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Abstract:

The aim of our paper is to assess the importance of self-perceived health
status in relation to a number of influential factors determining the health
status, such as access to health services and the quality of these services, as
well as demographic, social, cultural, economic, and other factors. The study
was carried out at the level of the EU member countries, based on data
obtained from the Eurofound's European Quality of Life Survey (EQLS) and
statistical data provided by Eurostat, using the commissioned probit models.
The self-perceived health status of the interviewed subjects was determined
by reference to indicators reflecting a certain distress, in the form of a
chronic disease or a certain degree of physical disability. The results of the
study revealed the existence of statistical correlations between the self-
perceived health status of the interviewed subjects and influencing factors
such as age, marital status, the level of education, the professional expertise
of the medical staff, the distance to be travelled to the doctor's office, or the
average waiting time to get an appointment for a specialist medical
examination..
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1. INTRODUCTION

States and five candidate countries (Albania, Northern Macedonia, Montenegro,
Serbia and Turkey). The assessment is based on primary observations from the
Eurofound survey on quality of life European Quality Life Survey 2016 (EQLS) and
Eurostat. Through the Ordered Probit models, we assessed the self-perceived health in
relation to a series of characteristics regarding the quality of primary and hospital
services in the field, as a whole or related to conditions, the professionalism of medical
staff, the attention paid or the level of information on services provided, risks and so on
Access to health services also has a multidimensional component, related to certain
spatio-temporal or financial dimensions that could be barriers in improving health. As
predictors of health we also considered indicators on mental health or certain chronic
diseases (exceeding 6 months).
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Literature review

The empirical literature is limited in terms of studies conducted on the impact that
competition has on price / quality and fairness in the health care system. In any competitive
environment, healthcare providers make decisions based on several variables such as price
and quality. Competition can be beneficial for maintaining a certain level of quality when
the price of the services provided by the provider is regulated (fixed). If the regulated price
is too low, it will directly influence the quality of the services provided, and service
providers will be interested in discouraging demand.

When healthcare providers are free to set prices for services provided (unregulated
and non-negotiated prices with insurers), high competition increases patients' bargaining
power. Increased competition reduces prices, which directly affects the incentives needed
to provide quality. If the patient chooses the medical service based on quality and not price,
greater competition leads to increased costs and fees. Providing a high standard of quality
may involve a higher cost per treatment, although, in the medium and long term, a high
quality treatment may minimize future costs. The occurrence of these effects is based on
the presumption that the patient knows the quality of medical services and this information
is available and reliable.

Various authors have pointed out that no economic study has shown any evidence
that the competitive environment should be effectively integrated into all health services.
An important obstacle in terms of adequate knowledge of the competitive environment
specific to the health industry is the difficulty of obtaining relevant information that could
facilitate a rigorous analysis of this environment (Smith, Mossialo and Papanicolas, 2008).

The problem of obtaining the information necessary to perform an analysis
generates at least two difficulties (Barros, Brouwer, Thomson and Varkevisser, 2016):

a) imperfect information - the inability to measure the quality of services does
not allow the establishment of a specific quality objectives. Some health services are
characterized by intrinsic uncertainty, and information on the final results obtained is not
available from the beginning;

b) asymmetric information: If only the providers know the parameters of the
quality of the services provided they can reduce the quality of the services in order to obtain
a low cost on the market and to be more competitive. It is an asymmetry of information
between third party service buyers and suppliers. It is extremely difficult for buyers to
judge and evaluate the quality of medical services.

Most of the time patients choose medical services according to criteria, such
as: waiting time for a medical consultation, recommendations received from
acquaintances, comfort during hospitalization, dining conditions, interior design,
attitude shown by hospital employees in relations with patients, etc. Payers, through
their special status in relation to health care providers, have the opportunity to obtain
from them information essential for determining the performance and effectiveness of
the services purchased. Payers do not request this information, preferring to obtain
from providers only the data regarding the price / services or service packages
purchased. Information that could be provided to patients includes (Van Ginneken,
Thomson, Bliimel, Quentin, and Sagan, 2014): information about the achievements /
clinical outcomes of hospitals; comparative information about the professional quality
of doctors; comparative information about hospitals; patient satisfaction information
(collected systematically or occasionally); information on legal benefits; comparative
information about the buyers of medical services (health houses / insurers);
comparative information on the quality of hospitals; waiting time information;
information on how to gain access to their own medical data.
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2. METHODOLOGY

Health is promoted or inhibited by several factors beyond access to health care,
including what foods and exercise alternatives are available and accessible, as well as what
educational, employment and housing opportunities are available. A general model
describes a holistic view of population health, highlighting several factors and their
contributions to life expectancy (measured by premature death) and quality of life
(measured by low birth weight and poor mental or physical health).

The empirical analysis is based on a broad framework, in which determinants of
health include dimensions of care services, on two components, their quality and access to
them, to which are added socio-demographic, economic or psychological factors. We used
Ordered Probit models using the microdata database (Eurofound survey on quality of living
conditions, 2016), assessing self-perceived health in relation to a series of characteristics
on the quality of primary services in the field, as a whole or related to conditions, staff
professionalism medical care, attention paid or level of information on services provided,
risks, etc. Access to health services also has a multidimensional component, linked to
certain spatio-temporal or financial dimensions that could be barriers to improving health.
As predictors of health we also considered indicators of mental health or certain chronic
diseases (exceeding 6 months) The model can be designed, in a general way, as follows:

Where, the dependent variable is the self-perceived state of health (Y16_Q48),
influenced or at least associated with multiple determinants. ¢ _it is the error term of the
normal zero mean law, reflecting other unidentified influences not included in the models.

The independent variables are:

- Y16_HH2 — Gender: HH2a Male and HH2b Female

- Y16_Q37 — Marital status (Q37_1 married, Q37_2 widow, Q37_3 separated or
divorced, Q37_4 single)

- Y16_income — income by the 4 quartiles

- Y16_Education — 3 levels

- Y16_Q61e: Possibility to find time because of work, care for children (Difficult and
not at all difficult)

- Y16_SocEx: Social exclusion index

- Q58a: Quality of public health services (Very poor, poor, good, very good)

- Q59a: Quality of primary medical services (Very poor, poor, good, very good)

- Q59b: The quality of hospital or specialized medical services (Very poor, poor, good,
very good)

- Q61la: Access to medical services from the perspective of distance to the doctor
(Difficult and not at all difficult)

- Q61b: Access to medical services, in view of the long waiting time required to obtain
a doctor's appointment (Difficult and not at all difficult)

- Q6lc: Difficulties in accessing health services in view of the long waiting time for
consultation on the scheduled day (Difficult and not at all difficult)

- Q61d: Access to medical services from the perspective of the cost of the visit to the
doctor (Difficult and not at all difficult)

- Y16_Q62a: Primary services satisfaction: quality of the facilities (1: Very poor,
2:poor, 3: good, 4: very good)

- Y16_Q62b: Primary services satisfaction: expertise and professionalism of staff (Very
poor, poor, good, very good)
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- Y16_Q62c: Primary services satisfaction: personal attention you were given (Very
poor, poor, good, very good)

- Y16_Q62d: Primary services satisfaction: being informed or consulted about your
care (Very poor, poor, good, very good)

- Y16_Q64a: Hospital and specialized services satisfaction: quality of the facilities
(Very poor, poor, good, very good)

- Y16_Q64b: Hospital and specialized services satisfaction: expertise and
professionalism of staff (Very poor, poor, good, very good)

- Y16_Q64c: Hospital and specialized services satisfaction: personal attention you
were given (Very poor, poor, good, very good)

- Y16_Q64d: Hospital and specialized services satisfaction: being informed or
consulted about your care (Very poor, poor, good, very good)

- Chronic diseases (lasting more than 6 months).

3. RESULTS

The quality of primary medical services is assessed differently in relation to: a)
Quality of conditions (building, room, equipment); b) Competence and professionalism of
the staff; ¢) The personal attention given to you, including the attitude of the staff and the
time allotted; d) Being informed or consulted about your care.

Following the marital status of the respondents, a proportion of 53.59% represent
the married (19,714 out of a total of 36,785 persons who declared their marital status), the
separated and divorced represent 11.34% (4,173 persons), widows - 12.07% (4,440 people)
and those never married 22.99% (8,458 people). Thus, we can appreciate that, given the
high proportion of married people, marital status seems to play an important role in health.
Referring to married persons, the estimated data indicate a negative association between
health and those who are widowed, separated or divorced. However, for people who have
never been married, their health is more likely to be better, given that most of them are
very young people who are still in some form of education.

The educational level proved to be strongly associated with a better state of health.
Grouped into three categories, the reference is those who have only primary school
graduates and if the estimates are ot conclusive (statistically significant) for people who
have only completed secondary education, clearly those with tertiary education are more
likely to fall in the category of those in good and very good health, ceteris paribus.

The quality of medical servicies: The competence and professionalism of primary
/ emergency staff are determinants that are associated with good health: those who have
been satisfied, even to an average extent by staff, are more likely to be in better health
(Models 1 and 3). The same observation does not follow with regard to the other aspects
(points a, ¢ and d). It should be noted, however, that the same estimate without
differentiating between response groups / categories (when the models do not include
specific factor i) shows that the health coefficients in relation to these conditions are
significant but negative, suggesting that no Mandatory conditions in primary medicine
would be associated with good health, as is the case with the professionalism and
competence of medical staff. It is very important for the patient to be consulted and
informed.
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Table 1: Overall quality and access to health services - estimated results
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The quality of primary services in general is positively associated with the state
of health, highlighting their importance as a whole for all individuals, regardless of their
assessment. The estimated coefficients have statistical significance and the plus sign in
Model 7, which highlights the relationship between health and quality of primary services
as a whole, but also in Model 9, in which we also introduced variables on access to health
services.

Primary services in combination with hospital services: The quality of
specialized services, generally considered, is also positively associated with health status
(Model 5), but only in combination with the influence of access indicators. This difference
between the overall quality of primary services compared to specialized ones proves that
there is easier access to primary services, which does not change the importance of their
quality, while the quality of hospital services is combined with easier access to them.

The access to services is approached through the prism of five spatio-temporal
and financial dimensions: distance to the doctor, waiting times for appointments,
respectively consultation, the cost of the visit and the time available to benefit from medical
services. Distance is obviously a factor that can limit access to medical services. In the
models, the reference considered is the difficulty related to distance, the positive and
significant coefficients allow the assessment of the fact that once the distance is not
perceived as difficult to travel, it means easier access to health services, associated / more
likely to be in better health. Distantion reveals to be important for primary services (Models
2-3), as well as for all health services (Model 6)

Physical health (objective indicator) is assessed with the help of indicators that
reflect a certain physical (or mental) suffering, in the form of chronic diseases (lasting more
than 6 months) or certain degrees of physical disability. Analyzing the daily ability to carry
out the activity, in the conditions of chronic diseases and symptoms that affect people in
their daily lives, we found the consistency of associating these people with a poorer state
of health.

Quality of public services: Model 10 has as an explanatory variable and indicators
that reflect the perception of the quality of public health services, in combination with the
spatio-temporal dimensions of access. We chose this specification because both separately
and combined with access indicators, the quality of public services is more likely to reflect
a health status in a higher category. This highlights the importance of increasing attention
and support for improving the quality of health services.

4. CONCLUSIONS

The result of the econometric analysis carried out highlighted, in essence, that
how access to health services is achieved, the quality of health services and other general
factorial dimensions, such as demographic, educational, social, occupational status,
number of hours worked in a week, the existence of chronic diseases, the use of modern
means of information, influence the general subjective perception of health.
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