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Abstract

Quality is perhaps the most ambiguous concept in health care service provision though number of studies
suggest and use a list of attributes assessed by health care users for identifying perceived quality of the service.
This study is aimed to assess perceived quality of health care services through the health care users’ angle mea-
suring quality-related attributes of health care services and compare its importance with the access-related ones.
The paper presents empirical study results focused on health care service quality. We use the data originated
within a wider study «Health Index. Ukraine» on knowledge, attitudes and behavior of people that is linked to
health and care services. The data has been collected in May- July 2016 in Ukraine with the use of nationally and
regionally representative sample of adults 18+ years old. It appears that health care users assess both ambula-
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tory services and hospitalizations as good and acceptable: 37% and 53% of out-patients and in-patients respec-

tively. Perceived treatment effectiveness is the most important service attribute for both out- and in-patient service
users (which has got positive enough assessment), while second important attribute for out-patient service users
is «opportunity to receive free-of-charge treatment and test» and for in-patient care — «provision of pharmaceuti-
cals». Two later access-related attributes have got mostly negative assessment by health care users. We conclude
that chronic underfunding of health care services impacted the provision of pharmaceuticals and accessibility of
the services, while self-coping strategies of physicians and health care users (also seen in informal patient pay-
ments) allowed maintain adequate service wrapping, or perceived quality. Moreover, there is a great lack of in-
formation about health care users’ needs and expectations in Ukraine. That is why the studies employing health
care users’ opinion, perspective are important both for the facility which work is assessed and for the healthcare
governance in general. Health care users’ assessment of service quality adds lacking dimension for analysis and
further decisions connected with fulfilment of the requirements (expectations). Further cross-sectional studies on
perceived quality are necessary to monitor progress in health care service provision, and especially its quality
and access attributes.
Key words: health care service, perceived quality of service, health care users, survey, Ukraine.

AHomauis

SAricms €, mabyme, HAlOLIbUL POSNAUBUACMUM KOHUENMOM 8 HAOAHHL NOCAYe Y cghepi OXOPOHU 300p08’°s,
Xoua neeHa Kiibkicmb 00C0NeHb NPONOHYE MA 8UKOPUCMOBYE nepesiik ampubymis, o OUIHIOMbCS CNOXKUBA-
YaAMU MEOUUHUX NOCAY2 O/l BUSHAUEHHSL cyb ekmueHol siikcocmi nocaye. Lle 0ocniosKeHHs mae Ha mMemi eussumu
cyb’ekmueHy OuiHKY sikocmi, iKYy oae cnoxkugau meduuHux nocaye. Cmamms tpynmyemuscst Ha oaHux «dHoekc
30opoeg’s. Yrpaina, ki 6yau 3ibpaHi 8 mpasHi-uepeHi 2016 p. 8 YKpaiHi 3 BUKOPUCTNAHHAM penpe3eHmamueHol
(0ns kKpaiHu ma KoskHoi obnacmi) subiprku dopocrux y eiyi 18+ pokie. Busisuioch, w0 cnoxxusaui MeOuyuHUX no-
cnye egarkarome ambynamopHy ma cmayioHapHy donomoeay 0obporo ma npulinamHor: 37% ceped choxueauie
ambynamoproi ma 53% cmauioHapHoi donomozu 8ionogioHo. Cyb’ekmusHa eheKmugHICMb JUKYBAHHS € HATIBANK-
AUBTULUM AMPUOYMOM K 051 CNOXKUBAUIE AMOYAAmOpHOL, makK i cmayioHapHoi donomozu (ampubym ompumas
00801 NO3UMUBHY OUIHKY), MOOi Ik OpYaum 3G 3HAUYULICMIO ampubdymom HA38GHO MOAAUBICMb ompumamu
besrouLmosHe NKYBAHHS mMa aHANi3W» (0151 cnoxKusauie ambyiamopHoi 0onomozu) ma «3abe3neueHHs AKapcbki-
Mmu 3acobamwr (051 cnoxueauie cmayioHapHoi donomoau). OcmaHHi 08a ampubymu, sIKi cmocyromsbest 0ocmyn-
HOCMI NOCAY2, OMPUMAAU 8 OLIbULOCMI He2amUBHY OUIHKY 810 nayieHmig. XpoHiuHe He0OiHAHCYBAHHS Nociye 8
0XOpPOHI 300p08°s tuwae cymmesuil 8106UMoK Ha 3abe3neueHHi Jikamu ma 00CmynHoCcmi nociye, aie cmpameai,
00 SKUX 80aI0MbCSL AKAPL Ma nayieHmu (Hanpurkaaod, HegpoOpMabHI NIamesKi nayieHmig), 00380/15110mMb niompu-
Mmysamu adekgamHy «obzopmiry» nocayau, abo NO3UMUBHO OUiH8amMU cyb’eKkmusHy siKicmb MeouuHoi donomoau.

Knrouoei cnoea: MenauiHa IIOCAYTA, CYD’ €KTHUBHA SIKiCTH IIOCAYTH, CIIOXKUBaYi MEAUYHOI JOIIOMOTH, OITH-

TyBaHHd, YKpaiHa.

Problem statement. Quality is perhaps the
most ambiguous concept in health care service pro-
vision (Akalin-Baskaya & Yildirim, 2007). Typical-
ly, a distinction is made between observed quality
of care and perceived quality of care. The fist type
shows how well the requirements of professional
standards are met, focusing on mostly processes and
structures measures. The second type shows views
of patients on service received. Or in other words,
while observed quality refers to «objective» quality, or
aggregate performance of the service, perceived qual-
ity of care — in particular, its measurement tools —
are often neither described well enough nor validat-
ed. However, patients’ perception of quality is very
important for understanding relationships between
quality of care and utilization of medical services,

this is why perceived quality is often used an out-
come of health care delivery (Baltussen et al., 2002).
In details, perceived quality or subjective assessment
of service attributes shows to professionals ways of
improvement of services and on the other hand, it is
important in terms of impact on further behavior of
the person.

Quality of health care services appears among
the interests and activities of all key parties of the
process of service provision and consumption. In-
deed, health care providers usually see quality in
terms of clinical effectiveness and clinical standards,
guidelines (Tomlin et al., 1999). Health care users
also appreciate treatment outcomes (perceived treat-
ment effectiveness) but focus though mostly on ser-

vice «wrapping»: conditions under which service is
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provided, provider’s attitude, waiting time, etc (Bal-
tussen et al., 2002). Service efficiency and users’ sat-
isfaction are important for policy makers (Baltussen
et al., 2002).

However, when the concept of «quality of
health care services» is unpacked, it brings special
attention to details of the service, e.g. type of the ser-
vice, level of health care facility, but also refers to
the values of organizations, organizational climate
and processes at the facility. For example, in 2014
National Health Service of Great Britain published
and discussed within the community of healthcare
professionals a list containing around 400 unique in-
dicators for hospitals (Bogomaz & Anufriyeva, 2015),
e.g. what are the processes when the surgery is can-
celled, whether patients and community members
are involved in the development of service design etc.
Having unique management, personnel, processes
and equipment, every health care facility uses its
own approaches to measure quality but still relies
on the chosen Standard (for example, ISO 9001, JCI,
Accreditation norms).

The general understanding of the notion
«quality indicators» tells us that they are statistical
measures that give an indication of output quality or
process quality (Eurostat, 2010). Quality indicators
in health care usually show the results and quality of
treatment processes in the three main aspects: safe-
ty; result and quality of process; and patients’ expe-
rience (Bogomaz et al., 2010). While for health care
users, it rarely comes to system of indicators, they
mostly compare recent experience with the previous
usage of the service and their personal view on it and
researchers may introduce new structure of assess-
ment of the service used that corresponds with either
organizational or regional, national policy monitoring
and evaluation objectives. In this case, we again re-
fer to so-called «perceived (by the user) quality» that
has numerous drawbacks in its interpretation, but
no better approaches and instruments are available.

In contrast to more developed and respon-
sive to citizens’ needs health care systems, the most
problematic aspect of health care service provi-
sion in post-Soviet countries is chronic underfund-
ing intertwined with corruption or inefficient use of
available funds (Lekhan et al., 2015; Rechel, 2015;
Semigina, 2016). Although typical health care sys-
tem priorities — access and quality in health care
and its improvement — are in the policy agenda, still,
implementing strategies for its gaining are rather in-
effective as more attention is given to the issue of
financial resources or their deficit. Moreover, infor-

=

mation on health care users’ experience is neither
available nor employed by decision- and policy-
makers in post-Soviet countries (Rechel, 2015). Low
number of studies on health care service quality in
the Eastern European region (a few in Ukraine) and
especially from the health care user perspective goes
in line with underestimation of the issue of quality in
healthcare despite the fact that most of the countries
declare it as the policy objective.

Review of previous studies. Responsiveness
of health care services is one of the goals of health
care system that corresponds to health care users’
attitudes, experience and perspective. It is typically
measured trough perception of health care service
quality (manner of provision, i.e. friendly) but two-
fold effort are expected: to assure an adequate clini-
cal intervention and pack it into patient-oriented
wrapping (WHO, 2012): «two complementary efforts
are needed — firstly, to make health-service provision
friendly, so that adolescents are more likely to be able
and willing to obtain the health services they need;
and secondly, to ensure that the health services that
adolescents need to stay healthy or to get back to
good health are in fact being provided, and are being
provided in the right manner. In other words, efforts
must be made to increase both health service utiliza-
tion and health service provision» (p. 7).

When we apply this notion for post-Soviet
context, it appears that people are not willing to get
consultation of medical doctor as in case of sickness
they prefer to resort to self-treatment or alternative
(folk) medicine. It reflects barriers to health care ser-
vices — either financial or ethical, i.e. lack of trust
in health care system or in health care profession-
als (Balabanova et al., 2004; Health Index.Ukraine,
2016). The distrust of health care users in Ukrainian
health care may be justified. Luck et al. (2014) stud-
ied the quality of care for heart failure and chronic
obstructive pulmonary disease and demonstrated
that the quality of care for common non-communi-
cable diseases is poor at all levels of health care ser-
vice provision and nationwide. Also, Peabody et al.
(2014) found that a higher quality of care is provided
by younger, female physicians as well as by those
who had been recently trained in chronic disease
or health behaviors. However, health care providers
have critical working conditions: their salary is lower
than industrial average, state of facilities and equip-
ment is outdated, health care goods for medical as-
sistance are often absent.

Furthermore, in 2010, a multi-country study
conducted in six Central and Eastern European
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countries (namely, Bulgaria, Hungary, Lithuania,
Poland, Romania and Ukraine) revealed that in
Ukraine 41% of out-patients have been satisfied with
the service quality in contrast to 55.2% in Lithuania,
62.7% in Romania, and 70.3% in Hungary (Stepurko
et al., 2016). In case of in-patient services, 45% of
those who were hospitalized in Ukraine during one
year preceding the survey reported their satisfaction
with the service quality, whereas in Lithuania (58%)
and Hungary (67%) in-patients seem to be more sat-
isfied. Interestingly however, that out-patient service
users in Bulgaria (46%) and in-patient service us-
ers in Poland and Romania (48%) are about similarly
satisfied as in Ukraine.

In a wider perspective, it is not surprising that
the level of satisfaction with Ukrainian health care
system is one of the lowest in the world: Ukraine to-
gether with Brazil and Russia show one of the low-
est levels of satisfaction. In 2007, 2 out of 10 and in
2014 almost 3 out of 10 reported satisfaction with
health care system in Ukraine (OECD, 2015). While
majority of people in OECD countries «are satisfied
with the availability and quality of the services in
the area where they live. On average across OECD
countries, 71% of people reported being satisfied
with their health care system in 2014. However,
there are wide variations across countries. In Aus-
tria, Belgium, Luxembourg and Switzerland, about 9
citizens out of 10 reported being satisfied with their
health care system. This proportion was much lower
in Chile and Greece where less than 4 citizens out of
10 reported such satisfaction» (OECD, 2015).

The aim and methods of the study. This
study is aimed to assess perceived quality through
measuring quality-related attributes of health care
services and compare its importance with the access-
related ones. The paper presents empirical study re-
sults focused on health care service quality. We use
the data originated within a wider study «Health In-
dex. Ukraine» on knowledge, attitudes and behavior
of people that is linked to health and care services
(Health Index.Ukraine, 2016).

In order to reveal the patterns of people’s be-
havior with regard to health and obtain representa-
tive data on attitudes towards health care services,
the research design is quantitative and cross-sec-
tional one. The survey has been conducted in May —
July, 2016 in Ukraine. Nationally and regionally
(oblast) representative sample has been designed
and implemented for household representatives re-
sulting in more than 10 000 respondents nationally
and 400 respondents per oblast(adult general popu-

e

lation — 18+ years). Sample size per oblast has been
calculated using the following formula n=1/(A?+1/N),
where A is taken as 5%) and N is the size of general
population, n is sample size. For the general popu-
lation which is larger 100 000 units and comes to
infinity, the formula still suggests 400 sample units,
i.e. respondents in our case (Paniotto and Maksi-
menko, 2003)

A multi-staged random probability sample
was drawn in each oblast: in the beginning, sampling
points were chosen in consideration of regional, ur-
ban/rural and ethnic characteristics; then, address-
es/households per sampling point were selected us-
ing the random route method. Only one individual
per household was interviewed. If the respondent re-
fused or was unavailable to take part in an interview
after two call backs recorded in the fieldwork report,
a replacing respondent was identified following the
same procedure. As a result, about 400 respondents
per oblast participated in the survey (for socio-de-
mographic characteristics of users-respondents see
Table 1).

Professional interviewers have collected data
within face-to-face interviews based on structured
questionnaire. Face-to-face interviews as data col-
lection mode have numerous strengths despite high
costs linked to the following benefits: face-to-face in-
terview can ensure maximum representation of all
stratums of the population, which is not achieved by
telephone or online survey in Ukraine. Also, it is pos-
sible to observe and note spontaneous reaction of the
respondents, their attitudes towards the topic raised
as well as allows longer conversation with respon-
dent in comparison with other modes of data collec-
tion, not to mention higher response rate and greater
openness of respondents when communicating face
to face with the researcher.

The research instrument of «Health index.
Ukraine» survey has included questions on healthy
lifestyle, attitudes towards health care reform,
knowledge of symptoms and questions on service
consumption (out- and in-patient consumption by
adults, use of ambulance and out-patient pediatri-
cian care). The instrument has been developed un-
der the supervision of international scientific board
whose role is seen in assuring relevant to interna-
tional trends and to Ukrainian context study objec-
tives as well as consistency of study objectives with
questions in the instrument. The scientific board has
not been asked to contribute to the wording of the
questions in Ukrainian and Russian versions as it is
area of expertise of local researchers and sociologi-

14
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cal agency (the latest also did a pre-test of research
instrument). Thus, after the approval of scientific
board, the research instrument has been translated
from English into Russian and Ukrainian. The total
number of questions in the research instrument is
200, but on average each respondent answered less
than 100 questions (it took about 30 minutes on av-
erage) as only minor share of the sample reported ser-
vice usage during preceding 12 month. The respon-
dents looked interested in the topic of the research,
therefore, the response rate obtained is rather typi-
cal for surveys. However, respondents who had high
level of health care service consumption and had to
provide answers on almost all 200 questions received
a small in kind gift from the sociological agency.

In line with the aim of this paper, we refer to
the experience of those respondents who reported on
out- and in-patient service consumption. In details,
all respondents have been asked by the interviewer
how many times they have visited a medical doctor
or have been hospitalized and if the answer is high-
er than zero, then we include the experience of this
person into this analysis. After asking respondents
about the details of their service usage (payments,
choice of the provider etc. that is not included in
this paper), the users have to assess attributes of
the health care service and provide the overall ser-
vice assessment. The list of attributes varied for out-
an in-patient service assessment, but in principle it
contains quality-related dimensions, e.g. «treatment
effectiveness», or perceived by the user effectiveness,
attitude of medical staff, and access-related dimen-
sions. The distinction between quality-related and
access-related attributes is made based on the theo-
retical framework of Berki and Ashcraft (1980) and
the list of questions employed in this paper and anal-
ysis is presented in the Appendix A. The list of at-
tributes have been developed based on previous ex-
perience. First, these questions brought no difficul-
ties during previous study in 2013 as it was revealed
during personal communication of researchers with
sociological agency, that used these questions in
2013). Second, the literature on the topic is consid-
ered for the list of attributes (European Commission,
2010; European Commission, 2014). The questions
were asked either in Ukrainian or Russian, depend-
ing on the respondent’s preference.

In this paper, we have sampled out- and in-
patients from the general sample (out of 10 000
household representatives): only the household rep-
resentatives who visited medical doctor during a year
preceding the survey are included in the analysis

——

conducted for this paper. The empirical data ana-
lyzed in this paper is represented by 3 627 out-pa-
tient service users (out of 10 123 who provided the
answer or 35.8%) and 1 516 hospitalized adults (out
of 10168 who gave the answer or 14.9% of national
sample).

Apart of descriptive statistics, we have also
run ordered probit regression analysis in order to
investigate the association between the perceived
assessment of service quality (seven dependent vari-
ables; range from O (negative assessment) to 2 (posi-
tive assessment) and (a) the individual health status;
(b) individual socio-demographic characteristics.

Socio-demographic characteristics of health
care consumers are presented in Table 1. In
particular, it appears that more female respondents
report out-patient service consumption than men
(41.6% vs. 28.8% respectively) and there are also
more health care users among older people (30.4%
vs. 43.7%).

Findings. The response rate of the study is
47.1%, however as explained above, it has not been
resulted in the decrease of the sample size since re-
placing respondent was identified. Overall, we ob-
serve in our study positive enough assessment of
the services and its attributes: 52.0% and 37.2% of
out-patients evaluate the service as acceptable or
good respectively and almost the same per cent is
observed among those who were hospitalized during
last year (49.5% and 41.5% consequently). There-
fore, only 9% of health care service consumers label
the service as «bad».

Apartfromtheoverallassessmentoftheservice,
out-patients were offered to assess certain attributes
of the service consumed. As it is presented in Table
2, the highest assessment was given to the following
attributes: politeness of doctors in communications
with health care users and their family members
(53.7% — good and 40.0% — acceptable) and clearness
of doctors’ explanations to health care users (49.7%,
and 40.6% accordingly). The lowest assessment
was given to such an attribute as «opportunity to
receive necessary diagnostic tests, laboratory tests
and treatment procedures free of charge» (19.4% -
good, 27.6% - acceptable and bad or very bad -
52.9%) but also «clear and understandable payment
policies» had 30.3% respondents who selected «bad»

as an answer on the question. All other attributes’
assessment score in between 8.2% «bad» mark for
working hours to 13.2% — perceived effectiveness of
the treatment, 13.5% — conditions of the facility and
15.4% - territorial convenience of health care facility.
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Table 1. Socio-demographic characteristics of the respondents who reported out- or in-patient service

consumption during the year preceding the survey

Out- é)atlent service users Qut-patients, Jn-patients, |
=3 627 (35,8% out of total sample) “yes, visited “yes, visite
In patlent service users
1 516 (14,9% out of total sample) N % N %
18 - 29 years 601 30.4 234 11.8
30 - 44 years 892 31.5 364 12.8
Age
45 - 59 years 951 36.5 396 15.1
60 and more 1182 43.7 522 19.1
Female 2307 41.6 943 16.9
Gender
Male 1320 28.8 573 12.5
Type of Rural 1083 34.5 508 16.1
residence Urban 2543 36.4 1007 14.4
Basic/junior secondary 149 37.6 71 17.7
Secondary 709 34.1 301 14.4
Career and technical
education 640 34.4 286 15.3
Education Vocational school or college 1059 35.5 469 15.7
Basic higher 163 31.4 59 11.3
Complete higher 863 39.9 310 14.3
Scientific degree (PhD and
Brafaufic degree | 36 38.7 16 17.4

In addition, recent out-patient service users have
been also asked about the mostimportant attribute
of the service. «Treatment outcomes», or perceived
effectiveness, is seen as the most importance
service attribute (61.8% selected this option), the
second important (51.1%) is opportunity to receive
necessary test and treatment free-of-c harge.
The least important service attribute is «working
hours» (7.6%).

If we compare assessment of the service
attribute with the expectations of the health care
service users, it appears that financial barriers are
the largest in the out-patient care: users highly
value free-of-charge treatment and test but they
are not able to receive it. More positive situation
is noticed with service quality, i.e. perceived

treatment efficiency, which is rated as highly
important for the health care users and most of
them (86.8%) find it acceptable or good.

In line with the regional differences,
data allows analyzing only out-patient service
assessment as oblast groups are not saturated
enough for the analysis (1 516 inpatients for 24
territorial units resulting in about 60 cases per
unit). Figure 1 describes overall assessment of
ambulatory care used and the highest marks to
the service are given by the population of Ternopil
(68%), Lugansk (61%) and Chernivtsi (59%) regions.
On the contrary, the Ilowest assessment
is observed in Poltava (17%), Volyn (19%),
Mykolayiv (21%) regions and Kyiv city (22%).
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Table 2. Importance and assessment of service attributes through the perspective of out-patients who reported
service consumption during a year preceding the study

Out-patient service attributes assessment
How do you assess the following
. . % rank as
aspects of out-patient service?
the most Bad Acceptable Good
important
N % N % N % N %
Perceived effectiveness of treatment 2242 61.8 455 13.2 1489 | 43.3 1496 43.5
Politeness (goodwill) of doctors in
.. 557 15.4 226 6.3 1430 | 40.0 1920 53.7
communications
Clearness of doctors explanations 528 14.6 343 9.7 1441 | 40.6 1765 49.7
Territorial i f health
erritorial convenience of hea 631 | 17.4 | 548 | 15.4 | 1487 | 41.6 | 1537 | 43.0
care facility
Conditions of the facility, cabinet
. 438 12.1 479 13.5 | 1644 | 46.3 1430 40.2
(e.g.,repair)
Working hours 276 7.6 290 8.2 1785 | 50.7 1443 41.0
Opportunity to receive necessary
di tic tests, laborat test
lagnostic tests, laboratory tests 1855 | 51.1 | 1796 | 52.9 | 923 | 27.6 | 650 | 19.4
and treatment procedures free of
charge
Clear and understandable payment
policies (including absence of out-of- 596 16.4 923 30.3 | 1278 | 42.0 841 27.6
pocket payments)
Hygi f inati d
yglene of examination an 371 | 102 | 456 | 13.3 | 1591 | 46.3 | 1389 | 40.4
procedures.
Overall assessment - 341 9.8 1842 | 53.0 1293 37.2

Concerning hospitalizations, there have been
another set of the attributes for assessment. The
attributes are not universal for out-patient care
and hospitalizations because of different nature of
service. Table 3 shows that the highest appraisal
has got goodwill of physicians (36.8% — acceptable
and 57.2% - good) and nurses (38.8% — acceptable
and 54.7% — good) as well time spend for hospital
admission (36.8% and 55.2% respectively) and

perceived effectiveness of treatment (41.8% and
48.2% consequently).

Low level of assessment has been given to
provision of pharmaceuticals (only 17% of those
who had admission experience during previous 12
months assessed this attribute as good/very good,
18% — acceptable, in contrast to 66% — bad or very
bad). Besides, the second attribute that got negative
assessment is «quality of food» (41.8% reported that
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Figure 1. Perceived quality of out-patient services: comparison across the regions (% of good evaluation)

it is bad) and the third — clear and understandable
payment policies (26.6%).

The most important attributes of in-patient
care (first columns of Table 3) are treatment outcomes
(perceived effectiveness) (47.6%) that is also the
most important attribute of out-patient service.
The second and the third important attributes are
provision of pharmaceuticals (39.8%) and physicians’
(87.8%).
treatment and doctors’ qualification were assessed

qualification Perceived effectiveness of
positively by in-patients whereas provision of drugs
in hospitals «badb».
Moreover, we have analyzed the socio-
demographic similarities and differences in the
assessment of out- and in-patient services in terms
of age groups, sex, education, type of residence and
household income (see Table 4). We have included
in the analysis overall assessment of the service and
the most important for the respondents attributes.
When age groups are compared, we reveal that there
is minor difference (that does not exceed 10%) in the
overall assessment of out-patient care. In contrast to
similar care evaluation between males and females,
larger difference (up to 9%) is observed in the
assessment of perceived effectiveness of treatment
(between the younger patients and older ones — the
latter gives worse evaluation of this attribute). This
observation is also relevant for in-patient service
users perceived effectiveness of treatment that is
assessed lower by older age groups (46% vs 55% of
«good» answers). Also, for free-of-charge treatment
group of 45-59 years old gives more negative scores
than others.
rural-urban

Comparing respondents’

assessment, we did not identify drastic differences

in case of assessment: the highest difference in 8% is
noticed in case of overall assessment of out-patient
services (35% good among urban and 43% - rural)
and 10% difference in assessing in-patient care (rural
48% good vs 38% of urban residents).
Among the education groups, the most
positive assessment has been given to out-patient
care by 2" education group and those who have
higher education to the perceived effectiveness of
treatment (47% and 50% in contrast to others 37-
41%). In hospitalization, the highest difference is
noticed between second age group (33%) and higher
education group (49%) and basic primary education
(51%) but because of low saturation of basic higher
education group we cannot consider its differences.
Table 5 presents the results of seven ordered
probit regression analyses. The regression results
show that in all seven models, the place of residence
and good perceived health have always a significant
association with quality-related indicators. In partic-
ular, the place of residence have a significant negative
association: out- and in-patients from urban areas
have higher probability to report on more negative
assessment of service attributes as well as those who
believe they have unsatisfactory health. On contrary,
gender indicator does not show significant results in
all models. Other independent variables, e.g. age, are
significant only in the models linked to conditions of
the facility and politeness of medical doctors in both
out- and in-patient models: older respondents show
more positive assessment of the service attributes.
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Table 3. Importance and assessment of service attributes through the perspective of in-patients who reported
service consumption during a year preceding the study

In-patient service attributes assessment
How do you assess the following
. . . % rank as
aspects of in-patient service?
the most Bad Acceptable Good
important
N % N % N % N %
Ti d for the hospital
tme spend for the hiospita’ 120 | 7.9 117 | 8.0 541 | 36.8 810 | 55.2
admission and ambulance drive
Hygi iti f th
ygiene and conditions of the 213 | 14.1 | 211|142 | 624 |42.1 647 | 43.7
facility
Quality of food 161 | 10.6 584 | 41.8 500 | 35.7 314 | 22.5
Affordability of di ti d
ordabitify of dlagnostics an 402 | 265 | 225|156 | 629 | 43.7 586 | 40.7
laboratory test
Provision of pharmaceuticals 604 | 39.8 936 | 65.7 253 | 17.8 235 | 16.5
Medical doctors’ qualification 573 | 37.8 79 | 5.5 542 | 37.4 829 | 57.1
Goodwill of physicians 130 | 8.6 90 | 6.1 542 | 36.8 843 | 57.2
Goodwill of nurses 32 | 2.1 96 | 6.5 568 | 38.8 800 | 54.7
Perceived effectiveness of treatment 721 | 47.6 139 | 10.0 582 | 41.8 671 | 48.2
Clear and understandable payment
policies (including absence of out-of- 93 | 6.1 327 | 26.6 495 | 40.3 407 | 33.1
pocket payments)
Overall assessment - 129 | 9.0 708 | 49.5 594 | 41.5
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Interestingly however, the level of education
as independent variable has significant positive as-
sociations in out-patient models only with the ex-
ception of «conditions of in-patient facility» where
education has a significant negative association with
dependant variable: the higher education of those
who have been hospitalized, the lower assessment is
given to the «in-patient facility condition» attribute.

Quality of medical care can be assessed from
the point of view of its structure (e.g., adequacy of
equipment, number and qualification of personnel),
processes (e.g., management) or results (e.g., treat-
ment outcomes) (Bogomaz et al., 2010; Bogomaz &
Anufriyeva, 2015).

Besides, medical care as a process has several
interested parties. At least top management of medi-
cal facility, medical personnel and health care users
declare importance of quality of health care services.
However, each of them sees quality of care differently.
Manager of health care facility would pay attention
to safety, resources, inputs and outputs of the pro-
cesses and general financial result. Medical doctors
pay attention to pain release, absence of complica-
tions, treatment outcomes, whereas health care us-
ers can assess clean rooms, waiting time, politeness
of personnel and quick solving of the problem as the
reason of referral to health care service provider.

This means that each interested party could
have its own indicators of quality. In case of doctors
and managers, these indicators may be defined and
supervised by the means of documenting and analyz-
ing all the statistical information about the process-
es. In case of health care users, the assessment of
service quality is performed based on personal pre-
vious experience. Health care users usually assess
what they see and feel, in other words — «<wrapping»
of the service whereas clinical part is not evaluated
because of informational asymmetry. Health care
providers should pay more attention to the dimen-
sions valued by health care users in case managers
and physicians are interested in satisfied health care
users (that also gives an impact to treatment adher-
ence, for example).

The literature provides limited number of the
studies on perceived quality of health care services
and some of them (e.g. on satisfaction) have been
outlined above, but other countries (where quality
and accessibility of service provision is also problem-
atic) present rather interesting evidences. Indeed,
Jorge Mendoza Aldana et al. (2001) reports impor-
tance of satisfaction with the provider’s usual behav-
ior (68,9%): respect and politeness from the provider,

=

irrespective of whether they used fixed facilities or
outreach services. Whereas this attribute was not
among the most important for the service users who
took part in our study. Our study shows similar to
Baltussen et al. (2002) results in the part where ser-
vice users assess «adequacy of resources and ser-
vices» as relatively poor because of absence of drugs.

Furthermore, health care users in Ukraine
and other post-Soviet countries resort to ’do-it-
yourself’ strategies in order to improve sub-standard
quality of health care service provision at public fa-
cilities. Searching «personal» medical doctor, paying
informally, using personal connections are the ex-
amples of these coping strategies which arise on the
background of underfunding, distorted policy goals,
inefficient policies and lack of technical capacities in
their implementation. As it has been revealed by the
previous studies, satisfaction with health care ser-
vices has a significant association with informal pa-
tient payments (Stepurko et al., 2016). We assume
that relatively high positive assessment of health
care services can be attributed to the coping strat-
egies applied by Ukrainian health care users. Also,
low expectations can lead to higher rank of assess-
ment given to the attributes of health care service
provision.

Moreover, there is a great lack of information
about health care users’ needs and expectations in
Ukraine. That is why the studies employing health
care users’ opinion, perspective are important both
for the facility which work is assessed and for the
healthcare governance in general. Health care users’
assessment of service quality adds lacking dimen-
sion for analysis and further decisions connected
with fulfilment of the requirements (expectations).

Nevertheless, our study does not go without
limitations. First, a recall bias can bring inaccuracies
in identifying out- and in-patient service users as we
rely on the respondents’ memory and do not have
instruments to check whether they really had experi-
ence of the service consumption. Still, one year recall
bias is considered reasonable for health care service
usage. Second, social desirability bias may influence
the results, however this is more relevant for report-
ing weight, physical activities, and to a lesser extent
may refer to the service consumption — giving more
positive results. Third, typical for cross-sectional
study limitations are lack of understanding of caus-
al-effect associations. Despite mentioned limitations
and limitations linked to the vagueness of «perceived
quality» concept, the study presents unique for the
country analysis of the data.
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Conclusions. Overall, the study provides inter-
esting results that the majority of health care users
assess positively quality-related and negatively ac-
cess-related attributes of health care services which
are lacking adequate organizational approaches and
are chronically underfunded. We conclude that in-
efficient allocative efficiency and lack of funds im-

e

cessibility of the services, while self-coping strategies
of physicians and health care users (also seen in in-
formal patient payments) allowed maintain good ser-
vice wrapping and perceived quality. Further cross-
sectional studies on perceived quality are necessary
to monitor progress in health care service provision,
and especially its quality and access attributes.

pacted on the provision of pharmaceuticals and ac-
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APPENDIX A. Wording of the questions applied in the analysis
1. Out-patient care
1.1. Now we talk about ambulatory medical care. Please do not include here ambulance call, dental services, medical or
professional checkups, refer for health certificate or sick leave, refer to homeopaths, healers, who are not physicians, passing
only through diagnostic procedures or analyses, as well as assistance provided to your child or another family member.
Asking about ambulatory care, we do not mean going through series of the procedures, day patient facility and so on. So,
how many times did you use ambulatory medical assistance during the past 12 months? [times]
1.2. How do you asses following aspects of out-patient medical assistance? (Card A). [Very good —Good — Normal — Bad —Very
bad]

Card A

Treatment effectiveness

Doctor’s politeness during communication with patients and their families

Understandable doctors explanations for patients

How territorially convenient is a medical facility where your doctor works

Conditions where medical assistance is provided (for instance, cleanness of the building considering rest rooms)

Schedule of work

Possibility to receive diagnostic examinations, laboratory tests and treatment procedures free of charge

Understandable and transparent payment policy for medical assistance

Providing medical personnel with hygiene of examination and procedures, for example when in front of you they put

on gloves or wash hands
1.3. Now look at card A. Here are listed all aspects that I have just read to you. Please, say, which of these are more important
for you. You can choose up to three.
1.4. In general, how do you assess the outpatient medical care?
2. In-patient care
2.1. How many times you were hospitalized during the last 12 months with exception of one day in-patient care, hospitalization
with a child, but including hospitalization related to pregnancy or delivery? [times]
2.2. How do you asses following aspects of in-patient medical assistance? (Card B). [Very good — Good — Normal — Bad -Very
bad]

Card B

Time of admission spent in admission room, including time after the ambulance brought you in

Welfare conditions (including hygiene) under which medical help was provided

Quality of food

Accessibility of diagnostic and laboratory tests

Pharmaceuticals provision

Doctors’ qualification

Doctors’ good will

Nurses’ good will

Treatment effectiveness

Understandable and transparent payment policy for help (including absence of informal payments)
2.3. Now look at card B. Here are listed all aspects that I have just read to you. Please, say, which of these are more important

for you. You can choose up to three.
2.4. In general, how do you assess the inpatient medical care that you consumed?

Mamepian Haodiliwos 5.02.2017 p.
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