefit without usage. This feature is especially important in primary health
care (the application area of this dissertation) where every citizen is a potential user. All these
advantages lead to an increased use of SP for valuing health benefits (for reviews see Ryan et
al., 2001b; Smith and Sach, 2010; Klose, 1999; Diener et al., 1998).

The problems of SP are caused by their hypothetical nature. In case of the RP approach,
values are based on real consumer behavior. SP values are based on hypothetical scenarios
which respondents might not be familiar with and do not require real monetary commitments
form the respondents or respective behavior in future. Moreover, it is often cognitively
difficult and respondents may not fully understand the specification of the benefit or risks
involved. All this leads to the hypothetical bias, i.e. respondents might state the values which
are not true and are different form their WTP that would occur in real market decisions.
Moreover, respondents might behave strategically and give on purpose answers which are not
true but correspond to some desirable patterns. For example, if they believe that high stated
values increase the probability of the benefit provision at zero prices, they might overstate

their WTP. On the other hand, if it seems likely that the stated price has payment policy
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consequences, respondents might understate the true value. All these problems might be
addressed to certain extent through the correct design of the hypothetical tasks and/or
appropriate data analysis and interpretation of the obtained results.

1.2.2. Willingness and ability to pay

In economics, the value of a benefit is assessed through one of two competing concepts: WTP
or WTA, which basically seek to obtain the reservation price of a benefit. WTP is defined as
the maximum amount that an individual would accept to pay in order to obtain a benefit or
avoid loss. WTA, in contrast, is the minimal compensation an individual would accept for a
loss of a benefit or acquiring something undesirable. It is well recognized, that WTA
estimates are in general higher than WTP estimates (Whynes and Sach, 2007). There are
several possible effects explaining this discrepancy and they might apply simultaneously. The
discrepancy might occur due to the fact that WTA, unlike WTP, is not constrained by the
individual’s budget (Brown and Gregory, 1999). Endowment effect or loss aversion explains
this effect through the idea that people value more that they are entitled to than something that
they can probably acquire (Thaler, 1980). Finally, losing a benefit requires its substitution,

and the lack of substitutes might increase its valuation (Hanemann, 1991).

In case of measuring ordinal preferences, i.e. mapping the relative desirability of the benefits
or their characteristics, the discrepancy between WTA and WTP does not make much
difference and both measures might provide consistent results. However, the preferences
measured in cardinal monetary terms have meaning only with respect to a budget constraint.
Hence, in this case application of WTA is theoretically inconsistent. Therefore, WTA is very
rarely applied in health care for valuing benefits or losses with the purpose of investment
decisions. In most cases when WTA is applied, it is to obtain providers’ values (e.g. Wang
and Hong, 2012; Rischatsch and Zweifel, 2012) or for the purpose of comparison with WTP
(e.g. Martin-Fernandez et al., 2010a). NOAA recommends the use of WTP measures for the
valuation of environmental amenities with the motivation that it yields more conservative
estimates (Arrow and Solow, 1993). In this dissertation, we use the WTP concept as a more

theoretically consistent approach, especially because we focus on the pricing effects.

The assumption that WTP, representing a payment, is anchored on a budget constraint (in
contrast to WTA) might be erroneous in its turn. Russell (1996) argued that many policy and
research debates tend to rely only upon WTP assuming that it is synonymous with ability to

pay, which is not true in practice. WTP, whether stated or observed in actual purchase
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behavior, does not necessarily represent affordable purchase decisions. The households may
apply resource mobilizing strategies, such as selling assets, sacrificing other needs, or
borrowing money (Russell, 1996). Such decisions might be unaffordable in principle as they

lead to long-term adverse effects on household welfare.

Actual health expenditures in many developing countries, and in CEE in particular, are shown
to have impoverishing effects causing substantial assets depletion (e.g. Arsenijevic et al.,
2012; Tomini et al., 2012b; Bredenkamp et al., 2011; Liu et al., 2011; van Doorslaer et al.,
2006; Damme et al., 2004; Xu et al., 2003). Thus, they should not be regarded as affordable.
Moreover, individuals faced with serious economic problems and at the same time with the
necessity of substantial health expenditures, may change the structure of their preferences
towards health care rather than other consumption categories (Mataria et al., 2006). They
might even be unable to formulate their preferences definitely (Sen, 1992). Thus, their
expressed WTP and amounts they actually pay for health care services might substantially
exceed what would be affordable to them under normal conditions (without adverse long-term
welfare effects). Therefore, in the valuation studies, especially those informing policy

decisions about patient payment policies, it is crucial to account for the ability to pay.

Separate estimates of the ability to pay and WTP, however, provide little information for
policy decisions. In economics, the well-known willingness and ability to pay (WATP)
concept represents the demand and, therefore, provides the needed information about
consumer reactions to the price changes. In many studies, actual expenditure is assumed to
represent demand, i.e. WATP, for health care services (Ching, 1995; Gertler and van der
Gaag, 1990; Mocan et al., 2004). However, actual expenditure is a poor representation of the
true WATP which might be higher or as discussed above even lower than the amounts spent
(Russell, 1996). Some studies use the opportunity cost of the undertaken purchase decisions

(e.g. Saulo et al., 2008) as an indication of ability to pay, but not WATP.

In this dissertation, we focus on eliciting WATP rather than WTP. In the SP framework, the
discrepancy between WTP and ability to pay might be exacerbated by the hypothetical bias as
the respondents do not consider their real budget constraints when making hypothetical
choices (Loomis et al., 1994). Thus, for the purpose of eliciting WATP in CV tasks of this
study it is specified that the respondent should consider his/her own conditions and express
what s/he would be willing and able to pay for the valued service. In DCE, incorporation of
the ability to pay is not straightforward due to the choice-based elicitation format. In this

dissertation, we simply assure that the respondent considers his/her own budget by asking one
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to consider one’s own real conditions before making the hypothetical choice. Due to the
common practice of using WTP concept, we further refer to WATP when talking about CV
results only. For the DCE results and for general use, e.g. referring to its use in the literature,
we still use the term WTP.

1.2.3. Integral and marginal WTP, and study perspective

Most of the current SP literature in health care adheres to the perspective of an investment or
health care provision agenda, or providing specific information for cost-benefit analysis. That
is these studies seek to quantify benefits that would be gained from a provision of a certain
service or from the improvements in the quality or access characteristics of these services
(e.g. Regier et al., 2012; Naik-Panvelkar et al., 2012; Kjaer et al., 2012; Glenngard et al.,
2012; Gidengil et al., 2012; Corso et al., 2013; Brandt et al., 2012). Some studies, however,
are rather cautious even in interpreting the WTP estimates as benefit gains and simply use
them as an indication of relative preferences (e.g. Whitty et al., 2013; Sadique et al., 2013;
Carroll et al., 2013; Hancock-Howard et al., 2012; Ethier et al., 2012; Dixon et al., 2012).
That is they answer questions like which characteristics are most important for the
patients/consumers, what is the trade-off between the characteristics, and which of the
improvements may facilitate consumption. On the other hand, many studies do consider WTP
obtained as an indication of the value of the real benefit and discuss possibilities of the
service/benefit provision by comparing gains to its cost (e.g. Shafie & Hassali, 2013; Loh &
Shapiro, 2013; Lang et al., 2012; Kjaer et al., 2012; Glenngard et al., 2012; Asgary, 2012) or
define this WTP as an acceptable cost range (e.g. Regier et al., 2012; Naik-Panvelkar et al.,
2012).

WTP vyielded from SP techniques, however, can also provide information to quantify the
potential consumption effects of the price arrangements, or more generally, estimating
demand. Such perspective represents the specific interest of this dissertation. As discussed in
section 1.2.2., it implies the stronger assumptions that stated WTP (in this case WATP) well
reflects the price that people would actually be willing and able to pay in the real market.
Therefore, this perspective is very rare in health care. Some papers adopt this perspective, but
straight away state that these estimates might be subject to a hypothetical or strategic bias
(e.g. Mattsson et al., 2013; Lynn et al., 2013). Other studies call for the development of a
special framework for the payment design that incorporates also actual consumption data (e.g.

Naik-Panvelkar et al., 2012; Marti, 2012). Very few studies so far have fully relied upon SP
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for estimating demand and/or discuss pricing effects (e.g. Sadique et al., 2013; Mataria et al,
2007; Ho et al., 2005; Cropper et al., 2004).

The perspective of the study determines the choice of the SP eliciting technique (DCE or CV).
Given the nature of the values estimated, DCE best suits the purpose of eliciting and
quantifying relative preferences for benefit attributes, while CV is best used for obtaining the
holistic value of the service, good, or other benefit. However, the correspondence is not
always straightforward.

Most applications of CV use holistic evaluation principles (e.g. Whitty et al., 2013; Shafie and
Hassali, 2013; Loh and Shapiro, 2013; Hansen et al., 2013, Corso et al., 2013, Wang and
Hong, 2012; Sogaard et al., 2012; Lang et al., 2012; Havet et al., 2012; Gyrd-Hansen and
Kjaer, 2012; Ethier et al., 2012; Dixon et al., 2012; Brandt et al., 2012; Bobinac et al., 2012b;
Asgray, 2012). This leads to the idea, that the choice of CV technique is driven by the aim of
obtaining holistic values. However, there are applications where CV is also used for valuing
certain attributes of health care services. In this case, WTP is elicited for a certain
characteristic separately or a decomposed scenario is applied (e.g. Mataria et al., 2007;
Hammerschmidt et al., 2004; O’Brien and Gafni, 1996). In the former case, there is a loss in
the theoretical validity of the results as the consumers are believed to make choices based on a
whole set of relevant characteristics, not a single one. The decomposed scenario approach
produces so-called sub-additive values that cannot be simply added to obtain the holistic
value, and an aggregation function is offered as a solution to this (Hammerschmidt et al.,
2004).

DCE produces marginal WTP values, which allows for defining relative preferences across
the set of characteristics relevant for the choice. Hence, the primary purpose of DCE should
be to define relative preferences, i.e. the main choice or value drivers. This application is
observed in a substantial share of current studies (e.g. Sadique et al., 2013; Prosser et al.,
2013; Moia et al., 2013; Naik-Panvelkar et al., 2012; Hodgkins et al., 2012; Gidengil et al.,
2012). Nonetheless, nowadays, most DCE studies aim at deriving the integral value for a

valued benefit.

A simple approach to obtain the integral value is when the benefit of interest is embedded into
the DCE tasks as one of the attributes of a more complex service (e.g. Hancock-Howard et al.,
2012). The majority of the DCE studies, however, apply integration of marginal WTP across
the changes in the attributes, which are deemed to represent the benefit (Whitty et al., 2013;
Mattsson et al., 2013; Carroll et al., 2013; Regier et al., 2012; Marti, 2012; Kjaer et al., 2012;
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Jendle et al., 2012; Hancock-Howard et al., 2012; Glenngard et al., 2012). This approach is
however not always possible to apply as it requires comparison of a valued benefit with
certain attributes to a meaningful alternative with its own level of attributes. Some researchers
design such goods/services (e.g. Mattsson et al., 2013; Regier et al., 2012) or use evidence on
the characteristics of available alternatives (e.g. Jendle et al., 2012). Others use the total
variation change in all the attributes (e.g. Glenngard et al., 2012) or calculate a change from
the ‘worst’ to ‘best’ profiles of a benefit (e.g. Carroll et al., 2013; Lancsar and Savage, 2004).

In any case, integrating marginal WTP across the changes in the attributes of the benefit is
subject to a scale problem (Mogas et al., 2009). In essence, this means that the marginal WTP
values are true only for very small changes in attribute levels from those that are common to a
respondent. Integrating across large discrete changes in attribute levels imposes a restrictive
assumption that the marginal WTP is constant across the whole range of an attribute, which is
erroneous from an economics perspective. In addition, this approach is criticized for not
accounting for the uncertainty inherent to the choices (Lancsar and Savage, 2004). Lancsar
and Savage (2004) offered to use Hicksian variation measures instead, which implies
predicting latent utility functions with and without a benefit and weighting their difference on
the marginal utility of income (Hicks, 1943). This approach has been very rarely applied in
health care (e.g. Kjaer et al., 2012). For small changes in attributes, it is argued to reduce to
the integration of marginal WTP (Ryan, 2004b; Santos Silva, 2004).

In this dissertation, we keep to the point of view that CV is best for holistic WTP/WATP
measures, while DCE only provides marginal WTP estimates. We also treat marginal WTP as
the representation of the relative importance of the valued service attributes which cannot be
integrated to obtain holistic values. Therefore, for the purpose of studying payment effects,
CV is applied. DCE values are discussed from the perspective of priority setting, i.e. for

ranking investment options related to quality and access improvements.

1.2.4. Health benefits

SP studies are applied in a vast variety of clinical fields with the most popular field being
infectious diseases (e.g. Sadique et al., 2013; Prosser et al., 2013; Hansen et al., 2013; Regier
et al.,, 2012; Gidengil et al., 2012; Asgray, 2012). Other popular fields are cardiovascular
diseases (e.g. Whitty et al., 2013; Moia et al., 2013; Sogaard et al., 2012), cancer (e.g. Lang et
al., 2012; Havet et al., 2012; Ethier et al., 2012), women’s reproductive health (e.g. Mattsson
et al., 2013; Lynn et al., 2013), mental health (e.g. Hancock-Howard et al., 2012; Glenngard
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et al., 2012), asthma (e.g. Naik-Panvelkar et al., 2012; Brandt et al., 2012), digestive system
disorders (e.g. Hodgkins et al., 2012; Dixon et al., 2012). Other clinical fields of SP
application include genetic disorders (e.g. Carroll et al., 2013), nephrology (e.g. Kjaer et al.,
2012), glucose related problems (e.g. Jendle et al., 2012), smoking cessation (e.g. Marti,
2012). The list is however not exhaustive and these techniques can be successfully applied in
many other clinical fields. There are, in contrast, applications of SP to the valuation of more
integral benefits, which are not related to a specific clinical field, i.e. health state or health
problem. Those are assessments of WTP per QALY (e.g. Gyrd-Hansen & Kjaer, 2012;
Bobinac et al., 2012a, 2012b), prevention or care programs to specific groups (e.g. Corso et
al., 2013; Loh & Shapiro, 2013) or for insurance packages (e.g. Shafie & Hassali, 2013).

The range of valued benefits in these studies is also broad: models of disease management or
treatment (e.g. Mattsson et al., 2013; Moia et al., 2013; Naik-Panvelkar et al., 2012; Whitty et
al., 2013), specific diagnostic, treatment procedure or a drug (e.g. Lynn et al., 2013; Hansen et
al., 2013; Regier et al., 2012; Marti, 2012; Jendle et al., 2012; Hodgkins et al., 2012; Havet et
al., 2012; Hancock-Howard et al., 2012; Glenngard et al., 2012), screening program (e.g.
Carroll et al., 2013; Dixon et al., 2012; Sogaard et al., 2012), vaccination (e.g. Sadique et al.,
2013; Asgary, 2012), QALY (e.g. Prosser et al., 2013). Health benefits are not always
expressed through service provision. Alternatively, benefits are evaluated through WTP for
the mere availability of the services (e.g. Kjaer et al., 2012), or for the elimination or
prevention of undesired health outcomes (e.g. Brandt et al., 2012; Ethier et al., 2012; Lang et
al., 2012).

The presentation of the benefit under valuation is a very crucial question in the design of a SP
study as it basically defines what will be valued by respondents. In CV studies, this is done in
the scenario specification, while in DCE, the presentation is distributed between the scenario
and attributes of the benefit. In any case, the elements that are presented to the respondent
depend not only on the study purposes, but also on the relevance of the information to the
respondents. Olsen and Smith (2001) classified the characteristics of the valued benefits into:
health outcomes, process-utility, and non-health outcomes. Additionally, the monetary and
non-monetary cost of acquiring should be specified in case of indirect valuation, i.e. choice-
based techniques. Process utility refers to the quality and access characteristics of the health
benefit, e.g. service, and may broadly consist of the indicators of clinical and social quality,
and spatial, temporal, and psychological access (Berki and Ashcraft, 1980). In this
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dissertation, we address a broad range of quality and access characteristics of physician

services.

Health care services consumption is unlikely to bring satisfaction per se. Most probably,
health care services are valued for their expected health outcomes, i.e. the reduction in the risk
of mortality, morbidity, adverse effects or pain. Therefore, most of the valuations are focused
on health outcomes (Ryan, 1999). Many studies explicitly describe direct health and related
outcomes, like reduction in the risk of the disease (e.g. Regier et al., 2012; Sadique et al.,
2013), decrease in symptoms or adverse effects (e.g. Brandt et al., 2012; Corso et al., 2013;
Ethier et al., 2012), changes in functional status (e.g. Gyrd-Hansen & Kjaer, 2012), days of
sickness and absence from the job (e.g. Prosser et al., 2013), symptom free days (e.g. Naik-
Panvelkar et al., 2012), specific efficacy of the treatment (e.g. Marti, 2012; Jendle et al., 2012;
Hodgkins et al., 2012; Glenngard et al., 2012). Other studies specify potential changes in the
factors that may have health impacts like detection rates for screening and diagnostics (e.g.
Carroll et al., 2013; Dixon et al., 2012; Lynn et al., 2013), or population coverage for
vaccination (Gidengil et al., 2012). Side effects are sometimes specified additionally to the
main health outcomes (e.g. Regier et al., 2012; Marti, 2012; Gidengil et al., 2012; Glenngard

et al., 2012) or without the main outcomes (e.g. Moia et al., 2013).

In cancer studies, there is a practice of eliciting WTP for a hypothetical ‘magical pill’ that can
guarantee a full remission or symptom elimination (e.g. Lang et al., 2012; Ethier et al., 2012).
In these studies, however, a current state is also specified in health outcome terms as a
meaningful comparator. Another interesting strategy is using the self-reported risk perception
as the basis for identifying possible health outcomes of the health care service (e.g. Asgary,
2012). Some studies that compare modes of service delivery assume no differences in
expected health outcomes and concentrate only on the preferences for the modes themselves
(e.g. Whitty et al., 2013; Havet et al., 2012).

Still, there is some portion of the SP studies that do not specify the potential health outcomes
and value services or treatment modes per se (e.g. Kjaer et al., 2012; Loh & Shapiro, 2013,
Mattsson et al., 2013; Hancock-Howard et al., 2012; Shafie & Hassali, 2013). This approach
is also justified in case of integral services that may have many different health outcomes
and/or are not related to a specific health problem and/or are meaningful and familiar to the
respondents. This may include but is not limited to primary care, long-term care and insurance

plans.
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The focus of this dissertation on the patient payments for outpatient physician services, also
favors the latter approach. First of all, in real life, health care consumers make choices under
conditions of uncertainty about the properties and effects of the services. Moreover, primary
and outpatient services have very complex outcomes including risk reduction, but also
positive benefits from obtaining correct recommendations, referrals or prescriptions. In
addition, these services are rather common for the whole population or at least everyone has
his/her own prior expectations about their clinical properties. Thus, it is a convenient strategy
in our research to use social expectations about the clinical effects without specifying them,

concentrating more on other quality and access characteristics of the services.

1.2.5. Application of discrete choice experiment design

The design of the DCE involves several steps including the selection of attributes through
which the valued health benefit is expressed, constructing benefit profiles, and matching them
to obtain choice tasks. These decisions influence the empirical strategies for modeling
choices.

As discussed earlier, the attributes of the health care services might include health and non-
health outcomes, and process utility (Olsen and Smith, 2001). Inclusion of health and related
outcomes was discussed earlier. Attributes that belong to the process utility are various and
depend on the features of the health benefit provision, often referred to as quality and access
attributes in case of the valuation of a service. In case professionals are involved in the
provision of the benefit, the professional level is often expressed through their skills and
training, or composition of the provision team (e.g. Kjaer et al., 2012; Hancock-Howard et al.,
2012; Lynn et al., 2013).

Another group of factors relates to the mode and convenience of the administration of a
benefit valued. In case of valuing services or therapies, this may include the description of
who delivers it and how (e.g. Hancock-Howard et al., 2012), the frequency of contacts with
specialists (e.g. Whitty et al., 2013; Moia et al., 2013; Naik-Panvelkar et al., 2012), the place
of the service delivery (e.g. Kjaer et al., 2012; Pavlova et al., 2009). In case of valuing drug
therapies, this attribute relates to the convenience of drug intake, frequency, dosing, and route
of its administration, (e.g. Naik-Panvelkar et al., 2012; Jendle et al., 2012; Hodgkins et al.,
2012; Glenngard et al., 2012). Additional efforts or inconveniences that the therapy might

cause, can also be specified (e.g. Moia et al., 2013; Mattsson et al., 2013) as well as additional
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conveniences or services may also be presented (e.g. Naik-Panvelkar et al., 2012;, Whitty et
al., 2013; Kjaer et al., 2012).

An important aspect of care is the interaction between the patient and the health professional.
In this regard, we find two main aspects that might be embedded in the DCE tasks. One of
them is the attitude of medical staff and the way they provide information (e.g. Naik-
Panvelkar et al., 2012; Lynn et al., 2013; Hancock-Howard et al., 2012). Another aspect is the
continuity of care, i.e. the possibility to be seen by the same or familiar specialists during the
care course (e.g. Whitty et al., 2013; Hancock-Howard et al., 2012).

A special set of attributes, often used in DCE for valuing health benefits is an indication of the
time cost. Time cost directly invested by the benefit users, like travel time, waiting in the
facility, time of utilization etc., should be distinguished from the passive time attributes, e.g.
waiting for the results or the waiting list (e.g. Carroll et al., 2013; Essers et al., 2010; Nieboer
et al., 2010; Clark et al., 2009). In the latter case, health benefit users do not invest this time
directly as they may perform their usual tasks while being on the waiting list. It should be
noted, however, that indications of time cost are often embedded in the delivery mode and
placing descriptions, e.g. a home based program requires no travel time as opposed to a
hospital-based program (e.g. Whitty et al., 2013). Sometimes, time commitments required are
specified explicitly (e.g. Hancock-Howard et al., 2012), especially if there is an objective to
estimate the time that may be traded for other attributes (e.g. Prosser, 2013; Ethier et al.,
2012).

In DCE, the number of valued attributes and their levels is limited by their feasibility. Even a
low number of attributes and/or their levels result in a very high number of all possible
profiles (full factorial design) and, consequently, a high number of choices. In the current
literature, commonly between four (e.g. Mattsson et al., 2013; Lynn et al., 2013; Carroll et al.,
2013; Regier et al., 2012; Glenngard et al., 2012) and eight (e.g. Naik-Panvelkar et al., 2012)
attributes are embedded in the DCE tasks, with a tendency to fewer attributes. The attributes
are usually selected on the basis of previous theoretical and empirical evidence on the

importance of the attributes from prior qualitative investigations and quantitative tests.

A few solutions are applied to reduce the number of possible choice tasks: fractional factorial
designs, random assignment (in particular split sample), or both. Full factorial designs are
very rare and they definitely require random assignment of the small number of tasks to the
respondents (e.g. Prosser et al., 2013; Kjaer et al., 2012). A more common approach is to use

fractional factorial designs, which seeks to find the best trade-off between mathematical
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properties of orthogonality, balance, minimal overlap and efficiency (Huber and Zwerina,
1996). Recently, the emphasis has been shifted from orthogonality to efficiency and a number
of search strategies have been developed to search the most efficient designs (Bridges et al.,
2011, Olaru et al., 2011). The most prominent of them is D-optimality (Huber and Zwerina,
1996). In health care, however, only some of the empirical studies apply D-optimality (e.g.
Whitty et al., 2013; Regier et al., 2012; Hancock-Howard et al., 2012). A lot of studies still
rely upon orthogonal designs as we do in this dissertation (e.g. Sadique et al., 2013; Moia et
al., 2013; Lynn et al., 2013; Carroll et al., 2013; Marti, 2012; Jendle et al., 2012; Glenngard et
al., 2012; Gidengil et al., 2012).

The resulting number of choices in a DCE task, after factorial designs and matching, rarely
directly leads to a number of choice tasks manageable by the respondents (e.g. Lynn et al.,
2013; Carroll et al., 2013; Regier et al., 2012). Therefore, in case of a very high number of
choice tasks, a random assignment of the tasks is applied (e.g. Prosser et al., 2013), i.e. each
respondent is assigned a target number of choices randomly derived from the full design. A
split sample approach (or ‘block design’) is a very common option if the resulting design
contains a number of choices that is high and can be split into two or more sets with
manageable numbers (e.g. Whitty et al., 2013; Sadique, Moia et al., 2013; Naik-Panvelkar et
al.,, 2012; Marti, 2012; Kjaer et al.,, 2012; Glenngard et al., 2012). In the latter case,
respondents are randomly assigned to one of the sets with the reduced number of choices.
There is no conclusive evidence on which number of choices may be considered as
manageable by respondents (Ryan and Gerard, 2003). Recent empirical applications in health
care contain a great range of choice tasks numbers starting from four (e.g. Jendle et al., 2012).
The upper limit is commonly 16 choice tasks (e.g. Moia et al., 2013; Lynn et al., 2013; Regier
et al., 2012). Rarely, a higher number of choice tasks is used, i.e. up to 32 (e.g. Bijlenga et al.,

2011); however, this might not be considered as feasible for a respondent.

The absolute majority of the DCE studies are designed so that a respondent makes a binary
choice between two unlabeled profiles of a health benefit (e.g. Whitty et al., 2013; Sadique et
al., 2013; Prosseret al., 2013; Moia et al., 2013; Mattsson et al., 2013; Lynn, et al., 2013;
Carroll et al., 2013; Naik-Panvelkar et al., 2012; Jendle et al., 2012; Hancock-Howard et al.,
2012; Glenngard et al., 2012; Gidengilet al., 2012). In this specification, empirical estimation
and interpretation is much easier by the application of standard regression models for a binary
response variable. However, in real situations, consumers consider a larger number of options.

Therefore, to make it more realistic, some studies design a choice set with more than two
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options (e.g. Kjaer et al., 2012). Moreover, where there is the explicit aim of estimating a
preferred option (e.g. home-based vs clinic-based care, place of delivery, team vs single
specialist consultation), these options might be labeled (e.g. Whitty et al., 2013; Kjaer et al.,
2012). This reduces the number of attributes to be varied. However, the preference of the

main interest might be also embedded in the choice design as an attribute.

Forcing a respondent to make a definite choice between the presented options is believed to
inflate WTP estimates obtained from DCE (Ryan and Skatun, 2004). A solution to this is the
introduction of the opt-out option, i.e. the choice of none of the presented alternatives or the
status-quo (Lancsar and Louviere, 2008; Ryan and Skatun, 2004). Despite its advantages, the
opt-out option is rarely applied (e.g. Regier et al., 2012; Marti, 2012). It also slightly increases
the complexity of the analytical modeling, which probably can explain the relative
unpopularity of this approach. Another challenge is that the opt-out option cannot always be
meaningfully expressed in terms of the attributes, which disables its inclusion in the conjoint

analysis.

There has been a development in another technique called the best-worst scaling method,
which might be regarded as an extension of the traditional DCE, though in some versions it
might be seen as a separate elicitation method (Flynn, 2010; Flynn et al., 2007). Originally, it
required the presence of the attribute that has the most and the least importance (Finn and
Louviere, 1992). It was developed to the profile valuing case, where a respondent chooses the
most and least attractive attribute within a presented profile (e.g. Gunther et al., 2010). The
closest to the traditional DCE, is the multi-profile case where a respondent needs to choose
the most and least attractive profiles from the set based on the profile attribute levels
(Louviere et al., 2008). However, best-worst scaling method has not found many applications
in the health care field so far, though it is actively promoted in the theoretical literature

mentioned above.

Empirical strategies for modeling DCE data require an application of the models for discrete
outcome measures, and the exact choice depends on the number of choice options. In a binary
response specification, the choice is limited to either logit models (e.g. Sadique et al., 2013;
Mattsson et al., 2013; Lynn et al., 2013; Regier et al., 2012; Naik-Panvelkar et al., 2012;
Kjaer et al., 2012) or probit ones (e.g. Prosser et al., 2013; Moia et al., 2013). The latter is
believed to be better as it does not suffer from the IIA (independence of irrelevant
alternatives) assumption (Hanley et al., 2003). However, it is applied more rarely, probably

due to the higher computational and interpretational complexity. In case of more than two

22



General introduction and background

choice alternatives, regression analysis extends to multinomial (ususally logit) specification
(e.g. Regier et al., 2012; Kjaer et al., 2012). Alternatively, nested (usually logit) specifications
are sometimes considered when the opt-out option is present and the decision process is
treated as nested (e.g. Marti, 2012). In any of these cases, a model should account for the
hierarchical structure of the data as several responses are obtained from one respondent. This
is mostly done by extending the model to a fixed/random effect or random parameter
specification.

A relatively new promising approach, which is believed to better capture the heterogeneity of
the preferences by splitting observed relations into several classes, is latent class modeling
(Louviere, 2006). Its applications in DCE studies are growing in number (e.g. Whitty et al.,
2013; Carroll et al., 2013). However, to our knowledge none of these applications in health
care have accounted simultaneously for hierarchical data structure. Nonetheless, there are
advances in the estimation procedures that allow estimating latent class models with random

parameters (e.g. Erichsen and Brockhoff, 2004).

1.2.6. Application of the contingent valuation design

In a CV study, one of the major design decisions is the choice between elicitation formats,
which can be open-ended, via payment cards, one bound discrete choice questions
(referendum question yes-or-no), double bound discrete choice, or bidding game. Each of
these formats has its own shortcomings. The open-ended format is believed to suffer from
strategic and hypothetical bias. The payment card format is subject to a range bias, while the
bidding game — to a starting point bias. The discrete choice format is argued to be the best
option which overcomes the mentioned biases, and is also theoretically sounder, as it closely
resembles choices in real markets, and avoids erratic answers to impact the overall WTP
value. This is largely due to the seminal publication in environmental economics by NOAA
panel (Arrow and Solow, 1993). On the other hand, the discrete choice format might suffer
from “yea-saying” (Blamey et al., 1999) which implies that respondents respond positively to
a bid which is higher than their true WTP.

Smith and Sach (2010) showed that in earlier applications, open-ended and payment card
formats were most frequent, and with the development of the method to 2005 the number of
other formats has risen substantially gradually superseding the use of open-ended format. By
this review, in 2000-2005, the payment card and dichotomous choice were the most applied

formats. In recent years, this tendency seems to be remaining. A lot of emphasis is now on the
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bidding games and double-bounded dichotomous choice (e.g. Whitty et al., 2013; Shafie &
Hassali, 2013; Hansen et al., 2013; Havet et al., 2012; Ethier et al., 2012; Corso et al., 2013;
Loh & Shapiro, 2013; Lang et al., 2012; Wang & Hong, 2012). Simple dichotomous choice is
applied rarer than the double-bound one (e.g. Asgary, 2012; Gyrd-Hansen & Kjaer, 2012).
Still a lot of applications rely upon payment cards (e.g. Bobinac et al., 2012b; Brandt et al.,
2012; Dixon et al., 2012; Gyrd-Hansen & Kjaer, 2012). The purely open-ended elicitation
technique is mostly applied now as a complement to other formats in order to either retrieve
more precise estimates after the answer has been framed or for comparison reasons (e.g.
Bobinac et al., 2012b; Loh & Shapiro, 2013). In this dissertation, we apply an open-ended
format with payment-cards to obtain conservative WTP estimates from the CV. Conservative
WTP estimates are preferred because of our focus on policy assessment.

Empirical strategies for modeling WTP obtained from CV data are various due to different
elicitation formats. Nonetheless, linear regression with log transformation of WTP for the
open-ended, payment card, or bidding format remains one of the most popular approaches
(e.g. Bobinac et al., 2012b; Brandt et al., 2012; Dixon et al., 2012; Hansen et al., 2013; Shafie
& Hassali, 2013). It requires that an exact WTP measure is retrieved from the CV task. If
WTP is treated as an ordered outcome, another popular approach is to use an interval
regression (e.g. Corso et al., 2013; Ethier et al., 2012; Lang et al., 2012). For the choice
format CV, i.e. dichotomous, double bound, a logistic specification is applied (e.g. Asgary,
2012; Gyrd-Hansen & Kjaer, 2012; Loh & Shapiro, 2013).

The necessity to deal adequately with zero answers (Strazzera et al., 2003) arises from the fact
that often there are spikes at zero and the decision whether to pay and how much to pay may
be driven by different factors. The simple approach which may be combined with the
empirical strategies described above is excluding zeros from the analysis (e.g. Brandt et al.,
2012; Shafie & Hassali, 2013). Alternatively, the independence of the decisions about paying
and choosing the level of WTP is presumed by modeling them separately (Donaldson et al.,
1998). Another approach is the application of the family of tobit regressions, i.e. regressions
for the censored outcomes. Type | tobit models do not account for the predictors of the
decision whether to pay, but model the level of positive WTP conditional on non-zero
answering. Type Il tobit models, including heckman type models, in contrast, seek to find the
predictors of both decision stages (e.g. Havet et al., 2012). Double hurdle models have a
similar logic, but also allow for distinguishing between true and protest answers in the first

stage decision (Dalmau-Matarrodona, 2001).
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Survival analysis is applied relatively rarely to CV data in health care (e.g. Wang & Hong,
2012; Mataria et al., 2007), though it has been extensively used in environmental economics
(Carson et al, 2003; Carson et al., 1994; Hanemann et al., 1991). In this approach, ‘survival’
in relation to the WTP level instead of time is estimated, thus, enabling calculations of the
proportions of people who are willing to pay certain amounts with respect to their
characteristics. This approach basically provides information on the demand shape and
shifters if stated WTP is assumed to represent real WTP. In this dissertation, survival analysis

of the WTP estimates is presented.

1.2.7. Other aspects of SP studies

Recently there has been some work done in the direction of joint data analysis, i.e. SP and RP
(Adamowicz et al., 1994), and CV together with DCE (e.g. Mogas et al., 2009; Adamowicz et
al., 1998). As the focus of this dissertation is on SP, we touch the question of the latter
combination. The main motivation of combining the two is not to lose information specific to
each of the methods. As Mogas et al. (2009) states, CV cannot provide information on each
and every possible combination of the attributes of the benefit, but only for a certain limited
number. Therefore, they offered using CV values as an indication of basic WTP and adjust for
changes of the attributes by using results of DCE. This approach to our knowledge has not
been applied in health care. Another way is to make a joint estimation on combined DCE and
CV data applying a scale parameter representing difference in elicitation methods
(Adamowicz et al., 1998). This requires that data in both elicitation methods have the same

discrete choice format.

Most of the applications of SP in health care focus on a benefit in a certain country, or even
settlement area. Some studies compare cross-country contexts. In many cases, the comparison
is made for similar countries in the similar level of development (e.g. Hodgkins et al., 2012)
or from the same macro-region (e.g. Glenngard et al., 2012). Few studies, however, have
attempted to compare countries which are substantially different in terms of culture and
economy (e.g. Corso et al., 2013). This evidence suggests that values are not transferrable
across different cultural and economic contexts, though might be rather similar for the
countries with similar contexts (Glenngard et al., 2012). This study focuses on the CEE
countries, which had similar socio-economic and political context in the 80" of the previous

century and has had different development trajectories ever since. Therefore, CEE countries
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represent a suitable basis for cross-country comparisons of WTP for health care services.

Country context is presented in the Section 1.3.

Concluding, the application of SP in health care has taken various patterns and is growing in
number in recent years. Researchers have to make decisions on a number of aspects in the
study design, i.e. elicitation technique, elicitation format including choice or non-choice
based, the perspective of the study and whose values to be assessed, scope of the study etc.
Within each technique, specific choices have to be made with regards to the benefit
representation and further data analysis. Despite growth in use, the majority of the
applications still are very cautious about the interpretation of the obtained WTP values. They
are very rarely addressed in the framework of demand modeling, i.e. pricing decisions or
consumption effects. Most probably, this is due to the lack of trust in WTP obtained from the
hypothetical tasks. In this dissertation, we attempt an application of stated WTP to the task of

the assessment of patient charges for services in the basic package.

1.3 Patient payments in Europe and country context

1.3.1. Patient payments in Europe and CEE

The official cost-sharing arrangements and informal flow circulation in a country depend on
the features of the health care system, but also on the socio-economic and political context
(Tambor et al., 2011; Stepurko et al., 2013). European countries differ substantially in their
reliance upon public and private funds in the system. In general, more prosperous economies
that also spend more on health care per capita afford a higher proportion of health
expenditures to be done through public funds (OECD, 2011). In less developed countries,
patients bear a higher burden by paying out-of-pocket both formally and informally.

However, this balance also highly depends on the institutional and political context.

According to the WHO National Health Accounts data (WHO, 2013), Western European
countries are rather homogenous in the mix of private and public funds. The highest reliance
on public funds, i.e. more than 80% of the total health expenditure is financed through public
funds, is observed in most of the Nordic countries, Luxembourg, the Netherlands, the UK, and
Monaco. France, Germany, Belgium, and Finland where social health insurance is in effect,

and Austria, Italy and Spain with universal tax-based systems, cover around 75% to 80%
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through public funds. A higher financial burden is shifted to patients in Ireland, Switzerland

and Portugal.

CEE countries are very diverse in the structure of their health care finance according to the
WHO statistics (WHO, 2013). Most of these countries have had a common socialistic past
with universal health care systems offering free services at the point of purchase. In the late
80", all those systems, which were rather inefficient and isolated, faced the necessity of
profound organizational and financial reforms (Rechel & McKee, 2009). However, due to
differences in political, social and cultural backgrounds, and economic capacity, the direction
and depth of the reforms varied considerably. Such discordant transitions have led to a variety
of health systems in CEE with different financing structure. Therefore, the reliance on public
funds observed in CEE in 2011 varies from only about 45% in Albania and Moldova to more
than 80% in Romania (80.2%), Czech Republic (83.5%), and Croatia (84.7%) (WHO, 2013).

The economic situation in most CEE countries was rather hard at the beginning of the
transition which provoked a reduction in the public financing, the unique source of health
financing at that time (Rechel & McKee, 2009). This had to be substituted by private sources,
primarily by out-of-pocket expenditure. In the lack of a legislative background for official
fees and public resistance to market-oriented changes, informal markets immediately spread
in most of these health systems (Lewis, 2007). Attempts to formalize or implement official
charges were met with a severe resistance in many of the states among public and medical
staff (Lewis, 2002).

Nonetheless, due to the lack of public resources in CEE countries, patient cost-sharing for
pharmaceuticals has been established in most CEE countries (Espin and Rovira, 2007). In
former Soviet countries, Russia and Ukraine, pharmaceuticals in most cases are purchased
out-of-pocket (Popovich et al., 2011; Lekhan et al., 2010a). However, patient charges for
health care services in the basic health care package are less common, and they are not
observed in countries such as Hungary, Poland, Romania, Slovakia, Serbia, and the former
Soviet republics, i.e. Estonia, Lithuania, Moldova, Belarus, Ukraine, and Russia (Tambor et
al., 2011).

Implementation of official charges for public health care services in CEE, but also in some
countries of the Western Europe, is very controversial and usually unpopular in policy-
making (Tambor et al., 2011). Few CEE countries, where patient co-payments for basic health
care services were not abolished after the recent implementation are Croatia (in 2008)
(Von¢ina et al., 2012), Czech Republic (in 2008) (Bryndova et al., 2009), Albania (in 2008)
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(Tomini et al., 2012), and Estonia (in 2010) (Thomson et al., 2010). For longer periods they
existed in Bulgaria (since 2000) (Atanasova et al, 2011), Macedonia (since 1992) (Gjorgjev et
al., 2008), and Slovenia (since 1993) (Albreht et al., 2009). In Hungary and Slovak Republic,
co-payments were introduced in the late 2006, but after a year of existence, they were
abolished due to hot public debates without consideration of their economic effects (Baji et
al., 2011). In Romania, the legislative base is ready to host cost-sharing since 2006 (Vladescu
et al., 2008) but the government did not press the issue until 2013 when flat co-payments were

introduced for one year (Lever, 2013).

Official patient charges are a controversial issue in Western Europe as well. They are not
implemented in countries such as Denmark, Malta, Spain, UK, and Greece (Tambor et al.,
2011). Similarly to Hungary and Slovak Republic, co-payments for hospital services in
Portugal existed since 2007 and were abolished in 2009 due to the lack of economic effect
(Barros et al., 2011). Germany has implemented flat co-payments for all types of care starting
in 2004, but in 2013 patient charges for physician services were discontinued due to a surplus
in the statutory insurance funds. There has been a lot of research producing conflicting
evidence about the presence or absence of the effect of patient charges on consumption and
revenues in Germany (e.g. Augurzky et al., 2006, Ruckert et al., 2008), which only proves
that this is highly controversial and political issue.

Official patient charges in CEE take different forms (Tambor et al., 2011). Co-insurance
schemes are implemented in Croatia (Vonéina et al., 2012), Macedonia (Gjorgjev et al.,
2008), and Slovenia (Albreht et al., 2009). In Latvia, co-insurance is implemented in
combination with flat rates per visit or admission (Mitenbergs et al., 2012). Flat rate co-
payments are applied in Bulgaria (Atanasova et al., 2011), and Czech Republic (Bryndova et
al., 2009), and were also tried out Hungary and Slovak Republic (Baji et al., 2011). Most of
the CEE countries also have a ‘ceiling’ for annual expenditures to protect patients from
overspending. Most often, formal patient charges are levied for both the out- and inpatient
services (Tambor et al., 2011), like in Bulgaria (Atanasova et al., 2011), Croatia (Von¢ina et
al., 2012), Macedonia (Gjorgjev et al., 2008), Czech Republic (Bryndova et al., 2009), and
Slovenia (Albreht et al., 2009). Less often, only outpatient services are subject to cost-sharing,
like e.g. in Albania (Tomini et al., 2012b). No case where only inpatient care is charged to the

patients is known in CEE.

Despite the official arrangements in CEE countries or, probably, due to their opacity, informal

payments continue to represent a substantial part of health care expenditure with the exception
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of the Czech Republic (Tambor et al., 2011; Lewis, 2007; Lewis, 2002). These payments are
especially prevalent in the poorest post-Soviet countries (Rechel & McKee, 2009), though
they are common for most CEE countries. In many of these countries, formal and informal
charges coexist (Tambor et al., 2011) causing a double burden for patients. In the former
Soviet Republics, a new form — quasi-formal payments has developed (Pavlova et al., 2011;
Balbanova et al., 2004; Litvak et al., 2001). It implies that the facilities officially charge
patients for the services (usually for better quality services), although government regulations
are either lacking or forbid this. Informal and quasi-formal charges represent a substantial
threat to the sustainability of health systems as they are not accounted for. Moreover, they are
shown to be rather regressive as they impair access to lower-income groups of the population
(Atanasova et al., 2012; Baji et al., 2012b; Szende and Culyer, 2006; Murauskiene et al.,
2012; Danyliv et al., 2012b; Lewis, 2000).

In this dissertation, we focus on assessing the effects of the patient payments for physician
services in CEE countries. From a policy perspective the interest is on the potential effects of
official payments. However, given the extent of informal payments in CEE, it is also
important to understand the preferences between paying formally and informally. The six
countries that enter the study are Bulgaria, Hungary, Lithuania, Poland, Romania, and
Ukraine. At the time of data collection, official patient charges for physician services existed
only in Bulgaria, were already abolished in Hungary, were about to be implemented in
Romania, and were never implemented in the other countries. However, the SP framework
applied in this dissertation, allows specification of the hypothetical scenarios of formal
charges and makes a cross-country comparison possible. Below, we present the country
context in terms of the economic development, general organization of health care financing,

and patient payment patterns in these countries.

1.3.2. Health care funding in the six CEE countries

The six CEE countries included in the study for this dissertation, well represent the
heterogeneity in the region as they greatly differ in the level of economic development and
health expenditure (see Figure 1.1panel a), and social and political background. According to
the World Bank (2013) data, the lowest income per capita and, consequently, lowest
expenditure on health care is observed in Ukraine in 2010. Lithuania has a similar post-Soviet
historical background but is a much more developed country with a substantial per capita

income and health expenditure approaching Poland. Romania and Bulgaria represent post-
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socialistic countries with a moderate development level and are very close in the level of per
capita income and per capita total health expenditure. Poland and Hungary are the relatively
highly developed CEE countries with the highest income and health expenditure among the
six countries in the study (the World Bank, 2013).

GNI per capita, PPP USD GNI per capita, PPP USD
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u ‘ Bulgaria LJRomania ‘ Bulgaria
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Figure 1.1 Gross national income per capita and total health expenditure per capita in the six countries
in 2010, PPP USD (The World Bank, 2013)

However, the burden laid on patients in terms of health expenditure does not fully correspond
to the level of the country development. If we consider out-of-pocket expenditures only (see
Figure 1.1 panel b) based on the World Bank (2013) statistics, Bulgaria has the highest
expenditure per capita of about 453 USD in 2010. Ukraine, where people on average spend
213 USD per year out-of-pocket, also shifts substantially upwards taking over Romania where
the level of income is much higher but people spend only about 169 USD out-of-pocket per
year. Poland, Lithuania, and Hungary as the most developed countries in the study, have
substantial out-of-pocket expenditure per capita (304 USD, 339 USD, and 419 USD

respectively).

Table 1.1 shows the structure of financial sources for the total health expenditure in the six
countries in this study. All of these countries, except Ukraine, implemented social health
insurance. However, all of these systems do not rely solely on the social security funds and
can be called mixed systems. According to WHO data (WHO,2012), Romania provides most
of the health care through public funds with 64% being covered through the social health
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insurance and the smallest share of private and out-of-pocket expenditure. A high reliance on
social insurance funds is also observed in Poland (64%), Lithuania (61%), and also in
Hungary (54%). In these countries, patients cover moderate parts of health expenditure from
their own pocket (22%, 26.4%, and 26.16% respectively). In Hungary, also much emphasis is
laid on private health insurance, which already covers 2.5% of total health expenditure. In
Bulgaria, only 38% of total health expenditure is covered by social health insurance. This is
the country with the highest reliance on out-of-pocket expenditure (almost 43%). In all these
five countries, the government covers a small part of health expenditure: from 10% in Poland
to 17.5% in Bulgaria. Ukraine is different in a way that here the Soviet universal system is
preserved. Hence, the government spends around 56% of the total health expenditure from the
funds collected through general taxation. However, a substantial share is covered by the
patients out-of-pocket (around 40.5%).

Table 1.1 Structure of the financial sources for total health expenditure, % of total health expenditure
(WHO, 2012)

Public expenditure Private expenditure Other
General SOC"'.’II Out-of-  Private Other expenditure
Country Security  Total . . Total
government Fund Pocket insurance private
Bulgaria 17.57 38.11 55.69 42.88 0.46 0.97 4431 0.00
Hungary 10.69 54.08 64.77 26.16 2.47 6.60 35.23 0.00
Lithuania 11.97 60.93 72.90 26.40 0.65 0.06 27.10 0.00
Poland 9.89 61.79 71.68 22.07 0.67 505 27.79 0.53
Romania 16.15 64.20 80.35 19.21 0.00 0.36 19.57 0.08
Ukraine 56.63 0.00 56.63 40.50 0.88 1.99 4337 0.00

1.3.3. Patient payment arrangements in the six CEE countries

The Bulgarian health care system (see Georgieva et al., 2007, Pavlova et al, 2000, Atanasova
et al, 2011) started a transition from the Soviet model of centralized health care provision in
1990. Health care facilities were transferred to local and municipal authorities and many of
them were privatized. Nowadays, GPs are paid through a capitation system, outpatient
specialists through a fee-for-service system, and hospitals are financed according to clinical
pathways with the target to establish a DRG system (Atanasova et al, 2011). A National
Health Insurance Fund with 28 decentralized regional departments was established in 2000.
The funds are collected via payroll contributions which are 8% of the monthly wage divided

in a 60:40 ratio between employer and employee. Health care for low-income and socially
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disadvantaged people is covered by the state and local budgets. Social health insurance covers
a basic package, which is periodically reduced due to the lack of sufficient resources
(Atanasova et al, 2011). There is concern about the high share of uninsured people consisting
mostly of low-income individuals and the Roma population (Rechel & McKee, 2009). The
services outside the package require either additional insurance or direct payments. The use of
services without a referral requires a full compensation from the patients. In 2000, with the
purpose to contain resources and due to the introduction of social health insurance, several
measures were introduced, among which were quotas for specialists’ referrals and the
introduction of the co-payments. Patients pay 1% of the minimum monthly salary (around
€ 1.2 at present) for an outpatient visit and 2% (around € 2.4) for a day of hospitalization.
However, a broad list is in effect exempting many categories of Bulgarians, i.e. unemployed,
children, people with special illnesses, disabled, veterans, imprisoned, low-income people,
and medical personnel from paying these charges. Informal payments are also widely spread
in Bulgaria amounting to about 3.6% of public health expenditure (Atanasova et al, 2011; van
Mosseveld et al., 2008) which is about 2% of total health care expenditure. Patients pay
informally to reduce waiting time, for direct referral to specialists, and for services of better

quality.

Hungary started a transition from the tax-financed system to social health insurance
(Bismarck model) in 1989. Still, most of the health care facilities are owned by municipalities
or the state (Baji et al., 2012b). Family doctor services are paid through capitation, outpatient
specialist care is paid through a fee-for-service point system, acute inpatient services is paid
through a payment system based on diagnosis-related groups (DRGs) and chronic care
through per diem rates (Gaél et al., 2011). The National Health Insurance Fund covers the
recurrent cost of services, while capital expenditure through local and central government
funds (Baji et al., 2012b). The coverage of the population should be comprehensive; however,
the insurance status of around 4% of the population is not clear. Instead of a basic package,
positive and negative lists are used, with the former being non-exhaustive, but rather broad. A
considerable share of out-of-pocket expenditure is attributed to co-payments and co-insurance
for pharmaceuticals, but also to widely spread informal payments (Gaal et al., 2011). Patients
are obliged to co-pay for pharmaceuticals, medical aids, prostheses, balneotherapy and
medical recreation, dental care, long-term chronic care, hospital services; but also cost-
sharing is required in case of a visit to a specialist without referral or if patients choose other

providers than they were referred to or other services than they were prescribed. In 2006-
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2007, flat co-payments for outpatient visits and a per diem rate for inpatient care were
introduced which allowed collecting an additional 0.7% of total health expenditure in 2007
(Gaadl et al., 2011). But due to fierce political debates, these co-payments were abolished at a
national referendum (Baji et al., 2011). Informal payments in Hungary are tolerated by the
general public and authorities and according to different estimates they may constitute from
1.5 to 4.6% of total health expenditure (€ 64.8M — € 203.6M in 2001) (Gaal et al., 2006).

Lithuania has started a transition of the health care system in 1996 and a Statutory Health
Insurance Fund was introduced a year later (see Murauskiene et al., 2013; Murauskiene et al.,
2012). The Health Insurance Fund at the beginning was co-financed from payroll
contributions and transfers from the government with the latter being the major source of
funding. However, gradually the Health Insurance Fund gained stability, though its deficit is
still financed from the state budget. Co-payments are charged for pharmaceuticals, sanatoria
stay, and dental services. For outpatient and inpatient services, the option of co-payments was
discussed but never introduced. The national legislation declares free of charge health care in
the public facilities to all citizens, though a small negative list of services which are fully
charged is established (Murauskiene et al., 2010). On the other hand, the regulations are very
controversial and public facilities often charge patients for the services outside the negative
list and there is debate whether these charges are legal or illegal. These user charges may be
considered as quasi-formal and represent a substantial share of health expenditure in
Lithuania (Murauskiene et al., 2012). Informal payments also exist in Lithuania. However,

estimates of their scope are lacking.

The Polish health system (see Sagan et al., 2011) also started an early transition in 1989 from
the centralized system funded through general taxation to a system with prevailing social
health insurance. The two Health insurance funds, general and agricultural, pool the funds and
transfer them to the central National Health Fund, who is the principal payer in the system.
Primary care providers are paid based on a capitation principle and inpatient care is paid
based on DRGs. The system stimulates competition between providers at the regional level
for contracts with local branches of the National Insurance Fund. Social health insurance
covers about 98% of the population and the benefit package (positive list) is very
comprehensive, at least on paper (Golinowska and Tambor, 2012). The contributions are
collected via a payroll tax paid by the employee entirely. Cost-sharing is only applied to
medicines, medical products, auxiliary medical devices, heath resort treatments, and certain

dental services. Informal payments were widespread in the Polish health system at the
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beginning of the transition (Lewis, 2002) but were substantially reduced by the anticorruption
measures implemented in 2005 and are now less spread in comparison to other CEE countries
(Stepurko et al., 2011; Golinowska, 2010). Informal payments are primarily done in public
hospitals, though are present in outpatient services as well. In 2009, they were estimated to
account for around 1.5% of the out-of-pocket payments or 0.33% of the total health

expenditure (Sagan et al., 2011; Golinowska, 2010).

The transition in Romania started in 1989 and in 1998 social health insurance was introduced
(see Vladescu et al., 2008). The National Insurance Fund has 42 District Funds and the
process of collection and contracting local providers is decentralized. Employees pay 6.5% in
payroll tax, and the employer pays another 7%. The basic benefit package includes health care
services, medicines, and medical devices. Patients have a free provider choice. Patients are
entitled to co-payments for some pharmaceuticals (10% and 50% groups) and medical goods.
Reference pricing is implemented and, thus, patients cover the cost of drugs over the
reference price. In 2004, co-payments for pharmaceuticals were reduced and the list of fully
reimbursed drugs was substantially extended. As mentioned earlier, there were also debates
about the introduction of co-payments for health care services and inpatient admissions. The
latter were recently implemented (Lever, 2013). Informal payments in Romania are a cultural
issue. According to the World Bank (Belli, 2003), they account to over 40% of out-of-pocket
payments, or about 7-8% of the total health expenditure.

The Ukrainian health care system has never gone through a transition and remains practically
unchanged from the Soviet times (see Gryga et al.,, 2010; Lekhan et al., 2010a). Thus, it
proclaims free-of-charge medical care for every citizen in public and communal facilities.
Most of the facilities stay publicly or communally owned and are financed from the state and
local budgets on a strict line-item budget principle. This is an input-based financing system,
highly centralized and bureaucratic, with no sensitiveness to the real needs of the population.
Private sector as well as private insurance are underdeveloped and cover less than 2% of the
population mainly from high-income groups. Officially, public sector facilities may not
charge patients except for a limited list of auxiliary and paramedical services. However,
“charitable donations” are often required. The practice of informal payments to medical staff
(under-the-table payments, bribes, gratitude) is widespread. Practically all pharmaceuticals
and consumables are purchased out-of-pocket by patients. Informal payments are especially
high in inpatient care. By WHO estimates, informal payments accounted for 8 to 10% of total
health expenditure in 2003-2005 (Gotsadze et al., 2006). However, the true number might be
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higher as facilities often require formal charges for better services, which is illegal in

principle, but tolerated by the authorities.

Thus, official patient payments have had different levels of success in European countries. In
CEE countries they are a relatively new and uncommon phenomenon. In the six countries that
are included in this study, the experience with official charges for outpatient health care
services has been limited. That is the official charges existed very shortly in Hungary and
Romania (since 2013), level of charges did not vary substantially in Bulgaria, and they were
never implemented in Lithuania, Poland, and Ukraine. Instead, facilities find their way to
charge quasi-formal payments which are especially substantial in Lithuania, Romania and
Ukraine. Informal payments are most widespread in Ukraine and Romania, to a lesser extent
in Lithuania and Hungary, and in Bulgaria and Poland least of all (Stepurko et al., 2013).
Thus, patients in these countries are familiar with patient charges for physician services,
though evidence on the effects of such charges is absent due to mostly limited experience with

them.

1.4 Aims and objectives of the dissertation

The research presented in this dissertation is motivated by the lack of evidence on the
potential consumption effects of patient payments for physician services in CEE countries (as
outlined above). Given the absence of data on actual behavior under different payment
regimes in these countries, this dissertation adopts the SP approach. The application of SP to
payment policy assessment is rarely reported in the literature and this dissertation tackles the
methodology concerns regarding this application. Thus, the dissertation has both methodology

and application aspects.

1.4.1. Aim

The overall aim of this dissertation is to apply stated preferences techniques to study the
willingness to pay for physician services in six Central and Eastern European countries
(Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine), and to analyze to what extent

WTP estimates can be used in the assessment of patient charges for physician services.
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1.4.2. Objectives

To address the main aim of this dissertation, the following objectives are defined:

1. To investigate aspects of the value added of physician services by determining the
marginal willingness to pay for service quality and access characteristics using a
discrete choice experiment technique.

2. To study the socio-economic and demographic drivers of the willingness to pay and
level of the willingness to pay for physician services using a contingent valuation
technique.

3. To compare the willingness to pay estimates from the two main stated preference
techniques, i.e. discrete choice experiment and contingent valuation, in terms of their
consistency.

4. To use the stated willingness to pay values to define the potential demand pools at
different levels of patient charges for physician services.

5. To assess the possible overestimation of the willingness to pay by respondents using
calibration techniques.

6. To compare willingness to pay estimates with service cost and actual payments.

7. To discuss the implications of the willingness to pay estimates for determining feasible
levels of patient charges for physician services and for the overall assessment of

patient payment policies.

1.4.3. General methodology

The analyses in this dissertation are based on two datasets with a similar structure: a small-
scale but representative survey from Ukraine, and a large-scale representative survey from six
CEE countries, namely Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine. The
objectives 1 through 3 are dealt with in chapters 2 through 4 respectively, and the analyses are
based on the data from the small scale survey in Ukraine. The fourth and fifth objectives are
the main research questions in chapters 5 and 6 of this dissertation respectively. To tackle
these objectives at a cross-country level, we use the WTP estimates from the CV tasks in a
large-scale survey held in the six CEE countries.

The first dataset, the small-scale survey in Ukraine, was held in December 2009, and contains
responses from 303 respondents, representative of the adult Ukrainian population. The
questionnaire contains information on SP for outpatient physician services, but also about the

past utilization of these services, characteristics of the respondents and their households. A
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multi-stage area probability sampling strategy is used with 110 settlements as primary units
and 270 voting precincts as secondary units. For logistic reasons, the data collection was
performed within a larger household survey. A waiver from a full ethical review was obtained
prior to the survey. A more detailed report on the sampling and data collection issues may be

found in the Appendix A.

The second dataset contains information from the survey from six CEE countries, around
1000 respondents representing the adult population in each country, 6052 respondents in total.
It was held in July-August 2010. This survey contains questions similar to the small-scale
survey, as well as additional questions, which are not analyzed in this dissertation. No ethical
approval is needed in the six studied countries for such type of study. A more detailed report
on the sampling and data collection issues may be found in the Appendix B.

1.5 Outline of the dissertation

The dissertation is divided into seven chapters (including this first introductory chapter),
gradually addressing the objectives set in this chapter. The outline and summary of each

chapter is presented below.

Chapter 2 provides evidence on the preferences of Ukrainian consumers for health care
improvements, which can help to design reforms that reflect societal priorities. In particular,
chapter 2 aims to elicit and to place monetary values on public preferences for outpatient
physician services in Ukraine. The DCE data from a small-scale survey from Ukraine are
analyzed using a random effect logit model with interactions. Respondents passed 16 choice
tasks between two physician profiles represented through seven quality and access
characteristics (specialization of a physician, state of the medical equipment, maintenance of
the office, attitude of the medical staff, travel time, waiting time, and formal vs informal type
of payment), and a cost attribute. The marginal WTP for quality and access improvements is

assessed.

In Chapter 3 we analyze the potential and feasibility of official patient charges for public
health care services in Ukraine by studying the patterns of fee acceptability, ability and WTP
for public health care across population groups. We use CV data collected in the small-scale
survey in Ukraine. The respondents were asked to value four profiles of a physician by stating

their maximum WTP for a visit to such physician. The profiles varied so that two separate
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effects could be estimated: specialization of a physician, and the joint effect of improvement
in the state of the medical equipment, maintenance, and waiting time. First the payment cards
were presented, followed by an open-ended question about the exact amount. If a respondent
reported being unwilling to pay a reason was elicited. Three decision points were separated:
objection to pay, inability to pay, and level of positive non-zero WTP. These decisions were
studied for relations with quality profiles of the services, and socio-demographic
characteristics of the respondents and their households.

As explained above as well as in Chapter 4, DCE and CV are often applied to value health
care benefits. However, whether the two techniques yield converging WTP estimates is not
studied well. Thus, chapter 4 aims to compare at a disaggregated level the WTP estimates for
physician services obtained from a DCE and from a CV study applied in the small-scale
survey in Ukraine (the two studies presented in chapter 2 and 3). We study the consistency
between the estimates and whether there are systematic differences between the two types of

estimates.

As outlined above and in Chapter 5, patient charges for health care services are implemented
in high-income countries to reduce unnecessary service use. However, evidence on their
potential effects in Central and Eastern Europe is lacking. Thus, in chapter 5, we provide
evidence on the potential impact of patient charges on the consumption of specialized
physician services in the six CEE countries included in this dissertation: Bulgaria, Hungary,
Lithuania, Poland, Romania, and Ukraine. We apply a semi-parametric survival analysis to
the stated WATP in order to identify potential demand pools, i.e. shares of population willing
and able to pay a certain fee in case they need a service, and we also calculate price, income
and age semi-elasticities. Data are collected through national surveys held in 2010 among

representative samples of about 1000 respondents in each country.

Chapter 6 is devoted to the assessment of proper levels of WATP for specialized physician
services which accounts for possible hypothetical bias. The analysis is based on the same data
as in Chapter 5, i.e. CV data from six CEE countries: Bulgaria, Hungary, Lithuania, Poland,
Romania, and Ukraine. The WATP level is modeled with a stochastic frontier regression.
Two possible bias directions are tested: over- (positive inefficiency term) and understatement
(negative inefficiency term). The WATP level is then calibrated based on individual
predictions of the inefficiency scores. The raw and calibrated WATP levels are compared to
actual expenditure by annual predictions for expenditure if respondents were actually paying

amounts equal to their WATP.
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Chapter 7 presents the discussion of the key findings outlined in previous chapters and
relates them to the objectives of the dissertation. We discuss the main methodological
implications for the application of SP to valuing health benefits, especially in terms of
deriving policy recommendations. Policy implications relating to future patient payment

policies in Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine are also discussed.
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Chapter 2

Abstract

Background: Structural, organizational, and financial reforms of the health care system are
major questions on the policy agenda of the Ukrainian government today. Therefore, it is
important to know the social preferences regarding health care provision, in order to design

reforms that reflect societal priorities.

Objective: To elicit and to place a monetary value on the public preferences for outpatient
physician services in Ukraine.

Methods: a DCE technique is applied to a sample of 303 respondents, planned as being
representative of the Ukrainian population but containing a slight over-presentation of certain
age-gender groups. Each respondent answered 16 binary choice questions. Out of four
empirical models estimated the one with best statistical fit, the mixed effect logit with
interaction terms, was chosen for interpretation. The importance of the quality and access

attributes was assessed by calculating the marginal WTP.

Results: At the sample level, no preference is found for paying formally or informally,
neither for visiting GP or medical specialist. However, people with a higher education
demonstrate a preference for visiting a medical specialist, while disabled people prefer a GP.
The preference for paying formally is rather strong for people with a medical background.
The most important quality factor is the attitude of medical staff followed by the state of
medical equipment, maintenance of the physician’s office, travelling and waiting time.

Marginal WTP for each of these factors is rather high.

Conclusions: In investment decisions, priority should be given to interpersonal aspects of
outpatient care, followed by clinical quality. Social quality and access are important as well,
but their improvement brings fewer social gains. Measures should be taken to formalize the

informal payment channels and to strengthen the gate-keeping role of primary care.
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2.1 Introduction

The reform of the health care system is a major question on the policy agenda of the
Ukrainian government. Low service quality, unsustainable budget financing (Vynogradov,
2007; Karamyshev et al., 2006), informal patient payments (Balabanova et al., 2004; Lekhan
et al., 2004; Litvak et al., 2001), and an underdeveloped primary care system (Barmina, 2009)
are some of the most pressing problems in the Ukrainian health care sector. Nevertheless,
since obtaining independence in 1991 (after the collapse of the Soviet Union), all attempts of
health care reforms have failed. So far, the efforts to introduce social health insurance and
formal patient payment schemes have been rejected in the Parliament due to a lack of political
will under the pretext of a violation of the Constitution of Ukraine (Ukraina, 1996, pt. 2, art.
XLIX), which guarantees ‘free-of-charge’ medical care to every citizen. Thus, an adequate
market mechanism in the Ukrainian health care sector is still absent. The introduction of
general practitioners in the primary care in 2006 was imposed offhandedly by means of a
short training of questionable quality for medical specialists. Still, the number of general

practitioners is insufficient.

To cope with the health care problems however, substantial organizational, structural and
financial reforms in the health care sector are required. The current comprehensive medical
reform was planned to be implemented in 2011-2014 and is piloted in four large regions of
Ukraine (Committee on Economic Reforms, 2010; MOH, 2010; Law of Ukraine, 2011).
Briefly, it implies a clear division of the levels of care (primary, secondary, tertiary, and
emergency), strengthening primary care networks, and a reorganization of health care
facilities in accordance with the needs of the population. Health care needs, however, will
continue to be defined by the local health authorities. There is also the intention to separate
payers and providers by transferring ownership of facilities from the state to the communal
level and setting a fixed amount for reimbursement through an annual contract between

providers and local health authorities.

Thus, despite the fact that the obsolete centralized mechanisms of health care planning and
funding will be retained, there is a clear intention to reorganize health care provision so that it
is better able to meet public needs. Moreover, a system of quality indicators is to be
introduced in the process of the facility performance assessment which provides an
opportunity to introduce clinical indicators together with public preferences and satisfaction.

From this perspective, it is important to know the social preferences for improvements in
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health care provision, in order to design reforms that respond best to these societal priorities.
The task of eliciting public preferences and placing a monetary value on them is especially
valuable in a context of limited public budgets (Ryan, 2004c; Telser and Zweifel, 2002). The
literature, however, does not offer any evidence on public preferences for health care services

in Ukraine.

The aim of this chapter is to contribute to the policy discussions on health care reforms in
Ukraine by providing evidence on the preferences of health care consumers. In particular, we
aim to elicit public preferences for outpatient physician services (including primary care
providers and medical specialists) and to estimate the relative monetary value that consumers
place on quality and access improvements of these services. An additional contribution of the
study is that we analyze preferences for paying formally or informally and for a first contact

with a general practitioner or medical specialist.

We use data from a small-scale household survey among a representative sample of the
population carried out in 2009 in Ukraine (see Appendix A for sampling details). In one part
of the survey, respondents were presented with hypothetical physicians’ profiles (close to
‘real-life’ profiles) and were asked to make choices among these profiles given a hypothetical
scenario about the symptoms they experience. Thus, we apply a SP method known as DCE.
Although the method is still being developed, it is firmly rooted in decision theory (Zweifel et
al., 2006), which allows for a meaningful interpretation of the results.

2.2 Research background

In the absence of an adequate market mechanism, which is the case with physician services in
Ukraine and other countries (Louviere and Lancsar, 2009), SP methods are needed to elicit
public or patient preferences for a good or service. As discussed in Chapter 1, SP techniques
allow modeling hypothetical behavior in other than the existing institutional context (Brau
and Bruni, 2008). This is an advantage for the evaluation of the potential for health care
reforms. Although most of the previous studies on preferences for physician services are
based on RP techniques (Skriabikova et al., 2010), some recent studies use a SP approach,
namely self-explicated attribute rating or ranking (e.g. Pavlova et al., 2003), rating or ranking
conjoint analysis (e.g. Pavlova et al., 2004), CV methods (e.g. Mataria et al., 2007), or the
DCE method (e.g. Cheraghi-Sohi et al., 2008; Hjelmgren and Anell, 2007; Neuman and

Neuman, 2008; Vick and Scott, 1998). A review of current applications of SP techniques in
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health care is provided in section 1.2. There we also discuss their advantages and limitations.
In this chapter, we apply the DCE method because it is specifically designed to estimate
trade-offs between service characteristics (incl. ‘non-marketed” or ‘non-traded’
characteristics) (Hanley et al., 2003; Louviere and Lancsar, 2009; Telser and Zweifel, 2007),
which is its distinctive strength when compared to other SP approaches. From a health policy
perspective, the analysis of trade-offs is important because it could help to ration health care
resources and set priorities for health care service improvements, in this case the improvement

of physicians services in Ukraine.

An important contribution of this study is the investigation of the effect of informal patient
payments on consumer choice, which has not been addressed so far for any type of care,
including physician services (see Skriabikova et al., 2010). Informal payments for health care
services are reported in many countries around the world (for a review see Stepurko et al.,
2010). As discussed in Chapter 1, informal payments are widely spread in the Ukrainian
health care system and represent a substantial share of total health expenditure (Balabanova et
al., 2004; Gotsadze, 2006; Lekhan et al., 2004; Litvak et al., 2001). The existence of informal
patient payments negatively affects the efficiency and equity of health care provision (Ensor,
2004; Lewis, 2002; Szende and Cuyler, 2006; Thompson and Witter, 2000). Therefore, the
mechanisms for dealing with these payments are an important policy challenge. There is a
concern that the introduction of formal patient payments will not eradicate informal ones, and
could result in a double financial burden on patients (Baschieri and Falkingham, 2006; Ensor
and Savelyeva, 1998; Lewis, 2000). Information on whether health care consumers accept
informal payments could yield relevant policy solutions. Therefore, our article highlights how
Ukrainian consumers value the trade-off between formal and informal patient payments if the

former were introduced.

Strengthening the gate-keeping role of primary care is a crucial question in the health care
reforms in Ukraine because this role is believed to have positive effects in terms of cost-
containment (Gonzélez, 2010) and efficient resource allocation (Zielinski et al., 2008), though
the current literature contains ambiguous evidence on this (e.g. Brekke et al., 2007; Escarce et
al., 2001; Ferris et al., 2001; Linden et al., 2003). In the context of outpatient care in Ukraine,
there are various types of physicians that act as general practitioners, namely district
physicians, district therapeutists, and family physicians. In Ukraine, it is also possible to have
direct access to a medical specialist. There is empirical evidence that strict gate-keeping that

prevents direct access might lead to lower patient satisfaction, especially when there is
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distrust and little confidence in the knowledge and skills of primary care physicians (Kerr et
al., 1999; Grumbach et al., 1999). Direct access to a medical specialist might be especially
desirable for people with a chronic illness (Rogers et al., 2004). At the same time, services of
general practitioners are often characterized by better continuity and comprehensiveness of
care (Starfield, 1992), compared to medical specialists. This is because the general
practitioner follows the patient through various health problems and has more complete
information on the general health status of the patient. Thus, some groups of patients might
prefer consulting a general practitioner first before visiting a specialist (Rogers et al., 2004;
Grumbach et al., 1999). Therefore, in this study, we also keep the focus on the public
preferences towards the general practitioner or direct referral to a medical specialist at the

initial contact.

Although the literature contains a wide range of studies on public preferences for health care
services, studies focused on the analysis of preferences especially for physician services using
a DCE method, are rare. We identified four DCE studies focused on physician services held in
four different settings (Cheraghi-Sohi et al., 2008; Hjelmgren and Anell, 2007; Neuman and
Neuman, 2008; Vick and Scott, 1998). In three of these studies, a distinction is made between
interpersonal aspects and quality aspects of care (Cheraghi-Sohi et al., 2008; Neuman and
Neuman, 2008; Vick and Scott, 1998). However, conclusions about the prioritization differ.
Hjelmgren and Anell (2007) added the attributes of consumer’s choice and control over the
care received, and found these attributes to be the most important for patients. Recent
literature reviews (including reviews of studies that do not use the DCE method) offer
numerous attributes of physician services that might impact patients’ priorities (for a
systematic review see Cheraghi-Sohi et al., 2006; Wensing et al., 1998). Again, authors
mostly stress the distinction and trade-off between technical and interpersonal aspects of
quality of care. Although, there is no conclusive evidence on which aspect is more important

to the patients, we use these studies to set up our DCE.

2.3 Methods

As explained in Chapter 1, the DCE method is increasingly used in health service research
and there is a growing body of literature on the methodology of DCE (for an overview see e.g.
Lancsar and Louviere, 2008; Mele, 2008; Ryan, 1999; Ryan and Farrar, 2000). The design of
a DCE study follows several basic steps explained in section 1.2, which we specify below.
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2.3.1. Selection of attributes and attribute levels

Despite the numerous relevant attributes (described in the previous section), the number of
attributes and attribute levels in a DCE study should be kept at a minimum to allow for a
manageable number of profiles. Even though there are methods for drawing a meaningful
sub-set of profiles for DCE and still obtaining relevant results (see Street et al., 2005), the
number of profiles that should be included, increases considerably with every attribute or
attribute level added. In our DCE the physician profiles were described through eight quality,

access, and price attributes. The attributes and their levels are presented in Table 2.1.

‘Physician’s specialization’ refers to a general practitioner or a medical specialist. We assume
that this attribute represents not only the provider’s knowledge and skills but also other
aspects of clinical performance that are not captured by the other attributes, such as
continuity, comprehensiveness and appropriateness of care. This attribute was preferred to
other indicators of clinical quality or treatment success for several reasons. In SP studies, real
life choices should be mimicked to obtain valid estimates. As outlined in section 1.2, health
care consumers practically never deal with such kind of information in real life, while the
outcomes of these services are rather complex and can hardly be captured by a single
attribute. The pre-test of the DCE questionnaire also confirmed that respondents are confused
with the indicators of treatment success. Moreover, the inclusion of ‘physician’s
specialization’ attribute into DCE allows exploring if a specific preference for bypassing
primary contact with a GP exists in Ukraine which is of high policy relevance (see section
2.2).

The next quality-related attribute “state of medical equipment’ reflects the technology aspects
of clinical quality irrespectively of physicians’ abilities and skills. We assume that this is a
multi-aspect characteristic that indicates jointly the effectiveness and promptness of the
treatment, as well as comfort to the patient and physician. Although the probability of success
of treatment could be another relevant indicator of clinical quality, we do not include this
attribute because: (1) it depends on both physicians’ abilities and technological aspects of
care, and thus, it does not allow studying their separate effects, (2) our pre-tests showed that
such information is not readily available to health care consumers in Eastern European
countries, such as Ukraine, and they are not used in decisions and (3) some individuals may

have difficulties in understanding its meaning.
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Table 2.1 Attributes of physician services and their levels in DCE

Attributes Basic Alternative profiles from orthogonal array
Levels of attributes ~ profile 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

Physician’s specialization

1 = Medical specialist 0 0 1 o011 00111 0 1 01 1 0 O
0 = General practitioner

State of the medical equipment

1 = Modern o o0 1 01 00110 0 110 0 1 1
0 = Outdated

Maintenance of the office

1 = Renovated o o0 1 1 0 0 O 11 1 1 1 001 0 0 1
0 = Old-looking

Attitude of medical staff

1 = Polite 1 o0 1 o011 101 1 110 0 0 O
0 = Arrogant

Travel time to the office

60 min 15 15 15 15 60 60 60 15 60 60 60 15 15 15 15 60 60
15 min

Waiting time in front of the

Ogiﬁin 45 10 10 45 10 10 45 45 45 45 10 45 10 10 45 45 10
10 min

Size of patient payment ?
100 UAH

60 UAH

20 UAH

Form of patient payment
1 =Formal o o0 o0 11190100 1 1 00 1 0 1
0 = Informal

20 20 100 20 20 20 60 20 20 20 100 60 20 60 100 100 60

& Average daily exchange rate during the period of data collection is 11.5424 UAH / €

In addition to clinical quality, we also include the social quality of physician services, which
is not directly related to treatment outcomes but might affect consumer choices. This is done
by including the attribute ‘maintenance of the physician’s office’, which reflects the state of

the facility.

The three access-related aspects, namely psychological, spatial and temporal access, are
represented by three distinctive attributes that are independent of each other, namely *attitude
of medical staff’, ‘traveling time’ and ‘waiting time’ respectively. The attribute ‘attitude of
medical staff’ also indicates the interpersonal aspects of care, as well as the possibility to

receive personal attention during the treatment.

In addition to quality and access, we introduce a third dimension relevant to the consumer
choice of a physician, namely the price of service. For this purpose, we include ‘size of
patient payment’ as an attribute in our DCE. As discussed at the outset of our article, we also

investigate preferences for paying formally or informally and, therefore, we introduce a
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separate attribute ‘form of payment’ with two levels: formal and informal. The form of

payment and the size of payment represent the price dimension in our DCE study.

All attributes, except the size of patient payment, have two levels. The size of patient payment
is represented by three levels because during the pre-test these levels were found to be
meaningful for respondents. We choose quantitative attribute levels for travelling and waiting
time, and for the size of patient payments. The other attributes, are represented by two
qualitative attribute levels representing mutually exclusive contrasting end-states.

2.3.2. Specification of the DCE design

In order to reduce the number of profiles (i.e. the full factorial of attribute levels is 384) to a
manageable number, an orthogonal main-effect fractional factorial design was drawn
(Orthoplan, SPSS software), which resulted in 16 scenarios. Orthogonal main-effect fractional
factorial designs provide the minimal number of profiles still allowing estimation of the main
effects under the assumption that interactions between attributes are absent or negligible. The
design was checked for overlap, orthogonality and level balance (for definitions see Huber
and Zwerina, 1996).

Due to the fact that the price attribute has 3 levels while all the other attributes have only 2,
the level balance was not fully reached. The 16 profiles from the orthogonal design were
matched to one fixed profile, different from those 16 profiles that represented a realistic
profile for Ukraine. In this way the differences in profiles for each choice task still represent
an orthogonal array. Obviously dominant choices were not excluded in order to maintain
factor orthogonality. Thus, the respondents were presented with 16 choice tasks each
containing the fixed profile and one alternative profile from the orthogonal design.

2.3.3. The preference elicitation

An example choice task is presented in Appendix C. Following the framework used by Vick
and Scott (1998), the choice tasks are preceded by a scenario, where a respondent is asked to
imagine that he/she experiences major or severe health symptoms. Major or severe symptoms
were defined as unfamiliar symptoms, that make a person concerned whether they would pass
by themselves or enhance over time, that may cause discomfort or pain up to severe pain, and
may prevent a person from everyday activities. Such a scenario was invented due to the fact
that during the pre-test, respondents required specification of the health problem to be able to

make a choice. At the same time, during the pre-test, respondents stated that having some
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minor symptoms would not be a reason for them to visit a physician and the choice tasks

would not be meaningful to them.

Therefore, the current study is limited to cases where patients experience symptoms that can
be described as major symptoms of an unfamiliar health problem (see Appendix C). The
scenario implies that the symptoms are severe enough to force the patient to consult with a
physician (i.e. the patient has already decided to visit a physician). Since the health problem
described in the scenario is unfamiliar to the patient, he/she has no clear indication of which
medical specialist is needed. Thus, visiting a general practitioner would be a rational option.
Also, we have chosen for unfamiliar symptoms rather than a specific disease known to the
respondent, because we aim to provide evidence for the improvement of physician services in
Ukraine in general, and not for the improvement of physician services used by a specific
group of patients. The pre-test indicated that the scenario is well understood and imaginable
for the respondents. However, if the focus is on physician services provided to a specific

group of patients, more concrete symptoms and diseases should be presented in the scenario.

2.3.4. Data collection procedure

At the development stage, the questionnaire was pre-tested on 55 respondents (a convenience
sample). Data were collected in December 2009. Due to logistic reasons, the data collection
was performed within a larger household survey carried out by the subcontractor (Kiev
International Institute of Sociology). Therefore, we have no information about the non-
response rate and, consequently, about the characteristics of non-respondents. For the
sampling details, see Appendix A. The sample in our study included 303 respondents who
agreed to participate in face-to-face structured interviews conducted by professional

interviewers.

The sample was based on a three-stage random sampling procedure. First, 110 primary
sampling units were randomly selected from the Ukrainian settlements (villages, towns, cities)
with a probability proportional to the size of the settlement. Second, within those primary
units, 207 voting precincts were randomly selected proportionally to the number of dwellings
in the primary units. The voting precincts selected for the study comprised the secondary
sampling units. Third, within each secondary sampling unit, 1-2 respondents were selected
following a three-step procedure: 1) randomly selecting one dwelling; 2) listing and sorting all

50



Preferences for physician services in Ukraine

adults in this and consecutive dwellings by dwelling number, gender, and age®; 3) in case of 1
respondent per secondary sampling unit, recruiting the 3 adult in the sorting list, whilst in
case of 2 interviews per secondary sampling unit, recruiting the 3 and 6™ adults in the list.
The sample was intended to be representative for the adult population of Ukraine (aged 18

and older).

The questionnaire also included questions about socio-demographic characteristics such as
age, gender, education, place of residence, current activities, health status, marital status,
medical insurance, household income and composition. According to findings of Neuman and
Neuman (2008), it was assumed that medical workers or people with medical education might
express significantly different preferences due to their knowledge, background or professional
belonging. Therefore, data on medical education were also collected to be able to test for the

relevance of this characteristic.

2.3.5. Statistical analysis

A logistic regression was applied to analyze the choice of a physician. The underlying linear

predictor of a choice was expressed as a function of the difference in utility (AU *) that is

expected to be obtained by a respondent i when choosing physician B (alternative profile)
over physician A (basic profile). This difference was expected to depend on differences in

characteristics between physicians in a choice task (AX jB‘A) and the interactions of these

attribute differences with socio-demographic characteristics (S, ).

J

AUSA =D BAXT A+ 7 AXPAS )
jn
The regression was tested for inclusion of random parameters and random intercept — both

with a Gausian distribution. The model with the best statistical fit was used for further

analysis.

The regression estimates were used to calculate the benefit (in monetary terms) gained by
society with improvements of the characteristics, also called the “implicit price” or “part
worth” of an attribute in monetary terms (Hanley et al., 2003; Lancsar et al., 2007; Ryan et al.,

2001a), or marginal WTP for a marginal variation in an attribute. It was calculated as the

! Before selecting ‘potential respondents’, an interviewer enumerated and listed adult household members (i.e.,
18 and older) living in a consecutive run of apartments (i.e., from lower to higher appartment numbers) until he
or she had a list of occupants sorted by appartment, gender, and age.
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marginal rate of substitution between improvement in the attribute and the increase in price
which holds the utility level unchanged. In models with main effects only, this equation
reduces to the ratio of the coefficient of a non-price attribute £, to the coefficient of the price
attribute fp. However, as discussed by Lancsar et al. (2007), inclusion of interactions will also
imply the presence of socio-demographic characteristics S, that had significant interactions y

with attributes under consideration in the partial derivatives. This was expressed as:

B+ Z 71nSh
OAX OAU /8AX
MWTP = ——1 __oadjemx, L ?)

8P |y OAUJAP B+ yps,
n

For marginal WTP calculations we held socio-demographic characteristics at their average
sample level. Marginal WTP calculations should not be used as a presentation of potential
fare levels, but only represent potential relative benefit gains/losses at the societal level.

2.4 Results

The descriptive statistics of socio-demographic characteristics that were included in the
analysis are presented in Table A.1 in Appendix A. An overrepresentation of certain groups
occurs, namely women aged between 30 and 69 and men between 50 and 59. In general men
are underrepresented, especially in the age group between 60 and 69 years old. Also, the
sample contains a large proportion of people with low income. About 72% of the respondents
have a monthly income per person which is not higher than 1000 UAH (approximately € 85
per person at the survey time, with mean monthly income of approximately € 73 per person).
However, in DCE, socio-demographic features are included in the analysis through the
interactions and thus, overrepresentations are accounted for. It is also to be noted that 6.6% of
the respondents reported having a medical education (higher or secondary), even though not
all of these respondents might work in the health care sector. Nevertheless, this group is large
enough to include medical education as a variable in the analysis.

The results of the reduced regression model with the best fit are presented in Table 2.2. The
model was checked for inclusion of interactions by likelihood ratio tests, and for inclusion of
random intercept and random parameters by the Bayesian Information Criterion (BIC) (for a
definition see Schwarz, 1978). The mixed-effect (random parameter) logit model with

interaction terms shows the best fit for the data.
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Table 2.2 Results of DCE: reduced mixed effect logit model with significant® main effects and

interactions

Mean parameter estimate Random parameter

Effects variation
Coeff. (S.E.) Var (S.E)
Physician’s specialization
From GP to medical specialist n.s.

State of the medical equipment
From outdated to modern
Maintenance of the office
From old-looking to renovated
Attitude of medical staff

2.205*** (0.192)

0.672***(0.172)

0.886(0.172)

0.319(0.318)

From arrogant to polite 3.210*%**(0.230) 0.933(0.175)
Travel time to the office
1 min additional -0.025*** (0.003) 0.000(0.006)
Waiting time in front of the office
1 min additional -0.023***(0.004) 0.000(0.010)
Size of patient payment?
1UAH? -0.031***(0.003) 0.026(0.003)
Form of patient payment
From informal to formal n.s.
Constant term n.s. 0.910(0.118)
Physician’s specialization by:
younger than 20 1.236**(0.557)
assigned to any disability category -0.871*(0.476)
missed more than 14 days due to illness 0.620**(0.300)
high income: > 1000UAH per person 0.552*** (0.185)
residing in Kyiv 0.939**(0.412)
State of medical equipment by:
male -0.654*** (0.249)
no or primary education -0.608*(0.323)
poor or very poor health -0.830**(0.344)
residing in small cities and towns 0.885*** (0.326)

residing in Kyiv

-1.277%* (0.503)

Maintenance of the office by:

higher or doctoral education 0.600*** (0.229)
1 or 2 children in family 0.463*(0.239)
residing in rural areas 0.716***(0.218)
30-80% of family members do not work -0.681*** (0.233)

Attitude of medical staff by:
older than 60

1.137**(0.515)

no or primary education -0.825** (0.366)

poor or very poor health -0.660* (0.367)

residing in Kyiv -1.037**(0.514)

30-80% of family members do not work -0.583** (0.251)
Travel time to the office by:

missed more than 14 days due to illness 0.014**(0.007)
Waiting time in front of the office by:

not working 0.017**(0.007)

missed more than 14 days due to illness 0.026*** (0.009)

residing in middle cities -0.011*(0.006)
Size of patient payment by:

older than 60 -0.023**(0.009)

very good or perfect health 0.019**(0.008)

Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group;  (continued on the next page)

& Al presented factors are significant at p-value<0.1
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Table 2.2 (continued) Results of DCE: reduced mixed effect logit model with significant® main

effects and interactions

Mean parameter estimate Random parameter

Effects variation
Coeff. (S.E.) Var (S.E)
Form of payment by:
younger than 20 -1.107*(0.582)
no missed days due to illness 0.605*** (0.170)
high income: > 1000UAH per person -0.385** (0.189)
residing in rural areas -0.439**(0.214)
residing in small cities and towns -0.612**(0.269)
Model statistics
Number of observations 3189
Number of groups 220
Likelihood ratio test (chi2) 301.42***
Wald test (chi2) 436.97 ***
Log-likelihood -1440.99
AlIC 2967.99
BIC 3228.89
Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group

& All presented factors are significant at p-value<0.1

For all models, including the interim estimations that are not presented, the constant term is
highly insignificant, which indicates that respondents did not have any specific preference for
the profiles per se and made choices based on the levels of attributes presented in the profiles.
This is a positive fact because profiles in this study were designed so that they varied between

choices and covered all meaningful alternatives.

Six attributes signifying the ‘state of medical equipment’, ‘maintenance of a physician’s
office’, ‘treatment of medical staff’, ‘travel time’, ‘waiting time’ and ‘patient payment’ have
statistically significant main effects with theoretically valid directions of relations (the signs
of the coefficients). Attributes describing ‘physician’s specialization” and ‘type of payment’

have significant effects on the preferences in certain socio-demographic groups only.

Specialization of a physician does not significantly affect choices at the sample level.
However, belonging to any disability category shifts preferences towards general practitioner.
Capital residence and higher income are found to shift preferences towards medical specialist,
and these two characteristics are associated (odds ratio 4.27, SE 2.51). Hence, it can be
concluded that a higher socio-economic status represented by a higher income, and residence

in the capital Kyiv is associated with a preference for a medical specialist over a general
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practitioner. Also people younger than 20 and those who missed more than 14 days due to

illness in the past year are more likely to prefer a medical specialist.

The results indicate an overall significant preference (at the sample level) for modern
equipment and renovated premises. As for the group differences for the state of medical
equipment attribute it is observed that among men, people with no or primary education only,
poor and very poor health, and residing in capital this preference diminishes, while for people
residing in small cities or towns it increases. Well maintained premises is a more important
choice factor for people with higher or doctoral education, having 1 or 2 children in a
household, residing in rural areas, and it is less important for respondents from households

with 30-80% of members not working.

The attribute “attitude of medical staff’ being the most valued factor at the sample level, is of
higher importance to older people, and of less importance to low educated people, those with
poor or very poor health, residing in Kyiv, and living in households with 30-80% of members

not working.

The attributes ‘travel time’ and ‘waiting time’ have the expected negative coefficients. This
indicates that respondents prefer a shorter travel and waiting time. Regression coefficients
indicate that travel and waiting time are less important for people that missed many days due
to illness in the past year. People who are not working (but are not retired) value waiting time

less, while people residing in middle sized cities place more value on waiting time reduction.

Table 2.3 Marginal WTP for a total change in quality and access attributes

Attribute Total attribute change Marginal WTP,
UAH ? per visit

Physician’s specialization From GP to medical specialist 8.93

State of the medical equipment  From outdated to modern 57.43

Maintenance of the office From old-looking to modern 27.26

Attitude of the medical staff From arrogant to polite 86.68

Travel time to the office From 60 min to 15 min 3291

We}iting time in front of the From 45 min to 10 min 22.80

office

Form of payment From informal to formal 1.68

# Average daily exchange rate during the period of data collection is 11.5424 UAH / €
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The price attribute, i.e. ‘size of patient payment’ has a negative main effect as expected,
which means that patients prefer paying less to paying more. The model shows that elderly
people are even more sensitive to a price increase. On the other hand, people with good or

perfect health are less sensitive to the price attribute.

Though ‘form of payment’ did not demonstrate a significant impact as a main effect, its
effects appear significant in some groups. The preference for paying formally is found for
those who have no missing days due to illness in the past year. Groups that rather prefer
paying informally are younger people, the high income group, residing in rural areas and in

small cities or towns.

Table 2.3 represents the estimates of the marginal WTP for the total variation change in the
main attributes of the physician services calculated as the MRS. These values cannot be
considered as a notion of possible levels of patient payments, but they only show the
monetary value that Ukrainian consumers place on the quality and access attributes, namely

their change from the worst to the best state presented in choice tasks.

As indicated in Table 2.3, respondents place a value of 57.43 UAH for each visit to a
physician where modern medical equipment is available instead of outdated equipment. The
value of the change from fully old-looking to renovated premises is 27.26 UAH per visit. The
monetary value of the change in attitude of medical staff is the highest: 86.68 UAH per visit
to a physician. For travel and waiting time, the monetary value of a reduction of 45 minutes
travel time and 35 minutes waiting time is 32.91 UAH and 22.80 UAH per visit respectively.
Changes in physician’s specialization and form of payment have a very low overall monetary
value (8.93 UAH and 1.68 UAH respectively) as they appear to be significant predictors of
choice only in some groups, indicating the minor importance attached to these attributes by

respondents.

2.5 Discussion and conclusion

To make our DCE feasible, we limited the number of attributes and attribute levels. We
recognize that the inclusion of other attributes and more levels could provide further detail on
the preferences of Ukrainian consumers for physician services. Nevertheless, our results
provide information about the relative importance of the attributes in our study, which is still

relevant to policy-making. Our analysis is also limited to the scenario of major or severe
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symptoms that are unfamiliar to the patient. Therefore, our results may not hold for the case
of minor and familiar symptoms or a detailed specification of a health problem. However, the
impact of a certain health problem on preferences is beyond the scope of this article which
aims to study preferences in general. We also analyze only binary choices between two
profiles (fixed and alternative) without the possibility to opt out. Therefore, the WTP
estimates might be inflated. Including an opt-out alternative may give more valid estimates
because in reality patients may forgo visiting a physician despite the severe symptoms, e.g.
due to an unaffordable service price. Finally, there is a slight overrepresentation of certain age
and gender groups in our sample. However, the impact of these and other socio-demographic
factors was controlled by their inclusion in the models with interaction. A model with
interaction is used to present and discuss the main findings of the study.

2.5.1. Comparison of the findings with similar studies

Our results for the marginal WTP should not be interpreted as the actual amount of patient
fees but as a relative monetary value of a benefit. Unfortunately, there are no published results
from previous research on WTP for physician services in Ukraine. Thus, we can only
compare with the results of studies carried out in other countries. The comparison of the
magnitude of the economic values across studies from different countries due to contextual
differences can be done only in relative terms, i.e. in relation to average household income.
The most valued attribute in our study: the change in attitude from arrogant to polite, amounts
to 3.69% of the average household income (about 2347.32 UAH per household). This is,
however, slightly higher than, but comparable to other DCE studies from the UK (Cheraghi-
Sohi et al., 2008), Sweden (Hjelmgren and Anell, 2007) (for national statistics on income see
SCB Statistics Sweden, 2010), where the most important attributes are valued at 3% and 2.5%
of household income respectively. This implies that, first of all, the monetary benefit
estimates are plausible, and, secondly, that organizational reforms should take place as the
Ukrainian population highly values the proposed quality improvements.

The structure of preferences implied by our findings differs from the studies mentioned
above, which might be due to the different design of DCE, the attribute choice and
construction of attribute levels. Our results are, however, consistent with those from other
studies where the importance of interpersonal aspects of care (e.g. Vick and Scott, 1998;

Coulter, 2005; Leon, 2003) is shown. In the systematic literature review by Wensing et al.
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(1998), interpersonal aspects of care were ranked higher than technical aspects by the

percentage of studies reporting their importance.

It should be noted that the difference in preference structures in our study and in previous
research could be also due to contextual differences since these studies are carried out in
Western European countries, where health care systems and socio-economic context are
rather different than those in Ukraine. A study from Bulgaria (Pavlova et al., 2004) based on
rating conjoint method, analyzes a similar set of physician services attributes but without
interpersonal aspects. In general, the structure of preferences is similar to what is found in our
study: clinical quality represented by professional reputation and medical equipment is

followed by facility maintenance and time costs for the visit.

2.5.2. The preference for quality and access related attributes in Ukraine

Thus, among the quality and access characteristics which define the choice of the physician,
attitude of the staff is the most important to Ukrainian consumers. This is, however, a broader
concept which also includes the attention devoted to the patient, level of information, and
involvement in care. It is important to further operationalize and study preferences for these
different aspects of health care in Ukraine. The second most important attribute is the state of
medical equipment, which represents the clinical efficiency and safety of care in a scenario of
major or severe symptoms. Improvements in waiting and traveling time, as well as in the
maintenance of the physician office are still important, though they would bring much less

benefit than the improvements in the interpersonal aspects and clinical quality.

Taking into account the structure of preferences, the general recommendation is that in
primary care, the priority should be placed on the development of the skills of medical
personnel. This especially relates to the training of the interpersonal aspects of care, such as
communication with the patient, which is now frequently unsatisfactory. The development of

an infrastructure (a network of facilities) is a secondary task with a much lower priority.

Elderly people value the attitude of the medical staff higher than others. This also indicates
that they lack it the most. In general, the Ukrainian system is ill adapted to meet the needs of
elderly people, and least of all in the rural areas (Bezrukov, 2003). Care for elderly is only
regarded within the framework of geriatrics which is not separated from the medical system,
whilst long-term care is absent as a category in Ukraine. Special attention should be placed on

the needs of elderly and training of medical staff in addressing those needs.
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Place of residence also affects the preference for quality characteristics of physician services
included in our study. In particular, dwellers of the capital city place less importance on the
attitude of the medical staff and the state of medical equipment, while rural and small town
dwellers value higher medical equipment and maintenance of the office. Nevertheless, the
relative importance of the characteristics in these groups does not differ from those in the
general population. Such patterns might be explained by substantial territorial disparities in
the quality of the health care (state of the facilities, access to care), rural areas being much
worse-off, especially compared to the capital (Ukrainian Helsinki Human Rights Union,
2012). This calls for measures to improve the situation in those areas to bring it up to

standards.

People with a lower social (education), economic (earning members of the family) or health
status appear to value the quality characteristics slightly less (i.e. excluding time costs).
However, the overall preference structure in these groups does not differ dramatically from
that of the general population. Our results suggest that people, who are likely to use health
care services, i.e. have poor health status and elderly, place higher importance on the price
levels in their choice of a physician than healthier and younger individuals. For people with
poor health, this also implies paying less attention to the quality and access characteristics.
Naturally, the welfare of people, who have to use these services more often, is more affected
by the price of these services, compared to healthy individuals. Hence, we may expect then
unhealthy people to attach more weight to the price of service. Therefore, the observed
heterogeneity of the price weight can be interpreted as a sign of the theoretical validity of the
DCE. It also highlights the importance of protecting frequent users, such as elderly and people
with chronic conditions, from overspending on health care. Currently, Ukrainian patients
spend rather substantial amounts out-of-pocket via informal and quasi-formal payments which
represent a financial burden to the households, especially to low-income and socially-

disadvantaged groups (Gryga et al., 2010).

2.5.3. Trade-off between formal and informal payments

Our results demonstrate that non-frequent users (healthier individuals), who are rarely
confronted with the health care system, prefer formal ways of payment. However, those who
have to use health services frequently (unhealthier individuals) are more tolerant towards
informal payments. This is expressed by their indifference towards this form of payment.

Thus, tolerance of informal payments seems to be the result of the interaction between patient
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and provider due to shortcomings in the Ukrainian health system rather than a part of patients’

preferences.

The risk groups who might explicitly prefer paying informally are people from rural areas and
small towns, higher income groups and youth (under 20 years). In rural areas, this might be
related to the substantial lack of medical personnel (Ukrainian Helsinki Human Rights Union,
2012) which impedes access to services by making patients pay for the physician’s attention.
Higher income group and youth might prefer informal payments for the sake of quicker
access and personalized treatment. These preferences indirectly indicate a failure to provide

access to the services of a satisfactory quality level, especially in rural areas.

Thus, our results suggest that Ukrainian patients do not intrinsically prefer informal payment
channels but make use of them due to barriers to access and/or the absence of formal charges.
Given the adverse effects of informal payments on equity in the health care system and its
sustainability, measures for their eradication are necessary. General anticorruption measures
in combination with public campaigns have proved to be effective in some Eastern European
countries, for example Poland (Stepurko et al, 2013; Golinowska, 2010). In addition to this,
some Asian countries report successful cases of formalization of informal payments
(Baschieri and Falkingham, 2006; Barber et al., 2004). The choice of specific measures
should match the broader policy aims.

2.5.4. Role of gate-keeping

In our study, we find no clear preference for the type of physician (general practitioner or
specialist). This could have both positive and negative consequences for policy making. The
positive aspect is that there is no motivation to avoid primary level contact and to go directly
to higher and more costly levels of health care. The negative side is a potential for resistance
among the part of the population that prefers direct referral. From this perspective it is
important to design interventions that facilitate primary physician contacts and prevent direct
access to costly specialized services, thus, strengthening a gate-keeping role of general

practitioners. This can include introducing penalizing fees for direct referrals.

Potentially the group preferring direct referral consists of people with a higher socio-
economic status, which may be due to their life style, higher level of knowledge, and higher
value of time. It also includes younger people and “experienced” — those who missed a lot of
days due illness. In the study by Gonzalez (2010), it is suggested that patients with symptoms

that are chronic, inherited, recurrent or easily recognizable possess more accurate information
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about their health problem and should be given free choice of medical provider. In any case,
caution should be taken in recognizing whether patient self-awareness is correct as most
patients do not have medical knowledge. On the other hand, people assigned to any disability

category already demonstrate a preference for visiting a general practitioner.

2.5.5. Overall policy implications and conclusions

In our study, we have aimed to contribute to the policy discussion about the design of health
care reforms in Ukraine by providing evidence on consumer preferences for physician
services. We conclude that patients place a high value on quality and access improvements.
Priority should be given to the improvements in interpersonal aspects of care followed by
medical safety and quality. This may be achieved by improving the training of medical staff
with a special focus on communication with the patient. Investments in facilities and their

networks are of lower priority, though still important.

Measures to improve quality of care for all population groups and residential areas are
necessary. Especially, rural areas and small towns lack good quality services (MOH, 2010).
Higher quality standards and greater equality may also be seen as a tool to diminish the

widely spread informal payments.

The intention of some population groups to bypass the general practitioner is slight and, thus
could be efficiently overridden by the introduction of price disincentives for direct access to a
medical specialist. The policies of tackling informal payments might meet obstacles in the
form of inertial involvement into them. Special attention should be paid to risk groups that
explicitly prefer paying informally, i.e. people living in rural areas or small towns, people
with higher income and youth.
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Abstract

Background: The existence of quasi-formal and informal payments in the Ukrainian health
care system jeopardizes equity and creates barriers to access to proper care. Patient payment

policies that better match patient preferences are necessary.

Objective: We analyze the potential and feasibility of official patient charges for public
health care services in Ukraine by studying the patterns of fee acceptability, ability and WTP
for public health care among population groups.

Methods: We used CV data collected in a small-scale survey of 303 respondents
representative of the adult Ukrainian population. Three decision points were separated:
objection to pay, inability to pay, and level of positive non-zero WTP. These decisions were
studied for relations with quality profiles of the services, and socio-demographic

characteristics of the respondents and their households.

Results: The likelihood to object to pay is mostly determined by the quality characteristics of
the services. Objection to pay is not related to corresponding behavior in real life. The
likelihood of being unable to pay is associated with older age, lower income, and a larger
share of household members with now income. The level of positive WTP is positively
related to income (+7% per 1000 UAH increase in income) and is lower for people who
visited a doctor but did not pay (-22%).

Conclusions: Rather substantial WTP levels (between 0.9% and 1.9% of household income)
for one visit to physician indicate a potential for official patient charges in Ukraine. User fees
may cover a substantial share of personnel cost in the outpatient sector. The patterns of
inability to pay support well designed exemption criteria based on age, income, and other
aspects of economic status. The WTP patterns highlight the necessity for payments that are

proportional to income. Other methodological and policy implications are discussed.
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3.1 Introduction

The Constitution of Ukraine guarantees free of charge provision of medical aid in public
facilities for every citizen (Ukraina, 1996). Thus, it practically bans all patient charges in the
public sector. However, there is a mismatch between regulation and reality. This is caused by
the quasi-formal charges (providers’ requests to pay official charitable contributions to the
health care organization which should be voluntary in nature). There are also informal (under-
the-table) charges in the form of cash or in-kind gifts paid to health care providers for better
services. Such unregulated charges have distortive effects on health care provision and
consumption (Gryga et al., 2010; State Statistical Service of Ukraine, 2010b; Lekhan et al.,
2004). Most important, they jeopardize equity in health care and create barriers to access even

in the absence of official patient charges.

This “status quo’ inherited from the Semashko system established in Ukraine during the
Soviet Union period, seems to currently satisfy only policy-makers who, as suggested by
anecdotal evidence, receive health care abroad or in the best public facilities (TSN, 2011).
The political establishment guards zealously the tax-funded free-of-charge principle of public
health care provision for the sake of retaining electoral support. However, this policy
conservatism is at odds with the inefficiency of resource allocation and the high level of
patient dissatisfaction with the health care system (Gorshenin Institute, 2011). Ukrainian
patients suffer from a lack of access to proper care (especially in rural areas) (Ministry of
Health of Ukraine, 2010), long waiting lines, the reluctance of unmotivated medical staff to
offer adequate care (Gryga et al., 2010), and obsolete and inefficient treatment methods
(Committee on Economic Reforms, 2010). They are left with the option to seek better access
and quality by means of quasi-formal and informal payments, unless they can use their
personal connections to obtain the services they desire (Gryga et al., 2010 ; Pavlova et al.,
2011).

The data suggest that patients in Ukraine cover a substantial part of health care expenditure
out of pocket. WHO data indicate that private out-of-pocket expenditure in Ukraine amounts
to around 40.5% of total health expenditures (WHO, 2012) with a very small part being
administered in the private sector (State Statistical Service of Ukraine, 2010b) although the
exact size of out-of-pocket payments in the private sector is unknown. This is one of the
largest shares of out-of-pocket payments in Europe which contradicts the official ‘free-of-

charge’ policy in Ukraine.
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Most of the out-of-pocket spending is for medical goods. These should be provided to patients
for free in public health care settings, but frequently patients have to purchase them outside
the setting due to the absence of these medical goods in these facilities (see data at WHO,
2012). In addition to this, evidence suggests that the share of unofficial patient charges (i.e.
quasi-formal and informal charges) at public health care settings is substantial (Pavlova et al.,
2011; Balbanova et al., 2004; Litvak et al., 2001). Unregulated patient charges create a
considerable financial burden on households and provoke reduced and unequal access to
public health care services in Ukraine (Gryga et al., 2010). This problem is recognized at the
national level (e.g. Ministry of Health of Ukraine, 2010; Committee on Economic Reforms,
2010). In view of this, it is not surprising that about 50% of the Ukrainian patients state that
they either have to borrow money to pay for health care or to forgo services due to patient

charges (Pavlova et al., 2011).

Obviously, there is a need for a more efficient patient payment policy. Together with other
anticorruption measures, official patient charges may to a certain extent reduce the need to
pay unofficial charges. They may provide extra revenues for health care providers, reduce
inefficient health care provision and excess demand for health care (Pavlova et al., 2010).
However, the implementation of official patient charges is not straightforward. Apart from the
need to establish a legal base for the implementation of such charges, the exact patient
payment mechanism should be carefully designed and account for the population’s needs and

ability to pay.

In this study, we analyze the potential and feasibility of official patient charges for public
health care services in Ukraine. We address this issue by studying the patterns of fee
acceptability, ability and WTP for public health care across population groups. The analysis is
based on CV data from a household survey among a small representative sample of the
Ukrainian population. CV is a SP method that is widely applied in health services research to
study individual WTP for a health care good (for a review see e.g. Diener et al., 1998; Klose,
1999; Smith and Sach, 2010).

We focus on fees for physician services provided to patients with major health problems. We
relate acceptability, ability and WTP stated by the respondents to the specialization of the
physician and to the quality/access profile of the physician. This is relevant for policy making
because the role of primary care is still neglected in Ukraine as primary care providers are
often bypassed by patients and the number of general practitioners (GPs) is still insufficient.

At the same time, the quality of and access to care is reported to be unsatisfactory (Gorshenin
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Institute, 2011), which is frequently explained by the severe under-financing of the system
(Karamyshev et al., 2006; Vynogradov, 2007). The unregulated patient payments are known
to fill this financial gap. The question is whether Ukrainian patients are willing and able to
pay officially for quality and access improvements. Our study can be a useful starting point
for policy discussions in Ukraine as well as in other countries that face similar problems

(especially other former socialist countries).

3.2 Methods

In this chapter, we used CV data from the same small-scale survey from Ukraine as in
Chapter 2. The sample consisted of 303 respondents who agreed to participate in face-to-face
interviews conducted in December 2009. It was representative of the adult Ukrainian (aged 18
and older) population. Respondents were asked to state if they would be willing to pay for a
visit to a physician with quality and access characteristics expressed by four profiles. The
scenario of major symptoms was selected as during the pre-test it was found that the
respondents required some specification of the health condition to be able to say something
about their willingness to pay for treatment. On the other hand, this scenario allowed keeping

the broad focus on physician services without narrowing down to a specific disease.

In case a respondent was willing to pay for a given physician profile, a combination of
payment cards and open-ended questions was applied. First, the respondent selected a
payment interval from the card, then, an exact amount within the interval (open-ended
question). Payment cards enabled framing respondents’ answers (preventing overstatement),
while exact values elicited by the open-ended questions served as a more precise indication of
the maximum WTP level. As discussed in section 1.2, open-ended valuation, apart from
providing more precise information, is also expected to provide more conservative estimates
which we prefer in the policy analysis of patient charges. If a respondent was not willing to
pay, s/he was asked to state the reason. The exact wording of the CV tasks is presented in

Appendix C.

The four valuation profiles were designed in a way to estimate two separate effects on WTP
for physician services: (i) the effect of a physician’s specialization (general practitioner or
medical specialist), and (ii) the effect of quality/access improvements (namely the joint effect

of improvements in the state of medical equipment, maintenance of the physician office, and
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the reduction in waiting time in front of the physician’s office from 45 to 10 minutes). The

four valuation tasks and the effects on WTP studied are summarized in Table 3.1.

The socio-demographic and household characteristics are summarized in Table A.l in
Appendix A. The sample does not differ substantially from the entire Ukrainian population
except for a slight over-presentation of women and some specific age groups. To account for
this slight overrepresentation, we included these and other socio-demographic characteristics
in the analysis.

Table 3.1 Physician profiles included in the CV tasks and the effects on WTP studied

Physician profiles included in the CV tasks

Attributes ° P OP  specialig  opecialist - Bfact
. . improved . . improved on WTP
basic profile . basic profile .
profile profile
Physician’s 0= 0= 1= 1= Specialization
specialization GP GP Specialist Specialist P
State of the medical 0= 1= 0= 1=
equipment Outdated Modern Outdated Modern
Maintenance of 0= 1= 0= 1= Quality/access

the physician’s office  Old-looking Renovated Old-looking Renovated improvements

Waiting time in front

of the office 45 min 10 min 45 min 10 min

® Two attributes remained constant in all profiles: attitude of the medical staff = polite, and travel
time to the physician’s office = 15 min.

We calculated the proportion of respondents who were willing and unwilling to pay for
physician services (with a specified reason for their unwillingness to pay — object to pay
and/or inability to pay). We also estimated the mean WTP amount. For the purpose of
comparison, we looked at three measures of mean WTP: (i) including all answers (both
positive and zero WTP answers), (ii) excluding protest answers (i.e. statements of
unwillingness to pay due to an objection to pay fees), and (iii) including only positive WTP
values. From a methodology point of view, protest answers should be excluded from the
analysis since those who just object to pay may not really place a zero value on the services
under valuation and would be willing to pay in a real market (Boyle, 2003). It should be noted

however that this issue is still debated.
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We used a three-phase modeling approach because the WTP data had been obtained using a
sequence of three main questions (see Figure 3.1): first whether the respondent is willing to
pay (positive or zero WTP), and second, given a positive WTP, what is the maximum WTP
level, or given a zero WTP, what is the reason for the unwillingness to pay. Three main
categories were used to structure the reasons for the unwillingness to pay: objection to pay,
inability to pay or both. Hence, respondents who selected the last category were assigned as
being both unable and objecting to pay.

> Yes »| Level of WTP }. Level of WTP
ey illi ‘ N
Are you willing || o]  Object to pay
to pay?
Object to pay for P . o
| this kind of service >' Objection to pay
> No =
Both unable and
™~ ;
object
< Inability to pay
| Unable to pay

Figure 3.1. Decision sequence in the CV tasks and resulting modeling points

Thus, as presented in Figure 3.1, three decisions were separated: objection to pay, inability to
pay, and the level of positive non-zero WTP. For the first model (objection to pay), the cases
(y=1) include those who stated that they “object to pay”, “object to pay for this kind of
service”, or “both unable and object to pay”. They were compared to those who do not object
(y=0), i.e. stated a zero WTP due to the inability to pay only, or a positive WTP. The second
model (inability to pay) included those who stated that they either are “unable to pay” or
“both unable and object” as cases (y=1). They were compared to those who are not unable to
pay (y=0), i.e. stated a zero WTP due to objection only or a positive WTP. These two models
have binary response variables; hence, we use random effect logistic regression (considering
that one respondent evaluates four profiles). Denote the probability of a positive response
(object to pay in the first model or being unable to pay in the second) for a respondent i

valuing profile j as P.

., Then, the log odds can be described as a linear combination of the
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socio-demographic characteristics of the respondent and characteristics of the physician

profile under valuation:
Piya Piya
log| —=— [=log| ————— |=Bx X + Pspc - SDC; + S, +&; +v;, 1)
ij,y=0 1-Riya
where X, is a set of profile j specific characteristics, SDC;are socio-demographic

characteristics of the respondent i, &, is a stochastic error term and v; is a respondent

specific random element. In this specification exponential coefficients represent the odds

ratios for the change in characteristics.

p(Y [ x*+0x) /(L= p(Y | x*+0X)) )

exXp(f3,.0x) = p(Y [ x%)/(L= p(Y | x*¥))

The third model (level of WTP) included only positive WTP levels. However, the positive
WTP distribution was found to be skewed compared to the normal distribution. Therefore, in
the analysis, we used a logarithmic transformation of positive WTP, which better resembled a
normal distribution. The logarithm of respondent’s i WTP for a visit to a physician with
profile j can be specified as random effect linear regression (considering that one respondent

evaluated 4 profiles):
|09(VVTPij)= Bx X+ Bsoc - SDC; + By + & + v« 3

In this specification, coefficients represent percentage changes in WTP in response to a unit

change in the characteristics:

B 8Iog(\NTPijy _OWTP, 4
Py soc = oX,SDC — (VVTPiJ- -8X,SDC)( )

A set of socio-demographic characteristics (see Table A.1 in Appendix A) was included in the
three models, as well as an indicator of the physician’s specialization and an indicator of
service improvement. The models were also checked for the inclusion of interactions between
service characteristics and socio-demographic characteristics but this did not add to the model
fit (hence, it reduced the model performance in terms of the Bayesian Information Criterion
and degrees of freedom). Therefore, interactions were not included in the final models. The
models were reduced to only statistically significant variables in order to see which factors

had a stable effect. Both full and reduced versions are presented and discussed.
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3.3 Results

As displayed in Figure 3.2, a substantial part of the sample is willing to pay official fees for
physician services. The share of respondents willing to pay is considerably higher (about three
times higher) for physician profiles that indicate quality/access improvements than for the
corresponding basic profiles. Specialization itself does not seem to have a large effect on the
proportions of those who are willing or unwilling to pay. For profiles with less attractive
quality/access characteristics, the dominant reason for being unwilling to pay is that people
object to pay for such services. In contrast, profiles with better quality/access characteristics
practically do not state this as a reason for their unwillingness to pay. Other reasons for
unwillingness to pay (i.e. cannot afford, object to pay for medical services, and both) are
stated relatively infrequently. However, 11-20 % of the respondents say that they are unable
to pay (unable or both unable and object).

2,0% |

MS improved profile 78,2%

23,1% 49,2%

MS basic profile

GP improved profile

GP basic profile 9,2%

0,0% 10,0% 20,0% 30,0% 40,0% 50,0% 60,0% 700% 80,0% 90,0% 100,0%

B YES Willing to pay NO Cannot afford
M NO Obiject to pay B NO Obiject to pay for this kind of service
CONO Both cannot afford and object Not Specified

Figure 3.2. Proportion of respondents willing/unwilling to pay for physician services

Table 3.2 presents the three estimates of the mean WTP for physician services: (i) when all
answers are considered (both positive and zero WTP answers), (ii) when only non-protest
answers (excluding those who object to pay) are considered, and (iii) when only positive WTP
answers are considered. Regardless of the type of estimate, the mean WTP is significantly
higher for both a GP and a medical specialist with better characteristics than for physicians

with less attractive characteristics. Due to the large number of protest zeros for the less
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attractive profiles, the differences between the two mean estimates that include zero WTP
answers (with and without protest answers) is substantial: 9.36 versus 20.39 UAH per visit for
a GP (around €0.81 and € 1.80 respectively), and 8.91 versus 22.10 UAH per visit for a
medical specialist (around € 0.77 and € 1.91 respectively). However, for the profiles with
more attractive characteristics the difference between these two means is not so large (around
5 UAH for both specialization modes). Specialization itself appears to have a minor impact on
mean WTP although in most cases, WTP for a medical specialist is higher than that for GP

services.

Table 3.2 Mean WTP for physician services

Willingness to pay, UAH?

Profile AII answers Objection answers Only positive
included excluded WTP included
Mean (S.D.) N Mean (S.D.) N Mean (S.D.) N
GP basic profile 9.36 (23.47) 302 20.79 (31.44) 136 37.21 (34.06) 76
GP improved profile 32.59 (45.12) 297 37.37 (46.43) 259 44.81 (47.46) 216
Specialist basic profile 8.91(23.13) 300 22.10(32.23) 121 38.20 (34.39) 70
Specialist improved profile 40.50 (48.92) 301 45.14 (49.58) 270 51.87 (49.75) 235

& Average daily exchange rate during the period of data collection is 11.5424 UAH / €

Table 3.3 presents the results of the three modeling processes (as described in the previous
section): objection to pay, inability to pay, and level of positive WTP. Each of the modeling
stages contains two versions of the model: a full model with all predictors, and a reduced
model with only significant predictors. Further, we only discuss conclusions about predictors
that are insensitive to the specification of the model, i.e. significant in both the full and
reduced models.

Obijection to pay for physician services is found to be strongly related to the quality/access
characteristics of the profile. As can be seen from the significant negative coefficients,
profiles with better quality/access characteristics have lower odds (80-100 lower chances) to
object to pay. This is in line with the finding above that those who object to pay for physician
services with less attractive quality/access characteristics constitute the larger share of the

respondents who are unwilling to pay.
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Table 3.3 Results of modeling WTP: objection to pay, inability to pay, and level of positive WTP

Objection to pay Inability to pay WTP level
Random effect logit Random effect logit Random effect linear
Effect Full model Reduced Full model Reduced Full Reduced
model model model model
Specialization of a physician: 0.185 -0.689** -0.727**  0.143***  (0.138***
0 =GP 1 = Specialist (0.212) (0.301) (0.286) (0.034) (0.033)
Quality/access characteristics: S4A11% %% -4.681***  -1.210 ***  -1.120 ***  0.366*** (0.362***
0 = Basic characteristics (0.360) (0.359) (0.316) (0.296) (0.045) (0.045)
1 = Improved characteristics
Age
aged 18-34 -0.086 -0.584 -0.319 0.132
(0.560) (1.082) (0.912) (0.134)
aged 35-54 ref. ref. ref. ref.
aged 55+ -0.223 2.082** 1.633** -0.156
(0.591) (1.032) (0.731) (0.143)
Sex
female ref. ref. ref.
male -0.506 -1.06 0.051
(0.459) (0.831) (0.109)
Place of residence
village ref. ref. ref.
town /small city (to 500 -0.894* 0.165 0.068
thsd. inhabitants) (0.476) (0.771) (0.114)
big city (500+ thsd. -0.528 1.406 0.001
inhabitants) and capital (0.581) (0.993) (0.141)
Education level
primary or no education -0.281 0.354 -0.089 -0.198
(0.579) (0.838) (0.145) (0.132)
secondary education ref. ref. ref. ref.
higher education or -0.117 0.378 0.186 0.220*
scientific degree (0.537) (0.928) (0.126) (0.118)
Health status
absolutely sick to bad 0.278 0.964 0.135
(0.643) (0.897) (0.157)
fair ref. ref. ref.
good to perfect 0.318 -0.989 -0.139
(0.532) (0.927) (0.128)
Voluntary insurance policy
no ref. ref. ref. ref.
insured -0.751 -33.337 0.535**  0.448**
(0.975) (>3x10°) (0.216)  (0.208)
Size of the house hold
1 member (alone) ref. ref. ref.
2+ members 0.663 0.193 -0.147
(0.690) (1.021) (0.168)
Number of children in the household
No children ref. ref. ref.
1+ children 0.616 1.713* -0.044
(0.491) (0.956) (0.116)
Share of household members who
do not earn
half or less ref. ref. ref. ref. ref.
more than half -1.102** -1.039** 1.748** 2.561*** -0.016
(0.488) (0.425) (0.800) (0.685) (0.115)
Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group; (continued on the next page)
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Table 3.3 (continued) Results of modeling WTP: objection to pay, inability to pay, and level of positive
WTP

Objection to pay Inability to pay WTP level
Random effect logit Random effect logit Random effect linear
Effect Full model Reduced Full model Reduced Full Reduced
model model model model
Income (descriptive)
not sufficient ref. ref. ref. ref. ref.
meets the need -0.521 -0.695 -2.402%** 2505 *** 0.115
(0.493) (0.468) (0.827) (0.697) (0.123)
allows saving -0.979 -1.633***  -4.925%*%* 5334 *** 0.059

(0.652) (0.579) (1.408) (1.293)  (0.151)

Experience in visiting and paying

did not visit -0.263 0.684 0.393 0.032 0.009
(0.569) (1.005) (0.881) (0.135) (0.123)
visited did not pay -0.055 0.886 1.537** -0.208*  -0.219**
(0.472) (0.752) (0.701) (0.114) (0.110)
visited and paid ref. ref. ref. ref. ref.
Level of income, per thsd.UAH 0.134 0.287 0.071**  0.067**
(0.142) (0.313) (0.032) (0.026)
Constant term 2.405%** 2.545%**  .3.931*** 4331 *** 3001*** 2.0945%**

(0.893) (0.462) (1.397) (0.812)  (0.217)  (0.115)

Model statistics

Number of observations 989 1150 989 1133 499 513

Number of groups 256 293 256 293 209 218

Wald test (chi2) 150.73***  170.43*** 43.73%** 4O**** 117.3%**  115.9%**

Likelihood ratio test (chi2) 144.68***  194.77***  178.92***  214,92%**

R2 within 0.229 0.232
between 0.145 0.119
overall 0.146 0.123

Log-likelihood -449.9 -518.8 -260.4 -295.5

AlIC 943.87 1049.7 564.8 612.9

BIC 1051.6 1080 672.5 668.3

Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group

The indicators of economic status also significantly impact the probability of objecting to pay for
physician services. Respondents living in households where most members (or respondents
themselves) do not earn an income are less likely to object to pay. On the other hand, a high
perceived household income (one that allows savings) might also reduce the inclination to object,
though this effect is significant only in the reduced version of the model. An unstable effect, which
disappears when the model is reduced to significant factors only, is found for the place of residence
with town or small city residents being less likely to object. Other socio-demographic factors
demonstrate no effect on the likelihood of objecting to pay.
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Inability to pay is related not only to the profile characteristics, but also to the specialization
of a physician. The effect of the quality/access improvements is smaller compared to the
model of objection to pay, but still highly significant, with more attractive profiles having 3 —
3.3 times lower odds to yield an inability-to-pay response. A similar effect is observed for the
specialization of the physician but with a slightly lower magnitude: a medical specialist has a

twice lower chance of yielding zero WTP due to inability to pay.

Akin to objection to pay, inability to pay is significantly reduced by the increase in the share
of household members who earn an income and by the perceived income. However, unlike
the objection to pay, respondents from households with more nonearning members are more
likely to report that they are unable to pay. Perceived income is also a very strong predictor of
inability to pay irrespective of the model specification, with higher income levels being
associated with lower chances to report inability to pay. It is also notable that people aged 55
or more are much more likely to report being unable to pay (odds are 5 to 8 times higher than
for the middle-aged). Also, people who visited a physician during the last 6 months but did
not pay for this are more likely to report being unable to pay, though this effect is not stable.

The level of positive (nonzero) WTP, akin to ability to pay, is strongly and significantly
related to both profile characteristics and specialization of the physician. Respondents report a
higher WTP for a medical specialist (around 14% more than for a GP) and for more attractive
quality/access profiles (around 36% higher). A strong and stable significant positive effect on
WTP is observed for respondents with voluntary health insurance which is associated with a
45-53% higher WTP. The WTP level is related to the monetary income level but not to the
perceived one. Each 1000 UAH (approximately € 87) increase in household income is
associated with around 7% increase in the WTP level. Finally, experience in paying and
visiting a physician has a significant and rather stable effect similar to the one for inability to
pay. Respondents who visited a physician during the last 6 months and did not pay for this

report a 20-22% lower WTP than those who paid.

3.4 Discussion and conclusion

In this chapter, we have analyzed the potential and feasibility of official patient charges for
public health care services in Ukraine. We addressed this issue by studying the patterns of fee
acceptability, ability and WTP for physician services across population groups. The

interpretation of the results should be done with some caution due to the limitations of the
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study. The results might be affected to some extent by the small sample size. Therefore, we
focus our conclusions on strong main relations that are not sensitive to the model
specification. Estimations based on bigger samples might show more detailed variations of

acceptability, ability and WTP for physician services across population groups.

Another limitation relates to the methodology. CV is known to be subject to hypothetical bias
(Loomis, 2011). That is respondents might not behave in the real world in the same way as
they stated in a hypothetical experiment. However, some empirical studies have shown that
open-ended CV (such as that used in our study) produces effect sizes that are rather
comparable to real world WTP values (e.g. Ryan and Watson, 2009). Nevertheless, we are not
inclined to interpret the mean WTP as an indication of the possible service fee because this
requires detailed analysis of demand behavior under different payment regimes. Our results
should be interpreted in terms of the mere existence of the potential for patient co-payments
and the main value drivers for the patients. They may also serve as an indication of the

societal benefits obtained through consumption of services of a given quality.

In the CV task respondents were presented with the scenario of an official fee. Therefore,
their WTP statements might be affected by their attitudes towards formal and informal
payment practices. Not all Ukrainians are positive about paying formally (Gryga et al., 2010).
Formal charges are not part of the personal communication between patient and physician.
Thus, they do not necessarily add to the coverage of personnel cost (i.e. physician’s income)
and do not assure better quality (i.e. quality and access desired by the patient). Besides, they
may be charged on top of the informal charges causing a double burden for the patient.
Moreover, Ukrainians are well aware of the fact that the official salary rate in the health care
sector (1 555 UAH in December 2009 or around € 135) is one of the lowest compared to other
sectors of the Ukrainian economy (State Statistical Service of Ukraine, 2010a). Patients in
many cases may perceive informal payments as an act of solidarity and a necessary
supplement to the miserable official salary of physicians (Stepurko et al., 2012). Taking these
perceptions into account we might expect that on average the true WTP level of the
respondents is higher than the ones stated in the presented CV task due to lack of trust in

official financing channels.

Our results demonstrate that official patient charges have potential in Ukraine. Even when
faced with less attractive characteristics, Ukrainians express a rather substantial level of WTP,
although less than a quarter of them are willing to pay. However, for physician services with

improved quality/access characteristics, the share of those willing to pay is more than 70%
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with an average WTP of 44.8 UAH for a visit to GP (€ 3.9) and 51.9 UAH for a medical
specialist (€ 4.5). There are no reliable estimates of the cost of health care services in Ukraine
due to the existence of the public funding system where facilities are financed on a line-item
budget principle regardless of the number of services provided. These stated WTP levels,
however, are rather substantial in comparison to the average monthly salary in the health care
sector. Taking into account that primary care specialists are among the low-income medical
workers, the stated WTP on average appear comparable or even higher than the official
personnel costs. Thus, co-payments in primary care in Ukraine can be regarded as a policy

tool for raising additional income, especially in light of the necessary quality improvements.

The introduction of co-payments in the public health sector may have various effects both in
terms of consumption patterns and the official cost of the services. The effects on
consumption should be subject of demand modeling studies. From the system and provider’s
perspective, co-payments generate additional funds that could be redistributed to achieve
different goals. Our results suggest that Ukrainians place high economic value on quality and
access improvements. Thus, patient charges can only be implemented together with effective
investment policies targeted at improving quality and access. The probability to object to pay
for these services is mostly explained by low quality/access characteristics. Additionally, the
likelihood of the ability to pay and the level of positive WTP are positively and strongly
related to the quality/ access profile.

Combined with the evidence that Ukrainians in general are not satisfied with the quality of
care they receive (Gorshenin Institute, 2011) these findings underline the necessity of
quality/access improvements in health care. A rough and conservative estimation (the
difference of the mean WTP in Table 3.2, objection answers excluded) suggests that the social
benefit gained from simple improvements in the state of medical equipment, maintenance of
the physician office, and reduction of waiting time is 16.5 UAH per visit to a GP and
23.0 UAH per visit to a medical specialist (in December 2009 prices). In light of the planned
health care reforms, this can be regarded as an indication of the investment potential, although
more robust estimates based on larger samples may provide more precise indicators. In
Ukraine, increasing quality and access can not only be realized through investments in
training, capital, and organizational changes, but is also tightly related to personnel
remuneration. Failure to satisfy physicians’ needs may provoke both resistance to official
charges and double charges: formal on top of informal.
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Our results demonstrate that among the zero WTP answers, protesters (the objection motive)
are not driven by economic or social barriers. The negative relation with the share of
nonworking members in the household only supports this idea: it indicates that the more
members depend on one’s alimony and, the more responsibility one has for else’s health and
life. This might increase the value of health care service and, consequently, decrease the
likelihood of objection to pay despite the (in)ability to pay. Moreover, reporting objection to
pay does not necessarily lead to similar behavior in real life as it is not related to the payment
experience in the year before the survey (i.e. chances of paying in real life are similar for
those who object to pay and for those who do not object). Thus, both from a methodological

and a policy perspective it is rational not to account for the preferences of pure “protesters’.

As for the ability/inability to pay and the level of WTP, objective socio-economic barriers,
such as age and economic status, apply. The relations with household income also support the
theoretical validity of the construction of the models. It is notable however that inability to
pay is related to the perceived income level, while the level of WTP is related to monetary
income. This shows that inability is an issue of perception depending on the evaluation of
one’s own income level, while the level of WTP is defined by real monetary budgetary
constraints. This suggests that different mechanisms underlie the two stages of the decision

about WTP for the physician services and this should be accounted for in the WTP modeling.

The substantial share of the population that is unable to pay for physician services (at least
11.5% for the medical specialist with attractive characteristics) is concerning. This is in line
with the extensive discussions in the literature (e.g. Tambor et al., 2011; Sepehri and
Chernomas, 2001) that patient charges should be implemented together with exemption
criteria related to age and income. To relate co-payment levels to the level of income might
also help to reduce financial barriers to access although this is difficult to achieve in practice.
A successful example is Bulgaria where patient charges are anchored on the minimum income

in the country (Atanasova et al., 2011) although this does not eliminate barriers to access.

It is also worth mentioning that we observe a slight preference among Ukrainians for a direct
referral to medical specialist and bypassing a GP. This is expressed through the higher
likelihood of reporting inability to pay and the lower WTP level for the latter. However, this
preference is practically non-existent for services with less favorable characteristics although
a bit more explicated for services with more attractive quality/access characteristics. In the
latter case, people are willing to sacrifice only around 7 — 8 UAH to bypass primary contact.

This indicates that price signals (such as penalizing fees for direct referral to a specialist)
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might still be necessary to discourage bypass practices if official patient charges are
introduced. However, the variation of this preference across population groups should be
studied in more detail in order to design an effective threshold for discouraging direct visits to

a specialist without a referral.

To our knowledge WTP for physician services in Ukraine has never been studied before.
Thus, testing the external validity using other studies may only be done in relative terms. In
our study, WTP estimates range from 0.9% to 1.9% of household income when protest
answers are excluded and from 1.6% to 2.2% when only positive values are considered. This
is rather consistent for example with the results from Spain where WTP for physician

outpatient services represent 2% of household income (Martin-Fernandez et al., 2010b).

Thus, the results of this chapter have implications for both the methodology of CV and for
patient payment policies. From the methodological perspective, our findings suggest that that
acceptability/objection to pay is mostly related to quality/access characteristics of the services
and is not to socio-economic characteristics. Hence, the protesters do not seem to attach an
intrinsic ‘zero value’ to the services, and should be excluded from the estimations of WTP. At

the same time, the inability to pay and the level of WTP are related to socio-economic factors.

Our results demonstrate that the potential of patient charges for physician services is
promising as the level of WTP for physician services is substantial despite the quality/access
profile of the services. However, if patient charges are implemented, the lower ability and
WTP among vulnerable groups should be addressed by well-designed exemption criteria

based on age and income and by anchoring co-payment levels on income.

Importantly, patient charges cannot be implemented without quality/access improvements in
Ukraine. The social benefits that can be gained from quality improvements in medical
equipment, maintenance and a reduction in waiting time (expressed through an increase in
mean WTP) are rather substantial. Additionally, we find a rather weak (around 7 UAH per
visit) monetary preference for direct referral. Thus, in the context of strengthening the role of

primary care, differential patient charges for different service levels may be called for.
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Abstract

Background: DCE and CV are often applied to value health care benefits. However, whether

the two techniques yield converging WTP estimates is not studied well.

Objective: This study aims to compare at a disaggregated level WTP estimates for physician
services obtained from DCE and CV estimates. We study the consistency between the
estimates and whether there are systematic differences between the two.

Methods: The analysis was based on data from a small-scale household survey in Ukraine,
the same as in Chapter 2 and 3 of the dissertation. The sample included 303 respondents and
was taken to be representative of the Ukrainian population. The respondents participated in
both DCE (16 choice tasks) and CV (4 valuation scenarios) in a form of payment scale
followed by open-ended questions about the exact maximum WTP.

Results: We find that DCE produces higher WTP estimates than CV does, and the estimates
are not consistent across the two techniques. A difference between the WTP estimates from
DCE over those derived from the CV technique is found (i) for respondents who do not
discriminate well between the profiles, and (ii) for an increase in the presented attribute level

changes.

Conclusions: A better convergence between the WTP estimates from two techniques may be
achieved if the measures are taken to increase the relevance of the valuation tasks to the
respondents, but also if certain design and empirical strategies are applied.

82



Comparison of the willingness to pay estimates

4.1 Introduction

In estimating the economic value of health care goods and services or their attributes, two SP
techniques, namely CV and DCE, play an increasingly important role. In Chapter 1,
section 1.2, recent applications of those methods in health care were reviewed (for an
overview see also Hanley et al., 2003; Ryan et al., 2001b). Empirical studies comparing both
techniques using the same data are scarce (Bijlenga et al., 2011; Boxall et al., 1996; Hanley et
al., 1998; Ryan, 2004a; Ryan and Watson, 2009; Taylor and Armour 2002; van der Pol et al.,
2008). These comparative studies mostly agree that WTP estimates from DCE technique are
higher than those from open-ended CV formats, and close to those from close-ended CV
formats. However, most of these studies compare aggregate WTP estimates. It is therefore
unclear whether the WTP estimates from the two techniques differ systematically and what
factors contribute to the discrepancy (Boxall et al., 1996; Hanley et al., 1998; Ryan, 2004a;
Ryan and Watson, 2009; Taylor and Armour, 2002; van der Pol et al., 2008). Moreover, these

aggregate comparisons show a different extent of discrepancy.

The question of a systematic difference or even convergence of the WTP estimates from CV
and DCE methods is important because if convergence can be achieved the choice of the
appropriate technique would be only in convenience and design. In contrast, the absence of a
systematic difference or even divergence of these techniques raises the question of which one
is more valid and should be used in decision-making. As far as there is no agreement in the
literature on the superiority of one of the techniques, there is still much to be done in
investigating and improving their convergence. There is evidence in the literature that the
DCE design and model issues such as ‘opt-out’ option (Ryan and Skatun, 2004), non-linear
function (Hanson et al., 2005), and price levels (Slothuus Skjoldborg and Gyrd-Hansen, 2003)
affect the difference between aggregate WTP estimates from DCE and CV techniques. The
discrepancy may also arise from the respondents’ behavior. This has not been addressed

empirically yet.

In this chapter, we aim to study empirically which factors at the disaggregate level contribute
to the difference in WTP estimates for physician services obtained from DCE and CV
techniques. Based on this we discuss what design aspects may improve consistency between
the estimates from two techniques. The analysis is based on data from 303 respondents
representing the Ukrainian population. All respondents participated in both DCE (16 choice
tasks) and CV (4 valuation scenarios).
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4.2 Background

There are few empirical comparisons of WTP estimates from DCE and CV. Seven such
studies were identified by a literature search (Bijlenga et al., 2011; Boxall et al., 1996; Hanley
et al., 1998; Ryan, 2004a; Ryan and Watson, 2009; Taylor and Armour, 2002; van der Pol et
al., 2008). We do not consider comparisons within the CV technique, e.g. between the
discrete choice format (referendum question) and other formats of direct statements of which
there are many. Also, we do not consider comparisons within the DCE technique. Five of the
studies belong to the health economics field while the others come from environmental

gconomics.

Generally, two main aspects of convergence between the WTP estimates from DCE and CV
techniques are considered in these publications: (i) systematic excess, i.e. the WTP values
from one technique are systematically higher than those from the other technique, at least at
the range under study; and (ii) consistency, i.e. those who state higher WTP in CV are

assigned higher WTP values based on DCE modeling, and vice-versa.

As for the first aspect of convergence, systematic excess, the literature suggests that WTP
estimates derived from DCE would be close to those from CV in discrete choice or close-
ended (referendum) format (Hanley et al.,, 1998; Ryan, 2004a), but would be overall
substantially and significantly higher than those from CV in open-ended or payment cards
format (Bijlenga et al., 2011; Ryan and Watson, 2009; van der Pol et al., 2008). Only one
study from environmental economics (Boxall et al., 1996) reports higher WTP estimates from
CV in discrete choice format, compared to WTP from DCE, but the magnitude of the

discrepancy was biased by the design of choice tasks.

The potential causes for the excess in DCE estimates of WTP are not well studied. It appears
that in DCE linear specification of the utility function (Hanley et al., 1998) and absence of
substitutes (Boxall et al., 1996) (e.g. ‘opt-out’ option) may increase and, consequently,
enhance overestimation of the actual WTP mentioned above. On the other hand, the excess
could be also linked to the levels of the price attribute presented in DCE, though there is a
controversy in the literature if this effect takes place. For example, Ryan and Wordsworth
(2000) find no evidence that the levels of the price attribute have an impact on the magnitude
of WTP in DCE, while the study by Slothuus Skjoldborg and Gyrd-Hansen (2003) proves the
opposite. In any case, the potential effect of price levels should be accounted for in

comparative studies such as ours.
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The second aspect of convergence between the WTP estimates from DCE and CV techniques,
consistency, has been studied in few papers so far (Bijlenga et al., 2011; van der Pol et al.,
2008). This can be partially explained by the fact that it requires disaggregate comparisons,
where both WTP estimates are available for each respondent. We identified two studies that
apply open-ended format to CV and compare it to DCE (Bijlenga et al., 2011; van der Pol et
al., 2008). Both studies find a high level of consistency between WTPs from DCE and CV.
Van der Pol et al. (2008) derive this conclusion based on the observation that residuals from
the CV model are positively interacted with the price attribute in the DCE model, while
Bijlenga et al. (2011) simply find a strong positive linear relationship between the predicted
WTP from DCE and the stated WTP from CV, and good concordance between coefficients in
CV and DCE models. It should be noted that while the latter study applies a heavy CV design
maximally matching the DCE questions, the former is based on one CV task only revealing
WTP for an ‘ideal package’. Nevertheless, these findings would make us expect that there is

an adequate consistency between the WTP estimates from the two techniques — CV and DCE.

Another aspect of convergence between the WTP estimates from DCE and CV techniques,
which has been studied only sporadically yet, is related to the determinants of systematic
differences between these WTP estimates, i.e. which factors define the discrepancy between
the estimates. However, we consider this to be a key aspect because knowledge of the sources
of the discrepancies may indicate the direction of potential improvements in the validity of
both methods. From this, we may assume that a more realistic framing such as the
introduction of a non-linear utility function, introduction of the ‘opt-out’ option, and
meaningful price levels (and other attributes) may bring WTP estimates from DCE closer to
WTP estimates from open-ended CV formats, and possibly, to the actual WTP levels (Lancsar
and Louvierre, 2008; Lancsar et al., 2007). However, discrepancy can also emerge from
strategic behavior of respondents rather than from the technical design of the tasks. This
source of discrepancy can be captured by socio-demographic characteristics of the
respondents to check if discrepancy occurs in a specific socio-demographic group, but it could
also be independent of socio-demographic features e.g. due to a specific perception of the

presented tasks. In this chapter, we offer a way to approach the latter issue.

As discussed in Chapter 1, closed-ended choice-based formats of the CV study are seen as
theoretically valid (e.g. Carson, 2000). In contrast, empirical studies, as was already
discussed, reveal that the open-ended format of CV provides WTP estimates that better

reproduce the actual maximum WTP in a real market (e.g. Frew et al., 2003; Ryan and
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Watson, 2009). Close-ended (binary choice) and bidding format WTP estimates are higher
(Frew et al., 2003; Whynes et al., 2005) but closer to those from DCE. Such patterns are
explained by different incentives for preference revelation in open- and close-ended formats,
while in choice-based CV and DCE, these incentives are similar. Thus, it can be assumed that
choice-based CV and DCE provide inflated results compared to actual choices. Therefore, in
this chapter we are particularly concerned with what defines the difference in WTP estimates
from techniques with incompatible incentives: open-ended CV and DCE.

4.3 Methods

In previous chapters, i.e. Chapter 2 and 3 DCE and CV data from a small-scale household
survey were analyzed. In this chapter we exploited the same data from 303 respondents
representing adult Ukrainian population. Details about sampling strategy are presented in the
Appendix A. Sixteen DCE tasks preceded four CV questions in the questionnaire. For both
techniques, physician profiles were created based on six quality and access attributes,
described in Chapter 2 in detail. Specialization of the physician and state of medical
equipment represented some aspects of perceived clinical quality which patients may know or
have some expectations about before making the real choice. Social quality was represented
by maintenance of the physician office and attitude of the medical staff. Finally travel and
waiting time were the two aspects of access (or cost of time). The DCE task additionally
included two attributes of cost: size and type of payment (formal or informal), while the CV
task required direct statement of WTP for a visit to a physician represented through other six

attributes.

The DCE design was described in Chapter 2 in detail. In brief, it implied that each respondent
should pass 16 choice tasks. The example of the DCE task may be found in Appendix C. The
question of a maximum plausible number of choice tasks is disputable. As discussed in
Chapter 1, some recent studies apply as much as 32 choice tasks (e.g. Bijlenga et al., 2011),
while others argue that lower numbers, i.e. 12 or 16 are only manageable (e.g. Van der Pol et
al., 2008; Ryan et al., 2001). Due to the fact that the price attribute has 3 levels while all the

other attributes have only 2, the level balance was not fully reached.

CV contained four valuation tasks asking for a direct statement of WTP for four physician
profiles: a general practitioner with some basic characteristics (basic GP profile), a general

practitioner with the best possible characteristics (best GP profile), a medical specialist with
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some basic characteristics (basic specialist profile), and a medical specialist with the best
possible characteristics (best specialist profile) (see Table 4.1). The detailed description of the
CV design may be found in Chapter 3 and the example of the task — in Appendix C.

We keep to the view that results of DCE modeling in our study allows estimating WTP for
joint or separate changes in physician’s attribute. Therefore, in order to become comparable to
WTP estimates from DCE, we transformed the direct WTP statements from the CV task for

the four profiles into three differences in stated WTP (henceforth designated as WTPS, ), For
this purpose, the basic GP profile was chosen as a basis and WTP for this profile stated by a
respondent was compared to WTP stated by the same respondents for: (1) the best GP profile,
(2) the basic specialist profile, (3) the best specialist profile. The transformations described
above are presented in Table 4.1. Such transformations allowed estimating separately two
effects. First, the effect of the change in the specialization of a physician could be estimated,
and second, the effect of the joint change in three quality factors: from outdated to modern
equipment, from bad to good maintenance of the physician’s office, and from long (45
minutes) to short (10 minutes) waiting time. Two other factors — attitude of the medical staff

and travel time, did not vary in the CV task.

Table 4.1 Attributes of physician services for CV and the attribute differences for changes in profile

Differences for

Possible levels of CV profiles empirical modeling
Attribute gcérllzk))utes (from GP Gp MS VS GPO.  GPO- _ GPO-
basic  best  basic  best GP1 MSO MS1
Physician’s 1 = Medical specialist
specialization 0 = General 0 0 1 1 0 +1 +1

practitioner
State of the medical 1 = Modern

equipment 0 = Outdated 0 ! 0 ! +1 0 +1
Maintenance of the 1 = Renovated

physician’s office 0 = Old-looking 0 1 0 1 +1 0 +1
Attitude of the 1 =Polite

medical staff 0 = Arrogant 1 1 1 1 0 0 0

Travgal'tm’\e to t'he 60 min 15 15 15 15 0 0 0

physician’s office 15 min

Waiting time in front 45 min

of the physician’s 10 min 45 10 45 10 -35 0 -35

office

The respondent’s WTPS, for changes in physician profiles are compared to the marginal WTP

for the same profile changes predicted for that respondent based on the results of DCE
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modeling (henceforth designated as WTP5ce). Results of the DCE modeling used for the

estimation of WTP.ce, were presented above in the Chapter 2 (see Table 2.2). By using a
random parameter logit specification, we address unobserved heterogeneity of tastes by
including random coefficients. The observed taste heterogeneity was addressed by the
inclusion of interactions between attributes and socio-demographic characteristics. Predictions
were done for each observation based on the formula for marginal WTP which accounted for
changes in service attributes and for socio-demographic characteristics of a respondent as well
(Lancsar et al., 2007). Our analysis was carried out at a disaggregate level.

The question of the systematic excess of the WTP estimate from one technique over the other

was approached by the comparison of stated WTPS, and predicted WTP5ce based on a paired
t-test. In addition to this, consistency between them was assessed by applying Pearson’s
correlations and linear regression. A significantly positive relation indicates that techniques
produce consistent WTP estimates. Eventually, determinants of systematic difference between
WTPS, and WTPsee estimates (designated as AWTP® = WTPS.. - WTRY, ) were analyzed
by regressing this difference on three groups of factors, representing potential sources of

discrepancy: socio-demographic features of respondents, the changes in the attribute levels
appearing in the profile changes under valuation, and the difference in the stated WTPS,
Socio-demographic characteristics indicated if there were certain population characteristics

that affected the difference in the WTP measures. Level changes in the attributes were

introduced to indicate if the discrepancy was related to the design of the profiles. Finally, the

introduction of the difference WTRS, was motivated by the assumption that irrelevant or zero
value changes in the profiles, presented by zero or low values of this factor, should result in

less consistent behavior of respondents in DCE tasks with no possibility to opt out.

4.4 Results

The comparison of WTP estimates from the two techniques (i.e. between individual WTP%,
and WTP;.. for all three changes in profile: from basic GP to best GP, basic specialist and

best specialist profile respectively) with paired t-test shows that DCE produces overall higher
estimates than CV. The correlation between these two estimates is positive but low and rises

dramatically when outliers (7% of cases where WTP... is higher than 200 UAH) are
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excluded. In particular, the correlation coefficient increases from 0.196 to 0.416. However, if
we estimate the correlation coefficient of each change in profile separately, this relation
disappears as the three new correlation coefficients are very low (Pearson’s correlation
coefficients are between 0.024 and 0.076). Therefore, the evidence of consistency between the
two estimates is rather weak. Hence, DCE in our case produces systematically higher WTP

estimates than CV does; however, these estimates are not consistent between each other.

Graphically it was noticed that there is a relation - very close to linear - between the excess

AWTP# and the difference wTp2

>~ , which becomes rather strong when the three changes in
the profiles are considered separately and outliers are excluded (Pearson’s correlation
coefficient ranges from -0,489 to -0,784). The analysis of the determinants of the systematic

differences (in this case excess) of WTPs. and WTP4 estimates (i.e. AWTP®) is

summarized in Table 4.2. As can be seen in Table 4.2, the regression analysis included
indicators for the profile change (change in specialization and quality improvements), socio-

demographic characteristics, and interactions of WTP4, with these characteristics. After

testing the model for inclusion of different groups of factors, it is concluded that most of the

variation in the excess of wTp2

DCE

over WTP4, can be explained by the joint effect of the
change in WTP, , the change of the specialization of the physician and quality improvements
in the profile (model 1: R2=0.721). Attribute changes only, such as change of the
specialization of the physician and quality improvements in the profile, explain substantially
less of AWTP*variation (model 2: R2=0.419). Further adding socio-demographics and

interactions of wTP4, with all the other factors, improves slightly the model fit (model 3:

R2=0.886).

From the results in Table 4.2, it can be concluded that 1 UAH increase in the wTRS, reduces

the discrepancy in WTP estimates between the two techniques approximately by the same
value (coefficient is around -1). A change in specialization from GP to medical specialist
increases this discrepancy by around 10 UAH, while the presence of a joint improvement in
the 3 quality attributes, namely medical equipment, maintenance of the office and reduced

waiting time, increases this discrepancy by 105.85 - 107.67 UAH.
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Table 4.2 Regression of the discrepancies of WTP estimates over quality changes and

effects of socio-demographic characteristics.

Model 1 Model 2 Model 3 Model 4
Effect Only 3 Only at'?rint:ﬁte Model full-
factors WTPPcv reduced
changes
WTP cv -0.993*** -0.282*** -1.010***
(0.043) (0.071) (0.084)
Attribute changes:
dx1 (GP to MS) 10.311*** - 10.359***
(3.083) (2.061)
dx2 (3 attributes improvement) 105.858*** 69.475%** 107.670***
(3.351) (3.704) (2.310)
Constant term -0.797 61.526*** 11.670*** 0.096**
(3.720) (2.628) (2.973) (4.420)
Socio-demographic characteristics
age (younger than 20) 25.374%**
(4.987)
sex (male) -13.884***
(2.231)
education (higher or doctoral) 9.284***
(2.464)
activity (not working) -6.053**
(2.994)
activity (retired) 6.076*
(3.342)
health (very good or perfect) -25.393***
(3.509)
health (poor and very poor) -11.428***
(3.205)
disabled -43.517***
(5.459)
private insurance 22.064***
(4.812)
1-2 children 10.047***
(2.368)
higher income (>1000UAH) 15.221%**
(2.264)
residing in rural area 13.157***
(3.026)
residing in small city 14.227%**
(3.465)
residing in middle city 9.094***
(2.721)
residing in capital (Kyiv) 16.363***
(4.825)
30-80% of household not working -17.886***
(2.565)
80-100% of household not working -14.273%**
(3.566)
Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group;  (continued on the next page)
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Table 4.2 (continued) Regression of the discrepancies of WTP estimates over quality changes and

effects of socio-demographic characteristics.

Model 1 Model 2 Model 3 Model 4
Effect Only 3 Only at'?rink:ﬁte Model full-
factors WTP cv reduced
changes
Interactions
WTPPcv by
activity (retired) -0.263**
(0.125)
missed more than 14 days due to ill. -0.349***
(0.093)
residing in capital (Kyiv) -0.481***
(0.091)
very good or perfect -0.419%**
(0.1112)
activity (not working) -0.335***
(0.080)
80-100% of household not working 0.512***
(0.115)
no missing days due to illness 0.152**
(0.069)
residing in small city 0.378***
(0.107)
residing in middle city 0.188***
(0.072)
residing in rural area 0.800***
(0.260)
having private insurance -0.284**
(0.121)
male -0.131**
(0.066)
no or primary education -0.600***
(0.120)
higher or doctoral education 0.279***
(0.064)
poor or very poor health -0.537***
(0.140)
Model statistics
Number of observations 489 489 489 489
F test 417.04%** 15.69*** 351.82*** 100.36***
R-squared 0.7206 0.0312 0.4194 0.8858
Adj R-squared 0.7189 0.0292 0.4182 0.8769

Significance: * p<0.1; ** p<0.05; *** p<0.01; ref. — reference group

Since the additional socio-demographic characteristics do not contribute considerably to the
explanatory power of the model, we do not consider these factors in detail. Moreover, a small
sample size may have caused many sporadic effects in small socio-demographic groups.

Although the introduction of socio-demographic effects and interactions improves the model
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fit, it does not change much the magnitude of the coefficients, and does not impact the
direction or significance of the other three factors, which suggests that our results are not
specific to a certain group.

4.5 Discussion and conclusion

The question of the comparison of WTP estimates derived from DCE and CV has been
empirically studied insufficiently so far. It should be noted that there is no single view on
whether WTP estimates from DCE and CV are comparable, neither there is a single vision of
the correct methods of deriving and interpreting them (e.g. Lancsar and Savage, 2004).

However, this study implies a technical comparison despite the nature of these estimates.

Our observation that WTP estimated from DCE is higher than the one produced by CV in
payment card format is in concordance with most comparative studies (Bijlenga et al., 2011,
Ryan and Watson, 2009; van der Pol et al., 2008). As was discussed in the background

section, the overall excess in WTPZ..

estimates over the stated WTPZ, values can to some
extent be explained by the absence of the opt-out option in the DCE tasks and linear utility
specification. Therefore, the impact of these design aspects on the convergence of WTP

values from the two techniques should be further considered.

The evidence for consistency between WTP estimates from CV and DCE techniques in our
study is rather weak. This is in discordance with the other studies that found very high levels
of consistency (Bijlenga et al., 2011; van der Pol et al., 2008). Bijlenga et al. (2011) used a
CV design very similar to DCE tasks with 32 evaluated profiles, while in our study CV tasks
were kept to minimum to estimate two separate effects. Van der Pol et al. (2008), in contrast
to our study, used non-linear utility specification. Thus, it appears that non-linearity may also

impact the consistency between WTP estimates.
Our observation that the discrepancy between predicted WTPZ.. and stated wTPRZ, for the

same change reduces with the increase of stated WTP4, may be attributed to certain pattern in

respondents’ behavior. This implies that people stating low or zero additional WTP for
improved profiles do not see added value in the changes in the presented attributes and, thus,
they might either be less confident of their choices or pay less attention to the tasks and,
consequently, behave less consistently in DCE tasks. This implies that such respondents
might not discriminate between the profiles presented in the DCE task when attributes that are
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not relevant to them are varied. Their choices, if they are forced to choose, will be then erratic

resulting in inconsistent welfare estimates.

From this perspective in the analysis of data from DCE it might be important to account only
for those choice tasks from a respondent in which one can really discriminate between the
presented profiles in terms of gained utility. Basically two strategies might be applied to do
this: either excluding cases where a respondent does not see the relevance of the presented
attribute changes, or apply an adaptive choice design. The former strategy would imply the
introduction of an additional answer option allowing a respondent to state that the attributes
varying in the task are not relevant to him/her. However, this strategy is problematic because,
firstly, such answer option might confuse the respondent, and secondly, it might cause many
drop offs and, hence, high cost of data. The latter strategy, i.e. the adaptive choice design (e.g.
Johnson et al., 2003), allows incorporating the answers of all respondents into analysis as it
defines as a first step which attributes are most relevant to the respondent and then builds
further choice-tasks based on relevant attributes only. This approach is also subjected to
difficulties with administration as it requires special software and computer dealt
questionnaires, which may be impossible in many contexts. These two strategies should be
considered as means of reducing the noise in data coming from respondents who are

confronted with tasks that are irrelevant to them.

The discrepancy in WTP estimates from the two techniques can to a large extent be explained
by the variation in profiles: mostly by quality improvements and less by a change in the
specialization of a physician. This means that DCE tends to overestimate WTP more for the
higher variations in attributes and less or not at all at lower levels. From a theoretical
perspective such divergence might have arisen because of the linear specification of the utility
function in the DCE model. Introduction of a convex utility function for price and time
attributes and/or concave for other attributes (see Wassenaar et al., 2005) are expected to
result in smaller effects for the higher values of positive attributes and larger effects for the
expenditure (negative) attributes, which is more in line with consumer behavior theory
(Lancsar et al., 2007). This should result in lower WTPpce estimates at higher levels of
attribute changes (that will affect the utility level less) leaving them practically unaffected at

lower levels of attribute changes. Thus, WTPZ.. estimates might become closer in pattern to
stated WTPRZ, . However, non-linear utility functions are not conventional in the DCE analysis

and result in computationally slightly more complex solutions for wTPZ.. estimates. Further
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research on the impact of non-linear utility functions on the convergence of the WTP

estimates from two valuation techniques is necessary.

Another possible implication of the effect of attribute levels on the discrepancy between
WTPs is that marginal changes rather than total variation changes in the levels of attributes
for the DCE tasks are more relevant for consumer choice. Hence, they should produce

WTPS:

. Vvalues closer to the difference in the directly stated WTPZ, . However, it is not
always possible to express other than extreme levels of the non-quantifiable attributes to the
respondent (i.e. attitude can be polite or impolite, but not polite to some extent). Additionally,
it might be difficult to find an average profile as in the actual market to be used as a reference
and for constructing marginal changes, especially if the health care markets are uneven in

terms of quality, access and price.

Finally, we do not find strong evidence for the impact of socio-demographic factors on the
discrepancy between WTP estimates from DCE and CV. Some of them might affect it, but
our results demonstrate that they explain not much of the discrepancy in the WTP estimates,
while direct statement and the level of attribute changes in the task design appear to be the
strongest predictors. This suggests that in our study, the results are not specific to a certain

group but apply to the entire sample.

In conclusion, in this chapter, we did not touch the question of which technique — DCE or CV,
is more valid. There is evidence in favor of both of these techniques (e.g. Ryan, 2004a; Ryan
and Watson, 2009; Telser and Zweifel, 2007), though some authors may question the
theoretical validity of DCE (e.g. Bijlenga et al., 2011; Taylor and Armour, 2002) and show its
sensitivity to functional form (e.g. Hanley et al., 1998). Here, we aimed to study the
discrepancy in WTP from the two techniques. Systematic differences would eliminate the
necessity to choose which method is more valid. So far, our conclusions are: (i) DCE
produces systematically higher WTP estimates than people state in CV task; (ii) there is
practically no evidence for the consistency between the two estimates; (iii) the difference in
WTP estimates from the two techniques mostly results from incertitude in behavior of
respondents who place low value on the presented changes, and rises with the increase in the
attribute changes under valuation. These conclusions are not specific to any socio-

demographic group and hold for the entire sample.

From the methodological perspective, assuming open-ended/payment card CV to be a

reference due to its closeness to actual choices (Frew et al., 2003; Ryan and Watson, 2009),
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measures in DCE design reducing this discrepancy should be considered. These measures
might include but do not need to be restricted to: non-linear utility function specifications,
introduction of an opt-out option in discrete choice tasks, introducing marginal changes rather
than total variation change in those tasks where possible, and introduction of a price attribute
with plausible levels. In any case, the specific effects of these measures on the convergence in

WTPS:

. estimates to directly stated wTPRZ, should be further investigated. The part of
discrepancy that is brought up by respondents’ incertitude in decision making can be
addressed by discrimination between choice tasks for respondents by the relevance of the
presented attributes to them. Two possible strategies discussed in this chapter are: the

indifferent choice option and adaptive choice designs in DCE.
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Chapter 5

Abstract

Background: Patient charges for health care services are implemented in high-income
countries to reduce unnecessary service use and to involve consumers in health care funding.
Although service use in Central and Eastern Europe (CEE) is high, patient charges for
services are not common. Moreover, there is no evidence on the potential consumption effects

of service charges in these countries.

Objective: In this chapter, we provide evidence on the potential impact of patient charges on
the consumption of specialized physician services in six CEE countries: Bulgaria, Hungary,

Lithuania, Poland, Romania, and Ukraine.

Methods: We apply a semi-parametric survival analysis to the stated WATP in order to
identify potential demand pools, i.e. the shares of population willing and able to pay a certain
fee in case they need a service. Subsequently, we calculate price, income and age semi-
elasticities. Data are collected through a survey held in 2010 among representative samples of

about 1000 respondents in each country.

Results: Our results suggest that median WATP in the studied countries ranges from € 5.15 to
€12.2 and the country ranking by WATP follows exactly the country ranking by income
level. Low service charges, up to € 2.5 in Bulgaria, Hungary, Lithuania and Romania, and up

to €5 in Poland do not appear to drop many people out of the demand pool.

Conclusions: Low patient payments are an acceptable policy tool in case adequate exemption
criteria are effectively applied. The lower payment interval should be studied in more detail
for Ukraine, however. Conducting demand analysis based on SP data can provide useful

information to design patient payment policies.
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5.1 Introduction

The implementation of patient charges for publicly-funded health care services has been often
recommended to reduce unnecessary service use and thus, to enhance the efficiency of health
care resource utilization (Ros et al., 2000; Rovira et al., 1998). Theoretical and empirical
research suggests such charges may bring certain welfare gains but if accompanied by
efficient administration and sufficient quality improvements (McPake, 1993; Pavlova et al.,
2010). In Central and Eastern European (CEE) countries, where patients often pay for
pharmaceuticals and medical devices, as well as informally to providers (Balabanova and
McKee, 2002; Belli et al., 2004; Ensor, 2004; Gaél et al., 2010; Gaal and McKee, 2005;
Szende and Culyer, 2006; Thompson and Witter, 2000), formal charges for health care
services are not very common. This can be explained by the post-socialistic context and the
political inability to implement these commonly unpopular measures (Tambor et al., 2011),
rather than by real evidence on their potential effects. In fact, evidence on the potential impact

of patient charges on the consumption of health care services in CEE countries is lacking.

This chapter focuses on the potential consumption effects of the official patient charges for
specialized physician services in six CEE countries, namely Poland and Hungary (developed
CEE countries), Bulgaria and Romania (less developed CEE countries), and Lithuania and
Ukraine (post-Soviet countries, Ukraine being far less economically developed). The country
context is explained in detail in Chapter 1. All of these countries, except for Ukraine, have
implemented social health insurance systems. Ukraine has maintained the tax-based
Semashko system which claimed universal coverage, where official patient charges are

practically illegal except for some specific services.

Bulgaria is the only country in this group, where patient charges for outpatient services (1%
of country minimum wage per visit) effectively exist since 2000 (Atanasova et al., 2011). In
the other countries, i.e. Hungary, Lithuania, Poland, and Romania, patient charges are
applicable to services outside the packages covered by the social insurance. Hungary
introduced official co-payments in 2007 (around € 1 for a visit to a physician) (Baji et al.,
2012a), but they were abolished after a national referendum less than 1 year after they were
implemented. Outside the official cost-sharing arrangements, all six countries suffer from
quasi-formal and informal payments (also in outpatient care). Quasi-formal charges are
official charges set up by the health care establishments without clear government regulations.

In the context of health care underfunding, these charges allow patients to obtain services with
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quicker access and higher quality, although this is not fully legal (Gaél et al., 2010; Gotsadze
and Gaal, 2010; Murauskiene et al., 2010). Informal (under-the-table) patient payments for
physician services are also widespread, especially in Ukraine and Romania, but also in the
other countries (Stepurko et al., 2011). Thus, patients in all six countries are confronted with
various charges when using physician services (Pavlova et al., 2012), but official fees exist

only in Bulgaria.

Given the absence of official patient charges for physician services in four of the studied
countries, their rather short lifetime in Hungary, and the rather uniform payments in Bulgaria,
we base our analysis on SP. CV data from the six CEE countries was collected via national
representative surveys in 2010. We analyzed and compare stated WATP for specialized
physician services of high quality and quick access. Rather few studies rely upon SP to
quantify the potential effects of user fees on health care demand (Skriabikova et al., 2010).
We applied a survival analysis, similar to Mataria et al., (2007), to derive the underlying
demand pool functions and, consequently, the price and other factor elasticity. In contrast to
Mataria et al. (2007), we applied a semi-parametric modeling approach which better fits the
data (as it allows for a non-regular shape of the hazard functions). We also make cross-

country comparisons, which has not been done in previous research.

5.2 Methods

5.2.1. Data collection

We exploited data from national representative household surveys held in July-August 2010
in the six CEE countries: Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine. The
target samples consisted of about 1000 respondents in each country. The sampling strategy
was based on a multi-stage random probability method and is described in Appendix B in
detail. The standardized questionnaire contained 6 main blocks, including questions about
WATP and socio-demographic characteristics of the respondent and the respondent’s
household. The design of the contingent valuation task was similar to that in the small scale
survey in Ukraine, described in Chapter 3. The main difference was that in this survey,
respondents were presented with one valuation task only. In this task, respondents were
presented with the scenario of major health symptoms and were asked if they would be
willing and able to pay for the visit to a medical specialist provided that the services were of
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good quality and quick access, which was specified in a show card. The exact wording of the
task is presented in Appendix D. Those, who were willing to pay, were first asked to choose
one of the payment intervals shown on the card to frame the answer and prevent respondents
from overstating their preferences. Then, respondents were asked to specify an exact amount
within the interval chosen. If a respondent was not able to state the amount exactly, but could
define the interval, the midpoint was filled in by the interviewer. The payment card format, as
opposed to dichotomous choice, is generally known to produce more conservative estimates
(closer to real WTP) and not subject to mid-point bias (Ryan et al., 2004). Exact statement

(open-ended format) was added to obtain more complete information from the respondents.

5.2.2. Model specification

For the purpose of modeling, we assumed that the WATP level stated by a respondent
reflected his/her real WATP. That meant that if a fee for a visit was lower than a person’s
WATP the person would stay in what we defined as a potential demand pool, while if the fee
exceeded the WATP level, a person would drop out of the potential demand pool. The
potential demand pool refers to the share of the population which is potentially willing and
able to purchase a service in case a certain health problem occurs. Thus, this is demand
conditional on having health problems. WATP in our analysis was the counterpart of the time
to death variable in a classical survival analysis, and the fee level was analogous to time
(further fee is denoted as t). The empirical problem was to model the hazard of dropping out
of the potential demand pool at a certain fee level using information about the respondents’

WATP and socio-demographic characteristics.

First, we assumed that the underlying continuous hazard function satisfied the proportional
hazard properties. That is, the hazard rate & for a person i to drop out at certain fee level t*
from the potential demand pool was proportional to certain basic hazard 6, for this level, with

a multiplicative factor depending on personal characteristics X;:
6,(t. X) = 6,(WATP, =t *)exp(X,) (1),
where S is a vector of parameter coefficients.

Hazards derived from raw data behaved rather unevenly and differently across countries.
Therefore, in order to better fit the data, we applied a semi-parametric specification of the

empirical hazard function. For this purpose we split fee levels into a number of intervals t; ,
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where j=1,2,...J. The continuous hazard may be transformed to obtain the function for the

interval specific hazard h; (e.g. Hosmer et al., 2008) in a form:

hj(X)zl—exp{— exp(ﬂx)jeo(t)dt] (),

tet;
where the integral represents the cumulated baseline hazard in the interval j. Denote the
logarithm of this amount as y;. Then, the empirical problem may be transformed into fitting a
complementary log-logit model of the interval hazard:

log(~log[L - h;(X)])= AX +7, (3)?

5.2.3. Two-stage approach and intervals

In this analysis, we did not distinguish between the true zero answers and so called free-riders.
However, we admitted that different drivers might underlie the decision of stating a zero or
non-zero WTP and the decision about the actual level of the WTP. Therefore, we applied a
two-stage modeling approach®. That is, independence of the two decision stages was assumed
and we parameterized equation 3 two times for each country. The first stage equation included
one constant representing the log of the baseline hazard of dropping out of the demand pool if
any fee is introduced. The second stage equation contained constants specific for each of the

positive payment intervals.

We used the midpoints and the ends of the intervals presented in the payment cards (that
helped exact framing of the WATP statement) for the break-down of the fee scale. This
determined the step of € 2.5 for the fee scale intervals. However, in different countries spikes
in the response frequency appeared just below and above these values, which correspond to
the round numbers in local currencies. Thus, all these values should logically be assigned to
one interval. Therefore we used slightly shifted bounds in order to incorporate round values
around initial bound into the lower interval. Thus we obtained intervals of: € (0-2.6), [2.6-6),
[6-7.6), [7.6-11), [11-12.7), [12.7-25], (25 and more]. The last interval is unbounded and,

2 In this specification 7j is an interval specific constant, which does not have simple direct interpretation. Observe that

y, = Iog{ T‘%(U)du} _ Iog[— Iog(l— hy, )] which means that this constant represent logarithmic transformation of cumulated
aj,

baseline continuous hazard in the interval, or inverse complementary log-logistic transformation of interval (discrete)

baseline hazard.

% We also tested for continuous decision process specification by estimating joint models with zero fee included as a separate

interval. The results differed to some extent in magnitude, but were fully consistent in relative magnitudes and directions of

change, leading to similar conclusions. As the continuous specification accounts for questionable zero answers it may

understate survival rates. Therefore, we present here the results of a two-stage approach application.

102



Willingness and ability to pay for physician services in CEE

hence, hazard rates are infinite in it (everyone, who stays in the pool till the fee € 25, drops
out of it anyway). Therefore, it was plausible to treat respondents expressing WATP in the
last interval as censored. Consequently, there are no constants corresponding to the last

interval in the models and no predictions were done based on it*.

5.2.4. Predictions

The derivation of the survival functions (potential demand pool functions) for each country in
the study was further done based on the predicted interval hazards. The prediction of the
hazard rates was done using the parameterization of equation 3. For this purpose, socio-
demographic characteristics were held at average sample levels within each country. Thus, the

survival rate for interval j was calculated as:

S, :H(l—hk)zlj(l—{l—exp(—exp( E [BX]HKDD (4)

J
k=1 country

5.2.5. Price elasticity

The price elasticity (i.e. with regards to fee level t) in the semi-parametric specification does
not make much sense in its full form, because the baseline hazard is actually a non-continuous
step function consisting only of the combination of interval specific constants. The percentage
change in the survival rate moving from interval to interval is of interest. This can be

interpreted as semi-elasticity with regard to a one interval change in price (user fee).

Thus, the semi-elasticity across intervals (moving from one interval to the next one) were

written as:

7toalst X gl (o, x [ = -expl foly, ) OF

It is notable that the price semi-elasticity depends on population characteristics. We applied
the same approach as for predicting survival functions, i.e. we used average sample

predictions Ecounry( X ) for further calculations, thereby relating estimates to the current

country context. For presentation purposes, we only calculated the price semi-elasticity of

* Intuitively, predictions for the last interval are obvious: interval hazard should be equal to 1, and survival rate to 0%.
% Given properties of the survival function we obtain:

ogfst,, X)]= - o, x it =-exp(x )}eoa)dt:—exp(ﬂx)g‘exp@j)

Substituting for difference in logarithms of survival function in equation 5 gives the presented result.
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survival when moving between neighboring intervals. Estimations between more distant

intervals would not be precise.

5.2.6. Elasticity by covariates

We applied the same framework with regards to covariates, and estimate a semi-elasticity for
them, which represents the percent change in the survival function in response to a unit

change in the covariate of interest x. It is calculated as:
dlog|s(t;, X v j
oalst %X =, exp(X )| 6, (t)dt = — B, exp(BX ) exp(r, ) (6)°
0 k=0

Note that the survival (potential demand pool) elasticity with regards to x-s depends on the
price interval, or cumulative hazard in it, as well as on the level of x. Additionally, it depends

on the level of all other characteristics, which we set to average sample levels Ecountry( X ).

Thus, for each characteristic we may obtain a different elasticity per interval.

5.3 Results

5.3.1. Descriptive statistics of the data

Descriptive statistics of the samples in the study are presented in Table B.2 in Appendix B.
Their age and gender composition is reasonably close to that of the adult population in the
studied countries according to national statistics. The proportion of respondents, who express
a positive WATP for specialized physician services provided that they are of high quality and
quick access, is rather high in all six countries. The most positive about paying for the
services are Romanians and Lithuanians (81.43% and 80.90%), followed by Bulgarians
(75.96%). Substantially lower shares of Ukrainian and Polish respondents (73.47% and
72.96%) state a positive WTP. The lowest share is in Hungary (66.54%).

Even if zero answers are accounted for, the level of the mean and median WATP in all six

countries are rather substantial. Accounting for only positive values does not change the

® Semi-elasticity with regards to exponential of linear combination of characteristics X can be written as:

dlog[s(a;, X)%exp (5)° ,af 0, (t)dt

However, dexp(px ) can be rewritten as B, exp(ﬁX )ax in order to relate it to change is characteristic x. Substituting in the
previous equation we obtain equation 6.
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pattern much. In Poland, the level of WATP is the highest, while Ukraine is the very last by
this indicator. Hungary and Lithuania share the second place in the chart of WATP levels.
However, in Hungary this level becomes substantially higher if only positive values are
considered, which is due to a large number of zero answers. In Romania, the mean WATP
level is higher than in Bulgaria but, they are close in median levels. Country ranking by mean
and median positive WATP level follows perfectly their ranking by income, and still closely
if zeros are considered (except for Hungary).

5.3.2. WATP modeling

The results of the two-stage modeling of the hazard rates of dropping out from the potential
demand pool based on the stated WATP are presented in Table 5.1. For each country, the first
column represents the hazard model conditional on having a positive WATP (second stage
decision), while the second column is the hazard rate (probability) of having a zero WATP
(first stage decision). The models have theoretically valid coefficients, i.e. elderly and people
with lower income are expected to express lower WATP. However, the hazard function at
positive fee levels for Ukraine does not pass the likelihood-ratio test against the constant only
model and, hence, covariates in the model have rather imprecise or no effect on the WATP
level. Baseline hazards follow a common pattern for all six countries. They are the lowest at
the interval corresponding to the fee level of €0-2.5. Then, they gradually but unevenly
increase. It is very common that hazards behave unstable at the higher levels of WATP due to

fewer observations at those levels.

For those who state a positive WATP, age is not associated with WATP changes except for
Ukraine, where the association is small in magnitude and bordering on statistical significance.
Age plays a more important role for increased hazards of stating zero WATP in Romania and

Ukraine, but also for Poland and Lithuania.

In Bulgaria, Hungary, Lithuania, and Romania, income is a significant factor at both decision
stages. However, in Hungary, the magnitude of its effect is similar at both decision stages,
while in the other three countries the effect on the hazard rate of stating a zero WATP is much
higher than for the WATP level. In Poland, income defines only hazards at the first decision
point (zero/positive WATP) while in Ukraine, it is not significant at any stage. Household size
was introduced in order to weight the effect of total household income, and it turns out to be

significant only in Poland and Hungary.
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Table 5.1 Two-stage hazard models based on stated WATP

Bulgaria Hungary Lithuania
At pos. At zero At pos. At zero At pos. At zero
Effect
fee fee fee fee fee fee
Age years 0.005 0.007 0.003 0.005 0.005 0.013**
(0.003) (0.006) (0.003) (0.004) (0.003) (0.006)
Income € thds. -0.416** -2.238***  -0.526***  -0.508** -0.370%** -1,502%**
(0.199) (0.574) (0.178) (0.230) (0.104) (0.338)
Size of the household 0.035 0.035 -0.009 0.029 -0.008 0.053
(0.040) (0.067) (0.038) (0.050) (0.036) (0.071)
Sex male ref. ref. ref. ref. ref. ref.
female 0.150* 0.006 0.203** -0.14 -0.043 -0.551***
(0.087) (0.150) (0.091) (0.115) (0.083) (0.157)
Residence village 0.262** -0.152 0.202** 0.067 -0.145 0.001
(0.103) (0.170) (0.104) (0.135) (0.094) (0.181)
small cities ref. ref. ref. ref. ref. ref.
big cities 0.290***  0.346* 0.843***  (0.392***  (0.285***  (.445**
(0.112) (0.207) (0.127) (0.148) (0.099) (0.195)
Education no or primary  0.182 0.595***  (.212** 0.091 -0.026 0.136
(0.123) (0.172) (0.106) (0.136) (0.138) (0.222)
secondary ref. ref. ref. ref. ref. ref.
tertiary -0.211** -0.707***  0.182 -0.197 -0.023 -0.241
(0.107) (0.269) (0.130) (0.188) (0.087) (0.174)
Number of family members -0.012 0.092 0.107 -0.293***  -0.054 -0.072
with chronic disease (0.070) (0.123) (0.073) (0.101) (0.065) (0.128)
Chronic diabetes 0.18 -0.241 -0.350** 0.257 -0.406* 0.37
states (0.163) (0.271) (0.163) (0.193) (0.211) (0.282)
CvD -0.116 0.123 -0.146 0.166 -0.143 0.265
(0.121) (0.201) (0.119) (0.150) (0.107) (0.192)
kidney, liver,  0.006 0.178 0.305 -0.301 -0.02 0.242
lung (0.154) (0.223) (0.187) (0.288) (0.139) (0.219)
other chronic  0.086 0.084 -0.023 0.416***  0.205** 0.005
(0.116) (0.185) (0.127) (0.158) (0.102) (0.190)
Past use visited -0.278** -0.355 0.143 -0.12 -0.047 -0.078
experience physician (0.138) (0.248) (0.124) (0.143) (0.097) (0.189)
paid officially ~ 0.290** 0.125 -0.129 -0.642** -0.220** -0.285
(0.116) (0.201) (0.141) (0.282) (0.099) (0.207)
paid 0.117 -0.564* -0.146 -1.065***  0.038 0.372*
informally (0.159) (0.334) (0.117) (0.227) (0.117) (0.216)
Interval € [0+4] -0.977** -0.525* -1.499***
constant 0.000 (0.456) 0.000 (0.283) 0.000 (0.396)
€ (0-2.5+] -2.282%** -3.112%** -2.883***
(0.269) (0.276) (0.249)
€ [2.6-5+] -1.953*** -2.059*** -1.481***
(0.266) (0.248) (0.214)
€ [6-7.5+] -1.126*** -1474%** -1.401%**
(0.257) (0.243) (0.217)
€[7.6-10+] -0.346 -1.101*** -0.833***
(0.256) (0.243) (0.214)
€[11-12.5+4] -0.520* -1.776%** -0.694***
(0.278) (0.271) (0.219)
€[12.7-25] 0.663** -0.315 -0.113
(0.299) (0.245) (0.222)
Number of observations 2,061 817 2,326 934 2,974 951
Log-likelihood -1,055.77 -394.04 -1,092.67 -560.73 -1,424.86 -426.34
Wald test (chi2) 706.89***  102.86*** 859.50***  89.32***  1069.81***  75.90***
Likelihood ratio test (chi2) 45.87***  08.16***  67.53***  85.82*** 44 24*** 60.4***

Significance: * p<0.1; ** p<0.05; *** p<0.01;
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Table 5.1 (continued) Two-stage hazard models based on stated WATP

Poland Romania Ukraine
At pos. At zero At pos. At zero At pos. At zero
Effect
fee fee fee fee fee fee
Age years 0.002 0.013** 0.001 0.021***  0.006* 0.013***
(0.004) (0.005) (0.003) (0.006) (0.003) (0.005)
Income € thds. -0.199 -0.820***  -0.361** -1.369** -0.185 -0.626
(0.127) (0.231) (0.150) (0.538) (0.275) (0.547)
Size of the household -0.002 -0.002 0.029 -0.012 0.061 -0.038
(0.037) (0.059) (0.035) (0.062) (0.034) (0.058)
Sex male ref. ref. ref. ref. ref. ref.
female 0.101 -0.041 -0.094 -0.289* -0.078 -0.064
(0.091) (0.144) (0.086) (0.167) (0.088) (0.139)
Residence village -0.112 -0.276 0.024 0.113 -0.032 -0.199
(0.105) (0.171) (0.098) (0.195) (0.106) (0.167)
small cities ref. ref. ref. ref. ref. ref.
big cities -0.377***  0.299* -0.056 0.296 -0.112 -0.039
(0.119) (0.175) (0.116) (0.256) (0.100) (0.154)
Education no or primary  -0.407***  0.127 0.111 0.22 0.249 0.520**
(0.127) (0.170) (0.123) (0.208) (0.203) (0.205)
secondary ref. ref. ref. ref. ref. ref.
tertiary 0.001 -0.445* -0.054 -0.379 -0.027 -0.310*
(0.126) (0.253) (0.100) (0.260) (0.090) (0.166)
Number of family members 0.136* 0.338***  0.046 -0.037 0.051 0.051
with chronic disease (0.078) (0.110) (0.076) (0.153) (0.067) (0.106)
Chronic diabetes -0.001 0.329 0.03 -0.225 -0.223 0.495*
states (0.220) (0.244) (0.171) (0.332) (0.256) (0.274)
CvD 0.119 -0.164 -0.284** -0.055 -0.094 0.374**
(0.137) (0.205) (0.123) (0.226) (0.124) (0.174)
kidney, liver,  -0.086 0.263 -0.034 0.086 -0.310** 0.093
lung (0.253) (0.299) (0.135) (0.238) (0.134) (0.177)
other chronic  0.094 0 0.1 0.124 -0.05 -0.068
(0.134) (0.185) (0.120) (0.223) (0.109) (0.157)
Past use visited 0.175 -0.473***  0.189* -0.107 0.008 0.06
experience physician (0.115) (0.172) (0.107) (0.203) (0.106) (0.157)
paid -0.380***  -1.074***  -0.107 -0.490** -0.015 -0.387**
officially (0.121) (0.306) (0.109) (0.239) (0.114) (0.197)
paid -0.561***  -1.476** 0.077 0.223 0.190* -0.404**
informally (0.199) (0.590) (0.117) (0.243) (0.114) (0.202)
Interval € [0+4] -0.960*** -2.160*** -1.659***
constant 0.000 (0.365) 0.000 (0.458) 0.000 (0.359)
€ (0-2.5+] -3.090*** -2.192%** -1.302%**
(0.294) (0.255) (0.221)
€ [2.6-5+] -2.384*** -1.305*** -0.440**
(0.260) (0.239) (0.216)
€ [6-7.5+] -1.469*** -0.767*** -0.501**
(0.238) (0.237) (0.227)
€[7.6-10+] -1.746%** -1.080*** -0.101
(0.249) (0.252) (0.236)
€[11-12.5+] -0.029 0.104 -0.235
(0.226) (0.241) (0.278)
€[12.7-25] 0.530** 0.14 0.104
(0.240) (0.262) (0.325)
Number of observations 2,686 822 2,305 804 1,637 902
Log-likelihood -1,026.69 -421.37 -1,172.86 -361.81 -1,028.75 -487.37
Wald test (chi2) 1,017.21*%** 106.16*** 810.52***  67.54***  342.83***  86.21**
Likelihood ratio test (chi2) 51.54** 08.94*** 24.48* 43.84*** 20.68 64.07***

Significance: * p<0.1; ** p<0.05; *** p<0.01;

ref. — reference group
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Place of residence is an important demand pool factor mostly at positive WATP levels, but
also at the first stage decision, in Bulgaria, Hungary, Lithuania, and Poland. Level of
education demonstrates a differential effect in different countries. It is, however, most
important for the first stage decision in Bulgaria, less in Ukraine, where a higher education

level is associated with higher chances of having a positive WATP.

Chronic diseases affect the valuation of specialized physician services. Having diabetes in
Lithuania and Hungary, cardio-vascular disease (CVD) in Romania, and kidney, liver, or lung
problems in Ukraine are associated with higher WATP values and, thus, lower hazards of
dropping out of the potential demand pool at any fee level. These effects are expected.
However, having another chronic disease is associated with lower WATP levels in Lithuania,
and with higher chances of stating zero WATP in Hungary. CVD is also associated with
higher chances of zero WATP in Ukraine. These effects are not directly expected. However,
they might be caused by interfering income effects. This implies that people with these

disease have a lower income and, hence, express lower WATP levels.

Finally, past use and payment experiences have differential effects throughout the studied
countries. Those who visited a physician during the past year have a higher chance of stating a
positive WATP in Poland while in Bulgaria they express a lower WATP. In Romania
physician visits increase WATP. Past experience in paying either officially or informally
increases the chances of having zero WATP in Hungary, Poland, and Ukraine. In Poland this
experience is also associated with a lower WATP and, thus, a higher chance to drop out of the
demand pool at any fee level. Lithuanians state a higher WATP if they have experience in
paying officially in the last year, while in Bulgaria the effect is the opposite. Opposite effects
of informal payment experience are observed in these countries: in Bulgaria, it is associated
with higher chances of positive WATP while in Lithuania — with lower chances. In Romania,

official payment experience is associated with higher probability of stating positive WATP.

Figure 5.1 presents the survival models (potential demand pools) built based on the two-stage
modeling framework. Panel a) represents potential demand pool functions conditional not
only on having health problems, but also on being positive about paying, while in panel b) the
demand pool is unconditional of zero or positive WATP, but is still conditional on having
health problems that make one go to a medical specialist. The zero fee interval in panel b)
represents some very small increases in fee levels, i.e. increases close to zero. The survival

rate at this interval represents the mean predicted proportion of respondents who state they are
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willing to pay any fee. Both approaches produce survival rates close to the raw proportions

from the data with a slightly overstated survival rates in the zero interval.

a) Conditional survival models (positive WATP)
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Figure 5.1 WATP survival models (potential demand pools) based on two-stage approach to hazard

modeling.

Because of the high proportion of respondents stating that they are not willing or able to pay
for specialized physician services, the unconditional potential demand pool in panel b) for
Poland and Hungary is shifted downward especially at lower fee levels. We find that this
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underestimates the real demand pool potential in these countries. Therefore, we consider the

conditional demand pools as the ones that better reflect reality.

Poland differs from other countries by having the highest potential demand pool function,
while Ukraine has the lowest. Hungary, Lithuania, and Romania have rather close potential
demand pool dynamics. Finally, the demand pool in Bulgaria is close to the middle for the six
countries at the lower fee levels, and is the most elastic between 5 and € 10 fee. After € 10 it
becomes less elastic and approaches the one in Ukraine after € 12.5 fee.

5.3.3. Demand pool elasticities

The calculated values for the price, income and age semi-elasticities of the demand pool are
presented in Table 5.2. At the lowest fee interval, i.e. between € 0 and € 2.5, the demand pool
is relatively inelastic in most countries. Most of the drop out at such fee level is in Ukraine
(27.8%), Bulgaria (14.7%) and Romania (10.3%). The least elastic demand pool at this fee
interval is observed in Poland and Lithuania, a little bit more in Hungary. The increase to the
next fee interval, i.e. between € 2.5 and € 5, causes a very large drop from the demand pool in
Ukraine (65.9%). In Bulgaria, Hungary, Lithuania, and Romania, this fee level causes drop-
outs at the level of around 20-25%, which can be already considered as rather substantial.
Only in Poland a fee increase to this interval does not cause many respondents to drop-out as
the semi-elasticity for moving to this interval is around -8.3%. Up till € 10, Poland has the
least elastic demand pool function among the six countries. However, a further fee increase of
€5 makes the demand pools in all countries more elastic and causes substantial drop-outs,

especially in Ukraine and Bulgaria.

The income semi-elasticity estimates show that the demand pool is rather weakly affected by
income at low fee levels for respondents with positive WATP. This is especially true for
Poland, but also for Lithuania, Hungary and Romania. In Poland, income continues to have
the weakest effect through all fee levels. For other countries the income elasticity of potential
demand follows a similar pattern in all fee intervals up to € 7.5. The most responsive to
income is the survival function in Bulgaria starting from a € 7.5 fee, and in Hungary in the
interval € 6 — € 10. In Romania, the income elasticity starts to increase rapidly after a € 10 fee.
In Ukraine and Lithuania, the income elasticity increase remains relatively stable throughout
all fee intervals which may also be interpreted as the weak impact of income on the WATP

statement. At the first stage decision (i.e. stating zero or positive WATP), the biggest effect of
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income is observed in Bulgaria (46.9%), less in Lithuania (25.88%) and Romania (24.4%),
even less in Hungary (19.78%) and Ukraine (18.08%).

Table 5.2 Price and other factor semi-elasticity of potential demand pools

Semi-elasticity

Bulgaria Hungary Lithuania Poland Romania Ukraine
From To
No fee Small fee -21.0% -38.9% -17.2% -25.0% -17.8% -28.9%
Small fee € (0-2.5+] -14.7% -7.0% -5.8% -4.1% -10.3% -27.8%
€ (0-2.5+] €[2.6-5+] -20.4% -20.0% -23.5% -8.3% -24.9% -65.9%
€ [2.6-5+] € [6-7.5+] -46.7% -35.9% -25.5% -20.8% -42.7% -62.0%
€ [6-7.5+] € [7.6-10+] -102.0%  -52.2% -45.0% -15.7% -31.2% -92.5%
€ [7.6-10+] €[11-12.5+4] -85.7% -26.6% -51.7% -87.6% -101.9%  -80.9%
€[11-12.5+] € [12.7-25] -279.7%  -114.6%  -92.5% -153.2%  -105.7%  -113.6%
Income semi-elasticity (by € 1000)
At: Small fee 46.9% 19.8% 25.9% 20.5% 24.4% 18.1%
€ (0-2.54] 6.1% 3.7% 2.1% 0.8% 3.7% 5.2%
€[2.6-5+] 14.6% 14.2% 10.9% 2.5% 12.7% 17.3%
€ [6-7.5+] 34.1% 33.1% 20.3% 6.6% 28.1% 28.8%
€[7.6-10+] 76.5% 60.6% 36.9% 9.7% 39.4% 45.9%
€[11-12.54] 112.1%  74.6% 56.1% 27.2% 76.2% 60.9%
€[12.7-25] 2285%  1348%  90.3% 57.7% 114.3% 81.9%
AGE semi-elasticity (by 10 years)
At: Small fee -1.5% -1.9% -2.2% -3.3% -3.7% -3.8%
€ (0-2.54] -0.7% -0.2% -0.3% -0.1% -0.1% -1.7%
€ [2.6-5+] -1.8% -0.8% -1.5% -0.2% -0.4% -5.6%
€ [6-7.5+] -4.1% -1.9% -2.7% -0.7% -0.8% -9.3%
€ [7.6-10+] -9.2% -3.5% -5.0% -1.0% -1.1% -14.9%
€[11-12.5+4] -13.5% -4.3% -7.6% -2.7% -2.1% -19.8%
€[12.7-25] -27.5% -1.7% -12.2% -5.8% -3.2% -26.6%

Age has a rather limited effect on the demand pool at low fee levels. Table 5.2 provides semi-

elasticities of the demand pool by 10 year changes in age. The magnitude of the estimates is

rather moderate at all fee levels, except for the highest. The highest effect on the demand pool

has age in Ukraine, and to a lesser extent in Bulgaria. Overall, at lower fee intervals (up to

€ 5) age differences do not cause many disparities in health care service consumption in all

countries under consideration except for Ukraine.

5.4 Discussion and conclusion

In this study we exploit a stated WATP measure to study the potential impact of the different

patient payment levels on the consumption ability of specialized physician services in six

CEE countries. For this purpose a semi-parametric survival analysis was applied. This was
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suggested in a study by Mataria et al. (2007) who used a more restrictive parametric approach.
Results of our study apply to the integrated WATP for a visit to a physician, not to separate
quality and access characteristics as in mentioned study. They are also limited to the
specialists’ services with high quality and quick access in cases of major symptoms. The
former focus bridges the idea of revenue collection with necessary investments in quality and
access of the services. The major symptom scenario only indicates that in case of minor
symptoms, the consumption might be lower as more people would prefer alternative (no or

self-treatment).

We observe rather substantial levels of WATP in the countries which are comparable to the
cost of the services (although the notion of actual service cost is absent in most of these
countries). For Bulgaria, Lithuania, and Romania, we use tariffs established in contracts
between the National Health Insurance Funds and Provider representatives’ for 2012 and
bring them to the August 2010 values applying consumer price indexes using national
statistics®. In Bulgaria, patients additionally pay a co-payment of around € 1 (Atanasova et al.
2011), and thus, the full (time-adjusted) cost for society of an outpatient visit to a specialist
would be € 9.20 for the 1% visit and € 5.32 for the follow-ups. In Lithuania, the time adjusted
cost of the similar visit varies between € 10.30 and € 12.63 depending on the specialty. In
Romania, the basic tariff for examination is around € 7.2, though it varies substantially
between specialties and types of providers and in private facilities starts from € 14. For
Hungary, we use 2009 cost estimates by Gulacsi et al. (2012), which is approximately € 6.8
for a visit to a medical specialist when figures are adjusted to August 2010°. For Poland, we
use informal sources, such as internet forums, which provide information that in 2011 the cost
of a visit (time-adjusted®) to a medical specialist for uninsured people varied across different
regions between € 12.25 (50 zloty) and € 17.15 (70 zloty) with € 14.7 (60 zloty) being the

average. For Ukraine, no data about cost of services are available.

Comparing the indicators of the actual cost of services to mean and median WATP levels
(zero answers not considered), it can be said that only in Hungary and Romania, people on

" Data extracted from the official websites of National Insurance Funds of Bulgaria (National Health Insurance
Fund of Bulgaria, 2011), Lithuania (Vilnius Territorial Insurance Fund, 2012), and Romania (National Health
Insurance Fund of Romania, 2011).

& Consumer Price Index for these countries is obtained from National statistics services of Bulgaria (National
Statistical Institute of Bulgaria, 2012), Lithuania (Statistics Lithuania, 2012); for Romania we exploit World
Bank data (The World Bank, 2012)

° CPI for Hungary extracted from OECD data (OECD, 2012b)

19.CPI for Poland extracted from OECD data (OECD, 2012b)
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average value specialists’ services substantially higher than their cost to society in the public
system. In Bulgaria, the same applies to follow-up visits, while cost of the 1% visit is slightly
higher than Bulgarians are willing and able to pay on average for it. In Lithuania and Poland,
mean WATP levels lie somewhere in the middle of the range of service cost for these
countries, though median values do not even cover the minimal cost. Given that in this study
we estimate rough average WATP without service specification, it appears that in these
countries cost of services is maximally approached to the socially acceptable levels. This
comparison indicates that there is some potential for the implementation of user fees for

physician services in the countries.

The survival analysis describes the patterns of the population shares staying in the potential
demand pool after a certain fee level and their differences across population groups. In
general, the location of the demand curves and their elasticity is consistent with theoretical
expectations: i.e. they follow the country ranking by income rather well (The World Bank,
2013). The only exception is the Hungarian unconditional demand curve, which is low due to
the high levels of zero answers.

An unresolved question in the analysis is whether zero answers represent true opt-outs when
patient fees are introduced. In principle, a true zero WATP is different from protest answers
(Mitchell and Carson, 1989; Shackley and Donaldson, 2002). That is if patient payments are
implemented, those who state zero WATP will not necessarily forgo services. In this study,
we do not make a distinction between protest and true zero WATP answer. Thus, we include
all zero answers in the analysis. Hence, unconditional demand curves might be too
conservative, i.e. overestimate the share of drop-outs at the first stage: introduction of any fee,
and consequently at all other fee levels.

If the fee levels are increased to the actual service cost, this will lead to many drop-outs. In
our models, 70-71% of Bulgarians are willing and able to pay the cost of the follow-up visit,
and only 15-18% - for the first visit. In Hungary, around 54% of the population will stay in
the potential demand pool, in Lithuania — only 24%, in Poland — between 5.5% and 25.5%,
depending on the exact level. Cost-sharing is the more feasible option in this case. For
example, the current co-payment of € 1 corresponds to 86.5% of individuals being willing and
able to pay in our model (though the level might be higher as the payment interval € 0-2.5 is
rather broad).

It should be noted that the demand curves obtained in our analysis, do not give a direct answer

to the question of what level of user fees or co-payments is considered to be optimal. This
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depends not only on the potential demand curves, but also on the marginal cost of the services
and their quality improvements, as well as on the policy aims. Overall, it is a question of the
best trade-off between coverage and quality which maximizes welfare gains (McPake, 1993).
The overall framework for conducting such analysis is lacking. However, our potential
demand curves provide a good indication of the population groups and shares that will be

most problematic and will require exemption/reduction mechanisms at each fee level.

Our results are not fully comparable to the results of other studies due to the semi-parametric
specification. We were able to estimate semi-elasticities of the survival (potential demand
pool) functions. Translation of the semi-elasticity into a full elasticity (by dividing them by
the percentage change in the fee level using the mid-point as a basis) does not provide precise
point estimates as the fee scale was initially split into discrete intervals. Nonetheless, such
imprecise calculations show that the price elasticity in the lowest payment interval € 0-2.5
varies from -0.08 for Poland to -0.57 in Ukraine. In the second payment interval, the estimates
range from -0.5 for Poland to -3.95 for Ukraine. For other countries, the elasticities are in the
order of -1.2 to -1.5. In the fee intervals higher than € 5, the price elasticity increases to a
much higher level. Thus, for low fee levels (up to € 5) our results for the five CEE countries
(excluding Ukraine) are rather consistent with the previous literature based on cross-sectional
data and experimental designs in developed countries (Manning et al., 1988; Newhouse and
Group, 1993). The Ukrainian population is much more responsive to a fee
introduction/increase in the indicated interval, which is comparable to the demand elasticity
found in the less developed countries (Ching, 1995; Gertler and van der Gaag, 1990; Mocan et
al., 2004).

The socio-demographic differences that we observe are rather consistent with the theoretical
expectations and with the previous literature. First of all, income has an expected positive
impact on the demand in five of the studied countries. The only country where income has no
effect is Ukraine. We explain this by the historical and institutional peculiarities of Ukraine.
The well-established payment practices (informal and quasi-formal payments) (Gryga et al.,
2010) might eliminate some variation in expressed WATP levels due to common ideas in
society about a fair price. We explain the tendency among elderly people to report zero
WATP more often by ideological reasons. Some surveys in post-communist countries reveal
that nowadays there is a substantial share of people who are nostalgic about the USSR, and
this is substantially higher among older groups (Survey, 2011). These ideas are explained by

the conviction that social security for older people was more extensive in the USSR, including
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free-of-charge health care. On the other hand, the absence of this effect in Bulgaria and
Hungary might be related to the fact that people in these countries have already had
experience with official co-payments and found that it turned out not to be harmful. The
observed demand differences across place of residence which are observed in Hungary, but
also in Bulgaria, Lithuania, and Poland are in line with the theoretical and empirical literature
suggesting price discrimination by geographical area (McPake, 1993). However, the level and
direction of this effect is to be cautiously approached as higher values expressed by dwellers
of small cities in Bulgaria, Hungary, and Lithuania might actually be related to the relatively
more difficult access to these services than in urban areas. This is the case in most countries
despite the level of development (World Health Organization, 2008). Other socio-
demographic factors have differential effects on the potential demand and their explanation

requires a more detailed analysis of the systems features, which is out of scope of this study.

In this study we have shown how the stated WATP can be applied to the analysis of user
charges in the context of a lack of actual experience with user charges. We do not provide a
tool for the choice of the optimal fee level and we do not touch other normative questions
regarding patient payments. There are concerns that together with informal payments they
might impose a double burden on consumers and impair equity (Lewis, 2000). On the other
hand, official charges together with anticorruption measures prove to be rather efficient in
suppressing informal practices (Golinowska and Sowa, 2006; Lewis, 2006). We believe that
an official patient payment policy that accounts for population WATP is likely to reduce the

burden and inequality imposed by informal practices.

Although SP are argued to be a sound and valid source of information for price decisions in
primary health care (Foreit and Fleischman Foreit, 2003; Mataria et al., 2007), they may be
subject to hypothetical bias, i.e. may significantly overstate the W(A)TP derived from real
market choices (Liljas and Blumenschein, 2000; Ryan and Watson, 2009). Statistical
calibration techniques, like stochastic frontier models (e.g. Harder et al., 2006; Hofler and
List, 2004), have yielded promising results in environmental and agricultural economics.
Incorporating similar methods into the survival analysis of W(A)TP data on health care

services might provide better estimates of the potential effects of user fees.

It should be also mentioned that the generic approach with semi-parametric estimations to
cross-country data is subject to scale problems. For example, in our data many respondents
drop out from the demand pool in the very first fee interval in Ukraine, but a rather small

share does so in Poland. At the same time, in the payment interval from € 10.0 to € 12.5 the
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situation is the opposite. This means that for the sake of policy-making, it would be more
efficient to analyze in more detail the lower payment intervals in lower income countries,
leaving out the higher ones, and doing the opposite for higher income countries. The payment
cards should be presented to the respondents accordingly. This calls for additional single-

country studies using country-specific measurement scales.
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Abstract

Background: WTP/WATP obtained from SP techniques may be subject to hypothetical or
strategic bias. This may lead to either over- or understatement of the true WTP/WATP,

Objective: In this study, we applied a stochastic frontier model to data on WATP for
physician services in six CEE countries in order to test for strategic responses to WATP

questions.

Methods: The CV data were collected in nationally representative surveys in Bulgaria,

Hungary, Lithuania, Poland, Romania, and Ukraine in 2010.

Results: Understatement appears to be present in Bulgaria, where official co-payments are in
effect. In the four countries, where co-payments for physician services have never been
implemented, the general pattern suggests overstatement. Finally, in Hungary, where official
co-payments existed for one year but were abolished afterwards, there is a slight

overstatement but this is not statistically significant.

Conclusions: These findings suggest that over- or understatement may be related to the

probability of a price changes as a consequence of the study.
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6.1 Introduction

CV is an increasingly used SP technique for the valuation of health care benefits (Smith and
Sach, 2010; Klose, 1999; Diener et al., 1998). In a CV study, a specific health state or health
care intervention is valued by an individual in terms of the stated WTP/WATP for that health
state or intervention within a hypothetical scenario. Stated preference data have some
important advantages over actual behavior data. Firstly, SP data can indicate the value that
consumers attach to non-market goods, which is the case for most public goods. This is also
the case for health care services that are either covered by collective health insurance policies
or are publicly funded. Hence, the users of such services either meet no charges or pay
charges that are lower than actual services costs. Additionally, SP data capture information
about the value consumers attach to a market good, which can be different than the price that
they pay for it. It also provides information about the value non-users attach to the use or the
availability of goods, which cannot be deduced from actual behavior data (i.e. from

information on the price users pay for the good).

Nevertheless, the results of CV are rarely applied to policy decisions about patient charges in
health care. This is, most probably, because of the uncertain predictive validity of the stated
WATP measures stemming from the hypothetical nature of the valuation tasks as discussed in
Chapter 1. That is, WATP derived from a CV task is subject to a hypothetical bias, i.e.
respondents may state WATP which is different from their true WATP if a real commitment
IS to be made (Loomis, 2011; Harrison and Rutstrom, 2008). Most empirical literature, largely
from environmental economics, shows that CV produces overstated estimates of the actual
WATP (Harrison and Rutstrom, 2008; Loomis, 2011; List and Gallet, 2001; Murphy et al.,
2005). However, there are also indications that people might understate their real WATP (e.g.
Walraven, 1996).

Both effects described above are based on theoretical mechanisms which basically arise from
incentive incompatibility and, consequently, strategic behavior of respondents. On the one
hand, if a respondent believes that the actual price will be based upon the stated WATP, this
may create an incentive to understate their true WATP (Lunander, 1998; Samuelson, 1954).
On the other hand, if respondents think that the higher stated WATP helps to ensure public
provision of the good (i.e. the stated WATP is used to stress the importance that individual
attach to a good or service), they may have an incentive to overstate their WATP. Hoehn and

Randall (1987) argue that in case respondents believe that the information they provide will
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influence policy decisions overstatement is likely to occur, while if it requires real
contributions understatement is more likely. In both cases, it is expected that respondents
believe that the survey results might influence real policies, either the policy of the public
provision of the good or the policy of the pricing of the good. The causes and mechanisms of

the hypothetical bias are not sufficiently studied yet (Mitani and Flores, 2010).

The approaches to deal with hypothetical bias can be distinguished into ex-ante methods, i.e.
increasing the realism of the CV tasks, and ex-post techniques, where econometric techniques
are used to correct the gathered data (Loomis, 2011). The latter methods in their early
attempts implied trivial scaling of stated WATP by a certain ratio. The magnitude of the ratio
was usually based upon empirical studies that compared the stated WATP to experimental or
actual behavior (Fox et al, 1998). However, these studies did not provide conclusive evidence.
For example, a meta-analysis by List and Gallet (2001) suggests a mean calibration ratio of 3,
while the one by Murphy et al. (2005) suggests 2.6. In both reviews the range of the
calibration ratios is very high: from less than 1 to more than 10. Moreover, it is not likely that
the estimates of these ratios are transferrable across studies and across interventions. Another
approach to the ex-post correction for selection bias in CV studies is to estimate a bias
function using socio-demographic characteristics (Blackburn et al., 1994; Mansfiled 1998).
However, this only corrects for differences in stated WATP across individuals with different
characteristics and does not solve the incentivizing problem. Studies that apply this approach

also find that bias functions are not transferable across benefits.

An alternative approach to ex-post calibration is to apply a stochastic frontier analysis (SFA)
to WATP data (Goldar and Misra, 2001; Hofler and List, 2004). The application of this
calibration method to CV data has started relatively recently and until now there have been no
application of SFA to correct for hypothetical bias in WATP estimates in the health
economics field. In a SFA, the stated WATP is allowed to have an additional disturbance term
with non-zero expectation. The linear predictor is assumed to represent the true WATP level,
while the one-sided error term is thought to capture any potential bias. The advantage of this
method is that it does not require additional data, only those gathered in the CV survey itself.
The methodological assumption is about the direction of the additional error term: it is either
positive if people generally overstate or negative if they generally understate their true
WATP. It is a convention to assume overstatement in most applications; however, as

discussed above, there are no grounds not to test for potential understatement as well.
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In this chapter, we apply a stochastic frontier model to data on WATP for physician services
in six CEE countries in order to test for strategic responses to WATP questions. We relate the
observed over- and understatement patterns derived from the estimates of the one-sided error
terms to the country context in order to give an indication about the transferability of the
results. We also compare both raw and calibrated WATP to the actual expenditures by

respondents in the year prior to the CV study.

Our analysis is based on CV data collected in a national-representative survey in July-August
2010 in Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine (as in the previous
chapter). These countries present a relevant context for a cross-country comparison given the
past similarities in their health care sectors during the communist period, as well as the
different pace of health care reforms during the post-communist era. Moreover, Bulgaria is
the only country in the study where patients are exposed to formal patient copayments for
physician visits (1% of minimum salary in the country per visit), and Hungary is the country
with a one year experience of formal patient copayments for physician services (copayments
were abolished in 2008). Therefore, this country set provides the possibility to explore
hypothetical bias patterns not only in relation to socio-economic context, but also in relation

to the naturalism of the monetary commitments.

6.2 Methods

We used the same data as in Chapter 5, i.e. from national representative household surveys
held in July-August 2010 in the six CEE countries: Bulgaria, Hungary, Lithuania, Poland,
Romania, and Ukraine. The target samples consisted of about 1000 respondents in each
country. The sampling strategy is discussed in detail in Appendix B. For more details about
the questionnaire see the previous chapter and Appendix D for the exact wording of the CV
task. WATP was elicited via payment intervals followed by the exact statement within the

selected interval.

As discussed above, despite the extensive empirical evidence that in CV, respondents tend to
overstate WATP, in situations where respondents perceive that fees might apply to them,
WATP might be understated (Hoehn and Randall, 1987; Foster et al., 1997). In this study,
both assumptions were tested. For this purpose, two stochastic frontier estimations were
applied to WATP data: one with an additional half-normal disturbance term with a positive

expectation, another with similar disturbance but a negative expectation.
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The empirical stochastic frontier model is an extension of a linear model. It has the form of:
INWATP,) = )" AX +& 2, (1)

where exp(z PX +&;) was assumed to be an expression of the true underlying WATP with

stochastic error term ¢~ N(0;o,). Each observation may have an additional systematic

deviation with expectation of +u,, and exp(zu;)is an inefficiency scale parameter, or the

level of over- or understatement respectively (depending on the chosen sign). We assumed a

half-normal distribution for systematic deviation, such that = u; ~|N(0;c, ).

Both technically and theoretically, only one assumption about either a positive or a negative
inefficiency term may hold. We applied a simple test (Hofler and List, 2004) for the skewness
of residuals from the linear predictor to adopt the correct assumption. Hence, for each country
only one model which corresponded to the appropriate skewness direction was selected.

Based on this model, inefficiency scores were predicted for each respondent: (exp(+u,)) for

over- and (exp(-u,)) for understatement models. Then, the stated individual WATP was

calibrated by dividing the stated WATP by the inefficiency term: WATP " =WATP, /exp(u; ).

Thus, the stated WATP was scaled up in case of understated WATP or down in case of
overstated WATP.

In case of a half-normal distribution, the zero expectation of the disturbance does not lead to a
zero mean of the individual disturbances, as the whole density of the distribution is situated

on either side of zero. In this case, another parameter is of interest o, as it actually represents
the thickness of the one tail of the systematic disturbance. Thus, a higher o, actually
represents a larger extent of under- or overstatement and, hence, leads to a higher mean

disturbance and higher mean inefficiency scale exp(tu,).

Eventually, we compared both raw and scaled WATP measures to actual expenditure on
physician services. This was done to see if the calibration improved the consistency of WATP
with actual expenditure levels. However, WATP were measured per visit of a physician of
high quality and with quick access, while the actual expenditure was for physician services of
common quality and was measured on an annual basis. Therefore, due to these differences in
measurement bases, we calculated predicted expenditure by multiplying the individuals’
number of visits by his/her raw and calibrated WATP, i.e. what one would have spent if one
had paid one’s own WATP for each visit. Then we compared the aggregate means of the
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predicted and actual expenditures qualitatively, but also on an individual level quantitatively.
The latter was done by means of Spearman rank correlation of the predicted expenditure to
actual total (formal and informal expenditure, the latter being a characteristic feature of
patient payments in the CEE countries included in the analysis). We checked for correlations
with informal expenditures as we expected the informal payments to depend more on WATP

of the consumers than the formal one.

6.3 Results

Descriptive characteristics of the samples are presented in Table B.2 in Appendix B. The
samples well represent the adult population in the countries under study according to their
national statistics. Country ranking by both household income and income per person is as
follows: Polish respondents are the richest, followed by Hungarian, and then by the
Lithuanian respondents. Respondents from the other three countries have substantially lower
income in the following descending order: Romania, Bulgaria, and Ukraine. This ranking well
represents the country ranking by macro-indicators of GNI per capita (The World Bank,
2013), except for the fact that Hungary has a slightly higher macro-indicator than Poland. The
Polish sample is the youngest (average age: 44.12 years), slightly older are the Hungarian and
Lithuanian samples on average (circa 46 years), then the Romanian and Ukrainian samples
(circa 48 years), and the average age in the Bulgarian sample is the highest (50.4 years). Other
sample characteristics are presented for reference as well (see Table B.2 in Appendix B).

Table B.2 (Appendix B) also presents the past experiences with physician visits and payments
for them, as well as the patterns of WATP for the services of medical specialists of good
quality and quick access in case of major health problems. Ukrainian respondents report the
lowest level of service consumption with an average of 1.98 visits to a medical specialist per
year. The levels of service consumption in Romania (3.24 visits), Lithuania (3.67 visits) and
Poland (3.78 visits) are rather similar. The highest consumption level is observed in Hungary
(5.26 visits) followed by Bulgaria (4.48 visits).

As indicated in Table B.2 (Appendix B), the lowest share of those who are not willing to pay
is observed in Romania and Lithuania, as well as in Bulgaria. In Poland and Ukraine around
26% respondents are not willing to pay, while the highest unwillingness is observed in
Hungary — around 33%. In Bulgaria and Romania, the unwillingness is mostly explained by

the inability to pay, in Lithuania and Ukraine slightly less emphasis is on inability than on
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objection to pay, while in Hungary and Poland both reasons (unable and object to pay) are

nearly equally prevalent.

The mean WATP (positive values only) is the highest in Poland (€ 15.11 for a visit), followed
by WATP in Hungary of € 13.91 per visit. Lithuanians and Romanians express similar WATP
for a visit to a medical specialist: € 11.95 and € 11.16 respectively. Bulgarian respondents on
average are willing to pay € 8.79, while Ukrainian respondents have the lowest WATP: € 6.77
(see Table B.2 in Appendix B). It should be noted that WATP levels follow closely the
country ranking by average income reported by the respondents discussed above. The only
outstanding case is Romania where WATP is relatively high approaching the level of

Lithuania while income is substantially lower and very close to that in Bulgaria.

The results of the stochastic frontier analysis are presented in Table 6.1 together with the OLS
results for comparison. The check of the skewness of the residuals from the OLS estimation
shows that in Bulgaria, the understatement pattern is likely to be prevalent (negative
skewness), while in the other five countries the overstatement pattern is more likely (positive
skewness). In Bulgaria, the model based on the understatement assumption provides a rather
significant one-sided variance. In Hungary, the positive-sided (overstatement) disturbance is
present, but the test of its variance against zero shows a rather high probability of type-1 error
(p-value is 0.19). This basically means that the larger share of the stated WATP is
concentrated symmetrically around the linear predictor of the true WATP, while the density
of understatements is comparatively low. In other countries, i.e. Lithuania, Poland, Romania,

and Ukraine, the variance of the positive-sided disturbance differs from zero.

The results of the stochastic frontier modeling in terms of the predictors are rather consistent
with those from the OLS estimation. Only some coefficients change in their level of
significance when the inefficiency term is added, and only if they are not highly significant.
As expected, the main predictor for the WATP level is income with a positive coefficient. The
coefficients of In(income) represent the income elasticity of WATP, which is low (less than 1)
in all countries. The lowest income elasticity is in Poland (0.115), then in Romania (0.145),
Bulgaria (0.175), Lithuania (0.166), and it is the highest in Hungary (0.241). In Ukraine,
WATP appears to be rather homogeneous among income groups. In Hungary, males are
willing to pay on average 13% more than women. Place of residence also plays role in
Bulgaria and Hungary. In Bulgaria, small city dwellers are willing to pay more per visit than
the rest of the population, while in Hungary and Lithuania, big city dwellers have a lower
WATP than the others.
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Table 6.1 Stochastic frontier estimation of the WATP level for physician services

Bulgaria Hungary Lithuania
Effect OLS Frontier OLS Frontier OLS Frontier
(underst.) (overst.) (overst.)
Ln(age) -0.024 -0.025 -0.012 -0.027 -0.089 -0.09
(0.082) (0.080) (0.081) (0.076) (0.078) (0.075)
Ln(income) 0.175***  0.175***  0.240***  0.241***  0.174***  (0.166***
(0.047) (0.047) (0.069) (0.065) (0.036) (0.036)
Ln(household size) -0.109* -0.109* -0.121** -0.087 -0.115* -0.045
(0.060) (0.058) (0.068) (0.065) (0.055) (0.053)
Sex female ref. ref. ref. ref. ref. ref.
male 0.061 0.066 0.131** 0.133** -0.031 -0.033
(0.046) (0.045) (0.062) (0.059) (0.049) (0.047)
Residence village ref. ref. ref. ref. ref. ref.
small city 0.234***  0.203***  0.085 0.057 -0.023 0.033
(0.055) (0.055) (0.071) (0.067) (0.057) (0.056)
big city 0.062 0.034 -0.470%**  -0.484***  -0.225***  -0.179***
(0.069) (0.068) (0.097) (0.093) (0.067) (0.066)
Education no or primary  ref. ref. ref. ref. ref. ref.
secondary 0.065 0.061 0.116 0.11 -0.002 -0.018
(0.067) (0.066) (0.072) (0.068) (0.083) (0.080)
high+ 0.159* 0.136* 0.03 0.035 0.024 0.002
(0.081) (0.079) (0.093) (0.088) (0.084) (0.081)
Health status  very bad ref. ref. ref. ref. ref. ref.
fair 0.018 -0.021 0.077 0.183* -0.054 -0.012
(0.084) (0.083) (0.108) (0.103) (0.091) (0.089)
good 0.018 -0.03 0.145 0.244** -0.012 0.019
(0.084) (0.084) (0.110) (0.105) (0.098) (0.096)
perfect 0.065 -0.014 0.136 0.236** -0.051 0.009
(0.092) (0.093) (0.118) (0.113) (0.110) (0.109)
Constant 0.924** 1.479*%**  0.702 -0.01 1.639***  1,050***
(0.438) (0.450) (0.497) (0.467) (0.386) (0.374)
Ln(sig2(¢))
Constant -1.570*** -1.421%** -1.503***
(0.142) (0.148) (0.117)
Ln(sig2(u)): inefficiency
Service user 0.507* -0.062 0.089
(0.267) (0.198) (0.169)
Constant -1.502*** -0.146 -0.701***
(0.390) (0.219) (0.198)
Model statistics
Number of observations 661 654 616 613 777 777
F-test 6.37*** 5.98*** 3.50***
Likelihood ratio test (chi2) 52.79*** 72.32%** 40.41%**
R 0.0974 0.0983 0.0479
Adj. R? 0.0821 0.0818 0.0342
Log-likelihood -574.80 -563.13 -688.91 -671.33 -766.31 -753.46
AlC 1173.61 1156.25 1401.8 1372.72  1556.61 1536.92
BIC 1227.53 1223.5 1454.9 1438.91 1612.48 1606.75

Significance: * p<0.1; ** p<0.05; *** p<0.01;
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(continued on the next

125



Chapter 6

Table 6.1 (continued) Stochastic frontier estimation of the WATP level for physician services

Poland Romania Ukraine
Effect oLS Frontier oLS Frontier oLS Frontier
(overst.) (overst.) (overst.)
Ln(age) -0.078 -0.098 -0.082 -0.07 -0.055 -0.053
(0.089) (0.087) (0.091) (0.087) (0.081) (0.079)
Ln(income) 0.120** 0.115** 0.136*** 0.145*** -0.009 -0.019
(0.058) (0.057) (0.040) (0.041) (0.049) (0.049)
Ln(household size) -0.031 -0.031 -0.052 -0.01 -0.053 0.094
(0.064) (0.063) (0.059) (0.056) (0.062) (0.061)
Sex female ref. ref. ref. ref. ref. ref.
male 0.066 0.048 -0.069 -0.103* -0.013 -0.007
(0.055) (0.054) (0.055) (0.053) (0.055) (0.054)
Residence village ref. ref. ref. ref. ref. ref.
small city -0.115* -0.124** -0.017 -0.052 -0.03 -0.042
(0.063) (0.062) (0.062) (0.058) (0.066) (0.065)
big city 0.114 0.101 0.028 0.032 0.042 0.034
(0.075) (0.073) (0.077) (0.073) (0.067) (0.066)
Education no or primary  ref. ref. ref. ref. ref. ref.
secondary -0.142** -0.120* 0.013 0.028 0.144 0.137
(0.072) (0.070) (0.079) (0.075) (0.128) (0.126)
high+ -0.134 -0.103 0.067 0.12 0.172 0.175
(0.096) (0.094) (0.093) (0.089) (0.134) (0.132)
Health status  very bad ref. ref. ref. ref. ref. ref.
fair -0.062 -0.085 -0.024 0.016 -0.046 -0.029
(0.102) (0.099) (0.089) (0.082) (0.073) (0.074)
good 0.04 0.023 0.026 0.049 0.031 0.055
(0.105) (0.101) (0.092) (0.085) (0.093) (0.095)
perfect 0.017 -0.015 -0.026 -0.018 0.107 0.142
(0.117) (0.115) (0.117) (0.110) (0.133) (0.132)
Constant 2.105*** 1.741%** 1.668*** 0.919** 1.684*** 1.232%**
(0.492) (0.481) (0.422) (0.410) (0.429) (0.427)
Ln(sig2(¢))
Constant -1.294%** -1.593*** -1.224%**
(0.132) (0.136) (0.142)
Ln(sig2(u)): inefficiency
Service user -0.197 -0.319** 0.092
(0.227) (0.150) (0.202)
Constant -0.732** -0.135 -1.034%**
(0.298) (0.157) (0.335)
Model statistics
Number of observations 614 614 694 692 660 658
F-test 2.52%** 2.49%** 1.15
Wald test (chi2) 27.72%** 37.48*** 13.90
R 0.0440 0.0387 0.0191
Adj. R? 0.0266 0.0231 0.0025
Log-likelihood -610.37 -605.84 -725.15 -702.63 -660.05 -654.35
AIC 1244.74 1241.68 14743 1435.25 1344.10 1338.71
BIC 1297.78 1307.98 1528.81 1503.35 1398.01 1406.04

Significance: * p<0.1; ** p<0.05; *** p<0.01;
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Other characteristics have some but not a very strong effect. In Ukraine, WATP is practically
not related to any of the explanatory characteristics, i.e. is homogeneous across population
groups. Parameterization of the inefficiency term (under- or overstatement) shows that in
Bulgaria users of services are more likely to understate their WATP, while in Romania they
are less likely to overstate it. In other four countries, the inefficiency term is not related to the

health care use or payment experience.

The average ratios of over- or understatement are presented in Table 6.2. Among Bulgarian
respondents the average understatement ratio is 0.67. In the other five countries, respondents
tend to overstate with the mean overstatement ranging from 1.7 to 2.5. The difference in mean
inefficiency scores is significant (by Scheffe comparisons) except for those in Romania and
Hungary, and in Ukraine and Poland. Table 6.2 also contains the estimates for the mean
WATP on the raw scale and mean calibrated WATP which account for the over- and

understatement.

Table 6.2 Calibrated WTP for physician services using inefficiency scores
Average Spearman rank correlation

Average predicted actual_ - -
_Mea_n_ Mear} WATP expenditure expendit Predicted and Prt_adlcted and
Country ineffici (positive), € (WATP*visits), € ure, € total agtual informal
ency expenditure actual
score expenditure
WATP  WATP WATP  WATP WATP WATP WATP WATP
raw scaled raw scaled raw scaled raw  scaled
Bulgaria 0.67 8.79 12.38 35.84 52.62 16.73 055 055 021 o021
(0.00) (0.25) (0.30) (3.79) (4.85) (2.48) (0.00) (0.00) (0.00) (0.00)
Hungary 2.50 13.91 4.76 81.61 25.81 16.83 045 044 041 0.40

(0.09)  (0.83) (0.07) (9.89)  (1.23) (1.91)  (0.00) (0.00) (0.00) (0.00)

Lithuania ~ 2.01  11.95 523 4365  17.87 2698 049 050 033 034
0.04)  (050) (0.07) (5.29)  (1.02) (3.09)  (0.00) (0.00) (0.00) (0.00)

Poland 182 1511 741 5865 2891 1436 043 043 025 026
(0.03)  (0.54) (0.13) (6.62)  (1.92) (1.56)  (0.00) (0.00) (0.00) (0.00)

Romania  2.31 1116 425 3459  13.77 48.92 052 053 037 0.38
(0.06)  (0.50) (0.05) (355  (0.79) (8.76)  (0.00) (0.00) (0.00) (0.00)

Ukraine  1.76 677 334 1513 6.42 1992 061 062 047 048
0.02)  (0.29) (0.06) (3.77)  (0.82) (2.43)  (0.00) (0.00) (0.00) (0.00)

Comparison of WATP with the actual expenditures on physician services is also presented in
Table 6.2. In case of Hungary, Lithuania, and Poland, the calibration makes the mean
predicted expenditure more similar to actual expenditure, while in Bulgaria, Romania, and
Ukraine it sets them more apart. At the individual level, we also checked for improvements of

the correlation (Spearman rank) between predicted and actual total and informal expenditure.
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Again, calibration does not lead to improvement in the consistency between them. Thus, these
comparisons do not provide evidence for the validation of either of the WATP measures:

neither raw, nor calibrated.

6.4 Discussion and conclusion

WATP calibration in the policy-making context is typically used to obtain more conservative
estimates (Arrow and Solow, 1993). From this perspective, substantiation of the
understatement model is not desirable as it only inflates the results. In such framework, we
should have disregarded the understatement hypotheses, and the model for Bulgaria would
simply resort to OLS estimates and no to the WATP calibration. However, we do not see
grounds to disregard the possibility of understatement.

The models appear to satisfy theoretical expectations. Income is the strongest positive
predictor of the WATP level in both OLS and SFA in five countries, except Ukraine. In
addition to income, age and place of residence are also recognized as the main WATP drivers
in the literature, and are therefore proposed as key price discrimination criteria (McPake,
1993). We, however, do not find any difference across age, but place of residence does play a
role in Bulgaria (higher WATP in small city dwellers than in rural areas), Poland (lower
WATP in small city dwellers than in rural area), and in Hungary and Lithuania (higher WATP
in rural areas than in big city dwellers). Ukraine is a special case as none of the predictors is
significant. We explain this by a well-established practice of informal charges (Gryga et al.,
2010), which shapes the perception of commonly accepted payment levels and, consequently,
the stated WATP levels.

In our study, where the same survey instrument was applied to the same physician services in
different countries, a great variety is observed, including qualitative differences
(overstatement and understatement). Thus our results demonstrate that the hypothetical bias
correction mechanisms are context specific and, most probably, are not transferrable across
countries. The range of the country average observed calibration ratios falls between 0.67 and
2.5. Within the countries these ratios also have a big range, though their overall variation is
small. The great variety of calibration ratios is in line with the earlier studies (for reviews see
List and Gallet, 2001; Murphy et al., 2005). The mentioned reviews suggest that on average
the calibration (overstatement) ratios are in the order between 2 and 3 which is comparable to

what we observe.
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We lack evidence to explain the quantitative differences at a cross-national level (i.e. the
magnitude of the mean bias); however, we find that qualitative difference might be related to
the realism of price changes as a consequence of the study. This aspect is strongest in
Bulgaria, where patients do currently pay for physician services. Moreover, in the beginning
of 2010, before the survey was held, there were discussions about a new law on mandatory
health insurance which could bring possible new patient changes (Radu, 2010).
Simultaneously, in this country we observe the significant left skewness of WATP data

towards smaller values, and, consequently, the understatement assumption is supported.

In the four countries which have no experience with official patient charges for physician
services in the public sector (Lithuania, Poland, Romania) or they are even illegal (Ukraine),
right skewness, i.e. overstatement, is found to be significant. In Hungary, WATP is somewhat
skewed to the right which results in an insignificant average overstatement of WATP. We
again explain the tendency to overstate by the low realism of the consequential price
arrangements, as the official copayments were rejected during a national population
referendum in Hungary (Edelényi et al., 2008). The fact that this overstatement is not
significant in Hungary might be related to the fact that in Hungary, people have already had
experience with the official fee implementation, which makes the realism of the potential
price arrangements higher as opposed to other four countries. On the other hand, since the re-
introduction of these charges is not an issue in Hungary (neither during the survey nor at the

moment), Hungarians have no specific reason to understate their WATP.

Additionally, we find within country support for the idea that understatement is related to the
perceived risk of the payment policy changes. This is the association of higher understatement
levels in Bulgaria and lower overstatement in Romania with the higher service use. For a
service user, in case of fee implementation, the real monetary commitments are more likely to
occur than for a non-user. Hence, the perceived risks should be higher. Consequently, users

are expected to understate their WATP.

If the assumptions of the stochastic frontier model hold, the evidence described above brings
together theories about the nature of the strategic behavior (Hoehn and Randall, 1987; Carson
and Groves, 2007). Thus, the strategic answering patterns might be seen as the result of a
trade-off a respondent makes between the desirability of the introduction of quality gains and
the likelihood of pricing decisions as a result of the survey. In the countries where co-
payments are not introduced or limited, their introduction is an unlikely political action.

Hence, respondents, who believe that the likelihood that their responses have consequences
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for pricing policies is low but the desire for quality improvements is high, might tend to
overstate their true WATP. In countries where co-payments exist, the likelihood of the
consequential pricing arrangements is higher. This might prevent respondents from

overstating their WATP and provoke concealing their real WATP.

Our results provide empirical confirmation of the arguments of institutional economists and
economic sociologists that economic action is not fully rational but it is embedded in the
system of social relations (Granovetter, 1985) and, hence, is affected by institutional
arrangements. Such findings bring the idea that there is much more heterogeneity in stated
WATP than that which could be explained by observed factors, and part of it is related to the
perceived risk of subsequent payment changes. One of the strategies to address this, applied in
the present chapter, is to assume that there is a portion of ‘true” WATP answers and try to
retrieve it by allowing over- and/or understatement patterns as measured by the one-sided

error term in the stochastic frontier analysis.

In reality, assuming that respondents might have only one direction of strategic answering
might be too restrictive. A possible solution is to search for ‘true WATP’ in the middle of the
data, that is, allow simultaneous over- and understatement residuals in one model. This is
possible by the application of the two-tiered stochastic frontier (Polachek and Yoon, 1996,
1987; Groot and van den Brink, 2007; Hofler and List, 2004; Tomini et al., 2012a). Up till
recently, the two-tiered estimator was limited to the case of two exponentially distributed
inefficiency terms (Polachek and Yoon, 1996), which is restrictive and had convergence
problems in application to our data. More flexible distributions of inefficiency terms (e.g.
Tsionas, 2012) might make two-tiered stochastic frontier estimation more applicable to
WATP data. Additionally, it is possible that there are several groups with their own ‘true
WATP’ and, respectively, their own strategic/hypothetical bias pattern. In our data we
observe several peaks which might indicate this. In this case, the relatively new latent class
stochastic models (finite mixture models) are a good solution for accommodating this
heterogeneity (Orea and Kumbhakar, 2004; Greene, 2005).

130



CHAPTER 7

General discussion



Chapter 7

7.1 Introduction

Generally, there is a lack of evidence from CEE countries about the effects of official patient
charges on health care consumption due to limited experience with such payments. In this
situation, as outlined in Chapter 1, SP techniques are a useful tool to explore these effects and
to provide a base for informed decisions about the patient payment policies in a country.
However, SP techniques, due to their hypothetical nature, are rarely trusted as a reliable

source of information about the true preferences and WTP, especially for policy decisions.

While empirical studies are needed to demonstrate the level of applicability of SP techniques
in policy analysis, this research area remains rather underexplored. Therefore, this dissertation
is focused on the application of SP techniques to the assessment of patient payments,
specifically patient payments for basic physician services in CEE countries. The dissertation
aim is formulated as follows: to apply SP techniques to study WTP for physician services in
six CEE countries (Bulgaria, Hungary, Lithuania, Poland, Romania, and Ukraine), and to
analyze to what extent WTP estimates can be used in the assessment of patient charges for

physician services.

To achieve this aim, the dissertation presents several empirical analyses. The analyses are
based on two datasets: first, from a small-scale survey in Ukraine; second, from a larger
survey held in 2010 in six CEE countries, namely Bulgaria, Hungary, Lithuania, Poland,
Romania, and Ukraine. Chapter 2 through 4 are devoted to the analysis of data from two SP
techniques (DCE and CV defined in Chapter 1), collected in the small-scale survey in
Ukraine. Chapters 5 and 6 exploit CV data from the six CEE countries to build potential
demand pools and discover the patterns of hypothetical/strategic bias.

In this chapter, we discuss the main findings of the analyses presented in the dissertation as
well as their policy and methodology implications. The next section outlines six statements,
which summarize the main findings of the dissertation, and elaborates on these statements.
The specificities of the research designs and further research strategies are also discussed in

this section. The chapter concludes by a general discussion and policy recommendations.

7.2 Statement discussion

The six statements presented in this section are divided in two main blocks (three statements
in each block). In the first block, the methodological implications of our findings related to
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the use of SP techniques for the assessment of patient payment policies are discussed. The
second block of statements relates to the policy implications of our findings for the patient
payment policies in the six CEE countries included in the analyses, as well as for the CEE

region in general.

7.2.1 The use of the stated preference techniques for the assessment of

patient payments

A major part of the findings presented in this dissertation are related to the use of two SP
techniques, i.e. DCE and CV, for valuing physician services with the aim to assess the patient
charges for these services. In particular, we analyze the consistency between the two
techniques, the variation in the answering patterns across socio-demographic groups and
countries, and the decisions mechanisms employed by respondents. Three statements are

formulated based on the results of these analyses.

The consistency between the discrete choice experiment and contingent valuation

increases with the importance respondents attach to the presented task.

In the dissertation, we compare stated WTP estimates obtained from the application of DCE
and CV (see Chapter 3) at a disaggregate level (i.e. the comparison of the two WTP estimates
per respondent). The DCE and CV data used for the comparison are collected in the same
survey (a small-scale survey in Ukraine aiming at the valuation of the physician services).
The findings suggest that DCE produces substantially higher estimates than CV. This is in
line with previous studies that report disaggregated comparisons between the two techniques
(Bijlenga et al., 2011; Ryan and Watson, 2009; van der Pol et al., 2008).

However, unlike previous studies, we find that there is no consistent discrepancy between the
two WTP estimates at the disaggregate level, i.e. there is no correlation between the WTP
estimates from the two techniques. Our findings suggest that the discrepancy between the two
estimates falls with the increase in the stated WTP level, i.e. they converge. This leads to a
conclusion that respondents who place a higher value on the changes presented in the
valuation tasks (DCE or CV task) discriminate better between the DCE profiles and, hence,
are more consistent in their responses. In contrast, those who place a low or zero WTP on the
changes, do not discriminate well between the DCE profiles and, consequently, are less

confident in their responses or pay less attention to the tasks.
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Thus, the strategy to improve the consistency between the WTP estimates obtained from the
two SP techniques is to increase the importance of the valuation tasks presented to the
respondents (e.g. adaptive choice designs) or to elicit the certainty of the choices made by
respondents. Previous literature from different fields of economics has shown that the
relevance and completeness of information provided to the respondent affects the stated WTP
(e.g. Akcura, 2011; Kartman et al., 1996; Krupnick and Cropper, 1992); however, its effects

on the consistency between the two SP techniques has not been studied so far.

Another observation in this dissertation is that WTP estimates are more consistent if smaller
changes in the service attributes are assessed. We denote this as a scope effect which implies
that the magnitude and variation in the discrepancy between WTP obtained from DCE and
CV are higher if large or total changes rather than marginal changes in quality and access
attributes are assessed. Louviere et al. (2010) describe this effect in terms of “the respondent’s

certainty in their decision” which varies with the scope of the changes valued.

One way is to account for such effect by the application of certain analytical strategies. For
example, the application of a non-linear utility specification (Lancsar and Louvierre, 2008;
Lancsar et al., 2007; Hanson et al., 2005) might attenuate the scope effect as it allows for
diminishing marginal utility and, hence, allows for lower marginal WTP for higher gains in
quality and access. Another possibility to account for the differential uncertainty in the
individual values is to apply Generalized Mixed Models (e.g. Fiebig et al., 2010), which allow
modeling explicitly the heterogeneity in the error scale (its variance) across individuals. A
more ambitious way is to apply design strategies that diminish the uncertainty in the
respondent’s valuation. This will imply presentation of small rather than total or large changes
in the attribute values which are most meaningful to a respondent. This is, however, not

always possible, especially for qualitative attributes.

It should be noted, however, that our conclusion about higher discrepancy between the two
WTP estimates for a bigger scope of attribute changes under assessment, is based on
observing changes in WTP for a limited number of profiles (two attributes by two levels).
Thus, the relation we observe is discrete and limited. For a more precise assessment of the
scope effect on the WTP consistency, the survey design would require the inclusion of a
wider range of attribute levels in the valuation tasks, which might also require fewer attributes

under consideration.
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At this stage, our conclusions should be interpreted more as a signal for further research on
the discrepancy between DCE and CV rather than an indication of exact ways of conducting
DCE or CV studies. As suggested by our results, there is room for improving the consistency
between DCE and CV. But the strategies to achieve this goal, discussed above, should be
studied in detail for their direct effect on the consistency. This would imply the application of
a controlled experiment with different groups of respondents being assigned to different
versions of the valuation tasks. So far, DCE appears to be unsuitable for a cardinal paradigm
(integrating marginal WTP across quality changes to obtain holistic value), neither in policy
assessment nor even in cost-benefit analysis, as it is frequently done nowadays. Improving
consistency in the WTP estimates by means of design and methodological aspects is a key to

understanding the potential of both techniques for policy analysis.

Stated willingness to pay is influenced by the perceived consequences for future policy

and by past respondents’ experiences with payments and use of care.

In CV, hypothetical or strategic bias arises when the respondents understate or overstate their
true WTP. The empirical strategy for detecting these patterns is a stochastic frontier
estimation where the skewness of WTP data is treated as a representation of overstatement
(upward skewness) or understatement (downward skewness). In Chapter 6 of this dissertation,
we show that the application of the stochastic frontier model of WTP to assess the patterns of
hypothetical/strategic bias leads to different conclusions in different countries. Consequently,

this bias correction mechanism is not transferrable across countries.

We identify three factors which can explain the variation in the skewness of WTP across
countries: the perceived impact on actual policy, the relevance and desirability of the valued
changes, and the past experiences with payments. These factors provide an interpretation of

our intra-country and cross-country findings.

In countries, where obligatory patient charges are widespread and price increases are
considered by the government, respondents might conceal their ‘true WTP’ due to fear of the
consequential price increase. In particular, we found that in Bulgaria where obligatory patient
charges for basic services are widely applied and the increase in their levels is under
discussion (Radu, 2010; Atanasova et al, 2011), there is a downward skewness and the
majority of the WTP answers are concentrated around the upper bound. Moreover, frequent
users in Bulgaria, who are prone to pay and thus are most affected by charge increases, are

even more likely to have a downward skewness in WTP (understated “true WTP’) compared
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to other Bulgarian respondents. Thus, despite the urgent need of quality and access
improvements in the public health care sector (Atanasova et al., 2011), the high likelihood of

an actual price increase makes some of the respondents understate their ‘true” WTP.

In countries where actual price increases are unlikely to happen (obligatory patient charges
are limited and their extension is not under discussion), the desire for improvements might
lead to overstatement of the ‘true WTP’. In Hungary, where obligatory patient charges for
basic services were in effect for one year but were abolished (Baji et al., 2011), and the
reintroduction is prohibited for a certain period of time, the majority of the WTP answers are
rather symmetrically distributed around the ‘true WTP’. In the rest of the countries in the
study, i.e. Lithuania, Poland, Romania, and Ukraine, where obligatory patient charges for
basic services were an unlikely policy action or were limited at the moment of data collection,

upward skewness (overstatement of ‘true WTP’) is observed.

Thus, the strategic answering patterns (under- and overstatement) might be seen as the result
of a trade-off a respondent makes between the desirability of changes described in the
valuation task (i.e. quality and access improvements) and the likelihood of an actual price
increase as a consequence of the survey perceived by the respondent (Hoehn and Randall,
1987). At the same time, the desirability of changes described in the valuation task (i.e.
quality and access improvements) might be valued differently in different countries
depending on the actual need of such changes (lower in countries where changes are less

needed and higher in countries where changes are more needed).

Our findings suggest that there is much more heterogeneity in stated WTP than that which
could be explained by observed factors, and part of it is related to the perceived likelihood of
payment changes as a consequence of the survey. The application of a stochastic frontier
model is a good strategy to discover strategic answering patterns assuming some portion of
true WTP in the data. However, such estimations might be improved by the application of a
two-tiered stochastic frontier model where simultaneously over- and understatement are
allowed. Combining latent class models with stochastic frontier estimation may also allow
distinguishing latent population groups with own over- and understatement patterns. From a
policy-making perspective, when conservative WTP estimates are sought, downward
calibration after estimating stochastic frontier may provide valuable information. Upward
calibration, in contrast, should be approached with caution and is not suitable in this
framework. As explained for the case of Bulgaria, upward calibration can be used when WTP

data are used for prioritizing government investments but not for pricing decisions.
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Different mechanisms underlie the decision to be willing to pay and the level of

willingness to pay.

Based on data from Ukraine (see Chapter 4), we found that different mechanisms drive the
decision about being willing to pay and the decision about the level of WTP. The level of
WTP, once the decision to be willing to pay is taken, is mostly explained by economic status,
i.e. level of monetary income. In the decision to be unwilling to pay, two separate motivations
may be distinguished: inability and objection. Inability is related to the perceived income
level (despite its monetary value) while the likelihood of objection is not related to the
observed economic characteristics of the respondents. We also observe that a person stating
inability to pay is less likely to pay in real life for a visit to a physician while stated objection

to pay is not related to the respective behavior in real life.

Our results support the current practice in the CV literature of dealing with the decision on
being willing to pay and the stated WTP level as separate decision steps. They are also in line
with econometric considerations about biased results of the simple Tobit | specification (e.g.
Yoo et al.,, 2001) where only the second stage decision, i.e. level of WTP, is explicitly
modeled. Our results suggest that the model specification should allow for the possibility of
different factors explaining different decision steps, which is most often done in the CV
literature. The first stage decision might be seen as a perceptional issue, while to define the

level of WTP, respondents most likely anchor on real budgetary constraint and needs.

The distinction between true zeros and protesters in CV studies is an important analytical
choice affecting the results (Boyle, 2003). The question about the motivation for being unable
to pay helps in making this distinction. Absence of a relation between stated objection to pay
and making payment in real life makes it clear that this motivation indicates that the zero
answer is more likely to be a ‘protest” and in real life a person would not necessarily attach
zero value to the service offered. Reporting inability to pay, in contrast, is associated with not
paying for the services consumed in real life (with odds ratio to those who paid of 4.65).
Thus, the concentration of ‘true’ zeros among those who sate inability is much higher.
However, for none of the reported motivations (i.e. inability and objection), can an exact

conclusion about ‘truthfulness’ of the zero WTP be made.

Given these results, a conservative strategy for dealing with zero answers would be excluding
only pure protesters, i.e. those who object only, from the analysis of the WTP level. In this

case, a relatively small part of true zeros among those who object will be ignored, but a small
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part of protesters of those who state inability will be included. The resulting trade-off between
omitting true zeros and including protesters is not clear. Further research could focus on
design strategies to derive ‘true scores’ or ‘true functions’ which represent or predict the
propensity of being true zero WTP for the answers stating unwillingness to pay depending on
motivation and other covariates. This will require study designs where stated WTP questions
would be followed by real life experiments.

7.2.2 Policy implications for the design of patient payments in Central and

Eastern Europe

This subsection presents the main findings of this dissertation with regards to the policy
implications for the CEE countries formulated based on the application of the SP techniques
to the assessment of patient payments for the physician services in these countries. We show
that unregulated patient payments represent a burden in the CEE countries and argue that with

proper policy designs, official patient payments might be an acceptable policy tool.

Current unregulated out-of-pocket payments for physician services represent a
substantial financial burden to patients in Central and Eastern European countries.

In Chapter 6, of this dissertation, a comparison of the actual annual expenditure by individuals
on outpatient physician services to WTP for such services of high quality and quick access
was made. It was shown that in Romania and Ukraine, where informal charges are mostly
spread, people spend more on the physician services of common quality than their stated
willingness and ability to pay for high quality service. When downward calibration of WTP

accounting for possible overstatement is applied, the same is also observed in Lithuania.

This evidence brings up the idea that current unregulated informal and quasi-formal charges
that are prevalent in the three countries mentioned above (Murauskiene et al., 2012; Belli,
2003; Danyliv et al., 2012b), are a substantial financial burden to the public. It is recognized
that these payments impair access and are regressive as they impose more burden to the lower
income groups (Atanasova et al., 2012; Baji et al., 2012b; Szende and Culyer, 2006;
Murauskiene et al., 2012; Danyliv et al., 2012b; Lewis, 2000).

It should be noted, however, that in case of Lithuania, Romania and Ukraine, we talk about
informal and quasi-formal charges, which are not regulated by the government. These charges
do not account for the population’s ability to pay and make no formal exemptions for

vulnerable groups, thus, being highly regressive in theory and in practice (Szende and Culyer,
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2006; Lewis, 2007). Moreover, out-of-pocket payments might also impose a higher burden
for groups with higher health care needs (Golinowska and Tambor, 2012) and, thus,
unregulated charges without upper limits may have impoverishing effects in case of major

health problems.

Thus, current out-of-pocket patient payments which are not regulated are a burden to patients
in CEE countries, especially to low-income and vulnerable groups. They are non-transparent
(patients usually do not know what amount they have to pay after service provision) and do
not account for patients socio-economic status. Measures to formalize health expenditure
should become a policy priority, especially in Lithuania, Romania, and Ukraine, but also in
the CEE region in general. Introduction of the official charges (Jakab and Kutzin, 2009;
Baschieri and Falkingham, 2006; Barber et al, 2004; Akashi et al., 2004) and severe

anticorruption measures (Golinowska, 2010) might be seen as a response to these payments.

Under certain conditions patient payments are an acceptable policy tool in Central and

Eastern European countries.

Substantial shares of the population in the six CEE countries included in the study are willing
to pay for physician services provided that the services are of adequate quality and access.
WTP ranges from 66.5% in Hungary to 81.43% in Romania (see Chapter 5). The level of
WTP for the physician services is also substantial in all six countries. WTP levels in this
study may be more precisely considered as WATP due to the wording of the tasks. Even with
this correction, the mean and median levels of WATP represent rather high amounts when
compared to the indication of the service cost. They are higher than the cost of services in
Hungary, Romania, and Ukraine, nearly equal to service cost in Bulgaria, and equal to a
rather substantial part of the service cost in Poland and Lithuania. Even if downward
calibration of the stated WATP is applied (see Chapter 6) the mean WATP still represents not

less than 50% of the service cost.

The amount of patient charges for basic services is usually set so that it does not cover the
cost of the service, but only some share. Given that the level of WATP is comparable to at
least half of the service cost, patient payments might have a good potential in all six countries
in the study. The demand pool modeling (see Chapter 5) also demonstrates that low co-
payments of up to € 2.5 should not represent a high burden in the five countries, especially if

exemptions for vulnerable groups are designed. Ukrainian consumers would react more
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abruptly to the introduction of the small fee of up to € 2.5 and, hence, a more sensitive study
tool should be applied to better elicit the preferences within this payment interval.

All types of WTP modeling applied in this dissertation, i.e. direct WTP (Chapter 4), survival
analysis (Chapter 5), and stochastic frontier modeling (Chapter 6), yield similar conclusions
about socio-demographic and economic drivers of WTP. WTP and, consequently demand
pools, are related to household income in five countries, but less in Ukraine. There, the well-
established payment practices (informal and quasi-formal payments) (Gryga et al., 2010)
perhaps eliminate some variation in stated WTP due to common ideas in society about a fair
price. In Ukraine, elderly people are less likely to be willing to pay and this tendency might
be explained by the remnants of the communist views in this group as they still feel nostalgic
about the old times of free social benefits (Survey, 2011). The observed demand differences
across place of residence, which are observed in Hungary, but also in Bulgaria, Lithuania, and
Poland are in line with the theoretical and empirical literature suggesting price discrimination
by geographical area (McPake, 1993).

Thus, the WTP data in all six countries suggest that payments might be seen as an acceptable
policy tool in case adequate polices for protecting vulnerable groups are implemented,
informal charges are eradicated, and feasible fee levels are established. The vulnerable groups
subject to fee exemption might be based on household income level in Bulgaria, Lithuania,
Hungary, Poland, and Romania. In Ukraine, age should also be seen as an exemption
criterion. A regional (place of residence) principle for fee segregation is harder to apply. The
higher values expressed by dwellers of small cities in Bulgaria, Hungary, and Lithuania might
actually be related to the relatively more difficult access to these services than in urban areas.
This is the case in most countries despite the level of development (World Health
Organization, 2008).

Special attention in the patient payment policy should be devoted to the fee for direct referrals
avoiding primary physician contact (GP or her counterparts). Based on DCE and CV data
from Ukraine (Chapter 2 and 3), it is shown that there is no explicit preference in the
population for addressing a GP or a medical specialist directly. However, groups with a
higher socio-economic status might prefer direct referral. Given the positive effect of the gate-
keeping in terms of system efficiency (Gonzélez, 2010; Zielinski et al., 2008; Starfield, 1992;
Schwenkglenks et al., 2006), it might be a good strategy to impose penalizing fees for direct

referrals, as it is in most CEE countries. With a very slight preference towards direct referral
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(around € 0.6 per visit in Ukraine) the fee that will efficiently reduce this practice should not
be high.

A rather substantial challenge for the introduction of official patient charges is the existence
of informal payments. There is a debate in the literature whether formal charges might
substitute informal payments (Jakab and Kutzin, 2009; Baschieri and Falkingham, 2006;
Barber et al, 2004; Akashi et al., 2004) or whether they will impose a double burden on a
patient with regressive outcomes (e.g. Atanasova et al., 2012; Baji et al., 2012a; Riickert et
al., 2008; Wagstaff and van Doorslaer, 1992). Based on the analysis of Ukrainian data in this
dissertation (Chapter 2), it is expected that there might also be a problem on the patient’s side
in switching to formal charges as there is no explicit preference for paying formally over
paying informally. This may transform into resistance to the introduction of official charges
as patients might continue to pay informally if this is required by health care providers. The
new payments may be considered not as an alternative, but as additional compulsory levies.
More than that, official charges might be perceived as detached from personal communication
with the physician and unlike informal payments not assuring quicker access and better
quality of care. The positive side is that no reverse preference is observed and this is a signal
that public attitudes can be changed. Therefore, the implementation of official charges should
be supported by active measures to build social resistance towards informal payments, which

is absent now.

People in Central and Eastern European countries are willing to pay for quality and

access, so patient payment policies should be tied to quality and access improvements.

WTP for physician services is driven by the quality level of the services. Based on CV data
from Ukraine, we outline in Chapter 4 that people place a high economic value on quality and
access improvements. Thus, patient charges should be implemented together with effective
investment policies targeted at improving quality and access. The probability to object to pay
for these services is mostly explained by low quality/access characteristics. Additionally, the
likelihood of the ability to pay and the level of positive WTP are positively and strongly
related to the quality/access profile. Combined with the evidence that Ukrainians in general
are not satisfied with the quality of care they receive (Gorshenin Institute, 2011), these
findings underline the necessity of quality/access improvements in health care and patient

charges may generate additional funds for these purposes.
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Societal benefits (expressed through the increase in WTP) gained from quality improvements
in the state of medical equipment, maintenance of the physician office, and reduction of
waiting time is 16.5 UAH (€ 1.43) per visit to a GP and 23.0 UAH (€ 1.99) per visit to a
medical specialist (for December 2009). This can be regarded as the investment potential in
the increased quality of the services. The average salary in the heath sector in 2009 was € 135,
and salaries constitute between 75% and 80% of the public health facilities. By indirect
evidence the cost of service does not exceed €3-€5 per physician consultation
(reimbursement tariff for private insurance companies by Tverdokhlib and Horshkov, 2011).
Thus, it is clear that even these, moderate in absolute numbers, investment amounts make a

substantial share of the current cost of services.

Quality improvements in Ukraine may not be achieved with infrastructural changes only (i.e.
capital investments, organizational changes, better training). Physicians are the main quality
agents in this case, but they are severely underpaid. This is one of the main reasons of the
current widespread informal payments aimed to compensate for the lack of remuneration and
assure better quality and quicker access to care. Thus, the official remuneration should be
considered as one of the main quality investment components. Failure to account for
physician needs in this process may cause resistance to changes and a continuation of

selective care based on informal contributions.

In Chapter 2, the relative importance of the quality and access characteristics of physician
services in Ukraine is elicited through DCE. Apart from clinical excellence, which is the main
quality indicator per se, the social quality and access characteristics play an important role in
the choice of a physician. Above all, the most highly valued characteristic relates to the
interpersonal aspects of care. A number of studies from other countries also find interpersonal
aspects the most important value component (e.g. Vick and Scott, 1998; Coulter, 1995; Leon,
2003; review by Wensing et al., 1998).

In our study, the interpersonal aspects were represented by the attribute ‘attitude of the
medical staff’. However, this is a broader concept which implies the need for attention,
information, and involvement in care. The preference for these aspects is even more
prominent among elderly people. All these issues are fully neglected now in the care
provision process in Ukraine, and in public facilities patients are often treated arrogantly, not
to mention completeness of the information and involvement in decisions (Gryga et al., 2010).
Elderly people in Ukraine lack special care programs designed for their needs, and most often

are treated as ‘close to dying’ and thus as such that do not require much attention (Bezrukov,
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2003). Even informal payments cannot always assure a sufficient level of attention due to the
lack of regulation (e.g. Vian et al., 2006). Thus, in the investment agenda, the training of
medical staff in communicational skills should be given priority, especially for those
specialists who provide care for elderly. Ideally, standards of care should establish minimal
requirements to communication with patients. Feedback procedures should also enable that
patients realize their rights to decent treatment and involvement in the decisions about their

own health.

Still, people highly value the clinical efficiency and safety of care, which was represented by
the state of medical equipment. Preferences for good maintenance of the physician’s office
and reduced travel and waiting time are approximately of the same magnitude. Therefore,
policy interventions aimed to improve access and state of medical facilities should be given
the same priority, and be ranked lower compared to improvements in interpersonal aspects of
care and medical technology. The societal benefits gained from the improvement of some of
these characteristics were mentioned above and may be considered as investment potential.
Residents of rural areas lack most of these and, hence, place a higher value on well-
maintained premises which underlines the necessity of redistribution of capital investment to

rural areas.

7.3 Final conclusion

This dissertation has shown, as anticipated in objective 7 of this dissertation, that despite the
limitations discussed in Chapter 1, SP techniques provide useful information to policy makers
which may help them in designing patient payment policies that correspond well to public
preferences. This is especially valuable in CEE countries with a lack of experience with actual
patient payments as there no data are available on actual reactions to official payment
regimes. Values obtained via DCE could be used for the estimation of relative preferences,
i.e. marginal WTP indicates only the relative importance of the quality and access
characteristics. CV may be used for a holistic assessment of WTP, but still it is not a direct
indication of the actual fee as it might be subject to hypothetical bias. On the other hand, in
the absence of actual behavior data, CV measures might be used as an indication of the
reservation price and, hence, for measuring possible consumer reactions to the fee variations.
Country specific CV instruments may better account for meaningful payment differences,
which are also related to the income level and disparities in the country.
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In this dissertation, we addressed three methodological issues of the application of SP to the
assessment of patient payment policies for physician services, i.e. consistency between the
DCE and CV estimates of WTP (objective 3), the respondents’ decision process (the outcome
of addressing objective 2), and the strategic answering patterns (objective 5). We also
discussed three policy-related aspects based on our findings, i.e. the burden of current
unregulated payments given the level of quality of the services (objective 6), the potential
consumption reaction to the introduction of the patient charges (objective 4 and partly
objective 2), and public preferences for quality and access improvements of the physician

services (objective 1).

The question of the correspondence and consistency between WTP estimates obtained from
DCE and CV methods was addressed. Lack of consistency between them implies that
obtaining holistic values of the services by integrating the marginal WTP across changes in
attributes might be an erroneous approach, which nonetheless seems to be taken for granted
by some researchers as was shown in Chapter 1. On the other hand, the consistency between
the two approaches may be increased by enhancing the relevance of the valuation tasks to
respondents, i.e. relevant attributes, meaningful attribute levels. The development of such
strategies (e.g. accounting for valuation certainty, adaptive choice designs etc.) with thorough
assessment of their impact on the consistency might eventually lead to a rather clear link

between marginal and holistic WTP.

In terms of modeling holistic WTP obtained in a CV task, the decision about stating positive
WTP and about choosing its level are clearly separate decisions. Moreover, there might be a
way to address the problem of distinction between the true zeros and protesters. In this
dissertation, the distinction between the objection and inability motives was done and the
latter seems more likely to be true zeros than the former. Further, techniques allowing for the
assessment of the ‘true’ zero propensities based on the stated motivation are necessary in
order to bring CV estimates closer to the real-life WTP. Simply ignoring the problem of true
zeros might lead to biased estimates.

The results of this dissertation also reveal that the strategic answering patterns in SP are
related to the country context in terms of experience with and potential consequences for
patient payments for the services under valuation. In a policy-making context, conservative
WTP estimates may be obtained by the application of downward calibration techniques, e.g.
based on stochastic frontier estimation. In countries where potential price consequences are

likely, respondents might be concealing their true WTP. However, upward calibration is
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General discussion

unlikely to be adopted by policymakers. Inclusion of latent classes in the stochastic frontier
estimation might separate WTP heterogeneity due to socio-demographic differences from the

one due to strategic answering.

Form a policy perspective, the results of this dissertation confirm that the current payment
practices for physician services, which include unregulated informal and quasi-formal
payments, represent a financial challenge to the CEE countries. In countries where they are
most prevalent, there is a mismatch between public preferences for physician services and
expenditure on them. That is the current level of quality and access does not correspond to the
level of the charges born by patients. Therefore, measures targeted at both: a reduction of the

informal charges and an increase in the quality of the services, would be beneficial.

The decision on the acceptance of official charges (co-payments) for physician services is a
multidimensional issue and involves broader considerations than just the results of modeling
stated WTP. We attempted to show what would happen if they were accepted in CEE
countries, based on the stated WTP. Our results demonstrate a potential consumption reaction
to the introduction of certain levels of charges and the difference in the speed of this reaction
in population groups. We find that on average rather substantial shares of the population in
CEE countries are willing to pay, and by conservative estimates, the average WTP covers at
least half of the service cost in these countries. The least harmful but efficiency enhancing
strategy would be charges for self-referrals to specialists (avoiding the GP). In countries with
well-established informal payment practices, however, formal charges would meet opposition

unless public opinion, which tolerates informal payments at present, is changed.

Finally, this dissertation makes a point of the necessity and structure of quality and access
improvements of physician services in Ukraine. People are willing to pay for quality and
access improvements in these services and the amounts represent a substantial part of the
service cost. Notably, the highest value component in the service provision is the
interpersonal aspects of care and, hence they should get most attention in the development of
health care reform strategies. Nowadays however, most of the attention of Ukrainian policy
makers is concentrated on infrastructural issues, such as maintenance and equipment of
facilities (e.g. MOH, 2010) while the attitude of medical staff to patients is neglected. The
results of this dissertation suggest that the prioritization should be changed or, at least,
interpersonal aspects should appear on the agenda (not only in Ukraine but also in other CEE

countries).
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Chapter 7

Our study demonstrates the way SP may be used to study potential effects of patient charges
on health care consumption in non-existent markets. Patient charges for physician services,
though ignored and dreaded in CEE countries, may be an efficient policy tool in light that
people in these countries are ready and able to pay substantial amounts formally if the
services are provided with adequate quality and quick access. The charges should be however
supplemented with adequate exemption mechanisms to secure access to essential health care

services.

146



References

References

Aarva, P., lichenko, I., Gorobets, P., & Rogacheva, A. (2009). Formal and informal payments
in health care facilities in two Russian cities, Tyumen and Lipetsk. Health Policy and
Planning, 24(5), 395-405.

Adamowicz, W., Boxall, P., Williams, M., & Louviere, J. (1998). Stated preference
approaches for measuring passive use values: choice experiments and contingent

valuation. American Journal of Agricultural Economics, 80(1), 64-75.

Adamowicz, W., Louviere, J., & Williams, M. (1994). Combining revealed and stated
preference methods for valuing environmental amenities. Journal of Environmental
Economics and Management, 26(3), 271-292.

Akashi, H., Yamada, T., Huot, E., Kanal, K., & Sugimoto, T. (2004). User fees at a public
hospital in Cambodia: effects on hospital performance and provider attitudes. Social
Science & Medicine, 58(3), 553-564.

Akcura, E. (2011). Information Effects in Valuation of Electricity and Water Service
Attributes Using Contingent Valuation. (Working paper No. 1156). Retrieved from
Cambridge Working Papers in Economics, Faculty of Economics, University of
Cambridge: https://www.repository.cam.ac.uk/handle/1810/242026

Albreht, T., Turk, E., Toth, M., Ceglar, J., Marn, S., Pribakovi¢ Brinovec, R., & Schéafer, M.
(2009). Slovenia: Health system review. Health Systems in Transition, 11(3), 1-168.

Arrow, K., Solow, R., Portney, P., Leamer, E., Radner, R., & Schuman, H. (1993,
January 11). Report of the NOAA panel on contingent valuation. Washington, DC:

National Oceanic and Atmospheric Administration.

Arsenijevic, J., Pavlova, M., & Groot, W. (2012). Measuring the catastrophic and
impoverishing effect of household health care spending in Serbia. Social Science &
Medicine, 78, 17-25.

Asgary, A. (2012). Assessing households' willingness to pay for an immediate pandemic
influenza vaccination programme. Scandinavian Journal of Public Health, 40(5), 412-
417.

147


http://ideas.repec.org/s/cam/camdae.html
https://www.repository.cam.ac.uk/handle/1810/242026

References

Atanasova, E., Pavlova, M., Moutafova, E., Rechel, B., & Groot, W. (2012). Out-of-pocket
payments for health care services in Bulgaria: financial burden and barrier to access. The
European Journal of Public Health. Doi: 10.1093/eurpub/cks169.

Atanasova, E., Pavlova, M., Velickovski, R., Nikov, B., Moutafova, E., & Groot, W. (2011).
What have 10 years of health insurance reforms brought about in Bulgaria? Re-appraising
the Health Insurance Act of 1998. Health Policy, 102(2-3), 263-269.

Augurzky, B., Bauer, T. K., & Schaffner, S. (2006). Copayments in the German Health
System-Do They Work? (RWI Discussion Paper No. 43). iHEA 2007 6th World
Congress: Explorations in HealthEconomics Paper. DOI: 10.2139/ssrn.928914

Baji, P., Pavlova, M., Gulacsi, L., & Groot, W. (2012a). Changes in Equity in Out-of-pocket
Payments during the Period of Health Care Reforms: Evidence from Hungary.

International Journal for Equity in Health, 11(1), 1-11.

Baji, P., Pavlova, M., Gulcsi, L., Zsofia, H. C., & Groot, W. (2012b). Informal payments for
healthcare services and short-term effects of the introduction of visit fee on these
payments in Hungary. The International Journal of Health Planning and Management,
27(1), 63-79.

Baji, P., Pavlova, M., Gulécsi, L., & Groot, W. (2011). User fees for public health care
services in Hungary: Expectations, experience, and acceptability from the perspectives of
different stakeholders. Health Policy, 102(2), 255-262.

Balabanova, D., & McKee, M. (2002). Understanding informal payments for health care: the
example of Bulgaria. Health Policy, 62(3), 243-273.

Balabanova, D., McKee, M., Pomerleau, J., Rose, R., & Haerpfer, C. (2004). Health service
utilization in the former Soviet Union: evidence from eight countries. Health Services
Research, 39(6p2), 1927-1950.

Barber, S., Bonnet, F., & Bekedam, H. (2004). Formalizing under-the-table payments to
control out-of-pocket hospital expenditures in Cambodia. Health Policy and Planning,
19(4), 199-208.

Barmina, G. (2009). A step towards effective medical care — development of the primary care.

(in Ukrainian) Apteka.ua. Retrieved from http://www.apteka.ua/article/8421

Barros, P. P., Machado, S. R., & Simdes, J. d. A. (2011). Portugal Health system review.
Health Systems in Transition, 13(4).

148


http://www.apteka.ua/article/8421

References

Baschieri, A., & Falkingham, J. (2006). Formalizing informal payments: the progress of
health reform in Kyrgyzstan. Central Asian Survey, 25(4), 441-460.

Belli, P. (2003). Formal and informal household spending on health: a multicountry study in
Central and Eastern Europe. (Final Report) Harvard School of Public Health:
Cambridge.

Belli, P., Gotsadze, G., & Shahriari, H. (2004). Out-of-pocket and informal payments in
health sector: evidence from Georgia. Health Policy, 70(1), 109-123.

Berki, S. E., & Ashcraft, M. L. (1980). HMO enrollment: who joins what and why: a review
of the literature. The Milbank Memorial Fund Quarterly. Health and Society, 58(4), 588-
632.

Bezrukov, V.V. (2003). Case-Study Ukraine. InJ. Brodsky, J. Habib, & M. Hirschfeld
(Eds.), Long-term Care in Developing Countries: Ten Country Case Studies. World

Health Organization.

Bijlenga, D., Bonsel, G. J., & Birnie, E. (2011). Eliciting willingness to pay in obstetrics:
comparing a direct and an indirect valuation method for complex health outcomes. Health
Economics, 20(11), 1392-1406.

Blackburn, M., Harrison, G. W., & Rutstrom, E. E. (1994). Statistical bias functions and
informative hypothetical surveys. American Journal of Agricultural Economics, 76(5),
1084-1088.

Blamey, R., Bennett, J. W., & Morrison, M. (1999). Yea-saying in contingent valuation
surveys. Land Economics, 75(1), 126-141.

Blumenschein, K., Johannesson, M., Yokoyama, K., & Freeman, P. (2001). Hypothetical
versus real willingness to pay in the health care sector: results from a field experiment.
Value in Health, 4(2), 79-79.

Bobinac, A., van Exel, N. J., Rutten, F. F., & Brouwer, W. B. (2012a). Get more, pay more?
An elaborate test of construct validity of willingness to pay per QALY estimates obtained
through contingent valuation. Journal of Health Economics, 31(1), 158-168.

Bobinac, A., van Exel, N. J., Rutten, F. F., & Brouwer, W. B. (2012b). Valuing galy gains by
applying a societal perspective. Health Economics,22(10), 1272-1281.

149



References

Boxall, P. C., Adamowicz, W. L., Swait, J., Williams, M., & Louviere, J. (1996). A
comparison of stated preference methods for environmental valuation. Ecological
Economics, 18(3), 243-253.

Boyle, K. (2003). Contingent Valuation in Practice. In P. Champ, K. Boyle & T. Brown
(Eds.), A Primer on Nonmarket Valuation (\Vol. 3, pp. 111-169): Springer Netherlands.

Brandt, S., Vasquez Lavin, F., & Hanemann, M. (2012). Contingent valuation scenarios for
chronic illnesses: the case of childhood asthma. Value in Health, 15(8), 1077-1083.

Brau, R., & Lippi Bruni, M. (2008). Eliciting the demand for long-term care coverage: a

discrete choice modelling analysis. Health Economics, 17(3), 411-433.

Bredenkamp, C., Mendola, M., & Gragnolati, M. (2011). Catastrophic and impoverishing
effects of health expenditure: new evidence from the Western Balkans. Health Policy and
Planning, 26(4), 349-356.

Brekke, K. R., Nuscheler, R., & Straume, O. R. (2007). Gatekeeping in health care. Journal of
Health Economics, 26(1), 149-170.

Bridges, J. F., Hauber, A. B., Marshall, D., Lloyd, A., Prosser, L. A., Regier, D. A., Johnson,
R., & Mauskopf, J. (2011). Conjoint analysis applications in health - a checklist: A report
of the ISPOR good research practices for conjoint analysis task force. Value in Health,
14(4), 403-413.

Brown, T. C., & Gregory, R. (1999). Why the WTA-WTP disparity matters. Ecological
Economics, 28(3), 323-335.

Bryndova, L., Pavlokova, K., Roubal, T., Rokosova, M., & Gaskins, M. (2009). Czech
Republic. Health system review. Health Systems in Transition, 11(1), 1-122.

Carrin, G., & van Dael, J. (1990). An empirical model of the demand for health care in
Belgium. In G. Duru & J. H. P. Paelinck (Eds.), Econometrics of Health Care (Vol. 20,
pp. 59-78): Springer Netherlands.

Carroll, F. E., Al-Janabi, H., Flynn, T., & Montgomery, A. A. (2013). Women and their
partners' preferences for Down's syndrome screening tests: a discrete choice experiment.
Prenatal Diagnosis, 33(5), 449-456.

Carson, R., & Groves, T. (2007). Incentive and informational properties of preference

questions. Environmental and Resource Economics, 37(1), 181-210.

150



References

Carson, R. T. (2000). Contingent valuation: a user's guide. Environmental Science &
Technology, 34(8), 1413-1418.

Carson, R. T., Mitchell, R. C., Hanemann, M., Kopp, R. J., Presser, S., & Ruud, P. A. (2003).
Contingent valuation and lost passive use: damages from the Exxon Valdez oil spill.

Environmental and Resource Economics, 25(3), 257-286.

Carson, R. T., Wilks, L., & Imber, D. (1994). Valuing the preservation of Australia's Kakadu

conservation zone. Oxford Economic Papers, 46, 727-749.

Chen, L. C., Schafheutle, E. I., & Noyce, P. R. (2009). The impact of nonreferral outpatient
co-payment on medical care utilization and expenditures in Taiwan. Research in Social &
Administrative Pharmacy, 5(3), 211-224.

Cheraghi-Sohi, S., Hole, A. R., Mead, N., McDonald, R., Whalley, D., Bower, P., & Roland,
M. (2008). What patients want from primary care consultations: a discrete choice

experiment to identify patients' priorities. The Annals of Family Medicine, 6(2), 107-115.

Cheraghi-Sohi, S., Bower, P., Mead, N., McDonald, R., Whalley, D., & Roland, M. (2006).
What are the key attributes of primary care for patients? Building a conceptual ‘map’of
patient preferences. Health Expectations, 9(3), 275-284.

Cherkin, D., Grothaus, L., & Wagner, E. (1992). Is magnitude of co-payment effect related to
income? Using census data for health services research. Social Science & Meicine, 34(1),
33-41.

Chestnut, L. G., Keller, L. R., Lambert, W. E., & Rowe, R. D. (1996). Measuring heart
patients’ willingness to pay for changes in angina symptoms. Medical Decision Making :

An International Journal of the Society for Medical Decision Making, 16(1), 65-77.

Chiappori, P. A., Durand, F., & Geoffard, P. Y. (1998). Moral Hazard and the Demand for
Physician Services: First Lessons from a French Natural Experiment. European
Economic Review, 42(3-5), 499-511.

Ching, P. (1995). User fees, demand for children's health care and access accross income

groups: The Philippine case. Social Science & Medicine, 41(1), 37-46.

Clark, M., Moro, D., & Szczepura, A. (2009). Balancing patient preferences and clinical
needs: Community versus hospital based care for patients with suspected DVT. Health
Policy, 90(2-3), 313-3109.

151



References

Cockx, B., & Brasseur, C. (2003). The demand for physician services. Journal of Health
Economics, 22(6), 881-913.

Committee on Economic Reforms at the President of Ukraine. 2010. Wealthy society,
competitive economy, efficient state. Program of economic reforms for 2010-2014. (in

Ukrainian). Retrieved  from  www.president.gov.ua/docs/Programa_reform

FINAL_1.pdf.

Corso, P. S., Ingels, J. B., & Roldos, M. I. (2013). A comparison of willingness to pay to
prevent child maltreatment deaths in ecuador and the United States. International Journal
of Environmental Research and Public Health, 10(4), 1342-1355.

Coulter, A. (1995). Shifting the balance from secondary to primary care. British Medical
Journal, 311(7018), 1447-1448.

Cropper, M. L., Haile, M., Lampietti, J., Poulos, C., & Whittington, D. (2004). The demand
for a malaria vaccine: evidence from Ethiopia. Journal of Development Economics,
75(1), 303-318.

Dalmau-Matarrodona, E. (2001). Alternative approaches to obtain optimal bid values in
contingent valuation studies and to model protest zeros. Estimating the determinants of
individuals' willingness to pay for home care services in day case surgery. Health
Economics, 10(2), 101-118.

Damme, W. V., Leemput, L. V., Hardeman, W., & Meessen, B. (2004). Out-of-pocket health
expenditure and debt in poor households: evidence from Cambodia. Tropical Medicine &
International Health, 9(2), 273-280.

Danyliv, A., Pavlova, M., Gryga, I., & Groot, W. (2013). Willingness to pay for physician
services at a primary contact in Ukraine: Results of a contingent valuation study. BMC
Health Services Research, 13(1), 208.

Danyliv, A., Pavlova, M., Gryga, I., & Groot, W. (2012a). Willingness to pay for physician
services: Comparing estimates from a discrete choice experiment and contingent
valuation. Society and Economy, 34(2), 339-357.

Danyliv, A., Stepurko, T., Gryga, I., Pavlova, M., & Groot, W. (2012b). Is there a place for
the patient in the Ukrainian health care system? Patient payment policies and investment
priorities in health care in Ukraine. Society and Economy, 34(2), 273-291.

152


http://www.president.gov.ua/docs/Programa_reform_FINAL_1.pdf
http://www.president.gov.ua/docs/Programa_reform_FINAL_1.pdf

References

Delcheva, E., Balabanova, D., & McKee, M. (1997). Under-the-counter payments for health
care: Evidence from Bulgaria. Health Policy, 42(2), 89-100.

Diener, A., O'Brien, B., & Gafni, A. (1998). Health care contingent valuation studies: a

review and classification of the literature. Health Economics, 7(4), 313-326.

Dixon, S., Shackley, P., Bonham, J., & Ibbotson, R. (2012). Putting a value on the avoidance
of false positive results when screening for inherited metabolic disease in the newborn.
Journal of Inherited Metabolic Disease, 35(1), 169-176.

Donaldson, C., Jones, A. M., Mapp, T. J., & Olson, J. A. (1998). Limited dependent variables
in willingness to pay studies: applications in health care. Applied Economics, 30(5), 667-
677.

Doorslaer van, E., O'Donnell, O., Rannan-Eliya, R. P., Somanathan, A., Adhikari, S. R., Garg,
C. C., Harbianto, D., Herin, A., Hug, M., Ibragimova, S., Karan, A., Ng, CW., Pande, B,
Rachelis, R., Tao, S., Tin, K., Tisayaticom, K., Trisnantoro, L., Vasavid, C., & Zhao, Y.
(2006). Effect of payments for health care on poverty estimates in 11 countries in Asia:
an analysis of household survey data. The Lancet, 368(9544), 1357-1364, Doi:
10.1016/S0140-6736(06)69560-3.

Doorslaer van, E. (1984). The effects of cost sharing on the demand for prescription drugs in
Belgium. Acta Hospitalia, 24(3), 69-81.

Drummond, M., & Towse, A. (2012). Is it time to reconsider the role of patient co-payments

for pharmaceuticals in Europe? The European Journal of Health Economics, 13(1), 1-5.

Edelényi, M., Toth, A., & Neumann, L. (2008). Majority vote ‘yes’ in referendum to abolish
medical and higher  education fees. EIROnline, 4. Retrieved from
http://www.eurofound.europa.eu/eiro/2008/04/articles/hu0804029i.htm.

Ensor, T. (2004). Informal payments for health care in transition economies. Social Science &
Medicine, 58(2), 237-246.

Ensor, T., & Savelyeva, L. (1998). Informal payments for health care in the Former Soviet
Union: some evidence from Kazakstan. Health Policy and Planning, 13(1), 41-49.

Ensor, T., & Thompson, R. (2011). Unofficial payments in low-and middle-income countries.
In A. Jones (Eds.), The Elgar Companion to Health Economics, Edward Elgar Publishing
Limited: UK, 154-163.

153


http://www.eurofound.europa.eu/eiro/2008/04/articles/hu0804029i.htm

References

Erichsen, L., & Brockhoff, P. B. (2004). An application of latent class random coefficient
regression. Advances in Decision Sciences, 8(4), 247-260.

Escarce, J. J., Kapur, K., Joyce, G. F., & Van Vorst, K. A. (2001). Medical care expenditures
under gatekeeper and point-of-service arrangements. Health Services Research, 36(6 Pt
1), 1037.

Espin, J., & Rovira, J. (2007). Analysis of differences and commonalities in pricing and
reimbursement systems in Europe. (Final Report). Brussels: DG Enterprise and Industry
of the European Commission. Retrieved from

http://ec.europa.eu/enterprise/sectors/healthcare/files/docs/study pricing 2007/andalusia

n school public health report pricing 2007 en.pdf

Essers, B. A., Dirksen, C. D., Prins, M. H., & Neumann, H. A. (2010). Assessing the public's
preference for surgical treatment of primary basal cell carcinoma: A discrete-choice

experiment in the south of the Netherlands. Dermatologic Surgery, 36(12), 1950-1955.

Ethier, M. C., Regier, D. A., Tomlinson, D., Judd, P., Doyle, J., Gassas, A., Nagvi, A., &.
Sung, L. (2012). Perspectives toward oral mucositis prevention from parents and health

care professionals in pediatric cancer. Support Care Cancer, 20(8), 1771-1777.

Falkingham, J. (2004). Poverty, out-of-pocket payments and access to health care: evidence
from Tajikistan. Social Science & Medicine, 58(2), 247-258.

Ferris, T. G., Chang, Y., Blumenthal, D., & Pearson, S. D. (2001). Leaving gatekeeping
behind—effects of opening access to specialists for adults in a health maintenance
organization. New England Journal of Medicine, 345(18), 1312-1317.

Fiebig, D. G., Keane, M. P., Louviere, J., & Wasi, N. (2010). The generalized multinomial
logit model: Accounting for scale and coefficient heterogeneity. Marketing Science,
29(3), 393-421.

Finn, A., & Louviere, J. J. (1992). Determining the appropriate response to evidence of public

concern: the case of food safety. Journal of Public Policy & Marketing, 11(2), 12-25.

Flynn, T. N. (2010). Valuing citizen and patient preferences in health: recent developments in
three types of best-worst scaling. Expert Review of Pharmacoeconomics & Outcomes
Research, 10(3), 259-267.

154


http://ec.europa.eu/enterprise/sectors/healthcare/files/docs/study_pricing_2007/andalusian_school_public_health_report_pricing_2007_en.pdf
http://ec.europa.eu/enterprise/sectors/healthcare/files/docs/study_pricing_2007/andalusian_school_public_health_report_pricing_2007_en.pdf

References

Flynn, T. N., Louviere, J. J., Peters, T. J., & Coast, J. (2007). Best-worst scaling: what it can
do for health care research and how to do it. Journal of Health Economics, 26(1), 171-
189.

Foreit, J. R., & Fleischman Foreit, K. G. F. (2003). The reliability and validity of willingness
to pay surveys for reproductive health pricing decisions in developping countries. Health
Policy, 63(1), 37-47.

Foster, V., Bateman, I. J., & Harley, D. (1997). Real and hypothetical willingness to pay for
environmental preservation: A non-experimental comparison. Journal of Agricultural
Economics, 48(1-3), 123-137.

Fox, J. A., Shogren, J. F., Hayes, D. J., & Kliebenstein, J. B. (1998). CVM-X: Calibrating
contingent values with experimental auction markets. American Journal of Agricultural
Economics, 80(3), 455-465.

Frew, E. J., Whynes, D. K., & Wolstenholme, J. L. (2003). Eliciting willingness to pay:
comparing closed-ended with open-ended and payment scale formats. Medical Decision
Making, 23(2), 150-159.

Gaél, P., Evetovits, T., & McKee, M. (2006). Informal payment for health care: evidence
from Hungary. Health Policy, 77(1), 86-102.

Gaal, P., Jakab, M., & Shishkin, S. (2010). Strategies to Address Informal Payments for
Health Care. In J. Kutzin, C. Cashin & M. Jakab (Eds.), Implementing Health Financing
Reform. Lessons from Countries in Transition. Copenhagen: European Observatory on
Health Systems and Policies / World Health Organization Regional Office for Europe.

Gaal, P., & McKee, M. (2005). Fee-for-service or donation? Hungarian perspectives on
informal payment for health care. Social Science & Medicine, 60(7), 1445-1457.

Gaal, P., Szigeti, S., Csere, M., Gaskins, M., & Panteli, D. (2011). Hungary Health system
review. Health Systems in Transition, 13(5), 1-266.

Georgieva, L., Salchev, P., Dimitrova, R., Dimova, A., & Avdeeva, O. (2007). Bulgaria
Health system review. Health Systems in Transition, 9(1), 1-156.

Gertler, P., & van der Gaag, J. (1990). The willingness to pay for medical care: evidence from
two developing countries. Published for the World Bank [by] Johns Hopkins University

Press.

155



References

Gidengil, C., Lieu, T. A., Payne, K., Rusinak, D., Messonnier, M., & Prosser, L. A. (2012).
Parental and societal values for the risks and benefits of childhood combination vaccines.
Vaccine, 30(23), 3445-3452.

Gjorgjev, D., Bacanovic, A., Cicevalieva, S., Sulevski, Z., & Grosse-Tebe, S. (2008). The
former Yugoslav Republic of Macedonia: Health system review. Health Sysytems in
Transition, 8(2), 1-98.

Glenngard, A. H., Hjelmgren, J., Thomsen, P. H., & Tvedten, T. (2012). Patient preferences
and willingness-to-pay for ADHD treatment with stimulants using discrete choice
experiment (DCE) in Sweden, Denmark and Norway. Nordic Journal of Psychiatry,
67(5), 351-359.

Goldar, B., & Misra, S. (2001). Valuation of environmental goods: correcting for bias in
contingent valuation studies based on willingness-to-accept. American Journal of
Agricultural Economics, 83(1), 150-156.

Golinowska, S. (2010). Informal payments in health care. Perspective and evidence form
Poland. Zeszyty Naukowe Ochrony Zdrowia. Zdrowie Publiczne i Zarzadzanie [Public
Health and Management], 8(1), 12-28.

Golinowska, S., & Sowa, A. (2006, 19-21 January). Investing in Health Institutions in
Transition Countries. Paper presented at the Seventh Annual Global Development
Conference “Institutions and Development: At the Nexus of Global Change”, St.

Petersburg.

Golinowska, S., & Tambor, M. (2012). Out-of-pocket payments on health in Poland: Size,
tendency and willingness to pay. Society and Economy, 34(2), 253-271.

Gonzélez, P. (2010). Gatekeeping versus direct-access when patient information matters.
Health economics, 19(6), 730-754.

Gorshenin Institute. (2011). 80% of Ukrainians are not satisfied with the quality of medical
care. (in Ukrainian). Unian. Retrieved from http://health.unian.net/ukr/detail/224066

Gotsadze, G., Chechulin, Y., Galayda, V., Lekhan, V., Chanfreau, C., & Dmytraczenko, T.
(2006). Ukraine National Health Accounts 2003-2004 (Vol. 1 and 2).

Gotsadze, G., & Gaal, P. (2010). Coverage Decisions: Benefit Entitlements and Patient Cost
Sharing. In J. Kutzin, C. Cashin & M. Jakab (Eds.), Implementing Health Financing

156


http://health.unian.net/ukr/detail/224066

References

Reform Lessons from Countries in Transition. Copenhagen: European Observatory on
Health Systems and Policies/World Health Organization Regional Office for Europe.

Granovetter, M. (1985). Economic action and social structure: the problem of embeddedness.

American journal of sociology, 481-510.

Greene, W. (2005). Reconsidering heterogeneity in panel data estimators of the stochastic
frontier model. Journal of Econometrics, 126(2), 269-303.

Groot, W., & van den Brink, H. M. (2007). Optimism, pessimism and the compensating
income variation of cardiovascular disease: A two-tiered quality of life stochastic frontier
model. Social Science & Medicine, 65(7), 1479-1489.

Groot, W., Van Den Brink, H. M., & Plug, E. (2004). Money for health: The equivalent

variation of cardiovascular diseases. Health Economics, 13(9), 859-872.

Grumbach, K., Selby, J. V., Damberg, C., Bindman, A. B., Quesenberry Jr, C., Truman, A., &
Uratsu, C. (1999). Resolving the gatekeeper conundrum. The Journal of the American
Medical Association, 282(3), 261-266.

Gryga, |., Stepurko, T., Danyliv, A., Gryga, M., Lynnyk, O., Pavlova, M. I., & Groot, W. N.
J. (2010). Attitudes towards patient payments in Ukraine: Is there a place for official
patient charges? Zeszyty Naukowe Ochrony Zdrowia. Zdrowie Publiczne i Zarzadzanie
[Public Health and Management], 8(1), 69-78.

Gulécsi, L., Boncz, 1., Baji, P., & Péntek, M. (2012). Koltségszamitas [Costing]. In L. Gulacsi
(Ed.), Egészség-gazdasagtan és technologiaelemzés. [Health Economics and Technology
Assessment] (pp. 135-190). Budapest: Medicina Kényvkiadd Zrt.

Gunther, O. H., Kurstein, B., Riedel-Heller, S. G., & Koénig, H. H. (2010). The role of
monetary and nonmonetary incentives on the choice of practice establishment: a stated
preference study of young physicians in Germany. Health Services Research, 45(1), 212-
229.

Gyrd-Hansen, D., & Kjaer, T. (2012). Disentangling WTP per QALY data: Different
analytical approaches, different answers. Health Economics, 21(3), 222-237.

Hammerschmidt, T., Zeitler, H. P., & Leidl, R. (2004). A utility-theoretic approach to the
aggregation of willingness to pay measured in decomposed scenarios: development and
empirical test. Health Economics, 13(4), 345-361.

157



References

Hancock-Howard, R. L., Ungar, W. J., Marshall, D., Einarson, A., & Koren, G. (2012). Public
preferences for counseling regarding antidepressant use during pregnancy: a discrete
choice experiment. Birth Defects Research. Part A, Clinical and Molecular Teratology,
94(7), 532-539.

Hanemann, M., Loomis, J., & Kanninen, B. (1991). Statistical efficiency of double-bounded
dichotomous choice contingent valuation. American Journal of Agricultural Economics,
73(4), 1255-1263.

Hanemann, W. M. (1991). Willingness to pay and willingness to accept: How much can they
differ? The American Economic Review, 81(3), 635-647.

Hanley, N., MacMillan, D., Wright, R. E., Bullock, C., Simpson, I., Parsisson, D., & Crabtree,
B. (1998). Contingent valuation versus choice experiments: estimating the benefits of
environmentally sensitive areas in Scotland. Journal of Agricultural Economics, 49(1), 1-
15.

Hanley, N., Ryan, M., & Wright, R. (2003). Estimating the monetary value of health care:

Lessons from environmental economics. Health Economics, 12(1), 3-16.

Hansen, K. S., Pedrazzoli, D., Mbonye, A., Clarke, S., Cundill, B., Magnussen, P., & Yeung,
S. (2013). Willingness-to-pay for a rapid malaria diagnostic test and artemisinin-based
combination therapy from private drug shops in Mukono district, Uganda. Health Policy
and Planning, 28(2), 185-196.

Hanson, K., McPake, B., Nakamba, P., & Archard, L. (2005). Preferences for hospital quality
in Zambia: Results from a discrete choice experiment. Health Economics, 14(7), 687-
701.

Harder, D. S., Jian-jun, J., Francisco, H. A., & Sajise, A. J. U. (2006). WTP Calibration and
Bias Transfer: a Stochastic Frontier Approach. Paper presented at the Third World

Congress of Environmental and Resource Economists, Kyoto, Japan.

Harrison, G. W., & Rutstrom, E. E. (2008). Experimental Evidence on the Existence of
Hypothetical Bias in Value Elicitation Methods. In R. P. Charles & L. S. Vernon (Eds.),
Handbook of Experimental Economics Results (Vol. Volume 1, pp. 752-767): Elsevier.

Havet, N., Morelle, M., Remonnay, R., & Carrere, M. O. (2012). Cancer patients’ willingness
to pay for blood transfusions at home: Results from a contingent valuation study in a
French cancer network. European Juornal of Health Economics, 13(3), 289-300.

158



References

Hensher, D. A. (2010). Hypothetical bias, choice experiments and willingness to pay.
Transportation Research. Part B: Methodological, 44(6), 735-752.

Hicks, J. R. (1943). The four consumer's surpluses. The Review of Economic Studies, 11(1),
31-41.

Hjelmgren, J., & Anell, A. (2007). Population preferences and choice of primary care models:
A discrete choice experiment in Sweden. Health Policy, 83(2-3), 314-322.

Ho, J.-J., Liu, J.-T., & Wang, J.-D. (2005). Stated preferences for the removal of physical pain
resulting from permanently disabling occupational injuries: A contingent valuation study
of Taiwan. Accident Analysis & Prevention, 37(3), 537-548.

Hodgkins, P., Swinburn, P., Solomon, D., Yen, L., Dewilde, S., & Lloyd, A. (2012). Patient
preferences for first-line oral treatment for mild-to-moderate ulcerative colitis: a discrete-

choice experiment. Patient, 5(1), 33-44.

Hoehn, J. P., & Randall, A. (1987). A satisfactory benefit cost indicator from contingent
valuation. Journal of Environmental Economics and Management, 14(3), 226-247.

Hofler, R. A., & List, J. A. (2004). Valuation on the frontier: Calibrating actual and
hypothetical statements of value. American Journal of Agricultural Economics, 86(1),
213-221.

Hosmer, D. W., Lemeshow, S., & May, S. (2008). Applied Survival Analysis: John Wiley &

Sons, Inc.

Huber, J., & Zwerina, K. (1996). The importance of utility balance in efficient choice designs.
Journal of Marketing Research, 33, 307-317.

Jakab, M., & Kautzin, J. (2009). Improving financial protection in Kyrgyzstan through
reducing informal payments. Evidence from 2001-06. (Policy research paper no. 57)
Geneva: World Health Organization; 2009. Retrieved from:
http://www.hpac.kg/images/pdf/PRP57.eng.pdf.

Jendle, J., Torffvit, O., Ridderstrale, M., Ericsson, A., Nilsen, B., & Bogelund, M. (2012).
Willingness to pay for diabetes drug therapy in type 2 diabetes patients: Based on LEAD

clinical programme results. Journal of Medical Economics, 15 Suppl 2, 1-5.

Jenkins, S. P. (2005). Survival Analysis. Retrieved from http://michau.nazwa.pl/

aska/uploads/Studenci/maqg7 1.pdf

159


http://www.hpac.kg/images/pdf/PRP57.eng.pdf
http://michau.nazwa.pl/aska/uploads/Studenci/mag7_1.pdf
http://michau.nazwa.pl/aska/uploads/Studenci/mag7_1.pdf

References

Johnson, R., Huber, J., & Bacon, L. (2003). Adaptive Choice Based Conjoint Analysis.
Sawtooth Software. Research Paper Series. Retrieved from

http://www.sawtoothsoftware.com/download/techpap/acbc.pdf

Karamyshev, D., Vashev, 1., Nemchenko, A., & Volos, B. (2006). State Policy of Public
Health Service Financing in Ukraine. (in Ukrainian). Har Rl NADU Derzhavne
budivnytstvo, 1.

Kartman, B., Stalhammar, N. O., & Johannesson, M. (1996). Valuation of health changes
with the contingent valuation method: a test of scope and question order effects. Health
Economics, 5(6), 531-541.

Kerr, E. A., Hays, R. D., Mitchinson, A., Lee, M., & Siu, A. L. (1999). The influence of
gatekeeping and utilization review on patient satisfaction. Journal of General Internal
Medicine, 14(5), 287-296.

Kjaer, T., Bech, M., Kronborg, C., & Morkbak, M. R. (2012). Public preferences for
establishing nephrology facilities in Greenland: Estimating willingness-to-pay using a

discrete choice experiment. European Journal of Health Economics, 14(5), 739-748.

Klose, T. (1999). The contingent valuation method in health care. Health Policy, 47(2), 97-
123.

Koppel, A., Kahur, K., Habicht, T., Saar, P., Habicht, J., & van Ginneken, E. (2008). Estonia:
Health System Review. Health Systems in Transition, 10(1), 1-230.

Krupnick, A. J., & Cropper, M. L. (1992). The effect of information on health risk valuations.
Journal of Risk and Uncertainty, 5(1), 29-48.

Lancsar, E., & Louviere, J. (2008). Conducting discrete choice experiments to inform

healthcare decision making. Pharmacoeconomics, 26(8), 661-677.

Lancsar, E., Louviere, J., & Flynn, T. (2007). Several methods to investigate relative attribute

impact in stated preference experiments. Social Science & Medicine, 64(8), 1738-1753.

Lancsar, E., & Savage, E. (2004). Deriving welfare measures from discrete choice
experiments: Inconsistency between current methods and random utility and welfare
theory. Health Economics, 13(9), 901-907.

160


http://www.sawtoothsoftware.com/download/techpap/acbc.pdf

References

Lang, H. C., Chang, K., & Ying, Y. H. (2012). Quality of life, treatments, and patients'
willingness to pay for a complete remission of cervical cancer in Taiwan. Health
Economics, 21(10), 1217-1233.

Law of Ukraine (2011). About regime of reforming the health care system in the regions of
Vinnytsia, Dnipropetrovsk, Donetsk, and in the Kyiv city. (in Ukrainian). Retrieved from
http://zakon2.rada.gov.ua/laws/show/3612-17

Lekhan, V., Rudiy, V., & Nolte, E. (2004). Ukraine. Health care systems in transition, 6(8),
1-128.

Lekhan, V., Rudiy, V., & Richardson, E. (2010a). Ukraine: Health system review. Health
Systems in Transition, 12(8), 1-183.

Lekhan, V., Slabkyj, G., & Shevchenko, M. (2010b). Health care system strategy

development: Ukrainian measuring. Ukraina. (in Ukrainian). Zdorovja naciji 1, 5-23.

Leon, M. (2003). Perceptions of health care quality in Central America. International Journal
for Quality in Health Care, 15(1), 67-071.

Lever, L. (2013). New co-payment for hospital patients in Romania is in place, Romania-

insider.com. Retrieved from http://www.romania-insider.com/new-co-payment-for-

hospital-patients-in-romania-is-in-place/78754/

Lewis, M. (2000). Who is Paying for Health Care in Eastern Europe and Central Asia?
Washington, D.C.: World Bank.

Lewis, M. (2002). Informal health payments in central and eastern Europe and the former
Soviet Union: issues, trends and policy implications. In E. Mossialos, A. Dixon, J.
Figueras & J. Kutzin (Eds.), Funding health care: options for Europe (pp. 184-206).

Buckingham: Open University Press.

Lewis, M. (2006). Governance and Corruption in Public Health Care Systems. (Working
paper No. 78). Center for Global Development.

Lewis, M. (2007). Informal Payments And The Financing Of Health Care In Developing And
Transition Countries. Health Affairs, 26(4), 984-997.

Liljas, B., & Blumenschein, K. (2000). On hypothetical bias and calibration in cost-benefit
studies. Health Policy, 52(1), 53-70.

161


http://zakon2.rada.gov.ua/laws/show/3612-17
http://www.romania-insider.com/new-co-payment-for-hospital-patients-in-romania-is-in-place/78754/
http://www.romania-insider.com/new-co-payment-for-hospital-patients-in-romania-is-in-place/78754/

References

Linden, M., Gothe, H., & Ormel, J. (2003). Pathways to care and psychological problems of
general practice patients in a “gate keeper” and an” open access” health care system.
Social Psychiatry and Psychiatric Epidemiology, 38(12), 690-697.

List, J., & Gallet, C. (2001). What experimental protocol influence disparities between actual

and hypothetical stated values? Environmental and Resource Economics, 20(3), 241-254.

Litvak, A., Pogorilyj, V., & Tyshchuk, M. (2001). Shade economy and future of the medical
care in Ukraine. (in Ukrainian). Odessa: Vyd.TES.

Liu, Y., Rao, K., & Hsiao, W. C. (2011). Medical expenditure and rural impoverishment in
China. Journal of Health, Population and Nutrition (JHPN), 21(3), 216-222.

Loh, C. P., & Shapiro, A. (2013). Willingness to pay for home- and community-based

services for seniors in Florida. Home Health Care Services Quarterly, 32(1), 17-34.

Loomis, J. (2011). What's to know about hypothetical bias in stated preference valuation

studies? Journal of Economic Surveys, 25(2), 363-370.

Loomis, J., Gonzalez-Caban, A., & Gregory, R. (1994). Do reminders of substitutes and
budget constraints influence contingent valuation estimates? Land Economics, 70(4),
499-506.

Louviere, J., Street, D., Burgess, L., Wasi, N., Islam, T., & Marley, A. A. (2008). Modeling
the choices of individual decision-makers by combining efficient choice experiment

designs with extra preference information. Journal of Choice Modelling, 1(1), 128-163.

Louviere, J. J. (2006). What you don’t know might hurt you: some unresolved issues in the
design and analysis of discrete choice experiments. Environmental and Resource
Economics, 34(1), 173-188.

Louviere, J. J., Flynn, T. N., & Carson, R. T. (2010). Discrete choice experiments are not

conjoint analysis. Journal of Choice Modelling, 3(3), 57-72.

Louviere, J. J., Hensher, D. A., & Swait, J. D. (2000). Stated choice methods: analysis and

applications. Cambridge University Press.

Louviere, J. J., & Lancsar, E. (2009). Choice experiments in health: the good, the bad, the
ugly and toward a brighter future. Health Economics, Policy and Law, 4(4), 527-546.

162



References

Lunander, A. (1998). Inducing incentives to understate and to overstate willingness to pay
within the open-ended and the dichotomous-choice elicitation formats: An experimental

study. Journal of Environmental Economics and Management, 35(1), 88-102.

Lynn, F. A, Crealey, G. E., Alderdice, F. A., & McElnay, J. C. (2013). Preferences for a
third-trimester ultrasound scan in a low-risk obstetric population: A discrete choice
experiment. Health Expectations, Doi: 10.1111/hex.12062. [Epub ahead of print].

Manning, W. G., Newhouse, J. P., Duan, N., Keeler, E. B., Leibowitz, A., Marquis, M. S., &
Zwanziger, J. (1988). Health Insurance and the Demand for Medical Care: Evidence

from a Randomized Experiment. Santa Monica, CA: RAND Corporation.

Mansfield, C. (1999). Despairing over disparities: Explaining the difference between
willingness to pay and willingness to accept. Environmental and Resource Economics,
13(2), 219-234.

Marti, J. (2012). Assessing preferences for improved smoking cessation medications: A
discrete choice experiment. European Journal of Health Economics, 13(5), 533-548.

Martin-Fernandez, J., del Cura-Gonzélez, M. 1., Gomez-Gascon, T., Oliva-Moreno, J.,
Dominguez-Bidagor, J., Beamud-Lagos, M., & Pérez-Rivas, F. J. (2010a). Differences
between willingness to pay and willingness to accept for visits by a family physician: A
contingent valuation study. BMC Public Health, 10(1), 236, DOI: 10.1186/1471-2458-
10-236.

Martin-Fernandez, J., Gomez-Gascon, T., Oliva-Moreno, J., del Cura-Gonzalez, M. 1.,
Dominguez-Bidagor, J., Beamud-Lagos, M., & Sanz-Cuesta, T. (2010b). Perception of
the economic value of primary care services: A willingness to pay study. Health Policy,
94(3), 266-272.

Mataria, A., Donaldson, C., Luchini, S., & Moatti, J. P. (2004). A stated preference approach
to assessing health care-quality improvements in Palestine: From theoretical validity to

policy implications. Journal of Health Economics, 23(6), 1285-1311.

Mataria, A., Luchini, S., Daoud, Y., & Moatti, J. P. (2007). Demand assessment and price-
elasticity estimation of quality-improved primary health care in Palestine: a contribution
from the contingent valuation method. Health Economics, 16(10), 1051-1068.

163



References

Mattsson, L. A., Ericsson, A., Bogelund, M., & Maamari, R. (2013). Women's preferences
toward attributes of local estrogen therapy for the treatment of vaginal atrophy.
Maturitas, Doi: 10.1016/j.maturitas.2012.12.004. [Epub ahead of print].

McPake, B. (1993). User charges for health services in developing countries: A review of the
economic literature. Social Science & Medicine, 36(11), 1397-1405.

Mele, N. L. (2008). Conjoint analysis: Using a market-based research model for healthcare
decision making. Nursing Research, 57(3), 220-224.

Ministry of Health of Ukraine. (2010). Project Concept of managing quality in health care for
the period till 2020. (in Ukrainian). Retrieved from http://www.moz.gov.ua/
ua/portal/Pro_20110707_0.html.

Mitani, Y., & Flores, N. E. (2010). Hypothetical bias reconsidered: payment and provision
uncertainties in a threshold provision mechanism. Paper presented at the World Congress

on Environmental and Resource Economics, Montreal Canada.

Mitchell, R. C., & Carson, R. T. (1989). Using surveys to value public goods: The contingent

valuation method. Washington, D.C: Resources for the Future.

Mitenbergs, U., Taube, M., Misins, J., Mikitis, E., Martinsons, A., Rurane, A., & Quentin, W,
(2012). Latvia: Health system review. Health Systems in Transition, 14(8), 1-191.

Mocan, H. N., Tekin, E., & Zax, J. S. (2004). The Demand for Medical Care in Urban China.
World Development, 32(2), 289-304.

Mogas, J., Riera, P., & Brey, R. (2009). Combining contingent valuation and choice
experiments. A forestry application in Spain. Environmental and Resource Economics,
43(4), 535-551.

Moia, M., Mantovani, L. G., Carpenedo, M., Scalone, L., Monzini, M. S., Cesana, G., &
Mannucci, P. M. (2013). Patient preferences and willingness to pay for different options

of anticoagulant therapy. Internal and Emergency Medicine, 8(3), 237-243.

Mosseveld van, C., Kawiorska, D., & De Norre, B. (2008). Health expenditure, 2003-2005.
Eurostat: Data in focus. Retrieved from: http://epp.eurostat.ec.europa.eu
[cache/ITY OFFPUB/KS-QA-08-026/EN/KS-QA-08-026-EN.PDF.

Murauskiene, L., Janoniene, R., Veniute, M., van Ginneken, E., & Karanikolos, M. (2013).

Lithuania: Health system review. Health Systems in Transition, 15(2): 1-150.

164


http://www.moz.gov.ua/ua/portal/Pro_20110707_0.html
http://www.moz.gov.ua/ua/portal/Pro_20110707_0.html
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-QA-08-026/EN/KS-QA-08-026-EN.PDF
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-QA-08-026/EN/KS-QA-08-026-EN.PDF

References

Murauskiene, L., Pavlova, M., Veniute, M., & Groot, W. (2012). Towards a more
comprehensive view on patient payments in Lithuania: New findings from a population

survey. Society and Economy, 34(2), 241-251.

Murauskiene, L., Veniute, M, & Pavlova, M. (2010). The Opinions of the Key Health Care
Stakeholders towards Patient Payments in Lithuania. Zeszytu Naukowe Ochrony Zdrowia.
Zdrowie Publiczne i Zarzadzanie [Public Health and Management], 8(1), 62-68.

Murphy, J., Allen, P. G., Stevens, T., & Weatherhead, D. (2005). A meta-analysis of
hypothetical bias in stated preference valuation. Environmental and Resource Economics,
30(3), 313-325.

Naik-Panvelkar, P., Armour, C., Rose, J., & Saini, B. (2012). Patients' value of asthma
services in Australian pharmacies: the way ahead for asthma care. Journal of Asthma,
49(3), 310-316.

National Health Insurance Fund of Bulgaria. (2011). JoroBop Ne PJI-HC-01-3 ot 30
nexemBpu 2011 1. 3a mpuemane Ha o0eMH M IleHM Ha MeauuuHckaTa nmomon [Contract
#PJI-HC-01-3 from December 30, 2011 adopting the volumes and prices of medical
care]. Retrieved from http://www.nhif.bg/c/document_library/get file?p |
1d=58538&folderld=215182&name=DL FE-4890.doc

National Health Insurance Fund of Romania. (2011). Ordinul ministrului sanatatii si a
presedintelui Casei Nationale de Asigurari de Sanatate nr. 1723/950/2011 pentru
aprobarea Normelor metodologice de aplicare in anul 2012 a Contractului cadru [Order
of the Minister of Health and President of the National Health Insurance no.
1723/950/2011 Methodological Norms for the application in 2012 of the framework

agreement]. Retrived from http://www.cnas.ro/legislatie/noutati-legislative/ordinul-

ministrului-sanatatii-si-a-presedintelui-casei-nationale-de-asigurari-de-sanatate-nr-1723-
950-2011

National Statistical Institute of Bulgaria. (2012). Inflation and Consumer Price Indices —
Table data Retrieved from http://www.nsi.bg/otrasalen.php?otr=47, Accessed: August
21, 2012.

Neuman, S., & Neuman, E. (2008). What women want when they need medical treatment?

Retrieved from http://www.voxeu.org/article/are-hospitals-serving-patients-preferences

165


http://www.nhif.bg/c/document_library/get_file?p_l_id=58538&folderId=215182&name=DLFE-4890.doc
http://www.nhif.bg/c/document_library/get_file?p_l_id=58538&folderId=215182&name=DLFE-4890.doc
http://www.cnas.ro/legislatie/noutati-legislative/ordinul-ministrului-sanatatii-si-a-presedintelui-casei-nationale-de-asigurari-de-sanatate-nr-1723-950-2011
http://www.cnas.ro/legislatie/noutati-legislative/ordinul-ministrului-sanatatii-si-a-presedintelui-casei-nationale-de-asigurari-de-sanatate-nr-1723-950-2011
http://www.cnas.ro/legislatie/noutati-legislative/ordinul-ministrului-sanatatii-si-a-presedintelui-casei-nationale-de-asigurari-de-sanatate-nr-1723-950-2011
http://www.nsi.bg/otrasalen.php?otr=47
http://www.voxeu.org/article/are-hospitals-serving-patients-preferences

References

Newhouse, J. P., & Group, I. E. (1993). Free for All? Lessons from the RAND Health
Experiment. Cambridge, Mass: Harvard University Press.

Nieboer, A. P., Koolman, X., & Stolk, E. A. (2010). Preferences for long-term care services:
willingness to pay estimates derived from a discrete choice experiment. Social Science &
Medicine, 70(9), 1317-1325.

Nolan, B. (1993). Economic incentives, health status and health services utilisation. Journal
of Health Economics, 12, 151-169.

O'Brien, B., & Gafni, A. (1996). When do the" dollars™ make sense? Toward a conceptual
framework for contingent valuation studies in health care. Medical Decision Making,
16(3), 288-299.

OECD. (2011). Health at a Glance: OECD Indicators: OECD. OECD. Retrieved from
http://www.oecd.org/els/health-systems/49105858.pdf.

OECD. (2012a). Health at a Glance: OECD indicators: Europe 2012. OECD. Retrieved from
http://www.oecd.org/els/health-systems/HealthAtAGlanceEurope2012.pdf.

OECD. (2012b). National CPl weights Retrieved August21, 2012, from
http://stats.oecd.org/Index.aspx?DataSetCode=MEI CPlI WEIGHTS#

Olaru, D., Smith, B., & Wang, J. (2011). Optimal discrete choice experimental designs using
genetic algorithms. Paper presented at the International Choice Modelling Conference,
Leeds, UK.
http://www.icmconference.org.uk/index.php/icmc/ICMC2011/paper/view/390

Olsen, J. A., & Smith, R. D. (2001). Theory versus practice: a review of ‘willingness-to-
pay’in health and health care. Health Economics, 10(1), 39-52.

Orea, L., & Kumbhakar, S. C. (2004). Efficiency measurement using a latent class stochastic

frontier model. Empirical Economics, 29(1), 169-183.

Pavlova, M., Groot, W., & van Merode, F. (2000). Appraising the financial reform in
Bulgarian public health care sector: the health insurance act of 1998. Health Policy,
53(3), 185-199.

Pavlova, M., Groot, W., & van Merode, G. (2003). The importance of quality, access and
price to health care consumers in Bulgaria: A self-explicated approach. The International
Journal of Health Planning and Management, 18(4), 343-361.

166


http://www.oecd.org/els/health-systems/49105858.pdf
http://www.oecd.org/els/health-systems/HealthAtAGlanceEurope2012.pdf
http://stats.oecd.org/Index.aspx?DataSetCode=MEI_CPI_WEIGHTS
http://www.icmconference.org.uk/index.php/icmc/ICMC2011/paper/view/390

References

Pavlova, M., Groot, W., & Van Merode, G. (2004). Willingness and ability of Bulgarian
consumers to pay for improved public health care services. Applied Economics, 36(10),
1117-1130.

Pavlova, M., Groot, W., van Merode, G., & Project Team. (2011). Is there a place for an
increased reliance on patient charges in central and eastern european countries. Scripta
Scientifica Medica, 43(7), 137-141.

Pavlova, M., Hendrix, M., Nouwens, E., Nijhuis, J., & van Merode, G. (2009). The choice of
obstetric care by low-risk pregnant women in the Netherlands: Implications for policy
and management. Health Policy, 93(1), 27-34.

Pavlova, M., Tambor, M., Stepurko, T., Merode, G. G., & Groot, W. (2012). Assessment of
patient payment policy in CEE countries: From a conceptual framework to policy
indicators. Society and Economy, 34(2), 193-220.

Pavlova, M., Tambor, M., van Merode, G., & Groot, W. (2010). Are patient charges an
effective policy tool? Review of theoretical and empirical evidence. Zeszyty Naukowe
Ochrony Zdrowia. Zdrowie Publiczne i Zarzadzanie [Public Health and Management],
8(1), 29-36.

Pol van der, M., & Cairns, J. (2008). Comparison of two methods of eliciting time preference
for future health states. Social Science & Medicine, 67(5), 883-889.

Pol van der, M., Shiell, A., Au, F., Johnston, D., & Tough, S. (2008). Convergent validity
between a discrete choice experiment and a direct, open-ended method: Comparison of
preferred attribute levels and willingness to pay estimates. Social Science & Medicine,
67(12), 2043-2050.

Polachek, S. W., & Yoon, B. J. (1987). A two-tiered earnings frontier estimation of employer
and employee information in the labor market. The Review of Economics and Statistics,
69(2), 296-302.

Polachek, S. W., & Yoon, B. J. (1996). Panel estimates of a two-tiered earnings frontier.
Journal of Applied Econometrics, 11(2), 169-178.

Popovich, L., Potapchik, E., Shishkin, S., Richardson, E., Vacroux, A., & Mathivet, B.
(2011). Russain Federation: Health system review. Health Systems in Transition, 13(7),
1-190.

167



References

Prosser, L. A., Payne, K., Rusinak, D., Shi, P., & Messonnier, M. (2013). Using a discrete
choice experiment to elicit time trade-off and willingness-to-pay amounts for influenza
health-related Quality of Life at different ages. Pharmacoeconomics, 31(4), 305-315.

Radu, O. (2010). By summer, new law on additional mandatory health insurance in Bulgaria

will be passed. lasig.ro. Retrieved from http://insurance.lasig.ro/By-summer-new-law-

on-additional-mandatory-health-insurance-in-Bulgaria-will-be-passed-article-2,3,117-
30114.htm

Rechel, B., & McKee, M. (2009). Health reform in central and eastern Europe and the former
Soviet Union. The Lancet, 374(9696), 1186-1195.

Regier, D. A., Diorio, C., Ethier, M. C., Alli, A., Alexander, S., Boydell, K. M., Gassas, A.,
Taylor, J., Kellow, C., Mills, D., & Sung, L. (2012). Discrete choice experiment to
evaluate factors that influence preferences for antibiotic prophylaxis in pediatric
oncology. PLoS One, 7(10), e47470. Doi:10.1371/journal.pone.0047470.

Rischatsch, M., & Zweifel, P. (2012). What do physicians dislike about managed care?
Evidence from a choice experiment. European Journal of Health Economics, 14(4), 601-
613.

Rogers, A., Kennedy, A., Nelson, E., & Robinson, A. (2004). Patients’ experiences of an open
access follow up arrangement in managing inflammatory bowel disease. Quality and
Safety in Health Care, 13(5), 374-378.

Ros, C. C., Groenewegen, P. P., & Delnoij, D. M. J. (2000). All rights reserved, or can we just
copy? Cost sharing arrangements and characteristics of health care systems. Health
Policy, 52(1), 1-13.

Rovira, J., Mompo, C., Wildt, K. D., Schneider, M., & Blasco, I. (1998). Cost-sharing in
European union member states a system oriented framework. In R. Leidl (Ed.), Health

care and its financing in the single European market. Amsterdam: 10S Press.

Rickert, 1.-M., Bocken, J., & Mielck, A. (2008). Are German patients burdened by the
practice charge for physician visits (‘Praxisgebuehr’)? A cross sectional analysis of socio-

economic and health related factors. BMC Health Services Research, 8(1), 232.

Russell, S. (1996). Ability to pay for health care: concepts and evidence. Health Policy and
Planning, 11(3), 219-237.

168


http://insurance.1asig.ro/By-summer-new-law-on-additional-mandatory-health-insurance-in-Bulgaria-will-be-passed-article-2,3,117-30114.htm
http://insurance.1asig.ro/By-summer-new-law-on-additional-mandatory-health-insurance-in-Bulgaria-will-be-passed-article-2,3,117-30114.htm
http://insurance.1asig.ro/By-summer-new-law-on-additional-mandatory-health-insurance-in-Bulgaria-will-be-passed-article-2,3,117-30114.htm

References

Ryan, M. (1999). Using conjoint analysis to take account of patient preferences and go
beyond health outcomes: an application to in vitro fertilisation. Social Science &
Medicine, 48(4), 535-546.

Ryan, M. (2004a). A comparison of stated preference methods for estimating monetary
values. Health Economics, 13(3), 291-296.

Ryan, M. (2004b). Deriving welfare measures in discrete choice experiments: a comment to
Lancsar and Savage (1). Health Economics, 13(9), 909-912.

Ryan, M. (2004c). Discrete choice experiments in health care: NICE should consider using
them for patient centred evaluations of technologies. British Medical Journal, 328(7436),
360, Doi: 10.1136/bm;.328.7436.360.

Ryan, M., Bate, A., Eastmond, C. J., & Ludbrook, A. (2001a). Use of discrete choice
experiments to elicit preferences. Quality in Health Care, 10(Suppl 1), i55-60.

Ryan, M., & Farrar, S. (2000). Using conjoint analysis to elicit preferences for health care.
British Medical Journal, 320(7248), 1530, Doi: 10.1136/bmj.320.7248.1530.

Ryan, M., & Gerard, K. (2003). Using discrete choice experiments to value health care
programmes: current practice and future research reflections. Applied Health Economics
and Health Policy, 2(1), 55-64.

Ryan, M., Scott, D., Reeves, C., Bate, A., Van Teijlingen, E., Russell, E., Napper, M.,
&Robb, C. (2001b). Eliciting public preferences for healthcare: A systematic review of
techniques. Health Technology Assessment (Winchester, England), 5(5), 1-186.

Ryan, M., Scott, D. A., & Donaldson, C. (2004). Valuing health care using willingness to pay:
a comparison of the payment card and dichotomous choice methods. Journal of Health
Economics, 23(2), 237-258.

Ryan, M., & Skatun, D. (2004). Modelling non-demanders in choice experiments. Health
Economics, 13(4), 397-402.

Ryan, M., & Watson, V. (2009). Comparing welfare estimates from payment card contingent

valuation and discrete choice experiments. Health Economics, 18(4), 389-401.

Ryan, M., & Wordsworth, S. (2000). Sensitivity of willingness to pay estimates to the level of
attributes in discrete choice experiments. Scottish Journal of Political Economy, 47(5),
504-524.

169



References

Sadique, M. Z., Devlin, N., Edmunds, W. J., & Parkin, D. (2013). The effect of perceived
risks on the demand for vaccination: results from a discrete choice experiment. PLoS
One, 8(2), e54149, Doi: 10.1371/journal.pone.0054149.

Sagan, A., Panteli, D., Borkowski, W., Dmowski, M., Domanski, F., Czyzewski, M.,
Gorynski, P., Karpacka, D., Kiersztyn, E., Kowalska, 1., Ksi¢zak, M., Kuszewski, K.,
Lesniewska, A., Lipska, ., Maciag, R., Madowicz, J., Madra, A., Marek, M., Mokrzycka,
A., Poznanski, D., Sobczak, A., Sowada, C., Swiderek, M., Terka, A., Trzeciak, P.,
Wiktorzak, K., Wtodarczyk, C., Wojtyniak, B., Wrzesniewska-Wal, 1., Zelwianska, D. &
Busse, R. (2011). Poland: Health system review. Health Systems in Transition, 13(8), 1-
193.

Samuelson, P. A. (1954). The Pure Theory of Public Expenditure. The Review of Economics
and Statistics, 36(4), 387-389.

Santos Silva, J. (2004). Deriving welfare measures in discrete choice experiments: a comment
to Lancsar and Savage (2). Health Economics, 13(9), 913-918.

Saulo, E., Forsberg, B., Premji, Z., Montgomery, S., & Bjorkman, A. (2008). Willingness and
ability to pay for artemisinin-based combination therapy in rural Tanzania. Malaria
Journal, 7(1), 227, Doi: 10.1186/1475-2875-7-227.

SCB Statistics Sweden. (2010). Income distribution survey 2008. Retrieved from
http://www.sch.se/statistik/HE/HE0103/2008A02D/HE0103 2008A02D SM_ HE21SM1

001.pdf

Schmitt, J., Kirch, W., & Meurer, M. (2009). Effects of the introduction of the German
"Praxisgebuhr" on outpatient care and treatment of patients with atopic eczema. Journal
der Deutschen Dermatologischen Gesellschaft [Journal of the German Society of
Dermatology], 7(10), 879-886.

Schwarz, G. (1978). Estimating the dimension of a model. The Annals of Statistics, 6(2), 461-
464.

Schwenkglenks, M., Preiswerk, G., Lehner, R., Weber, F., & Szucs, T. D. (2006). Economic
efficiency of gate-keeping compared with fee for service plans: A Swiss example. The
Journal of Epidemiology & Community Health, 60(1), 24-30.

Sen, A. (1992). Inequality reexamined. Clarendon Press.

170


http://www.scb.se/statistik/HE/HE0103/2008A02D/HE0103_2008A02D_SM_HE21SM1001.pdf
http://www.scb.se/statistik/HE/HE0103/2008A02D/HE0103_2008A02D_SM_HE21SM1001.pdf

References

Sepehri, A., & Chernomas, R. (2001). Are user charges efficiency- and equity-enhancing? A
critical review of economic literature with particular reference to experience from

developing countries. Journal of International Development, 13(2), 183-209.

Shackley, P., & Donaldson, C. (2002). Should we use willingness to pay to elicit community
preferences for health care?: New evidence from using a ‘marginal’ approach. Journal of
Health Economics, 21(6), 971-991.

Shafie, A. A., & Hassali, M. A. (2013). Willingness to pay for voluntary community-based
health insurance: Findings from an exploratory study in the state of Penang, Malaysia.
Social Science & Medicine, 96, 272-276.

Skriabikova, O., Pavlova, M., & Groot, W. (2010). Empirical Models of Demand for Out-
Patient Physician Services and Their Relevance to the Assessment of Patient Payment
Policies: A Critical Review of the Literature. International Journal of Environmental
Research and Public Health, 7(6), 2708-2725.

Slothuus Skjoldborg, U., & Gyrd-Hansen, D. (2003). Conjoint analysis. The cost variable: an
Achilles' heel? Health Economics, 12(6), 479-491.

Smith, R. D., & Sach, T. H. (2010). Contingent valuation: What needs to be done? Health
Economics, Policy, and Law, 5(Pt 1), 91-111.

Sogaard, R., Lindholt, J., & Gyrd-Hansen, D. (2012). Insensitivity to scope in contingent
valuation studies: reason for dismissal of valuations? Applied Health Economics &
Health Policy, 10(6), 397-405.

Starfield, B. (1992). Primary care: concept, evaluation, and policy: Oxford University Press,
USA.

State Statistical Service of Ukraine. (2010a). Average salary by economic activity types in
2009. Retrieved from http://www.uKrstat.qov.ua/operativ/operativ2009/gdn/Zarp ek m
[zpm2009 u.htm

State Statistical Service of Ukraine. (2010b). Self-appraisal of health status and level of
access to certain types of health care services in 2009. (in Ukrainian). Retrieved from
http://ukrstat.org/uk/operativ/operativ2010/gdn/sns/sns_2009.htm

Statistics Lithuania. (2012). Consumer price indeces. Retrieved from http://www.stat.gov.It

/en/pages/view/?id=1370

171


http://www.ukrstat.gov.ua/operativ/operativ2009/gdn/Zarp_ek_m/zpm2009_u.htm
http://www.ukrstat.gov.ua/operativ/operativ2009/gdn/Zarp_ek_m/zpm2009_u.htm
http://ukrstat.org/uk/operativ/operativ2010/gdn/sns/sns_2009.htm
http://www.stat.gov.lt/en/pages/view/?id=1370
http://www.stat.gov.lt/en/pages/view/?id=1370

References

Stepurko, T., Pavlova, M., Gryga, I., & Groot, W. (2010). Empirical studies on informal
patient payments for health care services: a systematic and critical review of research
methods and instruments. BMC Health Services Research, 10(1), 273, Doi:
10.1186/1472-6963-10-273.

Stepurko, T., Pavlova, M., Gryga, I., & Groot, W. (2011). Informal patient payments and
public attitudes towards these payments: Evidence from six CEE countries. Scripta
Scientifica Medica, 43(7), 143-146.

Stepurko, T., Pavlova, M., Gryga, I., Groot, W.(2013). Informal payments for health care
services—Corruption or gratitude? A study on public attitudes, perceptions and opinions in
six Central and Eastern European countries. Communist and Post-Communist Studies,
46(4), 419-431. Doi: 10.1016/j.postcomstud.2013.08.004.

Stepurko, T., Pavlova, M., Gryga, l., Murauskiene, L., & Groot, W. (2013). Informal
payments for health care services: the case of post-Soviet republics Lithuania and
Ukraine. In J. Morris & A. Polese (Eds.), The Persistence of Informal Economic

Practices in Post-Socialist Societies: Palgrave Macmillan.

Stepurko, T., Pavlova, M., Levenets, O., Gryga, ., & Groot, W. (2012). Informal patient
payments in maternity hospitals in Kiev, Ukraine. The International Journal of Health
Planning and Management, 28(2), e169-187.

Strazzera, E., Scarpa, R., Calia, P., Garrod, G. D., & Willis, K. G. (2003). Modelling zero
values and protest responses in contingent valuation surveys. Applied Economics, 35(2),
133-138.

Street, D. J., Burgess, L., & Louviere, J. J. (2005). Quick and easy choice sets: constructing
optimal and nearly optimal stated choice experiments. International Journal of Research
in Marketing, 22(4), 459-470.

Survey: Almost half of the Ukrainians regret that USSR collapsed [in Ukrinian]. (2011).
Novynar. Retrieved from http://novynar.com.ua/politics/150718

Szende, A., & Culyer, A. J. (2006). The inequity of informal payments for health care: the
case of Hungary. Health Policy, 75(3), 262-271.

Tambor, M., Pavlova, M., Woch, P., & Groot, W. (2011). Diversity and dynamics of patient
cost-sharing for physicians’ and hospital services in the 27 European Union countries.
The European Journal of Public Health, 21(5), 585-590.

172


http://novynar.com.ua/politics/150718

References

Taylor, S. J., & Armour, C. L. (2002). Acceptability of willingness to pay techniques to
consumers. Health Expectations, 5(4), 341-356.

Telser, H., & Zweifel, P. (2002). Measuring willingness-to-pay for risk reduction: an
application of conjoint analysis. Health Economics, 11(2), 129-139.

Telser, H., & Zweifel, P. (2007). Validity of discrete-choice experiments evidence for health
risk reduction. Applied Economics, 39(1), 69-78.

Thaler, R. (1980). Toward a positive theory of consumer choice. Journal of Economic
Behavior & Organization, 1(1), 39-60.

Thompson, R., & Witter, S. (2000). Informal payments in transitional economies:
implications for health sector reform. The International Journal of Health Planning and
Management, 15(3), 1099-1751.

Thomson, S., Vork, A., Habicht, T., Roovéli, L., Evetovits, T., & Habicht, J. (2010).
Responding to the challenge of financial sustainability in Estonia’s health system. WHO
Regional Office for Europe.

Tomini, S., Groot, W., & Pavlova, M. (2012a). Paying informally in the Albanian health care
sector: a two-tiered stochastic frontier model. The European Journal of Health
Economics, 13(6), 777-788.

Tomini, S. M., Packard, T. G., & Tomini, F. (2012b). Catastrophic and impoverishing effects
of out-of-pocket payments for health care in Albania: evidence from Albania Living
Standards Measurement Surveys 2002, 2005 and 2008. Health Policy & Planning, 28(4),
419-428.

Tsionas, E. G. (2012). Maximum likelihood estimation of stochastic frontier models by the

Fourier transform. Journal of Econometrics, 170(1), 234-248.

TSN. (2011). All Ukrainian top officials seek treatment abroad. (in Ukrainian). TSN.

Retrieved from http://tsn.ua/ukrayina/vischi-ukrayinski-chinovniki-pogolovno-

likuyutsya-za-kordonom.html

Tverdokhlib, O., & Horshkov, Y. V. (2011). Classification of medical institutions for the

tasks of health insurcance. Medical Informatics and Engineering, 2, 64-67.

Ukrainian Helsinki Human Rights Union. 2012. Annual human rights report Ukraine. Human
rights in Ukraine 2011. Retrieved from http://helsinki.org.ua/index.php?id=1332408556

173


http://tsn.ua/ukrayina/vischi-ukrayinski-chinovniki-pogolovno-likuyutsya-za-kordonom.html
http://tsn.ua/ukrayina/vischi-ukrayinski-chinovniki-pogolovno-likuyutsya-za-kordonom.html
http://helsinki.org.ua/index.php?id=1332408556

References

Ukraina. (1996). Constitution of Ukraine: Ukrainian Legal Foundation.

Vian, T., Gryboskb, K., Sinoimeric, Z., & Halld, R. (2006). Informal payments in government
health facilities in Albania: Results of a qualitative study. Social Science & Medicine,
62(4), 877-887.

Vick, S., & Scott, A. (1998). Agency in health care. Examining patients' preferences for
attributes of the doctor—patient relationship. Journal of Health Economics, 17(5), 587-
605.

Vilnius Teritorial Insurance Fund. (2012). Ambulatoriniy specializuoty asmens sveikatos
priezitiros paslaugy kainos [Specialized outpatient personal health care service prices].

Retrieved from http://www.vilniaustlk.It/index.php?id=45

Vladescu, C., Scintee, G., & Olsavszsky, V. (2008). Romania: Health system Review. Health
Systems in Transition, 10(3), 1-172.

Voncina, L., Strizrep, T., Bagat, M., Pezelj-Duliba, D., Pavi¢, N., & Polasek, O. (2012).
Croatian 2008-2010 health insurance reform: hard choices toward financial sustainability
and efficiency. Croatian Medical Journal, 53(1), 66-76.

Voorde van de, C., van Doorslaer, E., & Schokkaert, E. (2001). Effects of cost sharing on
physician utilization under favourable conditions for supplier-induced demand. Health
Economics, 10(5), 457-471.

Vynogradov, O. (2007). State and the problems of the financial resources of health care in

Ukraine. (in Ukrainian). Economica ta Derzhava 12, 25-29.

Wagstaff, A., & Van Doorslaer, E. (1992). Equity in the finance of health care: some
international comparisons. Journal of Health Economics, 11(4), 361-387.

Walraven, G. (1996). Willingness to pay for district hospital services in rural Tanzania.
Health Policy & Planning, 11(4), 428-437.

Wang, J., & Hong, S. H. (2012). Contingent valuation and pharmacists' acceptable levels of
compensation for medication therapy management services. Research in Social and
Administrative Pharmacy, Doi: 10.1016/j.sapharm.2012.02.001v [Epub ahead of print].

Wassenaar, H. J., Chen, W., Cheng, J., & Sudjianto, A. (2005). Enhancing discrete choice
demand modeling for decision-based design. Journal of Mechanical Design, 127(4), 514-
524,

174


http://www.vilniaustlk.lt/index.php?id=45

References

Wensing, M., Jung, H. P., Mainz, J., Olesen, F., & Grol, R. (1998). A systematic review of
the literature on patient priorities for general practice care. Part 1: Description of the
research domain. Social Science & Medicine, 47(10), 1573-1588.

Whitty, J. A., Stewart, S., Carrington, M. J., Calderone, A., Marwick, T., Horowitz, J. D.,
Krum, H., Davidson, P., Macdonald, P., Reid, C., & Scuffham, P. A. (2013). Patient
preferences and willingness-to-pay for a home or clinic based program of chronic heart
failure management: findings from the which? Trial. PLoS One, 8(3), €58347.
Do0i:10.1371/journal.pone.0058347.

Whynes, D. K., Frew, E. J., & Wolstenholme, J. L. (2005). Willingness-to-pay and demand
curves: a comparison of results obtained using different elicitation formats. International
Journal of Health Care Finance & Economics, 5(4), 369-386.

Whynes, D. K., & Sach, T. H. (2007). WTP and WTA: Do people think differently? Social
Science & Medicine, 65(5), 946-957.

Winkelmann, R. (2004). Co-payments for prescription drugs and the demand for doctor visits-

-evidence from a natural experiment. Health Economics, 13(11), 1081-1089.

Wiser, R. H. (2007). Using Contingent Valuation to Explore Willingness to Pay for
Renewable Energy: A Comparison of Collective and Voluntary Payment Vehicles.
Ecological Economics, 62(3-4), 419-432.

the World Bank. (2012). World development indicators: Romania. Retrieved from

http://data.worldbank.org/country/romania

the World Bank. (2013). GNI per capita, PPP (current international $), 2013. Retrieved from
http://data.worldbank.org/indicator/NY.GNP.PCAP.PP.CD

World Health Organization (2013). Global Health Expenditure Database: NHA indicators.
Retrieved from http://apps.who.int/nha/database/DataExplorerRegime.aspx, Accessed:
17.05.2013.

World Health Organization. (2012). Table of key indicators and sources by country: Ukraine.
Retrieved from http://apps.who.int/nha/database/, Accessed: 17.05.2013.

World Health Organization. (2008). The World Health Report 2008: Primary Health Care.

Now More Than Ever. Geneva: World Health Organization.

175


http://data.worldbank.org/country/romania
http://data.worldbank.org/indicator/NY.GNP.PCAP.PP.CD
http://apps.who.int/nha/database/DataExplorerRegime.aspx
http://apps.who.int/nha/database/StandardReport.aspx?ID=REP_WEB_MINI_TEMPLATE_WEB_VERSION&COUNTRYKEY=84619

References

Wranik, D. (2012). Healthcare policy tools as determinants of health-system efficiency:
evidence from the OECD. Health EconomicsPolicy Law, 7(2), 197-226.

Yoo, S.-H., Kim, T.-Y., & Lee, J.-K. (2001). Modeling zero response data from willingness to

pay surveys: A semi-parametric estimation. Economics Letters, 71(2), 191-196.

Zielinski, A., Hakansson, A., Jurgutis, A., Ovhed, I., & Halling, A. (2008). Differences in
referral rates to specialised health care from four primary health care models in Klaipeda,
Lithuania. BMC Family Practice, 9(1), 63. Doi: 10.1186/1471-2296-9-63.

Zweifel, P., & Manning, W. G. (2000). Moral hazard and consumer incentives in health care.
In A. J. Culyer & J. P. Newhouse (Eds.), Handbook of Health Economics (Vol. 1A, pp.

409-459). Amsterdam: North-Holland.

Zweifel, P., Telser, H., & Vaterlaus, S. (2006). Consumer resistance against regulation: the

case of health care. Journal of Regulatory Economics, 29(3), 319-332.

176



Appendices



Appendix A

Appendix A

Brief methodological report on data collection:

Small scale (pilot) survey in Ukraine in 2009

The survey was subcontracted to Kiev International Institute of Sociology (KIIS). The
questionnaire was developed by the research team and adjusted according to the
recommendations of KIIS. Prior to the survey, a pre-test on a convenience sample of 55
respondents was conducted. The questions were followed by a feedback from the respondents
who described the problems with understanding or answering the questions. Based on the
results of this pre-test, the questionnaire, stated preference tasks in particular, was revised and

adjusted.

The survey was carried out in December 2009 -January 2010. The fieldwork took place on
December 11-28, 2009. An informed consent was obtained from all individuals included in
the study. The study instruments and methodology were reviewed by the Institutional Review
Board at the National University of Kyiv-Mohyla Academy and a waiver from a full ethical

review was obtained.

To get a representative all-Ukrainian sample of 300 interviews for the limited budget of the
pilot survey, KIIS proposed to employ a stratified, multi-stage area probability sample of a
big nationwide study. This allowed reducing transportation costs. However, information about
the non-response rate and, consequently, non-respondents’ characteristics was not available.

Thus, the pilot survey interviews were added to the interview chain at the secondary sampling
units. The sampling methodology was developed by the sub-contractor. The sample of
households from which sample persons were selected, was based on randomly sampled voting
precincts within proportionally sampled settlements (e.g., cities towns, villages).

Stage 1: Selection of primary sampling units (settlements)

Ukraine is divided into 24 regions (oblasts), Kyiv and the Crimea. Each oblast is divided into
counties (rayons), and one city in each region is designated as the county center. In official
statistics, the rural population consists only of villages; the urban population is defined as
comprising all cities and urban type villages. The sample was stratified according to whether
population points were considered urban or rural. At the first stage of the sample

development, 110 primary sampling units were selected by probability proportional to size
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principle. This consisted of 60 cities and towns, 13 urban type villages (PGT) and 36 villages.
Nuclear infected territories around the Chernobyl and individuals permanently
institutionalized in medical facilities, military quarters, and prisons were not covered in the

sampling.
Stage 2: Selection of secondary sampling units (voting precincts)

Voting precincts were used as secondary sample units, because official statistics about them is
accessible. They cover all territory of the country, are located more or less evenly, and have
moderate size. Within each primary sampling unit, several voting precincts were randomly
chosen taking into account the number of residential routes, which is proportional to the
number of apartments. The number of selected voting precincts depended on the size of the
ultimate clusters in the large nationwide survey. The sample of this pilot survey includes 207

secondary sampling units. 1-2 respondents were interviewed in each secondary sampling unit.
Stage 3: Household and respondent selection

A randomized-number rule was used to select the street, household and apartment that the
interviewer was to visit first. Before selecting ‘potential respondents’, an interviewer
enumerates and lists adult (i.e., 18 and older) household members living in a consecutive run
of apartments (i.e., from lower to higher apartment numbers) until he or she has a list of
occupants sorted by (1) apartment, (2) gender, and (3) age. After generating a list of
occupants, the interviewer seeks to recruit every third occupant for the study (i.e., the 3"
occupant is to be interviewed if the assignment for the secondary sampling unit is 1 interview,

and the 3" and the 6™ are to be interviewed if the assignment includes 2 interviews).

Overall 303 effective interviews were conducted during the fieldwork stage. 127 interviewers
took part in the survey. 10% of interviews were controlled. That included the control analysis
of interviewers’ diaries and control phone calls to check the fact and quality of the interviews
in the selected households. As a consequence of the control, none of the questionnaires was
removed from the final data file. The sample developed for the survey is representative for
adult population of Ukraine — the resident population aged 18 and older; it is random at each

step of selection. The summary statistics of the sample is presented in Table A.1.
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Table A.1 Socio-demographic characteristics of the sample (303 respondents)

Characteristic Observation  Percent Perce_nt pf Mean(S.D.)
S of total  non-missing
Age
aged 18-34 72 23.76% 23.76% 475 (16.2)
aged 35-54 127 41.91% 41.91% valid n =303
aged 55+ 104 34.32% 34.32%
Sex
Male 98 32.34% 32.34%
female 205 67.66% 67.66%
Place of residence
village 122 40.26% 40.26%
town (20-500) 116 38.28% 38.28%
big city (500+) or capital 65 21.45% 21.45%
Education level
lower than secondary 61 20.13% 20.20%
secondary 174 57.43% 57.62%
higher or degree 67 22.11% 22.19%
(missing) 1 0.33%
Health status
absolutely sick to bad 49 16.17% 16.17%
fair 139 45.87% 45.87%
good to perfect 115 37.95% 37.95%
Voluntary insurance policy
no 287 94.72% 95.35%
yes 14 4.62% 4.65%
(missing) 2 0.66%
Size of the household
1 member 41 13.53% 13.53% 3.03 (1.56)
2 or more members 262 86.47% 86.47% valid n = 303
Number of children in the household
no children 181 59.74% 60.33% 0.55 (0.84)
1 or more children 119 39.27% 39.67% valid n = 300
(missing) 3 0.99%
Share of household members who do not work or earn
less or one half of family not
working 166 54.79% 54.97% 0.53 (0.35)
more than half of family not 136 44.88% 45.03% valid n =302
(missing) 1 0.33%
Income (descriptive)
not sufficient 105 34.65% 35.71%
meets the need 126 41.58% 42.86%
allows saving 63 20.79% 21.43%
(missing) 9 2.97%
Total 303 100% 100%
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Table A.1 (continued) Socio-demographic characteristics of the sample (303 respondents)

. Percentage
Characteristic Observation - Percentage of ) Mean(S.D.)
S of total .
non-missing
Income (level, UAH)
1000 UAH or less 58 19.14% 21.72% 2346.8 (1781.1)
from 1001 to 2000 UAH 104 34.32% 38.95% valid n = 267
from 2001 to 4000 UAH 66 21.78% 24.72%
4001 UAH and more 39 12.87% 14.61%
(missing) 36 11.88%
Experience in visiting and paying to a physician
did not visit 55 18.15% 18.97%
visited did not pay 101 33.33% 34.83%
visited and paid 134 44.22% 46.21%
(missing) 13 4.29%
Total 303 100% 100%
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Brief methodological report on data collection:

Survey from six CEE countries in 2010"

The data collection took a form of household survey carried out in July 2010 in six CEE
countries - Bulgaria, Lithuania, Hungary, Poland, Romania and Ukraine. The data collection
was sub-contracted to Gallup International. The subcontractor used the survey questionnaire
developed by the research team. The questionnaire and its translations were adjusted based on
recommendations by the sub-contractor. The sub-contractor was responsible for the

preparation of the data collection, the data-collection and the creation of the database.

The objective of the survey was to provide quantitative data on past payments for health care
services, data on preferences and willingness to pay for health care improvements. The
objective also was to provide data comparable across the countries. For this purpose, the
questionnaire for all countries was identical, and the data collection process took place
simultaneously in all six countries in a compact period of time — 20 calendar days. In all
countries, the surveys were conducted based on face-to-face individual interviews. The
respondents were identified using the same sampling methodology for all countries. The aim
was to have 1000 effective interviews per country that present samples representativeness of

the countries.

The sampling methodology was developed by the sub-contractor. It was based on a multi-

staged random probability method:
Stage 1: Distribution of sampling points.

The sampling points in each country were distributed proportionally to regional, urban/rural
and ethnic characteristics of the population. Within each region, the cities and towns
belonging to the same group were put in an alphabetical order. The cities and towns included

in the survey, were selected at random from that list. The number of sampling points in the

1 The survey represented the first wave of data collection held within the framework of the International Project
ASSPRO CEE 2007 (Assessment of patient payment policies and projection of their efficiency, equity and
quality effects: The case of Central and Eastern Europe). The Project was financed by the European Commission
under FP7 Theme 8 Socio-economic Sciences and Humanities, Grant Agreement no. 217431. For details see:
www.assprocee2007.com
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rural areas was calculated based on the ratio urban/rural population in a country. In total, there

were ca. 150 sampling points per country.
Stage 2: Selection of addresses/ households.

The objective was to identify, 8-10 respondents per sampling point. To select
addresses/households of potential respondents, the random route method was used. For each
sampling point, a starting point and direction were determined. The household selected for the
survey was every forth address on the left-hand side of the street in urban areas, turning left at
intersections and, after reaching a dead end, going back to the last crossing and further
proceeding at random. In a block-of-flats of up to four floors, every fifth apartment household
was selected, counting from the first apartment on the left of the ground floor. In cases of
unsuitable household, the interviewers approached the apartment next-door and continued
doing this until reaching a suitable household. At that point, the interviews resume the
standard step of every fifth apartment. In a block-of-flats of 5 floors and more, the selection is
every tenth apartment. In rural areas, every fourth inhabitable house on both sides of the
interviewer’s route was selected. In compounds of several houses behind a common fence, the
interviewer had to select the fourth one from the left (counting from the gate), or if there were
less than four houses behind a common fence, then the interviewer went out of the common

yard, counting the houses as if they were along the street.
Stage 3: Selection of the respondent within the household selected.

The selection of the respondent within the selected household was done by using the “last
birthday” principle. In this procedure, the interviewer asked to speak to the adult member of
the household who had the last birthday. The last-birthday method is based on the assumption
that the assignment of birthdates is a random process and also every household member has

an equal chance of being selected. Only one individual per household was interviewed.
Stage 4: Replacement of the respondent/household.

If the respondent determined on stage 3 refused or was unavailable to take part in an interview
after two call backs recorded in the fieldwork report, a replacing respondent was identified
following stage 2-3. The sampling procedure described above, is known as an efficient
method for selecting a sample representative for the population for a particular country. It is
proven by practice that the sample produced by this method does not differ significantly from
the official statistical data on age, gender and other demographic parameters. The sub-

contractor organised and managed the interviewers’ training to clarify the fieldwork standards
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and the specificities of the questionnaire. A high number of interviewers were involved in the

survey to avoid the interviewer bias that might occur when one interviewer carries out many

interviews.

The final number of effective interviews in the dataset, number of interviewers per country,

and median duration of interview are presented in Table B.1. The duration of the interviews

was as expected — on average 30 min per interview. Number of effective interviews is no less

than 1000 in each country.About 10% of all interviews per country were verified (re-

contacted) either by telephone or in person by the sub-contractor. The verifications of the

interviews confirmed that that the interviews were carried out in reality. The sub-contractor

entered the data collected according to the preliminary data entry mask consulted and agreed

with the research team.

Table B.1 Short summary of the results of data collection

Bulgaria Hungary | Lithuania Poland Romania Ukraine
Number of effective 1003 1037 1012 1000 1000 1000
interviews (respondents)
Total number 108 130 70 100 111
of interviewers
Median duration of 35.00 35.00 33.00 27.00 30.00 32.00
interviews (minutes)

The sub-contractor also performed the standard data cleanup and logical checks procedures.

The research team checked the representativeness of the sample and the overall quality of the

dataset. The sample characteristics related to age, gender place of residence and household

income are overall comparable to the countries’ national statistics. The descriptive statistics of

the samples are presented in Table B.2.

Table B.2 Descriptive characteristics of the study samples

Bulgaria Hungary Lithuania Poland Romania Ukraine
Total number of the respondents 1003 1037 1012 1000 1000 1000
Categorical characteristics
Sex male 46.86%  46.38% 43.18% 47.00%  41.70% 41.50%
female 53.14%  53.62% 56.82% 53.00%  58.30%  58.50%
Place of village 29.81%  29.22% 33.60% 37.00%  43.80% 31.50%
residence town 44.37%  50.92% 39.13%  40.00% 33.70%  32.80%
city 25.82%  19.86% 27.27% 23.00%  22.50%  35.70%
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Bulgaria Hungary Lithuania Poland Romania Ukraine
Categorical characteristics
Education < lower/secondary 22.93%  51.01% 12.65%  25.05%  23.10% 7.30%
level upper secondary 53.84%  32.50% 42.89% 61.22%  50.70% 62.40%
> post-secondary 23.23%  16.49% 44.47%  13.73% 26.20%  30.30%
Self-reported  very bad or bad 13.81% 11.86% 9.29%  12.20%  15.90% 24.00%
health status Fair 27.33%  27.39% 37.55% 25.90%  29.80% = 49.20%
Good 33.13%  34.23% 33.20%  32.50%  38.40% 19.00%
very good/perfect 25.73%  26.52% 19.96%  29.40%  15.90% 7.80%
Chronic any 47.36%  45.13% 47.33% 3550% 42.60%  46.00%
disease diabetes 8.20%  10.51% 4.94% 6.50% 7.00% 3.50%
cardio-vascular 33.60%  31.63% 27.96%  19.50%  28.50% 27.10%
kidney,liver,lung 10.10% 5.59% 10.67% 450% 12.70% 14.50%
other problems 23.94%  20.93% 29.15%  21.50%  21.40% 28.50%
Perceived not sufficient 36.09%  24.61% 23.06%  15.50%  38.24% 29.11%
level of meets expenses 55.02%  48.25% 47.32%  48.97%  43.09% 55.67%
income allows saving 8.89%  27.14% 29.62%  35.52% 18.67% 15.22%
Willingness to ~ Willing 75.96%  66.54% 80.90% 72.96% 81.43%  73.47%
pay (s.e.) 1.36% 1.47% 1.24% 1.41% 1.24% 1.40%
Not willing 24.04%  33.46% 19.10%  27.04% 1857%  26.53%
(s.e.) 1.36% 1.47% 1.24% 1.41% 1.24% 1.40%
Continuous characteristics
Age, years mean 50.49 46.34 46.38 44.12 48.49 48.56
(s.e.) 0.54 0.55 0.53 0.52 0.54 0.56
Monthly household mean  358.01 587.10 531.40 733.16 357.34 252.66
income, € (s.e.) 8.77 10.29 13.93 14.31 10.61 5.32
Size of the household, mean 2.90 2.66 2.61 3.10 2.63 2.83
members (s.e.) 0.04 0.04 0.04 0.05 0.04 0.04
Monthly income mean  135.87 252.15 225.73 273.81 157.82 101.02
per person, € (s.e.) 3.14 4.33 5.54 5.45 5.70 243
Number of children mean 0.44 0.47 0.56 0.61 0.50 0.56
(s.e.) 0.02 0.03 0.03 0.03 0.03 0.03
Number of members mean 0.80 0.61 0.63 0.59 0.57 0.77
with chronic disease (s.e.) 0.81 0.76 0.76 0.77 0.73 0.81
Payment experience in the past year for outpatient physian services
Number of visits mean 4.48 5.26 3.67 3.78 3.24 1.98
(s.e.) 0.22 0.19 0.16 0.15 0.14 0.12
All types of payments, mean 16.81 16.85 26.98 14.35 48.92 19.91
€ (s.e.) 2.46 1.90 3.09 1.56 8.76 243
Informal payments, € mean 3.40 9.99 11.77 3.48 14.68 6.81
(s.e.) 1.37 1.20 2.14 0.76 2.94 1.01
Official payments, € mean 13.18 6.96 15.19 10.79 33.90 13.03
(s.e.) 2.00 1.05 1.88 1.20 6.62 1.85
Willingness and ability to pay for the services of medical specialists
All zeros included, € mean 6.63 9.05 9.63 10.97 8.94 4.92
(s.e.) 0.23 0.58 0.43 0.45 0.42 0.23
median 7.50 5.26 7.43 9.76 6.98 4.12
Only positive, € mean 8.79 13.91 11.95 15.11 11.16 6.77
(s.e.) 0.25 0.83 0.50 0.54 0.50 0.29
median 7.50 10.00 8.57 12.20 7.44 5.15
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Examples of the valuation tasks used in the small
scale survey in Ukraine in 2009

An example of a discrete choice task

Question: Imagine you have some major or severe symptoms.

[Description for the interviewer:_ Major or severe symptoms are those that are unfamiliar or badly familiar to
you, you are anxious if they pass or aggravate, they may cause discomfort and prevent from usual activities, you
may have pain up to very severe. These symptoms make you think of referral to a physician].

Given this and taking into account your real life situation, which of the physicians from each pair (A or B) would
you choose if you met the following choices in the real market? Please perform all 16 choice tasks.
Characteristics that differ across two physicians are bolded.

Choice #
Physician A Physician B
e  General practitioner [district/family e  General practitioner [district/family
doctor/internist] doctor/internist]
e Outdated medical equipment e  Out-dated medical equipment
e Old looking physician’s office e  Old-looking physician’s office
e Polite treatment of medical staff e Arrogant treatment of medical staff
e 15 min travelling to the office e 15 min travelling to the office
e 45 min waiting in front of the office e 10 min waiting in front of the office
e 20 UAH out of the patient’s pocket e 20 UAH out of the patient’s pocket
e Informal payment o Informal payment
If you had to choose what physician would you choose?
oA oB
An example of a contingent valuation task
Question  If the Government would invest into health care so that characteristics of ] Yes
the abovementioned physician would improve to the following: ] No
e  General practitioner [district doctor / internist, family doctor]
e Modern medical equipment
e Renovated physician’s office
e Polite treatment of medical staff
e 15 min travelling to the office
e 10 min waiting in front of the office

would you be willing to pay official fee for each visit?

If no: What is the reason for your unwillingness to pay?
1 = Not able to pay
2 = Object to pay for this medical service
3 = Not able to pay and object to pay for this medical service

|

If yes:  What is the maximum amount of money that you are willing to pay?
1 = Less than 20 UAH
2 = Between 20 and 60 UAH
3 = Between 60 and 100 UAH
4 = More than 100 UAH

How much exactly? [ JuaH

!
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An example of a CV task used in the full

scale survey in six CEE countries in 2010.

Next questions concern your WILLINGNESS and ABILITY to pay for medical services provided by the state or
included in the social health insurance package. Imagine that you could obtain these services with GOOD

QUALITY and QUICK ACCESS if you pay an OFFICIAL FEE to the health care facility (e.g. polyclinic, clinic
or hospital).

SHow CARD
This card presents the meaning of good quality and quick access.

GOOD QUALITY would mean:

- Modern medical equipment

- Renovated health care facility

- Polite staff with good reputation and skills

QUICK ACCESS would mean:

- Max 30 min travelling to the health care facility

- Max 10 min waiting in front of the physician office

- Max 1 month waiting for a planned surgery
At the bottom of the card, you can also see possible fees intervals regarding physician’s and hospital services.
Higher fee would mean better quality and quicker access. Fees are fixed prices and are not necessarily
dependent on the service costs, since a part of the costs are covered by public funds.

Q.1 In case you experience a MAJOR HEALTH PROBLEM (unfamiliar symptoms that make you concerned),
will you be willing to pay an official fee for a consultation and examination by a MEDICAL SPECIALIST in
order to obtain services with good quality and quick access as described in the card?

YES ->gotoQ.2

NO ->skip Q.2

Q.2 Considering the fee intervals regarding physician’s services shown on the card, how much exactly are
you WILLING and ABLE to pay for such visit in order to obtain services with good quality and quick
access?
If the respondents states an interval, ask for an exact amount. If the respondent is not able to indicate an
exact amount, fill in the midpoint of the interval.
Midpoints:
Less than 5.- Euro (midpoint 2.50 Euro)
From 5.-to 10.- Euro  (midpoint 7.50 Euro)
More than 10.- Euro (midpoint 12.50 Euro)
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Willingness to pay derived using stated preference techniques (i.e. valuation methods,
assessing willingness to pay for certain benefits in hypothetical purchase or choice scenarios)
is increasingly used for the valuation of health care benefits. The use of stated preference
techniques is conditioned by their ability to provide monetary values for previously unknown
or non-traded benefits for which no proxy markets are known. Another advantage is that
stated preference techniques capture passive use values, i.e. utility obtained from the mere

availability of a benefit without usage, which is especially relevant in health care.

Nonetheless, stated preference techniques have gained very limited space in the assessment of
patient charges and their design. This might be due to uncertainty whether stated willingness
to pay actually reflects the willingness to pay in real world decisions. This uncertainty is
known as hypothetical bias. Moreover, the two main stated preference techniques, discrete
choice experiments and contingent valuation, do not demonstrate convergence in their

valuation measures.

Despite the abovementioned problems, stated preference techniques, if appropriately
designed, are recognized as a valid tool for the valuation of environmental benefits. By the
same token, in many health care systems, where health benefits have never been traded, stated
preference techniques are the only way of assessing patients” willingness to pay. This is the
case in many post-socialist Central and Eastern European countries where formal patient

charges for health care services are not common.

Patient charges for physician services are advised as an efficient policy tool for the reduction
of unnecessary use of services, superseding informal charges (which are widespread in
Central and Eastern European countries) and to some extent as an additional source of health
care funding. In Central and Eastern Europe, however, in the post-socialistic context, many
countries are reluctant to undertake such unpopular measures as the introduction of formal
charges for physician visits. This ignorance, however, lacks evidence from the assessment of
patient charges and their effects. Most of the evidence is based on revealed preference data
(i.e. data or past service utilization) and, hence, comes from Western Europe, USA, and some
Asian countries, where patient charges are already effectively implemented. For Central and

Eastern European countries such evidence is lacking.
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As outlined in Chapter 1, the overall aim of this dissertation is to apply stated preference
techniques in order to study the willingness to pay for physician services in Central and
Eastern European countries, and to analyze to what extent willingness to pay estimates can be
used in the assessment of patient charges for physician services. The following countries are
included in the study: Bulgaria, Hungary, Lithuania, Poland, Romania and Ukraine. These
countries present a relevant context for a cross-country comparison given the past similarities
in their health care sectors during the communist period, as well as the different pace of health

care reforms during the post-communist era.

For the purpose of the dissertation, the following objectives are defined:

1. To investigate aspects of the value added of physician services by determining the
marginal willingness to pay for service quality and access characteristics using a
discrete choice experiment technique.

2. To study the socio-economic and demographic drivers of the willingness to pay and
level of the willingness to pay for physician services using a contingent valuation
technique.

3. To compare the willingness to pay estimates from the two main stated preferences
techniques, i.e. discrete choice experiment and contingent valuation, in terms of their
consistency.

4. To use the stated willingness to pay values to define the potential demand pools at
different levels of patient charges for physician services.

5. To assess the possible overestimation of the willingness to pay by the respondents
using calibration techniques.

6. To compare willingness to pay estimates with service cost and actual payments.

7. To discuss the implications of the willingness to pay estimates for determining
feasible levels of patient charges for physician services and for the overall assessment
of patient payment policies.

The above objectives are applied to physician services in the health care systems of the six
Central and Eastern European countries mentioned above. In all countries, except for Ukraine,
social health insurance systems have been introduced. In Ukraine, a publicly funded system

(the so called Semashko system of USSR) still exists. In most of these countries there are
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patient charges for commaodities (pharmaceuticals and devices). However, patient charges for
basic health care services are not common. Only in Bulgaria, a relatively low fee of around
€ 1 for a visit to a physician was introduced in 2000 and still functions. In Hungary, a small
visit fee of about € 1 existed for about one year in 2007 but was abolished at a national
referendum in 2008. In the other four countries, formal patient charges during the time this
research was conducted were applied only to the services outside the basic service package. In
all countries however, quasi-formal charges set by health care providers in the absence of
clear government regulations, as well as informal (under-the-table) payments exist at all

levels of health care provision, including physician services.

The first three objectives of the dissertation are dealt with by an application of discrete choice
experiments and contingent valuation tasks in a small scale survey in Ukraine. Chapters 2
through 4 are devoted to the analysis of the data collected in this survey. The fourth and the
fifth objectives are the main research questions in Chapters 5 and 6 of this dissertation
respectively. To tackle these objectives at a cross-country level, we use the willingness to pay
estimates from the contingent valuation tasks in the representative surveys held in the six
Central and Eastern European countries in July-August 2010. The sample in each country is
representative of the adult population of the country and contains around 1 000 respondents.
Calibration is conducted by applying a stochastic frontier model. Potential demand pools are
built by the application of a semi-parametric survival analysis to willingness to pay data.
Eventually, the results of the two last chapters allow addressing the two last objectives of this
dissertation. More broadly, the relevance and reliability of these results are addressed in the

general discussion of the dissertation (Chapter 7).

Chapter 2 provides evidence on the preferences of Ukrainian consumers for health care
improvements, which can help to design reforms that reflect societal priorities. In particular,
Chapter 2 aims to elicit and to place monetary values on public preferences for outpatient
physician services in Ukraine. The method of discrete choice experiment is used on a sample
of 303 respondents, representative for the Ukrainian population. The random effect logit
model with interactions provides the best fit for the data and is used to calculate the marginal

willingness to pay for quality and access improvements.
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At a sample level, there is no clear preference to pay formally rather than informally or vice
versa. We also do not find that visiting a general practitioner is preferred over direct access to
a medical specialist. However, there are differences between population groups. Quality-
related attributes of physician services appear to be important to respondents, especially the
attitude of medical staff. Thus, the improvement of interpersonal aspects of outpatient care
should be given priority when deciding on investments in quality improvements in Ukraine.
Other aspects, i.e. social quality and access, are important as well but their improvement

brings fewer social gains.

Chapter 3 focuses on the potential and feasibility of official patient charges for public health
care services in Ukraine by studying the patterns of fee acceptability, ability and willingness
to pay for public health care across population groups. We use contingent valuation data
collected from 303 respondents representative of the adult Ukrainian population. Three
decision points were separated: objection to pay, inability to pay, and level of positive non-
zero willingness to pay. These decisions were studied for relations with quality profiles of the

services, and socio-demographic characteristics of the respondents and their households.

The likelihood to object to pay is found to be mostly determined by quality characteristics of
the services. Objection to pay is not related to respective behavior in real life. The likelihood
of being unable to pay is associated with older age, a larger share of nonearning household
members and a lower income. The level of positive willingness to pay is positively related to
income (+7% per 1000 UAH increase in income) and is lower for people who visited a
physician but did not pay (-22%). The rather substantial willingness to pay levels (between
0.9% and 1.9% of household income) for one visit to a physician, indicate a potential for
official patient charges in Ukraine. The patterns of inability to pay support the need of
exemption criteria based on age, income, and other aspects of economic status. The
willingness to pay patterns highlight the necessity for payments that are proportional to

income.

As explained in Chapter 4, discrete choice experiments and contingent valuation are often
applied to value health care benefits. However, whether the two techniques yield converging
willingness to pay estimates is not studied well. Thus, Chapter 4 aims to compare at a

disaggregated level the willingness to pay estimates for physician services obtained from a
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discrete choice experiment and from a contingent valuation study (the two studies presented
in Chapter 2 and 3). We study the consistency between the estimates and whether there are
systematic differences between the two types of estimates. The same as for Chapter 2 and 3,
the analysis is based on data from a household survey in Ukraine that includes 303
respondents and is taken to be representative of the Ukrainian population. The respondents
participated in both the discrete choice experiment (16 choice tasks) and contingent valuation
(4 valuation scenarios) in the form of a payment scale followed by open-ended questions

about the exact maximum willingness to pay.

We find that the discrete choice experiment produces higher willingness to pay estimates than
the contingent valuation does, and the estimates are not consistent across the two techniques.
A difference between the willingness to pay estimates from the discrete choice experiment
over those derived from the contingent valuation technique is found (i) for respondents who
do not discriminate well between the profiles, and (ii) for an increase in the presented attribute
level changes. The implications for achieving better convergence between the willingness to

pay estimates from the two techniques are discussed.

As outlined in Chapter 5, patient charges for health care services are implemented in
developed countries to reduce unnecessary service use. However, evidence on their potential
effects in Central and Eastern Europe is lacking. Thus, in Chapter 5, we provide evidence on
the potential impact of patient charges on the consumption of specialized physician services
in the six Central and Eastern European countries included in this dissertation: Bulgaria,
Hungary, Lithuania, Poland, Romania, and Ukraine. We apply a semi-parametric survival
analysis to the stated willingness and ability to pay in order to identify potential demand
pools, i.e. shares of population willing and able to pay a certain fee in case they need a
service, and we also calculate price, income and age semi-elasticities. Data are collected
through national surveys held in 2010 among representative samples of about 1000
respondents in each of the six Central and Eastern European countries included in the

analysis.

Our results suggest that median willingness and ability to pay in the studied countries ranges
from €5.15 to € 12.2 and the country ranking by willingness and ability to pay follows
exactly the ranking by income level. Low service charges, up to € 2.5 in Bulgaria, Hungary,

Lithuania and Romania, and up to € 5 in Poland should not cause many people to drop out of
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the demand pool. The lower payment interval should be studied in more detail for Ukraine,
however, with a more sensitive scale. Official service charges together with
exemption/reduction criteria are argued to be beneficial as an alternative to informal

payments.

Chapter 6 is devoted to the proper assessment of skewed willingness to pay data for
specialized physician services. The analysis is based on the same data as in Chapter 5, i.e.
contingent valuation data from six CEE countries: Bulgaria, Hungary, Lithuania, Poland,
Romania, and Ukraine. The willingness to pay levels are modeled with a stochastic frontier
regression accounting for positive and negative skewness, assumed to be representing
overstatement and understatement of the true level of willingness and ability to pay
respectively. The willingness to pay levels are calibrated based on individual predictions of
the inefficiency scores. The raw and calibrated willingness to pay levels are compared to
actual expenditure by making annual predictions for expenditure if respondents were actually

paying amounts equal to their willingness to pay.

Our results suggest that the skewness of willingness to pay across countries is explained by
the interaction of three main factors: the perceived impact on actual policy, relevance and
desirability of the valued changes, and past use of the services. In countries, where obligatory
patient charges are in effect and, consequently, price increases are likely, respondents might
conceal their ‘true willingness to pay’, especially the users. In countries where actual price
increases are unlikely to happen, in contrast, the desire for improvements might lead to
overstatement of the ‘true willingness to pay’, especially infrequent or non-users. Despite the
adopted estimate, i.e. raw or calibrated, Ukrainians and Romanians actually spend more on
current services than their maximal willingness to pay for services with high quality and quick
access which indicates that current unregulated charges impose a substantial burden in these

countries.

Chapter 7 presents the discussion of the key findings outlined in Chapter 2 to 6. They are
divided into two main parts: those related to the use of the stated preferences for the
assessment of patient payments, and to the policy implications for the design of patient
payments in the six Central and Eastern European countries.
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As for the use of the stated preference techniques, there is still much to be done in improving
their applicability. The consistency of the willingness to pay estimates obtained from the
discrete choice experiment and contingent valuation techniques might be improved by
increasing the importance of the tasks to the respondents or accounting for the certainty with
which the respondents make choices. Additionally, strategies for improving consistency might
imply also assessment of the marginal (small) changes in the benefits or application of non-
linear utility functions. In any case, we believe, discrete choice experiment estimates should

not be used for obtaining holistic measures of willingness to pay.

We also discuss that stated willingness to pay is jointly influenced by consequences for future
policy perceived by the respondents, and by past respondents’ experience with payments and
use of care. Thus, as discussed in Chapter 6, strategic answering patterns (under- and
overstatement) might be seen as the result of a trade-off a respondent makes between the
desirability of changes described in the valuation task (i.e. quality and access improvements)
and the likelihood of an actual price increase as a consequence of the survey perceived by the
respondent. Our results suggest that there is much more heterogeneity in stated willingness to
pay than that which could be explained by observed factors, and part of it is related to the

perceived likelihood of payment changes as a consequence of the survey.

In this dissertation, we also discuss that different mechanisms underlie the decision to be
willing to pay and the level of willingness to pay. Our results support the current practice in
the contingent valuation literature of dealing with the stated willingness-to-pay level and
willingness to pay as separate decision steps. We find that the question about the motivation
for being unable to pay helps in making the distinction between true zeros and protesters.
Thus, the conservative strategy may be excluding those who object to pay from the analysis
However, those who object to pay are not necessarily “protests’, they are just more likely to
be ’protests’. Thus, further research should be focused on deriving the propensity of ‘protest’

depending on the stated motivation for being unwilling to pay.

With regards to the policy implications of the analysis of stated willingness to pay, we argue
that the current situation with unregulated out-of-pocket payments for physician services
represent a substantial financial burden to the public in Central and Eastern European
countries, especially in Romania and Ukraine, where informal charges are widely spread, and
to some extent in Lithuania. Measures to formalize health expenditure should become a policy

priority in the Central and Eastern European region in general. Informal and quasi-formal

195



Summary

payments are non-transparent and do not account for patients socio-economic status, while

wisely designed official patient payments would.

We argue that under certain conditions patient payments for physician services are an
acceptable policy tool in Central and Eastern European countries. This conclusion is done
based on the observations of rather high shares of the populations that are willing to pay, and
levels of willingness to pay are comparable to the service cost or even cover them. The
preconditions for the implementation of official charges include feasible payment levels,
effective exemption criteria, and eradication of informal charges, as well as the provision of
services with good quality and quick access. Small co-payment levels would not cause too
many drop-outs from the potential demand pools in all the six Central and Eastern European
countries in the study, but the exact levels should be studied with the country-specific
instruments. The vulnerable groups subject to fee exemption might be based on household

income level in Bulgaria, Lithuania, Hungary, Poland, and Romania.

In Ukraine, age should also be seen as an exemption criterion in addition to income.
Strategies to impose penalizing fees for direct referrals should be considered in Ukraine, as it
is in most Central and Eastern European countries. Informal charges might become a
challenge for the introduction of official patient charges due to no preference for paying
formally. However, there is no explicit preference for paying informally, which calls for

active measures to build social resistance towards informal payments.

It is also discussed that willingness to pay for physician services is driven by the quality level
of the services. In the Ukrainian example, it is shown that benefits gained from quality
improvements are rather high and are comparable to service cost. Therefore, any patient
payment policy should be tied to quality and access improvements. We also find that, apart
from clinical quality and safety, patients value most the interpersonal aspects of care (attitude,
information, involvement etc.), especially the elderly people. Therefore, investments in
quality enhancement programs should be targeted at the training and education of medical
staff, especially in the behavioral aspects, rather than at infrastructure.

In our study, we provide an example of how willingness to pay derived from stated
preferences might be used in the assessment of patient charges and their design. Despite their
limitations, stated preference techniques provide better and more information than national
referendums on the acceptability of patient payments. Discrete choice experiments provide

ordinal measures that are useful in setting priorities for investments in quality characteristics
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of the health benefits. Contingent valuation values of willingness to pay provide holistic

measures which may be used as an indication of service value.

Thus, stated preferences may be used to assess the level of acceptability of official patient
payments for physician services, defining feasible levels of payments and their heterogeneity
across population groups, and for defining investment priorities in the quality and access
characteristics of the services. Gradual implementation with constant reassessment will help
to arrive at optimal policies which best address policy objectives, do not impair equity and

access, and match public preferences.

Our study demonstrates the way stated preference techniques may be used to study potential
effects of patient charges on health care consumption in the non-existent markets. Patient
charges for basic physician services, though ignored and dreaded in Central and Eastern
European countries, may be an efficient policy tool in light that people in these countries are
ready and able to pay substantial amounts formally if the services are provided with adequate
quality and quick access. The assurance of services of good quality and quick access, as well
as the elimination of informal payments will be an essential step prior to the implementation

of such charges.
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De bereidheid tot het betalen voor diensten van artsen in Oekraine en andere Centraal
en Oost-Europese landen: een toepassing van stated-preferences technieken om

patiéntenvoorkeuren te meten.

Om de baten van de gezondheidszorg te meten wordt er in toenemende mate gebruik gemaakt
van de zogenaamde stated-preference techniek; een waarderingsmethode waarbij de
betalingsbereidheid voorspeld wordt aan de hand van hypothetische situaties en scenario’s.
De stated-preferences hebben een aantal voordelen zoals de mogelijkheid een waarde toe te
kennen aan niet-markt goederen en diensten en de waarde mee te rekenen van passieve
gebruikers, niet-gebruikers en potentiéle gebruikers. Desalniettemin spelen stated-preference
technieken een minimale rol in het vaststellen van eigen bijdragen en het ontwerp daarvan.
Dit komt door de onzekere voorspellende, theoretische en convergente validiteit van deze
technieken. Echter, in veel gezondheidszorgsystemen waar gezondheidsbaten nooit vermarkt
zijn geweest, zoals in veel postsocialistische Centraal en Oost-Europese landen, is het gebruik

van stated-preference technieken de enige manier om de betalingsbereidheid te beoordelen.

Eigen bijdragen van patiénten voor de diensten van artsen is een efficiénte manier om
onnodig gebruik van deze diensten te reduceren en kan de informele betalingen (die
wijdverspreid zijn in Centraal- en Oost-Europa) vervangen en tot op zekere hoogte gezien
worden als een aanvullende bron van financiering. Desondanks zijn in Centraal- en Oost-
Europa in de postsocialistische context veel landen niet bereid een dergelijke impopulaire
maatregel te nemen, al is er geen onderzoek gedaan naar eigen bijdragen en de effecten
daarvan. Veel bewijsmateriaal is gebaseerd op revealed-preference data (i.e. data betreffende
het gebruik van diensten in het verleden) en komt uit West Europa, de Verenigde Staten en
enkele Aziatische landen, waar eigen bijdragen al effectief geimplementeerd zijn. Voor de

Centraal en Oost-Europese landen ontbreekt dergelijk bewijs.

Zoals beschreven in hoofdstuk 1 is de algemene doelstelling van deze dissertatie het
toepassen van stated-preference  technieken om de betalingsbereidheid voor
dienstverrichtingen van artsen te bestuderen in Centraal en Oost-Europese landen. Daarnaast
wordt geanalyseerd tot op welke hoogte de schattingen van betalingsbereidheid kunnen
worden gebruikt in het vaststellen van eigen bijdragen voor diensten van artsen. De landen
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Bulgarije, Hongarije, Litouwen, Polen, Roemenié en Oekraine worden in deze dissertatie
behandeld. Deze landen bieden een relevante context voor een cross-country vergelijking
gezien zowel de overeenkomsten in de zorgsector tijdens de communistische periode, als de
verschillen in tempo waarmee hervormingen in de zorgsector tijdens de postcommunistische

periode zijn doorgevoerd.

In alle bovengenoemde landen, behalve Oekraine, zijn sociale zorgverzekeringen
geintroduceerd. In Oekraine is nog steeds sprake van een publiek gefinancierd systeem (het
USSR Semashko systeem). In de meeste van deze landen betalen patiénten voor bepaalde
artikelen (zoals farmaceutica en hulpmiddelen). Echter, betalingen voor basis
gezondheidszorgdiensten zijn niet alledaags. Alleen in Bulgarije is in 2000 een relatief lage
vergoeding van €1 voor een bezoek aan een arts geintroduceerd. In Hongarije werd iets
dergelijks in 2007 ingevoerd, maar in 2008 weer afgeschaft na een nationaal referendum. In
de andere vier landen zijn formele betalingen door de patiént (in de tijd dat deze dissertatie is
geschreven) alleen gebruikelijk voor diensten die buiten het basis zorgpakket vallen. In alle
landen echter is er sprake van quasi-formele betalingen (die vastgesteld worden door
zorgverleners in de afwezigheid van nationale regelgeving), en informele (zwarte) betalingen

op alle niveaus van de zorgverlening, inclusief voor de dienstverrichtingen van artsen.

In hoofdstuk 2 worden de publieke voorkeuren voor de kwaliteits- en toegangskenmerken
van poliklinische diensten in Oekraine in relatieve en monetaire termen verklaard. De
methode van het discrete keuze experiment wordt gebruikt in een steekproef van 303
respondenten die representatief zijn voor de Oekraiense bevolking. Binnen de steekproef is er
geen duidelijke voorkeur voor formele dan wel informele betalingen. We vinden ook geen
bewijs dat een bezoek aan een huisarts te prefereren is boven directe toegang tot een medische
specialist. Er zijn echter wel verschillen tussen bevolkingsgroepen. Kwaliteit-gerelateerde
eigenschappen betreffende de dienstverlening van artsen schijnen voor de respondenten
belangrijk te zijn, met name de houding van de medische staf. Het verbeteren van de
interpersonele aspecten in de poliklinische zorg - door te investeren in training van de
medische staf - moet dus prioriteit krijgen wanneer men moet beslissen over investeringen in
kwaliteitsverbeteringen in Oekraine. Andere aspecten zoals sociale kwaliteit en toegang tot

zorg, zijn ook belangrijk, maar een verbetering daarvan geeft minder sociale winst.

Hoofdstuk 3 richt zicht op het potentieel en de haalbaarheid van het invoeren van officiéle
eigen bijdragen voor publieke gezondheidszorgdiensten in Oekraine. Hiervoor worden

patronen van de aanvaardbaarheid van vergoedingen, evenals het vermogen en de
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bereidwilligheid te betalen voor de publieke gezondheidszorg onder bevolkingsgroepen
bestudeerd. Hierbij wordt gebruik gemaakt van contingente waarderingsdata die verzameld
zijn onder 303 respondenten die representatief zijn voor de Oekraiense volwassen bevolking
(dezelfde als die in hoofdstuk 2). Drie beslispunten werden gedefinieerd: het bezwaar tegen
de betaling, het onvermogen om te betalen en het niveau van een positieve bereidheid om te
betalen. De waarschijnlijkheid van bezwaar tegen betaling wordt grotendeels bepaald door de
kwaliteitskenmerken van de diensten. Bezwaar tegen betaling is niet gerelateerd aan dergelijk
gedrag in de werkelijkheid. De waarschijnlijkheid om niet te kunnen betalen hangt samen met
een hogere leeftijd, een groter aandeel niet-verdienende leden in het huishouden en een lager
inkomen. Het niveau van een positieve bereidheid om te betalen is positief gerelateerd aan het
inkomen (+7% per 1000 UAH inkomensverhoging) en is lager voor mensen die een arts
hebben bezocht en niet hebben betaald (-22%). De enigszins substantiéle bereidheid tot
betaling (tussen 0.9% en 1.9% van het huishoudelijk inkomen) voor één bezoek aan een arts,
wijzst op een potentieel voor officiéle eigen bijdragen in Oekraine. De patronen van
onmogelijkheid tot betalen ondersteunen de behoefte aan uitzonderingscriteria gebaseerd op
leeftijd, inkomen, en economische status. De patronen van de bereidheid tot betalen

benadrukken de noodzakelijkheid voor betalingen al naar gelang het inkomen.

Hoofdstuk 4 beoogt de geschatte bereidheid tot het betalen voor dienstverrichtingen van
artsen verkregen door het discrete keuze experiment en door de contingente
waarderingsmethode (de twee studies gepresenteerd in hoofdstuk 2 en 3, gebaseerd op één
meting) met elkaar te vergelijken. Er wordt gekeken naar de consistentie tussen de schattingen
en of er systematische verschillen zijn tussen de twee typen schattingen. Het discrete keuze
experiment geeft een hogere schatting van betalingsbereidheid dan de contingente

waarderingsmethode, en de schattingen zijn niet consistent tussen de twee technieken.

Het verschil tussen de schattingen van betalingsbereidheid verkregen door het discrete keuze
experiment en deze verkregen door de contingente waarderingsmethode is hoger (i) voor
respondenten die zich niet onderscheiden in de verschillende profielen, en (ii) voor een
toename in de gepresenteerde niveauveranderingen van de eigenschappen in de profielen. De
implicaties van het bereiken van een betere convergentie tussen de schattingen verkregen door

de twee verschillende technieken, worden besproken.

In hoofdstuk 5 geven we bewijs betreffende de potentiéle impact van eigen bijdragen op het
gebruik van gespecialiseerde diensten van artsen in de zes Centraal en Oost-Europese landen

die onderdeel zijn van deze studie. We passen een semi-parametrische ‘survival’ analyse toe
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op de gestelde betalingsbereidheid en de mogelijkheid tot betalen om zodoende de potentiéle
‘pools van vraag’ te identificeren, i.e. het aandeel van de bevolking dat bereid en in staat is
een bepaalde vergoeding te betalen als er behoefte is aan een medische dienstverrichting. We
berekenen ook prijs, inkomen en leeftijd semi-elasticiteit. Data zijn verzameld door middel
van nationale enquétes gehouden in 2010 onder een representatieve steekproef van ongeveer
1000 respondenten in ieder van de zes Centraal en Oost-Europese landen die deel uitmaken
van de analyse. Onze resultaten suggereren dat de mediaan van de bereidheid en mogelijkheid
tot betalen in de bestudeerde landen varieert van € 5.15 tot € 12.2, en de ranking van landen
naar bereidheid en mogelijkheid tot betalen volgt precies de ranking naar inkomensniveau.
Lage vergoedingen voor diensten, tot € 2.5 in Bulgarije, Hongarije, Litouwen en Roemenig,
en tot €5 in Polen, zullen niet veel mensen uit de pool van vraag verjagen. Het lagere
betalingsinterval moet in meer detail bestudeerd worden voor Oekraine, waarbij gebruik
gemaakt moet worden van een gedetailleerdere schaal. Officiéle betalingen voor diensten mét
vrijstelling- of lagere eigen bijdragen voor bepaalde groepen wordt als een aantrekkelijk

alternatief gezien voor informele betalingen.

Hoofdstuk 6 wordt gewijd aan een beoordeling van de asymmetrische betalingsbereidheid
voor gespecialiseerde dienstverrichtingen door artsen. De analyse is gebaseerd op dezelfde
data als in hoofdstuk 5, i.e. contingente waarderingsdata van zes Centraal en Oost-Europese
landen: Bulgarije, Hongarije, Litouwen, Polen, Roemenié en Oekraine. De niveaus van
betalingsbereidheid worden gemodelleerd met een stochastic frontier regressie, met positieve
scheefheid (overstatement) en negatieve scheefheid (understatement). De niveaus van
betalingsbereidheid worden gekalibreerd, gebaseerd op individuele voorspellingen van de

inefficiéntiescores.

De onbewerkte en gekalibreerde niveaus van betalingsbereidheid worden vergeleken met de
daadwerkelijke uitgaven. Onze resultaten suggereren dat de scheefheid van de
betalingsbereidheid dwars door de landen heen wordt verklaard door de interactie van drie
hoofdfactoren: de waargenomen impact op het actuele beleid, de relevantie en wenselijkheid
van de gewaardeerde veranderingen, en ervaringen met betalingen in het verleden. In landen
waar verplichte betalingen effectief zijn en ten gevolge daarvan prijsverhogingen aannemelijk
zijn, zouden respondenten hun werkelijke betalingsbereidheid verborgen kunnen houden.
Daartegenover staan de landen waar prijsverhogingen niet waarschijnlijk zijn en waar de
wens voor verbeteringen kan leiden tot een overstatement van de werkelijke

betalingsbereidheid. Ongeacht de aangenomen schatting, i.e. onbewerkt of gekalibreerd,
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spenderen Oekrainers en Roemenen meer aan medische dienstenverrichtingen dan hun
maximale betalingsbereidheid voor snel toegankelijke diensten van hoge kwaliteit, wat
aangeeft dat de huidige ongereguleerde betalingen een substantiéle drempel opwerpen in deze

landen.

Hoofdstuk 7 presenteert de discussie van de belangrijkste bevindingen uit hoofdstuk 2 t/m 6.
Ze worden verdeeld in twee delen: bevindingen gerelateerd aan het gebruik van stated-
preferences om eigen bijdragen te beoordelen, en gerelateerd aan the beleidsimplicaties voor
het ontwerpen van eigen bijdragen in de zes Centraal en Oost-Europese landen. We
beargumenteren dat de consistentie tussen het discrete keuze experiment en de contingente
waarderingsmethode toeneemt met het belang dat de respondenten aan een gepresenteerde
taak hechten. We bespreken ook dat de gestelde betalingsbereidheid wordt beinvioed door
zowel de waargenomen consequenties voor toekomstig beleid als door ervaringen met
betalingen en het gebruik van zorg in het verleden. Onze bevindingen geven ook aan dat er
verschillende mechanismes ten grondslag liggen aan de beslissing om te willen betalen en het
niveau daarvan. Vanuit een beleidsperspectief bespreken we dat huidige ongereguleerde
betalingen uit eigen zak voor dienstverrichtingen door artsen een substantiéle drempel vormen
voor patiénten in Centraal en Oost-Europese landen. We betogen dat onder bepaalde
voorwaarden eigen bijdragen een acceptabele beleidstool is in Centraal en Oost-Europese
landen. Tot slot geven we aan dat mensen in Centraal en Oost-Europese landen bereid zijn te
betalen voor kwaliteit en toegang, en beleid over eigen bijdragen zal gebaseerd moeten

worden aan de verbetering hiervan.

Ter conclusie geven we een voorbeeld hoe betalingsbereidheid afgeleid van stated-
preferences gebruikt kan worden in de raming van eigen bijdragen voor dienstverrichtingen
door artsen en het ontwerp daarvan: het niveau van aanvaardbaarheid van deze betalingen, het
definiéren van haalbare niveaus van betalingen en de heterogeniteit onder bevolkingsgroepen,
en voor de definiérende investeringsprioriteiten in de kwaliteits- en de
toegangskarakteristieken van de dienstverrichtingen. Eigen bijdragen voor basiszorg, hoewel
vermeden en gevreesd in Centraal en Oost-Europese landen, kunnen een efficiénte
beleidsinstrument zijn in de zin van dat mensen in deze landen er klaar voor, en in staat toe,
zijn formele substantiéle bedragen te betalen als de diensten makkelijk toegankelijk en van
hoge kwaliteit zijn. De zekerheid van diensten van goede kwaliteit en makkelijke
toegankelijkheid, evenals de eliminering van informele betalingen zijn een essentiéle

voorwaarde voor het implementeren van eigen bijdragen.
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I'oToBHiCTH CIUIAYYBATH 32 MOCJIYTH JiKapiB B YKpaidi Ta inmmx kpainax LlenTpaabHoi
Tta CximHoi €Bponu: 3acTocyBaHHsI BHCJIOBJEHHUX YNOA00aHb /JI OLIHIOBAHHS

IIATE:XKIB Mai€cHTIB.

['OTOBHICTHh CIIa4yBaTH, OTPUMaHa 13 3aCTOCYBaHHSM METOJIIB BHUCIOBJICHUX YIOI00aHb
(METO/IB OITIHIOBAHHS TMEBHUX OJiar y TIMOTETUYHHUX CIIEHAPiAX BHOOPY UM KYITBIi), BCE
YacTille BHUKOPHCTOBYEThCS [UIA OI[IHIOBAaHHS IIOCIYr OXOpPOHH 370poB’s. Buciosieni
BII0JI0OOAHHS MalOTh HU3KY IEpeBar, 30KpeMa BOHU J03BOJIIOTH OTPUMATH OIIIHKH TOBapiB Ta
MOCJIYT, IO paHimie OyJu BiJICYyTHI Ha PUHKY, a TaKOXX OTPUMAaTH OIIIHKW BiJ MACHBHUX 1
MOTEHIIHHAX CITO’KUBAYiB, @ TAKOXK THX, XTO HE KOPUCTYBaBCs IMMH mociayramu. OqHak, i
METOAM BIJIrparoTh JOCUTh OOMEXKEHY pOjb B OI[IHIOBaHHI IUIATEXKIB MAIlEHTIB Ta
IUIaHyBaHHI ixHBbOro au3aiiHy. Lle BinOyBaeThCcsl dYepe3 HEBH3HAUEHY JIOCTOBIPHICTH Ta
HAJIHHICTh OIIHOK, OTPUMAHUX 3a JIOMOMOTOI0 IIMX METOIB. 3 1HIIOTO OOKYy, B 06aratbox
CHUCTEMax OXOPOHHM 37I0POB’s, Jie TIOCITYTH HIKOJIU HEe OYyJIM MPeIMETOM TOPTIBII, 5K, 30KpeMa,
y OaraThoX MocT-comiamcTuuHux Kpainax [lenTpanbHoi Ta CxigHOi €Bpomu, BHCIIOBIIEHI

BHO,Z[O6aHHSI € €IUHUM MOXJINBUM MCTOAOM OI_[iHIOBaHH}I TOTOBHOCTI CIlJIauyBaTH.

[Tnarexi mamieHTIB € €(pEKTUBHUM IHTPYMEHTOM MOJITHKH B OXOPOHI 3J0POB’s, 3AaTHUM
3MCHIIMTH HAJAMIPHE CIIOKUBAaHHS TIOCTYTr, BPETYIIOBaTH HeoDIIidHl mIaTexi (Iyxe
nomwupeHi y kpainax lleaTpansHoi Ta CximHOT €Bpomnn), a TaKOXK 0 TIEBHOT Mipy T€HEPYBaTH
nonatkosi komrtu. B Ilentpanbhiii Ta Cxigniii €Bporli, OJHAK, B MOCT-COLIaTiCTHYHOMY
KOHTEKCTI, Ypsau OibIIOCTI KpaiH HE TOTOBI BIPOBAKYBAaTH TaKi HEMOMYJISIPHI 3aX0/H, SIK
odimiifHl mIaTexi mamieHTiB. OIHAaK, HAyKOBUX MIACTaB JJII TaKOi BIJIMOBH TPAaKTHYHO
HeMae. BinpmiicTh mpoBeaeHNX AOCTIKEHb 0a3yIOThCsl HAa BUSBIICHHX BIOJO00AHHIX (aHUX
(aKTUYHOTO CIOKMBaHH:), a TOMY MOXOIATH 13 KpaiH 3axigHoi €Bporu, CILIA, Ta neskux
PO3BHHEHUX KpaiH A3ii, Je miaTexi Maii€eHTiB Bke e()eKTUBHO BIpPOBAa/KeHi. B kpaiHax

[enTpanpHoi Ta CXiHOT €BPOINM TaKUX TOCIIKEHb HE TPOBOIUIIOCS.

Sk okpecmeno B po3mijai 1, 3arampHa Mera 1€l gucepraiii — 3acTOCYBaTH METOIH
BUCJIOBJICHUX BIOJ00aHb sl OLIHIOBAaHHS T'OTOBHOCTI CIUIAUuyBaTH 3a MOCIYTH JIiKapiB B
kpainax LlentpansHoi Ta CXigHoi €BponH, a TakoX MPOaHANII3yBaTH HACKUIBKH TOTOBHICTH

CIjladyBaTH, OTPUMaHa 3 iX BHUKOPHUCTAHHSIM, MOXe OyTH 3acTOCOBaHa B OIlIHIOBaHHI
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MOJITUKY TIATEXKIB MAI[IEHTIB 3a MOCIYrH JikapiB. /o HbOro AOCHiIKEHHS YBIWIUIM IIICTh
kpain: bonrapis, Yropmuna, JIutsa, [Tonbiia, Pymynis ta Ykpaina. Li kpainu manu nosioHi
CHUCTEMHU OXOPOHHM 3JI0POB’sl B KOMYHICTHYHI YacH, ajie Pi3HI TPAeKTOPii Ta TeMnu pedhopm y

MOCT-KOMYHICTHYHHH TEPI0, @ TOMY € XOPOIIOI0 0a3010 /IS MOPIBHSHHS.

B ycix kpaiHax-yyacHHMLSIX LBOTO JOCITIJDKEHHS, OKpiM YKpaiHu, Oyno BIPOBaIKEHO
CHCTEMH COLIJIBHOTO cTpaxyBaHHS. B VYkpaiHi & 1 10 CbOTOAHI Ji€ CUCTEMa OXOpPOHHU
310poB’s, (HIHAcOBaHA 13 aepkaBHoro Oromxery (cucrema Cemamko sk y CPCP). B
OLTBIIOCTI 3 IUX KpaiH ICHYIOTh IIJIaTEX1 MAIll€EHTIB 32 MEIWYHI TOBapu (MpemapaTd Ta
oOmagHanHsa). OAHaK, MIaTeXi MaieHTiB 3a 0a30Bi MOCIYTH OXOPOHM 3I0POB’Sl ICHYIOTH
numie B bonrapii. Tam, BitHOCHO HeBUCOKUI miaTixk (6mu3bko € 1 3a Bi3uT A0 nikaps) Oyino
BripoBapkeHo y 2000 p. B YropmuHi Takwii HeBUCOKWU TiaTix (O6mu3pko € 1 3a Bi3uT)
npoicHyBaB oauH pik y 2007 p., ane OyB CKacOBaHMH 3a pe3yJbTaTaMHd BCEHAPOIHOTO
pedepernymy y 2008 p. B inmmx "oTHphox KpaiHax oimiliHa oriata Ha Yac MpPOBEACHHS
JOCIIJKCHHSI ICHYBaJa JIMIIE 3a MOCIYr'H 1032 CTPaxOBHM MakeToM. B ycix mux kpaiHax,
OJIHAK, KBa3i-o(iIifiHl TUIaTei, BCTAHOBJICHI HaJaBavyaMU ITIOCIYT OXOPOHH 37I0pOB’S 3a
BIJICYTHOCT1 JIEpP’)KaBHOTO pETyJIOBaHHS, a TaKOXX HEOodiliidHI TIaTeXl ICHYIOTh Ha BCIX

PIBHSIX HaJIaHHS JJOTIOMOTH, BKJIFOYHO 3 TIOCITyTaMU JIiKapiB.

VY posaini 2 miei nucepramii, TOCTiIKEHO I'POMAICHKI BIOAOOAHHS MIOAO XapaKTEPUCTHK
SKOCT1 Ta JOCTYIy TOCIYT JIiKapiB B YKpaiHi y BIIHOCHOMY Ta MOHETapHOMY Bupasi. Jlis
IIOT'O 3aCTOCOBAHO €KCTIIEPUMEHT JUCKPETHOTrO BUOOpY Ha BuOIpIl i3 303 pecrnoHACHTIB, 110
penpe3eHTYIOTh JOPOCie HaceneHHs Kpainu. Ha piBHI BHOIpKH HE CIOCTEpIraeMo BHPAXEHOI
nepeBaru cruiadyBaTH o(iliiiHO, Y1 HaBNaku — Heo(iniiHo. TakoX HeMae YiTKUX BIOA00AaHb
II0JI0 TOTO, BiJIBIAYBATH JKaps 3arajibHOI MPAKTHUKW (AUIBHHYHOTO JIIKAps) YW 3BEPTATUCS
0/Ipasy X J0 By3bKoro cremiamicta. OHaK, € MeBHA HEOHOPIAHICTh IIUX YMOA00aHb ceper
corianbHO-IeMoTrpadiuHuX TPyN HaceleHHs. BaxauBuMu Tpu BHOOpI JKaps € aTpuOyTH
SIKOCTI TIOCITYT OXOPOHH 3JI0pPOB’Sl, OCOOJHMBO CTaBJICHHS MEIUYHOTO mepcoHamy. OTxe,
MOKpAIEHHS! MDKOCOCOMCTICHUX aCHEKTIB MEPBUHHOI JOMOMOTH MUISXOM I1HBECTHINA B
OCBITY Ta HAaBYaHHS MEJUYHOTO MIEPCOHATY Ma€ CTATH MPIOPUTETOM y (piHAHCYBAaHHI OXOPOHH
3M0pOB’s. IHIN acmeKkTH SKOCTI Ta JOCTYNMY TaKOXX BaKJIIMB1 ISl TAIlIEHTIB, OJHAK iXHE

MOKpalICHHA MPUHCCC MCHIIIC BUT'OOH.

Po3ain 3 30cepemkenuil Ha MOTEHLIANI Ta MOYKJIMBOCTI BIIPOBA/KEHHS O(ILIHHUX TUIATEKIB
MAIi€HTIB 3a MOCIYTH JIIKApiB MIJITXOM BUBUEHHS IXHBOI MPUHHATHOCTI, 8 TAKOXK 3/IaTHOCTI Ta

TOTOBHOCTI CIJIAYyBAaTH 3a LI MOCIYTH Cepell IpyI HaceneHHs. [ Hboro BUKOPUCTAHO JlaH1
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YMOBHOT'O OLIIHIOBaHHS MpoBeneHoro cepen 303 pecrnoHIeHTIB, M0 PENEeP3eHTYIOTh JOPOCIe
HaceJIeHHs KpaiHu (K y po3aiii 2). BuokpemiieHO TpH piBHI MPUUHATTS PILICHHS: BiIMOBa
CIJIa4yBaTH, HECIIPOMOXKHICTh CIUIAYyBaTH, Ta PiBEHb TOTOBHOCTI CIJIauyBaTh. IMOBIpHICTH
BIJIMOBHM CIUTQYyBaTH HaAWOUIbIIE TOB’S3aHA 3 SKICHUMH XapaKTePUCTUKAMH TTOCITYTH.
BinmoBa crtauyBaTH B TIMOTETUYHOMY 3aBJaHHI HE MOB’s3aHA 13 BIMOBIJHOIO MOBEIIHKOO
Ha peaJbHOMY pHUHKY. IMOBIpHiICTH OYTH HECHPOMOXXHHMM/OIO CIIauyBaTW MOB’s3aHa 31
CTapIIUM BIKOM Ta HIKYUM EKOHOMIYHHM CTaTycoM. PiBeHb TOTOBHOCTI CIUIadyyBaTH
MO3UTUBHO TIOB’S3aHUM 13 JIOXOJOM, a TaKOX € HIDKYUM Cepel JIoJed, SK1 BiIBiIyBaIu
JiKapiB aje He IUIaTHIM 3a 11e. JIocuTh BUCOKUI piBeHb TOTOBHOCTI crutauyBatu (Mixk 0.9% Ta
1.9% noxomy momorocmojgapcTBa) 3a BI3UT 10 JIKaps BKasye Ha MOTeHLian odimidiHUX
miaTexiB B Ykpaini. KapTuHa HECHpOMOXKHOCTI cIUladyBaTH BKa3ye Ha HEOOXITHICTh
KpUTEpIiB BUKIIOYCHHs, IO 0a3yBaTUMYThCA Ha BIKY, IOXOMi, Ta IHIIUX AacCIEeKTax
€KOHOMIYHOTr0 cTaTrycy. PiBHI TOTOBHOCTI CIIJIauyBaTH IiJIKPECIIOIOTH, IO TUIATEX1 MOBHHHI

OyTH IPONOPITIIHI 10 TOXOMY.

Po3ain 4 mae Ha MeTi Ae3arperoBaHe MOPIBHIHHS OI[IHOK TOTOBHOCTI CIIJIA4yBaTH, OTPMaHUX
13 eKCIIEpUMEHTY JHCKPETHOTO BHUOOpPY Ta YMOBHOTO OIIIHIOBaHHS (IBOX METOIB,
3aCTOCOBAHMX Yy po3ninax 2 Ta 3 Ha eauHii BUOIpIi). i1 BOTO MOCHIIKEHO Y3TOIKEHICTh
MK IIUMH OIIIHKAMH, a TAaKOXX YU € CHUCTEeMAaTHYHA PI3HUI MDK HUMH. 3a HalIUMU
pe3yabTaTaMu, OIIHKH, OTPUMaHl1 3 €KCIEPUMEHTY AMCKPETHOTO BHOOPY, € BUIIMMH, HIXK 3
YMOBHOTO OIIIHIOBaHHS, ajie BOHM HEY3TO/PKEHI MK CO0010. Pi3HHIIT MK IIMMH OILIHKAMU
pocre (i) A7 PECIOH/ICHTIB, SIKi HE PO3PI3HAIOTH MPEACTaBIeHI AKiCHI Mpodiii mocyr, Ta (ii)
31 3pOCTaHHSIM pI3HMLI Yy PIBHAX SAKICHUX aTpUOYTIB MIX MpPEICTaBICHUMH 10 BHOOpY
BapiaHTamMu. Hacmiakyu mmMx pe3ynabTaTiB JUisl JOCSITHEHHS Kpamoi Y3TrOKEHOCTI MK

OI[IHKaMH TOTOBHOCTI CIJIaYyBaTH OOTOBOPEHO B IbOMY PO3ILIi.

Y po3aiai 5 omiHeHO MOXIJIMBHH BIUIMB IIJIATS)KIB MAIIEHTIB HA CHOXXHBAHHS TIOCIYT
MEIMYHUX CIIeHianicTiB B mecTd Kpainax LlenTpanbhoi Ta CxigHol €Bponu, 1m0 yBifIuM B
e nociimxkenss: bonrapii, Yropmwni, Jlutei, [Tonemi, Pymynii ta Vkpaini. [JQus usoro
3aCTOCOBAHO HaIiBIIApaMETPUYHHUI aHaI3 BUKUBAHHS JI0 TaHUX 13 TOTOBHOCTI Ta 3JIaTHOCTI
crtadyBatd 3a 1i mociyru. lle mo3Bonmmimo moOymyBaTv KpWB1I MOTEHIIIHHOTO TOMHTY, IO
MOKA3yIOTh YaCTKM HACENICHHS, SIKE€ TOTOBE Ta CIPOMOKHE CIUIA4yBaTH IUIATEXI MEBHOTO
piBHS B pa3i Menn4Hoi noTpebu. Takok 0OpaxoBaHO IIHOBI €JACTUYHOCTI, a TaKOX
€JaCTUYHOCTI 3a J0XO0J0oM Ta BikoM. Jlani Oyno 3i0paHO 3a JOMOMOTOI0 ONHUTYBaHb,

npoaeHux y 2010p. cepen penepe3eHTaTUBHUX BHOIpOK B ImIeCTH KpaiHax, oyim3pko 1000
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PECTIOHJICHTIB Y KOXHIN 13 KpaiH. Pe3ynbratu 11b0oro JOCHIIKEHHS CBiA4aTh, 0 MEIAiaHHA
TOTOBHICTh Ta MOXIIMBICTH CIIJIauyBaTH KoJuBaeThes Bin € 5.15 mo € 12.2, a mopsaok kpain
3a IIMM TIOKAa3HWKOM BIAMOBIAa€ PiBHIO J0XOAIB B Kpaini. HeBucoki mmarexi, 1o € 2.5 B
bonrapii, Yropmuni, Jlutei Ta Pymynii, Ta no €5 B Ilonbmi He 3yMOBIIOIOTH CYTTEBOTO
3HIKEHHS TMOTEHLIHHOro mnonuTy. HikHIA LiHOBMI 1HTEpBad HEOOXIAHO JAeTalbHIIIe
BUBYATH B YKpaiHi i3 3aCTOCYBaHHAM MIKaJM, YyTJIMBOI JO MEHIIUX 3MiH TOTOBHOCTI
crladyBaTh. B 1IbOMY poO3aUTi apryMEHTOBAHO, IO TIUIATEXKI MAIll€EHTIB MOXYTh OYTH
BUTPAIITHOIO AJIbTEPHATUBOIO HEO(IMIMHUM TUIaTekaM B pa3i BIPOBAHKEHHS BiJMOBITHUX

KPUTEPIiB BUKITIOUEHHS Ta ILJIBT.

Po3ain 6 npucBsueHHi HaJCKHOMY OLIIHIOBAaHHIO CKOILIEHHUX JAHUX TOTOBHOCTI CILIAuyBaTH
3a MOCIYTHd MEAUYHHUX CIeHialicTiB. AHali3 06a3yeTbCsl HA THUX K€ JIaHUX, 10 ¥ y po3aim 5,
TOOTO JaHWX YMOBHOTO OIIIHIOBaHHs 13 mecTtu Kpain llenTpanmpHoi Ta CximHoi €Bpomu:
Bounrapii, Yropmunau, JIuteu, [onei, Pymynii Ta Ykpainu. PiBeHb TOTOBHOCTI CIuIaqyBaTH
OLIIHEHO 13 3aCTOCYBaHHAM MOJENIi CTOXACTUYHOTO KOPJOHY, BPaxOBYIOUH IO3UTHBHY Ta
HETaTHBHY CKOIICHICTh JaHUX, SKa TPAKTYeThCS SK BIAMOBIIHO 3aBUIIYBAaHHA Ta
3aHM)KYBAHHS CIPAaBXHBOI TOTOBHOCTI CIUTa4yBaTH YacTHHOIO PECHOHACHTIB. PiBeHB
TOTOBHOCTI ~ CIUTa4yBaTH 3BaXEHO Ha mpenbaueHi koe(ilieHTH  HeepEeKTHBHOCTI
(3aBHILYBaHHS 4M 3aHIKYBaHHs). He3BaxkeHi Ta 3BakeH1 OLIHKU MOPIBHSHO 13 PaKTUYHUMHU
pIYHUMH BHJAaTKaMWd Ha TIOCIYTHM MEIWYHUX CHeIiamicTiB. Pe3ymbratu 1poro posmimy
CBiUaTh, IO HAMpsM CKOIIEHOCTI TOTOBHOCTI CIUIayyBaTH, TOOTO 3aHWKyBaHHS YH
3aBUIYBaHHS OLIHOK, B PI3HUX KpaiHaX IMOSICHIOETHCS CIUIBHUM BIUTUBOM TaKuX (PakTOpiB:
OYIKYBaHMM BIUIMBOM pE3yJbTaTiB OMHUTYBaHHS HA pealibHy LIHOBY MOJITHKY, aKTYaJIbHOCTI
Ta 0a)KaHOCTI OIIIHIOBAHUX SIKICHUX 3MiH, 1 YaCTOTOIO CIIOKWBaHHS MOCHyr. B kpainax, ne
MJIaTeX1 MaIi€HTIB JIIOTh 1, BIIMOBITHO, MOXJIMBUM € ITIAHATTS IiH, PECIIOHJEHTH, 0COOIUBO
CIOXKMBAYl TIOCIYT, CXWJIbHI MPUXOBYBATH CIPABXHIM piBEHb TOTOBHOCTI CIlauyBaTu. B
KpaiHax, /¢ BIOPOBA/KCHHS YU MHIAHATTSA I[IH € MaJONMOBIpHMM, Oa)KaHICTh 3MIH MOXeE
NPU3BECTH J0 3aBUILYBAHHS CIIPABXKHBOI FOTBHICTH CIIJIAYyBaTH, OCOOJIIMBO Cepell HEYaCTHX

KOPHUCTYBaYiB.

VY Po3agiai 7 npeacraBieHo 0OTOBOPEHHS OCHOBHUX pe3YyJIbTaTiB, OMUCAHUX B TMOMEPEIHIX
posminax. Ix posmineHo Ha ABi Ipymu: Ti, IO CTOCYIOThCS BUKOPHCTAHHS BHCJIOBIEHHX
BIIOI00AaHD JUISl OLIHKH IJIATEXKIB MAII€HTIB, @ TAKOX Ti, M0 CTOCYIOTbCS BHUCHOBKIB IS
MOJIITHKY TUIATEXKIB TAIlieHTiB B mecTd kpaiHax [lenTpampHoi Ta CximHoi €Bpormm. Mwu

JIOBOJIMMO, IO Y3TO/UKEHICTh MDK OIIIHKAMH TOTOBHOCTI CIUJIa4yBaTH, OTPUMAaHUMHU 13
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EKIEPUMEHTY AHCKPETHOTO BHUOOpPY Ta YMOBHOIO OI[IHIOBAHHS, 3pOCTAa€ 31 3pPOCTaHHSAM
B)XJIUBOCTI aTpUOYTIB Ta MOCIYT MPEICTaBICHUX PECIOHIEHTY. Takoxk MM MOKa3yeMo, IO
pIBEHb BHCJIOBJICHOI TOTOBHOCTI CIUIa4yBaTH 3aJeKHUTh BiJl OUYIKyBAaHWX HACIHIJIKIB
OTMUTYBAaHHS JUIsI TIOJNITUKH IUIATEXIB, HEOOXITHOCTI SKICHUX TIOKpalleHb, Ta YacTOTH
CHOXMBaHHA. TakoX Halli pe3yJibTaTH J03BOJISIIOTH TOBOPUTH MPO Te€, IO Pi3HI MEXaHI3MHU
JeXaTb B OCHOBI pillleHHS OyTH TOTOBUM CIUIAYyBaTH Ta BU3HAYEHHS DPIBHSI T'OTOBHOCTI
crladyBaTh. 3 TOYKH 30pYy TOJNITHKH, MH IIOKa3yeEMO IO TEMEepilmHsS CHUTyalis 3
HEBPETyJbOBAaHUMH IIJIATEKaMH € CYTTEBUM (DIHAHCOBUM TATApEM ISl TAIIEHTIB B
Hentpanphiii Ta CximHiii €Bpomi. Mu TakoXX AOBOAMMO, HIO 32 IMEBHUX YMOB IUIATEXI
NAI€HTIB € TPUHHATHAM IHCTPYMEHTOM IIOJIITUKM B OXOpOHI 3/I0pOB’S B IMX KpaiHax.
Hacamkinenp, mokazaHo, mo goau B kpaiHax lleaTpambHoi Ta CximHoi €Bpomu roToBi
CIJIa4yBaTH 3a SKICTh Ta JOCTYI, a TOMY OyAb-sKi BIPOBAKEHHS IUIATEXKIB TMOBHHHI

CYIPOBOIKYBATUCA MMOKPAIICHHAM [UX XaPAKTCPUCTHUK.

Orxe, B mii aucepTamii MOKa3aHO SK TOTOBHICTh CIUTAYyBAaTH, OIlIHEHA 3a JOIMOMOTOIO
BUCJIOBJICHUX YI0J100aHb, MOYKE OYTH BUKOpPUCTAHA IS OIIHIOBAHHS IIJIATE)KIB MAI[I€HTIB Ta
aCIeKTIB iXHBOTO AW3aliHy: NMPUNHATHOCTI TaKUX IJIATE)KIB, BU3HAYCHHI PIBHS IIJIATEXIB,
HEOHOPITHOCTI TOTOBHOCTI CIJIAUyBaTH Cepell Ipyl HACENCHHs, BA3HAUYCHHS 1HBECTHLIHHUX
NPIOPUTETIB B SAKICTH Ta JOCTYI. [laTexi marieHTiB 3a MOCIyrd OXOPOHH 370pOB’s, Xoua iX 1
YHUKaIOTh B KpaiHax llenTpambHoi Ta CximHoi €BpomM, MOXYTh CTaTH €GEKTHBHUM
IHCTPYMEHTOM TOJITHKH B TOMY CEHCi, IO JIFOJU TOTOBI OQIIIHHO CIJITa4yBaTH CYTTEBI
KOILTH 32 MOCIIYTH aJIeKBaTHOI SKOCTI Ta JAOCTYMYy. 3abe3neueHHs Takoi sIKOCTi 1 1ocTymy, a
TaKOX BUKOpPIHEHHS Heo(ImIMHUX IUIaTeXiB, Oyae HEOOXiTHUM KpPOKOM Yy BCTaHOBJIEHI

ONTUMAJIBHOI ITOJIITUKY [JIATEXKIB ITAIll€HTIB.
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I'oToBHOCTH IUIATHTH 32 yCJIYrM Bpaueil B YkpauHe u apyrux crpanax llenrpaabnoit u
BocrouHnoii EBponbi: IIpiMeHeHne BbIpaKeHHbIX NpedepeHuuii 118 OLEeHKH IIaTeKen

NMalMuEeHTOB.

['0TOBHOCTB IJIATUTH OLIEHEHAs C MTOMOIIBIO METO/I0B BBIPA)KEHHBIX IPEANOYTEHUH (METO0B
OLIEHKH OJ1ar B TMIIOTETUYECKUX CLIEHApUAX BBIOOpA WIJIM MOKYIKH) BCE Yallle MCIOJIb3yeTcs
JUIsL OLICHUBAaHUs YCIyr 3IpAaBOOXPAHCHUS. BBIpaKEHHbBIE MPEANOYTEHUS HUMEKT Pl
IIPEUMYILECTB, B YACTHOCTU OHU IO3BOJISIOT IOJNYYUTh OLICHKH TOBApOB U YCIIYT, KOTOPBIX
paHbllle Ha PbIHKE HE OBbLIO, a TaKKe MOJYYHUTh OLIEHKU IACCUBHBIX M IMOTEHLUAIBbHBIX
II0JIb30BATENIEH 3TUX YCIYT, M T€X, KTO HE MOJIb30BajCcs UMH. OHAKO, 3TH METOABI UTPAIOT
OTPaHMUYEHHYIO POJIb B OLICHKE IIIaTe)KEH MalMeHTOB W IUIAHUPOBAHUHU UX Ju3aiiHa. OJTO
IIPOCUXOAUT 110 IPUYMHE HEONPEICICHHOW JOCTOBEPHOCTH M HAACKHOCTU OLCHOK,
IOJIy4YEHBIX C IIOMOIIBIO 3THX MeTonoB. C JApyro CTOPOHBI, BO MHOTMX CHCTEMax
3paBOOXPAHEHHUs, I'/I€ YCIYI'H HUKOI1a He ObLIM MPEIMETOM TOPTOBIIU, KaK, B YACTHOCTH, BO
MHOTI'MX IOCT-COLIMAIIMCTUYECKUX cTpaHax LlenpanbHoi u BocTouHol EBpoIbl, BEIpaykeHHbIE

MpCANIOUYTCHUS ABJISIIOTCA CAMHCTBCHHBIM crocobom OLICHKH I'OTOBHOCTH IINIaTUTD.

[Inatexu mauueHTOB ABIAIOTCS 3(P(GEKTUBHBIM MHCTPYMEHTOM IMOJIUTH 3APAaBOOXPAHEHUS,
KOTOpBI  CIIOCOOEH YMEHBIIUTh YpPEe3MEPHOE HCIOIb30BaHUE YCIYT, YpEeraupoBaTh
Heo(UIMATBHBIA PHIHOK (OYEHBb pacloCTpaHeHHBIH B cTpaHax LleHpanbHoil m Bocrounoit
EBponbl), a Takke B HEKOTOPOM CTENEHM T'€HEPUPOBATH JOIOJIHUTENBHBIE CTpeAcTBa. B
enpanbHoit u Boctounoit EBporie, oaHako, B MOCT-COLMATUCTUYECKOM KOHTEKCTE,
MPABUTENBCTBA OOJIBIIMHCTBA CTPAH HE TOTOBHI BHEIPSTH TaKWe€ HEMOMYJISIPHBIE MEpHI, KaK
oQuIMATbHBIC MJIATSKU NAMeHTOB. HaydyHbIX 000CHOBaHU IJIsi TAKOTO OTKAa3a MPAKTUYECKU
HeT. BoNbUIIMHCTBO  NPOBEJACHHBIX  HUCCIENOBaHMNA  0a3sUpylOTCs Ha  BBIABICHHBIX
MPEANOUYTEHUAX (JaHHBIX (PAKTUUECKOTO HMCIOJIb30BaHUs), U MOATOMY OBUIM TPOBEACHBI B
crpanax 3anagHoil EBpomnbl, CIIIA M HEKOTOpBIX Pa3BUTHIX CTpaHax A3UH, Tl€ IUIATEXKHU

NaIMEeHTOB yKe 3()(PEeKTUBHO BHEPEHBI.

Kak ommcano B pasgenel, oOmas 1menb OSTOW IUCEpTAllMd — MPUMEHUTH METOBI
BBIPKEHHBIX MPEIMOYTEHHUM JIJIs1 OLIEHKHM TOTOBHOCTH IUIATUTh 3a YCIYI'M Bpadel B CTpaHax

entpanbHoii 1 BocrouHoit EBpombl, a Takyke MpOAHAIM3HPOBATh HACKOJIBKO TOTOBHOCTH
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IUIaTUTh, TOJNyYCHHas C MPUMHEHHEM €THUX METOAOB, MOXET OBITh HCHOJb30BaHA JUIs
OLICHUBAHMs IMOJUTUKH IUIATEKEH MAalMEHTOB 3a YCIyrd Bpaded. B naHHOe ucciaenoBaHue
BOLIUIM IIecTh cTpaH: bonrapus, Benrpus, Jlutea, [lonpma, PymeiHus u Ykpaumna. Otu
CTpaHbl MMEJIHU IIOXOXKHE CHCTEMBI 3[PaBOOXPAHECHMsS B KOMMYHHCTHYECKHE BpEMEHa, HO
pasHble TPACKTOPUHU M TeMIlbl peopM B MOCT-KOMMYHHCTUYECKHH TEPHOJ, a MOITOMY

SIBJITFOT COOOM XOPOIITyIo 0a3y cpaBHEHUSI.

Bo Bcex crpaHax-yyacHUIIaX 3TOTO HCCJEIOBaHUS, KpoMme YKpauHbl, ObLTH BHEIPEHBI
CHCTEMBbI COLMAIBHOTO CcTpaxoBaHusd. B YkpauHe ke W 1Mo ced AeHb AEHCTBYET CHUCTEMA
3paBOOXpaHeHus], (PMHAHCHUPOBAHHAS W3 TOCYAapCTBEHHOro Oromkera (cucrema Cemaiiko
kak B CCCP). B GonbIIMHCTBE 3TUX CTpaH ACHCTBYIOT IJIATEXKH MALMEHTOB 32 MEIUIIMHCKHE
ToBapel (mpenapTtel U obopymoBanue). OmgHAKO, TUIATEXKM IMAIIMEHTOB 3a 0a30BBIC YCIYTH
3paBOOXPAHEHHS JCHCTBYIOT TOJbKO B bosrapuu. TaM OTHOCHUTENHHO HEBBICOKUM TIJIATEK
(oxono € 1 3a BU3UT K Bpauy) Obu1 yrcaHosieH B 2000 r. B Benrpuu takoii e HeOOIbIION
iatexx (okoso € 1 3a BU3UT K Bpauy) HpocyliecTBoBal Bcero oauH rox B 2007 r., HO ObuI
OTMEHEH Ha BceHapomHoMm pedeprayme B 2008 T. B ocrampHBIX YeTHIpEX CTpaHax
oduIManbHas oIuIaTa Ha BpeMsl MPOBEACHUSI HCCIEA0BaHUs B3UMAIACh TOJIBKO 32 YCIYTH BHE
CTpaxoBOro makera. Bo Bcex 53THUX cTpaHax, OJHAKO, KBa3H-O(QHUIMAIbHBIC IIJICTXKH,
YCTaHOBJICHHBIE TIPOBaliIepaMy yCIYT U3-3a OTCYTCBHS TOCYAApCTBEHHOTO PEryIMPOBaHUs, a
TaKkKe HeOo(pUIMAbHbIE IUIaTEXH CYIIECTBYIOT Ha BCEX YPOBHSAX OKa3aHMsI MOMOIIH,

BKJIFOUUTENBHO C YCIIyTaMH Bpadei.

B paspene 2 3Toii auccepranuu, UCCIEAOBaHbl OOIIECTBEHHBIE MPEANOUYTEHHS KacaTelbHO
XapaKTepCTHUK KadecTBa M JOCTyla YCIYr Bpaded B YKpauHE B OTHOCUTEIBHOM U
MOHETApHOM BBIpaXEHUU. [[1s1 3TOro MpUMEHEHO SKCIEPUMEHT IUCKPETHOrO BbIOOpa Ha
BbIOOpKEe M3 303 pecroHIEHTOB, PENPE3CHTUPYIOMIUX B3pOCIOE HaceJeHue CTpaHbl. Ha
ypOBHE BBIOOPKH HE HAOII0AAETCs YETKO BHIPAKEHHBIX MPEINOYTEHUH MIIaTUTh O(PUIIHAIBHO,
WM HA000pOT — HeopUIMaIbHO. Takke HETy YETKHX MPEINOYTCHUH OCYIIECTBIATh BU3UT K
Bpauy oOmieil mpakTHUKu (Y4acTKOBOMY Bpady), JIMOO oOpamiarbcs HAmpSIMyl0 K Y3KOMY
cnenuanucty. OqHaKo, €cTb HEKOTOpas HEOAHOPOAHOCTh 3TUX MPEANOYTEHUN Cpeiu Tpymi
HaceleHus. BaxupiMu 1pu  BbIOOpe Bpaya SBISIIOTCS aTpuOyThl KadecTBa  YCIYyT
3IpaBOOXPAHEHMs, OCOOCHHO OTHOIIEHHE MEIUIMHCKOro TmnepcoHana. (CrenoBarenbHo,
yIAy4IIEHUE MEXKIUYHOCTHBIX AaCIEeKTOB IEPBUYHONW IIOMOILIM IIyTEM HWHBECTUIUN B

oOpa3oBanne u oOydeHHE MEIUIMHCKOTO IpecoHajlia JOJKHBI CTaTh MPHOPUTETOM

212



AHHOTAIIUA

(duHAHCHpPOBaHMS 3/IpaBOOXpaHeHHs. Jlpyrie acleKThl KauecTBa U AOCTYIA TaK)Ke BayKHBI IS

ManucHTOB, HO UX YJIYUYIICHUC NPUHCCCT MCHBIIC BbIT'OAbI O6H_I€CTBy.

B pa3zgene 3 paccmarpuBaeTcssi MOTEHUMANT M BO3MOXHOCTH BHEAPEHUS OQUIIMATIBHBIX
IIaTexeil ManueHTOoB 3a YCIyTH Bpayeil MyTeM HCCIeAOBaHUS MX MPUEMIIMMOCTH, a TaKkKe
CIIOCOOHOCTH W TOTOBHOCTU IUIATUTH 3a 3TH YCIYTH CPeOu TPy HacieHus. s 3toro
MCIIOJIb30BaHbl JAHHBIE YCIOBHOIO OLICHMBAaHMs IpoBeNeHHOro cpeau 303 pecrnoHIEHTOB,
KOTOpBIE PENPE3CHTUPYIOT B3POCIIOE HaceleHue YpKawHbl (Kak W B paszzaene 2). Breimeneno
TPU YPOBHS TPUHATUS PELICHWI: OTKa3 IUIaTUTh, HECIOCOOHOCTh IJIATUTh, U YPOBEHBb
TOTOBHOCTH IJIATHTh. BEepOsSTHOCTh OTKA3a MJIATUTH 0OJIee BCETO CBsA3aHa C KAYECTOBM YCIIVT.
OTka3 mIaTUTh B THUIMOTETUYCKOM 3aJaHUU HE CBSA3aH C COOTBETCTBYIOIIUM TOBEICHUEM B
peanbHON KW3HH. BeposSTHOCTh OBITH HECIOCOOHBIM/OM TIJIATHUTH CBSI3aHA CO CTApIIUM
BO3PAacTOM M XYIIIUM 3KOHOMHUYECKUM CTaTyCOM. Y POBEHb FOTOBOHCTHU IUIATUThH MO3UTHBHO
CBSI3aH C JOXOJIOM, a TAKXKe SIBISICTCS HUKE CPEIH JIF0JIeH, KOTOpbhIe 00paliainch K Bpadyam HO
HE IJIATUIH 32 3TO0. J(OBOJIBHO BBICOKUI YpOBEHb TOTOBOHOCTHU IIATUTH (Mexay 0.9% u 1.9%
OT JI0XOJa JIOMOXO3SiiCTBa) 3a BHU3UT K Bpady YyKas3blBaeT NOTEHUHANT O(UIHAIbHBIX
miaTexed B Ykpanne. KapTuHa HeCrOCOOHOCTH TIJIATUTh YKa3bIBaeT Ha HEOOXOIMMOCTH
KPUTEPUEB HMCKIIIOUEHHS, KOTphle Obl 0a3upoBalich Ha BO3pacTe, JOXJE, a TaKKe APYTUx
ACTMEeKTaX JKOHOMHUYECKOTO CTaTyca. YPOBHU TOTOBHOCTU IUIATUTh MOTYEPKHUBAIOT, YTO

MJIATE)KH MAIMEHTOB JIODKHBI OBITH MPOTOPIMOHATBHBI IOXOTY.

Paznen 4 umeer Lenblo J1€3arperMpOBaHHOE CpPaBHEHHE OLCHOK TI'OTOBHOCTU ILIATUTh,
MOJYYEHBIX C TOMOUIbIO EKCIEPEUMEHTa TUCKPETHOI'O BBHIOOPAa M YCIOBHOTO OLECHHBAHHUS
(IByX METO/I0B, MPUMEHEHHBIX B pasfenax 2 u 3 Ha equHOil BeIOOpKe). s 3Toro n3yveHa
COIVIACOBAHHOCTh MEXKIY 3THMH OLEHKaMH, a TaKK€ €CThb JIU CHUCTeMaTHyecKas pa3HHUIla
Mexay HuMmH. [lo HammM pe3ynbpTaTraM, OLEHKH HKCIEPUMEHTA AUCKPETHOTO BBIOOpA BBIIIE
HEXKEJIM YCIIOBHOTO OLICHMBAHUS, HO OHM HE COIVIACOBAHHBI Mexay coOoil. Pa3Huna mexny
OlLIEHKaMU BbIlIE (1) 17151 pECIIOHACHTOB, KOTPbIE HE OTIMYAIOT MPE/ICTaBICHbIE KAYeCTBEHHBIC
npodwim ycayr, u (ii) Ipu pocTe Pa3HHUILBI B YPOBHAX KAadECTBEHHBIX aTpHOYTOB MEXIY
IPEeCTaBIEHBIMU [l BEIOOpA BapuaHTaMU. BBIBOJbI U3 TaKuX pe3yabTaTOB IS TOCTUKEHUS
JAy4lleil COrJacoBaHHOCTH MEXAYy OLEHKaMH TOTOBHOCTH IUIATHTh OOCYXJIEHbl B 3TOM

paszene.

B pa3nene 5 omeHEHO BO3MOXXHOE BIUSHUE IUTATEKEH MAIlMEHTOB Ha MOTPEOJICHHWE YCIyT
MEIUIIMHCKUX CIEHHAIUCTOB B MIecTH cTpaHax LlenTtpanbHoit m Boctounoit EBporbl,

KOTOpbIE BOLIM B wucciaenoBanue: bonrapum, Benrpum, Jlutse, Ilosbmie, PymbiHun u
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Ykpaune. a8 3TOro mpUMEHEH NOJyIapMETPUYECKUM aHaJIW3 BBDKMBAEMOCTH HA JAHHBIX
PO TOTOBHOCTh M CIIOCOOHOCTB IJIATUTH 3@ 3TH YCIYTH. DTO MO3BOJIMIO TOCTPOUTH KPUBBIE
NOTEHIMAJIBHOIO CIPOCa, KOTPbIE MOKA3bIBAIOT JIOJM HACEIEHUs, TOTOBBIX M CIIOCOOHBIX
IUIATUTh IUIATEXKHU PA3HOTO YPOBHS IPH MEAMLMHCKOM HeoOxoxumoctd. Taxxke Obuin
MIOCUMTAHBI [IECHOBBIE ATACTUYHOCTH, a TAK)KE 3JACTUYHOCTH IO AOXOJY M Bo3pacTty. JlaHHbIe
ObUIM TIOJYYEHBI C MOMOIIBIO OMPOCOB, MpoBeaeHbIX B 2010r. cpeam penpe3eHTaTHBHBIX
BBIOOPOK B MIECTH cTpaHax, okoyio 1000 pecrnoHIEHTOB B KakaoW W3 cTpaH. Pe3ymbrarhbl
9TOr0 MCCIENOBAaHUS IOKa3bIBAIOT, L0 MEIUAaHHAs TOTOBHOCTH IUIATUTH BapbUPYETCS OT
€5.15 o € 12.2, a nopsiioK CTpaH 3a 3THM IIOKA3aTelIeM COOTBETCBYET YPOBHSM J0XOJa B
Hux. Hespicokue matexxu 1o € 2.5 B bonrapuu, Beurpuu, Jlutee u Pymbinuu, u 10 €5 B
[Tonpiie He BHI3OBYT CYHIECTBEHHOI'O CHUKEHMS MOTEHI[MAIBLHOTO cripoca. HrokHui 11eHOBOM
UHTEpBAJI HEOOXOAMMO NOApoOHee H3y4daTh B YKpauHE C HCIOJIb30BAHUEM IIKAJbI,
YYBCTBUTEJIBHOM K MEHBIIMM H3MEHEHUSM TOTOBHOCTM IUIAaTUTh. B 3TOM paszzpene
apryMEHTHpPOBAHO, YTO TIUIATEKH MAIMEHTOB MOTYT OBITh JyYlled anbTepHATUBOU
HEO(UIHUAIBHBIM IUIATEXaM I[PH BHEIPEHUU COOTBETCBYIOIIMX KPUTEPUEB MCKIIOYEHUS U

JIBI'OT.

Pa3nen 6 mocBsmeH HaAJEKAIIEMy OLEHHUBAHMIO CKOLICHHBIX JAHHBIX O TOTOBHOCTHU
IUTATUTH 32 YCIIYTH MEIULMHCKHUX CIIELMAINCTOB. AHAJIN3 OCHOBBIBAETCS HA TEX )K€ JAHHBIX,
YTO U B pazzese 5, a MMEHHO JaHHBIX YCIOBHOTO OIICHMBAHUs U3 mecTH cTpaH LleHTpanbHoi
u Bocrtounoit EBponbl: bonrapuu, Benrpuu, Jlutebl, [lonbmm, PymbiHuM u YKpauHbl.
YPOBEHb TOTOBHOCTH IJIATUTH OLIEHEH C UCIIOJIb30BAHUEM MOJENIN CTOXAaCTUUYECKON I'PaHULIBL,
YUUTHIBASI TMO3UTHUBHYIO M HETATUBHYIO CKOIIEHHOCTb JaHHBIX, KOTOpash TPAKTyeTCs Kak
COOTBETCBEHHO 3aBbIIICHHWE U 3aHIKEHUE JEHCTBUTENHbHOM TOTOBHOCTH IUIATUTH YacThiO
PECHOHJIEHTOB. YPOBEHb TOTOBHOCTH IUIATHUTh B3BEIIEH Ha OLIEHEHHBbIE KOA()(PUIIMEHTHI
Hed(h(PeKTUBHOCTU (3aBBHIIIICHUSI WJIM 3aHWKEHHUs). HeB3BelIeHHbIC M B3BEIICHHBIC OICHKH
CpaBHEHBI C (PaKTHUECKUMH T'OJIOBBIMHU M3AEPKKAMU HA YCIYTH MEIUIUHCKUX CHEIMAINCTOB.
PesynbTarel 3TOrO pasnena CBHUIETENBCTBYIOT, YTO CKOIIEHHOCTb T'OTOBHOCTH IUIATUTh B
pPa3HBIX CTpaHax OOBSCHSIETCS COBMECHBIM BIIMSHUEM CIEIYIOMIMX (DaKTOPOB: 0KHIa€MbIM
BJIMSTHUEM pE3YJIbTaTOB ONPOCA Ha PEATbHYI0 MOJUTHKY, aKTYaJIbHOCTH M >KEIaeMOCTH
OLICHUBAEMbIX W3MCHECHMH, M 4acCTOTOM HUCIOJIb30BaHUsA YCIYyr. B cTpaHax, rae IuaTexu
NAIMEHTOB JEUCTBUTENbHBI, U, COOTBETCTBEHHO, BO3MOJKHBIM SBJISETCS IOJIHSATHE LIEH,
PECHOHJIEHTHI, OCOOEHHO TMOJB30BATENM YCIYT, CKIOHHBI CKPHIBAaTh HACTOSIIUN YPOBEHb

TOTOBHOCTH INIaTUTh. B CTpaHaxX, TIJA€ BHCAPCHUC HWJIN IOAHATHUEC YPOBHA IIaTexxen
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MaJIOBCPOSATHBI, KCJIIACMOCTb W3MEHEHHMII MOKET BBI3BATh 3aBBLINICHHUC HeﬁCTBHTGHBHOﬁ

T'OTOBHOCTH ILJIaATUTBD, 0COEHHO Cpcau HCYACTBIX MOJIb30BaTeIIcH MCIUIIUHCKUX YCIIYT.

B pasnene 7 nepacraBieHo 00CyXI€HUE OCHOBHBIX PE3YJbTAaTOB, OMMCAHBIX B MPEIUAYIINX
pasmenax. WX pas3geneHo Ha JBe TpyHmnbl: Te, KOTOPBIE KAacarTCi HCIOJIb30BaHUS
BBIPOKEHHBIX NPEANOYTECHUN JIs OLEHKH IUIaTeXed MalUeHTOB, a TakXkKe Te, KOTOpbIe
KacaroTCsl BBIBOJIOB JUJISI TIOJIMTUKH IIJIAaTEXel B mecTu crpa”Hax LleHTtpanbHOl u BocTouHoM
EBponbl. MBI NOKa3bIBa€M YTO COTJIACOBAHHOCTh MEX]Yy OLEHKaMU TOTOBHOCTH ILJIATHUTh,
MOJIYYEHBIX C IMOMOIIBI0 SKCIIEPUMEHTAa JUCKPETHOTO BhIOOpa M YCIOBHOIO OLIEHHWBAHUS,
pacTeT mMpU YBEIMYEHUH BAXHOCTH aTPUOYTOB U YCIYT, MPEACTABICHHBIX PECIIOHICHTY.
Takke Mbl TOKa3Bae€M, UYTO YPOBEHb BBIPAKEHHON TOTOBHOCTHU IUIATUTH 3aBUCUT OT
OKMJAeMbIX TOCJTEICTBUN Ompoca s MOJUTHKHU IUIaTeXeill MalueHTOB, HeOOXOAUMOCTH
KAUECTBEHHBIX HM3MEHEHHUM, a TaKXe 4YacTOThbl IOJIb30BaHUA. TakKe Hallu pe3yJbTaThbl
MO3BOJITIOT YTBEPKIaTh, YTO Pa3HbIE MEXAHU3MBI JIGKAT B OCHOBE PEHICHHs OBITh TOTOBBIM
IJIATUTh U ONpPENEJICHUEM YpPOBHS TOTOBHOCTH IMIATUTh. C TOYKU 3pPEHUS MOJUTHUKH, MBI
MIOKa3bIBa€M, YTO TEMEPEIIHssA CUTyalusi C HEYperyJupOBaHHBIMHM IUIATE€KaMU SIBIIAETCS
CYIIECTBEHHBIM (PUHAHCOBBIM OpemeHeM il marnueHToB B lleHTpanmbHOoi u BocTounoit
EBporie. MbI Takke [A0Ka3blBa€M, 4YTO NPH HEKTOPBIX YCIOBHUSX IJIATEXKHU MAIllUEHTOB
SIBJISIIOTCS. TIPUEMJIUMBIM MHCTPYMEHTOM TIOJIUTUKHU 3PAaBOOXPAHEHUS B ITHX CTpaHax.
Hakonen, mokaszaHo, uro mwoau B crpaHax lLlenTpansHoii m BocTounoil EBpombl roToBbI
IUTATUTh 32 KA4eCTBO U JIOCTYII, a MOATOMY JIH0ObIe BHEAPEHUS MOJUTHUKH TUIATEXKEH JOKHbI

CONPOBOKAATHCA YCOBCPIICHCTBOBAHUCM 3TUX XAPAKTCPUCTHUK.

Takum 0Opa3oM, B TaHHOM HCCJIEIOBAHUU TIOKAa3aHO KaK TOTOBHOCTH IJIATUTH, OLICHEHHAs C
IIOMOIIBIO BUPAKEHHBIX MPEANOYTEHUH, MOXKET OBbITh MCIOJIb30BaHA AJIS OLIEHKU IUIaTeXen
NAIUEHTOB M aCIEKTOB UX JAM3aiiHA: UX IPUEMIIEMOCTH, ONPEACICHUS YPOBHS ILIATCIKEH,
HEOJHOPOJAHOCTH TOTOBHOCTM  IUIATUTh CPEeAU TPYNI  HACEACHMs, ONpEACICHUS
MHBECTULIMOHHBIX IIPUOPUTETOB B Ka4E€CTBO U JOCTYIHOCTH. [l1aTexu nanueHToB 3a yCiIyru
3/IpaBOOXpaHEHMsI, XOTA UX U u3beraioT B crpaHax LlentpanbHoit 1 Boctounoit EBpormsl,
MOTYT cTaTh 3(P(PEKTUBHBIM MHCTPYMEHTOM IOJIMTUKH B TOM CMBICIE, YTO JIOAM TOTOBBI
o(UIMaNbHO MIATUTh CYIIECTBEHHBIE CYMMBI 3a JOCTYIHbBIE YCIYTH a/IeKBATHOTO KauyecTBa.
ObecnieueHne TAaKOro KadyecTBa M JOCTYINHOCTH, a TakXe HMCKOpPEHEHHE HEO(PHIIMaIbHBIX

IUIaTexei, OyaeT HeoOXOAMMBIM [IArOM IPY BHEIPEHUU TOJIUTUKHU TUIATEXEH MallieHTOB.
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