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CHAPTER I

Introduction

1.1 Transitions in health care: the European perspective

In the 1980s, most West European countries were considering major
changes in health care. The growing costs of health care gave rise to the idea
that the delivery of services could be made more effective. The market
mechanism was seen as the ideal way to stimulate this effectiveness [1]. Do
such changes affect the quality and accessibility of care [2] and what are the
opinions of the patients about these reforms?  These aspects of the changes,
however, are not often studied.

There were several reasons for the changes made to the health care
arrangements in West European countries. The main reason was the political
wish to control costs in health care and to make health care delivery more
transparent. It was believed that the introduction of a market mechanism
would result in a better (more efficient and controlled) health care system.
But a redefinition of the role of the state was also at stake. In the 1950s, the
state slowly came to be seen as the first (and later, even the only) body
responsible for health care delivery and quality of care in countries like the
Netherlands and Germany. In the UK, the state took the central role
immediately on the introduction of the National Health Service.

Although the medical profession continued to play an important role in the
service delivery arrangements, other players also began to appear. Besides
the state, health insurance companies became more important as cost
controllers and, in the 1990s, the patients perspective was also seen as a
serious aspect in rearranging health care.

These developments were present in most West European countries.
Although each system differed considerably in its factual organization of
health care, the ideas/elements mentioned above were introduced to some
extent in most West European countries during the early 1990s.

At that same time, in Central and East European countries, health care
systems also started to change from centrally directed systems into health-
insurance-based systems (usually following the Bismarck model), sometimes
accompanied by more incentives for privatization, such as family medicine in
Slovenia, Croatia and Romania or hospital budgeting in Slovakia. It is perhaps
possible to say that  partly stimulated by the World Bank  the ideas of a
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market mechanism (privatization of doctors practices, for-profit insurance, co-
payment by patients), which were being proposed in the West European
health care reforms as possible solutions to deal with Western problems, were
being introduced as best solutions in Central and East European health care
systems. However, these systems came from quite different backgrounds and
had experienced quite different steering mechanisms.

In fact, by imposing Western solutions the changes in health care took on a
European dimension. This dimension was based on the views of international
advisers and financiers. The role of the consumer was, and is, another issue in
most Central and East European countries. The consumers role has been very
limited so far.

1.2 European consumers of health care services

In Western countries, consumer involvement in health care has become
increasingly important [3-5]. The reasons are many and varied, such as the
political and economic rights of citizens as payers. According to Boote [3],
this involvement is an ethical obligation, facilitating a more democratic and
open provision of service delivery [6,7] and is complementary to the clinicians
perspective in providing a more holistic interpretation of health and useful
insight into illness [8]. Therefore, the consumer's perspective is part of (local)
health services development and planning, of monitoring service quality and of
health research in Western countries.

This involvement takes different forms, from policy commitment to the
programs implemented. In the UK, there is government commitment in this
respect [9]; in the Netherlands, the existence of quality assurance and
improvement of programs from the patient perspective takes the people's
view into account [10]. Public consultation in the policy-making process with
respect to health care takes many forms. For example, when setting priorities,
questionnaires are used in Sweden, the Netherlands and the UK, and public
meetings and focus groups are also used in some regions of the UK [11-14].

The strategy of involving consumers addresses both the health care
providers and the users. On the one hand, health care professionals are
trained in communication and closer partnerships skills for this purpose, and
on the other hand, the users of the health care services receive training to
ensure that they have the knowledge, skills and support to enable them to
exert influence [3]. In the UK, partnerships between consumers and
professionals, or professional bodies, were formed [3,15].

 The switch from the "compliant, trusting, uncomplaining" patient [16] to the
questioning consumer [3] has resulted in a heterogeneity of users; there are not
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only consumers but also consumer groups and consumer advocates [17,18].
According to Boote [3], the health care users involvement in research goes

beyond the role of passive suppliers of opinions, towards an active partnership
with researchers. The empowerment of consumers within the research
process is increasing from the level of consultation, through collaboration,
towards consumer control.

But what about the involvement of health care service users in the
Romanian health care system?

1.3 Romanian patients / users of health care services

The involvement of users in the development and planning of health
services, monitoring service quality and in health research shows a different
picture of patient status in the Romanian health care system. Because of this
difference and the lack of consumerism in the Romanian health care system,
the term user and not consumer is preferred in this thesis. User stands for the
Cochrane definition of consumer, i.e. "someone who uses, is affected by, or
who is entitled to or compelled to use, a health-related service" [19], and it is
preferred for its neutrality and lack of connection with consumerism.

Regarding the involvement of users in health research, the project on
which this thesis is based was the first, up to 2000, to ask for the people's
opinions on health care.  With respect to monitoring quality of care, only
physicians within health insurance funds perform this role. Despite the high
percentage of monthly income paid for health insurance, Romanian users of
health services have no control over the value received  for the money paid.

Furthermore, since 1989, the health care system in Romania has been "in
reform"; it is shifting from an integrated, centralized, state-owned and state-
controlled tax-based system to a more decentralized and pluralistic health
insurance system.  Health reforms are often seen as a good opportunity to
involve users in planning and developing more democratic health services, but
this seems not to be the case in Romania.

 Consumer empowerment is considered to be a critical component of
health system reforms in other countries, according to Segal [20]. It can
contribute to efficiency in two ways: firstly, by ensuring the market is driven
by the (well-informed) preferences of consumers and, secondly, by its
potential to result in a more cost-effective approach to patient care.

Orientation towards a market system is mentioned in policy documents, but
the empowerment of users, as a target of the health care reforms, is definitely
missing in Romania. Although patient satisfaction is seen as an objective of
health care system reforms [21], in 10 years of change, users have not been
asked their opinions.
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Additionally, seen as  beneficiaries but not as key actors in reform, users
did not attend the periodic meetings with the Romanian reform team, as the
primary and secondary health care doctors did [22]. Therefore, there is no
feedback on the changes from the lay people. As in the old times of the
communist regime, the population was only informed by mass media
campaigns. But even this program of information was not evaluated in order
to assess its efficiency. There is not much data available concerning the
peoples opinion of the health care system and its reform  what they think,
believe, appreciate and how satisfied they are with health care services.

But, for the people, topics related to health are very important. In a
national survey carried out by the Foundation for an Open Society in 1998,
28% of the respondents stated that they are most afraid of illness. In fact, in
the lay peoples "agenda", amongst prices, war, unemployment, delinquency
and illness, illness takes first place. The importance of illness may be partly
explained by the fact that people are afraid of running into problems when
they need health services [23].

The aim of this thesis is to try to bridge the gap between political intentions
and reality; it stimulates the producers of health, i.e., the users of health care
services [24], to play their role in health care policy. The thesis starts with a
description of the legislative changes and their affect on the accessibility and
equity of health care services. Then, the utility of an instrument measuring the
status of the health service from the peoples point of view is proved. Opinions
about changes, satisfaction with the health care system and health care
providers, and expectations and experiences regarding physicians form the
main core of the thesis.

1.4 The objectives and research questions

The questions already raised include: What do the consumers of the health
care system think about the changes in the health care system? Do they
experience these changes as progress or as drawbacks? Will the changes
increase the accessibility of the health care system in their opinion? Do they
experience better quality of care? Such questions are the subject of this study.

International literature shows that the opinions and satisfaction of patients
can be considered as important indicators of whether the changes in health
care are successful and beneficial or not, i.e., whether they are performing
well [25,26].

Objectives
The objectives of this study are to analyze the quality of care from the user

perspective, to measure user satisfaction with the health care system and its



Introduction

5

professionals, to describe the opinions of patients concerning the health care
reforms in their country, and to find out peoples priorities regarding the quality
aspects of health care and their experiences with health care providers. As
indicated before, such information has thus far been lacking in Romania. With
this data, policy-makers acquire new material to evaluate their activities
regarding health care reforms and may find new insights into how the
transition is affecting patients.

Three concepts are central in this study: opinions on changes, satisfaction
and expectations. Opinions on changes describe how people think about issues
such as information, accessibility and quality in 2000 as compared to 10 years
before. Satisfaction with health care indicates how people appreciate the
services as they are actually delivered. Satisfaction does not guarantee that
the service is delivering quality. Expectations reveal what patients consider as
important to receive. Expectations and actual experiences may indicate the
quality of the service [10,27,28].

Research questions
The following questions will be studied:
1. What are patients opinions about the recent changes in their health care

system?
2. How satisfied are patients with the health care system in general and

with health care professionals?
3. What do people expect from health care providers?
4. How many people do not get what they consider as most important for

them regarding health care provider services?
To understand the context of the four research questions, it is important to

describe in more detail the health care delivery system in Romania as well as
the recent reforms. This description will be dealt with in a separate chapter.

To measure expectations, opinions, health status, etc., it is necessary that
reliable and validated instruments are available. As may be expected  since
this approach is new  such instruments are not all validated in Romania.
Therefore, an additional research question is:

5. What are the psychometric qualities of two instruments, i.e., QUality Of
care Through the patients  Eyes (QUOTE), and functional health status
measured by MOS-20?

1.5 Methodology of the study

A questionnaire was developed to answer the research questions. The
research population was defined as the adult citizens of a country, i.e., 18
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years of age and older. The sampling was based on the population of GP
practices randomly selected in a specific region. A region was selected for
practical reasons. It was too costly (in time, personnel, money) to execute a
national study.

The selected region was Dolj in the south-west of Romania. The total
number of inhabitants in the district was 741,800 in 2002 [29]. The capital
Craiova (310000 inhabitants) is the fifth largest of Romanias 41 cities [32].
Craiova is the main urban center of the Dolj region with an important set of
social, economic and cultural functions for the whole south-west area (29,200
sq km) of Romania [31]. The Dolj region may be seen as an example of
several regions in Romania, i.e., a large city with industries and a rural area
with towns and small villages.

Situated about 200 km from Bucharest, the Dolj region has developed
industries in the auto, textile, petrochemical and food processing sectors,
mainly concentrated in Craiova. Nowadays, throughout Romania, due to the
structural changes undertaken to create a market-driven economy, many
people have lost their jobs and have gone back to the agricultural domain. In
the Dolj district, the loss of employment has continued, especially in the
industrial giants in Craiova [31]. In 1996, there were 154,000 employees in
industry and in 2001 only 127,000 [29]. As a result of the layoffs, especially in
industry, the unemployment rate is high, i.e. 11.2% at the end of 2001 [29].

The percentages of males and females in the Dolj district are 48.7% and.
51.2% respectively; for Romania, these percentages are 48.9% and 51.1%
respectively [29].

The average income level in the Dolj district is 2,958,155 as compared to
3,019,424 for Romania as a whole [29].

The  Dolj population has an average standard of living, due to the balance
between agricultural occupations and some factories that are still working
(machine construction, textile and a few in food processing). Of the 127,000
people in employment at the end of 2001, 5,800 were in agriculture, 1,200 in
sylviculture, forestry and hunting, 44,000 in industry, 1,600 in mining and
quarrying, 35,000 in manufacturing, 7,100 in electric and thermal energy, gas
and water, and 8,100 in construction [29].

 The average life expectancy in Dolj during 1999-2001 was 71 years of
age; 71.1 years is the life expectancy for Romania as a whole. With respect
to other indices of human development, i.e., infant mortality, Dolj has relatively
good scores because it benefits from good medical support (according to the
Ramboll Report [31]). At the end of 2001, Dolj had the following medical
units: 13 hospitals, 3 polyclinics, 19 medical clinics, 8 health centers, 205
surgeries, 20 pharmacies, and 11 hospital specialist ambulatories [29].

In general, it may be stated that the Dolj region is not different from the
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average in Romania concerning socio-demographic and socio-economic
structure.

In the Dolj region of Romania, 10 GPs (6 urban, 4 rural) were selected at
random and, for each GP, 100 potential patients of 18 years of age and over.
These 1,000 people were asked to cooperate in completing questionnaires.
The interviews were executed by trained interviewers. The interviewers were
students of sociology who were specially trained to conduct these interviews
as part of their training. The students were trained to become familiar with
the questionnaire and with the interview situation, as well as in how to
introduce the interview and how to execute it. The training was given by an
experienced social scientist (Claudia Bara). The students were supervised
during the interview period with regular checking of the quality of the
interview.

The sample consisted of 1,000 randomly selected persons. The response
rate was 68%. After verifying the questionnaires for completeness of data,
checking with some respondents, eliminating providers, the final number of
questionnaires used in this study came to 619, of which 61% came from urban
areas and 39% from rural areas. The average age was 46 years, with 44%
men and 56% women.

Instruments
To answer the research questions, it is important that reliable instruments

are available which have been used before in other research and/or are
validated internationally. This is especially important since this type of
research is relatively new in Romania. The use of new instruments may be
risky if they have not been tested elsewhere, so several international
instruments were used.

Quality of care from the consumers perspective was measured with the
QUOTE [10].  This instrument is internationally validated, but this is the first
time it was used in Romania. The questions about satisfaction were based on
a Dutch study done in 1999. In this study, nine specific questions were asked
[32]. Medical variables were investigated using the MOS-20 [33], also an
internationally validated instrument.

For some aspects, new questions had to be formulated since the research
dealt with some specific, recent changes. Knowledge and opinions about the
changes in the health care system were measured by items that had been
formulated specifically for this research. As a phenomenon characteristic of
East European countries, under-the-table payment is described by some
specific items.
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1.6 Outline of the thesis

The next chapter will describe the reforms that have taken place in the
health care system in Romania during the last decade, starting with a short
description of the situation before the revolution (Chapter 2). The content,
socio-economic and political context of health care reforms and their affect
on user accessibility will be presented.

The psychometric qualities of the short form (20 items) of the Medical
Outcome Study Short Form (MOS-20) are analyzed next (Chapter 3). This is
the first validation of a scale that assesses functional health and well-being in
the Romanian context. For a country in transition, there can be no doubt about
the utility of this scale for measuring health status from the peoples point of
view.

The opinions that people hold about the changes in health care as
compared to ten years before are described in detail and opinions are
correlated with background variables (Chapter 4). In order to obtain an
assessment of 10 years of change, the opinions of various groups of people
are presented. Then, satisfaction with the Romanian health care system and
its professionals is analyzed. A model to predict satisfaction with the health
care system is proposed and tested (Chapter 5). Here special attention is paid
to under-the-table payments as one of the predictors.

The next question to be dealt with is the aspects of health care that people
consider to be the most important. The QUOTE instrument is used for this
purpose. The instrument is analyzed on its scalability (some psychometric
characteristics) and expectations of the health care providers are also
described (Chapter 6). Various groups of people with different expectations of
health care providers are described and the possible discrepancies between
what people consider important and whether they receive it are presented
(Chapter 7).

The thesis will end by summarizing the main findings and by discussing the
consequences for health care reforms (Chapter 8).
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CHAPTER 2

Reforms of the Health Care System in Romania

Ana-Claudia Bara, Wim van den Heuvel, Johannes A.M. Maarse
Published in Croatian Medical Journal 2002 (43): 446-452

Abstract
Aim: To describe health care reforms and analyze the transition of the

health care system in Romania in the 1989-2001 period.
Method: Policy documents, political intentions and objectives of health

care reforms were analyzed, new legislation was described and changes in
the financial resources of the health care system were presented.

Results: The reforms of the health care system in Romania have been
realized in a rather difficult context of scarcity of financial and human
resources. The Gross Domestic Product spent on health care in 2000 was 4%
and the number of physicians in 1999 was 42,975. The main changes due to the
legislative reforms have been the introduction of a new social health insurance
and strengthening of the position of family physicians. Negative effects of the
reforms have been the decrease in health care accessibility and growing
inequity in utilization of health care services. Health care users still pay
physicians under the table and have more out-of-pocket health care expenses.

Conclusion: Future reforms in Romania should encourage the positive effects
of current reforms: free choice of physician, autonomy of the primary health care
system, and increasing financial resources for the health care system.

Keywords: health care reform; accessibility of health care; health
care legislation; quality of health care; Romania.
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2.1 Introduction

Since the fall of communism in 1989, Central and Eastern European (CEE)
countries have been undergoing major societal changes, switching from
centralized planning to a market-oriented economic system. Their health care
systems also went through fundamental reforms. The health care reforms in
Romania differ from those in other CEE countries like Poland, Hungary and
Slovenia, due to the long-term underfunding of the health care system during
the Ceausescu regime and the low quality of medical equipment. After 40 years
of central control and a nationalized economy, with rather poor health status of
the population, the current Romanian health care system is in crisis [1].

The aims of this study were to describe the major changes in the health
care system in Romania during the transition period (from 1989 to 2001],
analyze new legislation, present the context in which the reforms have to be
implemented, and analyze the possible effects of health policy reforms.

2.2 Historical Background of Health Care Reforms in Romania

The State Law on Health Organization passed in 1949 initiated a gradual
transition from the pre-war Bismarck system into a Semashko health system,
which was based on the principles of universal coverage, state financing,
central planning, and free access at the point of delivery. This system
functioned until the beginning of the 1990s. The main features of the
Romanian health care system during those four decades were government
financing, central planning and management, and a state monopoly over health
services [2]. Primary health care in Romania had been provided mainly by
dispensaries, which had been part of the hospital system and had served as
primary health care centres for the population living in the area [3]. Due to
the nationalized economy, health care had been characterized by the absence
of a private sector, as well as by the fact that all professionals in health care
had had the status of salaried civil servants [2].

In the beginning, the principles of the Semashko model, i.e., free access to
medical services for everybody and equity in distribution of medical provision and
physicians throughout the entire territory of the country, brought some
improvement in the health status of the population [4]. However, after a few
decades the situation changed completely. As the entire health care sector was
considered unproductive, i.e., requiring money rather than generating it, it was
chronically underfunded. Between 1985 and 1989, only 2.2% of Gross Domestic
Product (GDP) was spent on health care [2], compared with the (official) East
European average of 5.4% in 1989. It has to be kept in mind, though, that health
care systems in all CEE countries were, in general, underfunded [5].
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The negative effects of the changes in health policy between the 1950s
and 1980s were reflected in the life expectancy of the Romanian population,
which rose steadily between 1956 and 1975 and then started to decrease until
the beginning of the 1990s [5].

Although the Romanian government implemented measures in 1983 to
allow free choice of ones own doctor (but at the same time introducing out-of-
pocket payment for their services), the absence of competition or individual
initiative, underfunding, inefficiency, inflexible norms, and inadequate health
care equipment and facilities led to increasing pressure for reforms [2].
Therefore, after the breakdown of the communist regime in Romania, reform
of the health care system began.

2.3 Socioeconomic and Political Context of Health Care Reforms

The implementation of health care reforms in Romania interfered with the
socioeconomic (transition from a state-planned to a free market economy)
and political context in the country. This resulted in both an increase in the
economic inequality of Romanian citizens, with a high percentage of them
living in absolute poverty, and an increase in unemployment (from 3% in 1991
to 13% in 2000). Politically, the process of transition to a liberal democracy
was very slow and the policies were incoherent due to the very frequent
changes in management staff [6]. Also, the health status of the Romanian
population was extremely poor. The life expectancy of people at birth was
69.2 years in 1977, the lowest among 11 CEE countries in the region [3].
Infant mortality was 22/1,000 live births, compared with 13.4/1,000 in the 11
CEE countries and 5.3/1,000 in the EU. The rate of infectious diseases like
tuberculosis was one of the highest in Europe [7].

As in all CEE countries in transition, health care in Romania was not one
of the public financing priorities [8]. The expenditure on health care services
was relatively low; in terms of GDP, it was less than half of that spent by EU
candidate countries and almost four times less than the average expenditure in
EU countries [9]. Despite a difficult economic situation, the percentage of
GDP allocated to the health care system increased from 2.8% in 1997 to
4.0% in 2000 [9]. Between 1995 and 2000, the health care budget increased
from US$1,088 million to US$1,340 million and, although GDP started to
decrease in 1998, health care expenditure has continued to increase (Fig. 1).
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Figure 1. Public expenditure (squares) on health care in Romania
during 1995-2000 and gross domestic product (GDP, rhombs) [9].

2.4 Policy Documents, Political Intentions and Legislative
Framework of the Reforms

The need for the reform of health care policies was also reported by
experts from the EU and the World Health Organization [9]. Thus, the
Ministry of Health initiated a new health policy, which included accessibility to
health care, solidarity in funding health services, and incentives for
effectiveness, efficiency, and adequacy of health care delivery to health care
needs. In addition, autonomy of health professionals and cooperation between
the health care and other services that influence health, such as education and
social services were to be promoted [9].

The political goals of health care reform were to improve the health status of
the population and efficiency in use of resources, to change the patient-
physician relationship, and to increase the level of satisfaction of both the
population and health care providers [9]. Since 1991, several new laws and
regulations have been passed to introduce changes into the health care system.

Decentralization of the health care system, which aimed to increase local
autonomy, started with the Public Administration Law passed in 1991. Public
services belonging to Ministries were passed to the bodies under the authority
of the Prefect (the political leader of a district), and 42 district health
directorates were created, one for each district and one for the capital city,
which were responsible for funding and managing dispensaries. These
institutions made agreements with general practitioners (as individuals or
groups), specifying services and standards [6]. In 1999, each district health
directorate was split into two types of institutions: District Directorates for
Public Health and District Health Insurance Funds. The 42 District Health
Insurance Funds are responsible for collection of premiums and provision of
reimbursements within their respective districts. There is a National Health
Insurance Fund that sets the rules and regulations for the District Health
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Insurance Funds and has the right to reallocate up to 25% of the collected
funds to under-financed districts [6]. The National Health Insurance Fund
negotiates the framework contract with the Romanian College of Physicians,
which sets up the benefit package to which the insured are entitled and the
resources allotted according to the different types of care. The National
Health Insurance Fund also has the right to implement regulations mandatory
to all District Health Insurance Funds to insure coherence of the health
insurance system [6].

The private sector in the field of health care was created in the 1993-1999
period [10], but its development has been very slow in most sectors except
dentistry and pharmacy.

Since 1995, important laws and legislative measures concerning the
structure and organization of the Romanian health care system have been
passed [6]. The most important were Law 74/1995 [11] related to the
Practice of Medical Profession, Establishment, Organization and Functioning
of the College of Physicians, Law 145/1997 [12] on Social Health Insurance,
Law 100/1998 [13] on Public Health, and Law 146/1999 [14] on Organization,
Functioning and Financing of Hospitals.

In the area of pharmaceuticals, the most important new regulation has
been the Emergency Ordinance 152 on pharmaceutical products for human
use, passed on October 14, 1999 [6].

In 1998, the Law on Social Health Insurance was implemented. This law
follows a Bismarckian insurance model with compulsory health insurance and
is based on the principle of solidarity functioning within a decentralized
system. According to Cockerham [1], this law, long overdue because of the
poor state of the health care system, is the first reform measure in health care
since the beginning of communist rule in 1947.

Law 146/1999 on Hospital Organization mainly stipulates forms of hospital
financing, indicates the financing of the teaching hospitals, outlines procedures
for contracting between hospitals and the health insurance funds, sets out
payment of hospital staff, and identifies hospital accreditation, governance and
management [6]. Concerning the management and governance of hospitals,
the law states that hospitals should have an operational managerial staff and
be led by a council board. Hospitals are allowed significant autonomy in terms
of the decision-making process and freedom to use the allotted budgets.
Implementation of this law started in July 1999 [6].

Law 74/1995 defines the physicians role and status. This law also
establishes the College of Physicians as a professional, non-profit organization
that represents physicians interests. It stipulates the tasks of the College of
Physicians as supporting scientific research, organizing scientific activities and
holding trials for infringements of professional ethics, and assures quality in
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medical services. There are 42 district Colleges of Physicians and a National
College of Physicians.

Law 100/1998 regulates activities in the field of public health. Within the
Ministry of Health there are District Directorates for Public Health for each
district, including Bucharest [10,15]. These are decentralized units of the
Ministry of Health, representing the public health authority at the district level.
The District Directorates for Public Health implement national policies and
programs at the local level. Their activities include preventive medicine,
medical inspection, registration of new medical units, licensing, control,
statistical review and financial accountability [10,15].

2.5 Human Resources of the Romanian Health Care System

The relative number of health care professionals is low compared with
other countries (Table 1).

Table 1. Total number of Romanian health care professionals per
10,000 inhabitants compared with selected European countries in 1998

* Source for Romania: ref. 9; and ref. 16 for other countries

Health care providers Country* No.

Physicians Romania 18
EU average 31
UK 17
Italy 58
Hungary 31
Poland 23

Dentists Romania 2.3
EU average 6.8
Hungary 4
Poland 4

Pharmacists Romania 0.7
EU average 7.1
France 11
Netherlands 2
Hungary 5
Poland 5
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Since 1989, the number of pharmacists, dentists and nurses has decreased
due to their low income, as opposed to a slight increase in the number of
physicians (Table 2) [15]. As far as institutions are concerned, Romania had 428
hospitals, 3,405 dentist offices, 4,052 pharmacies, and 755 pharmaceutical
offices in 1999 [7]. In 1998, Romania had over 164,000 hospital beds, including
short-term care and long-term care beds (7.3 beds per 1,000 people). The
number of beds differed from region to region, ranging from 10.5 beds per 1,000
people in the west and Bucharest to 6.9 in the south [6]. The ratio of 7.3/1,000
for in-patient beds was higher than the average level of 6.9/1,000 in EU
countries [16]. In comparison with Sweden, Romania had almost twice as many
in-patient beds. In comparison with Poland (5.3/1,000), the Romanian ratio was
also higher, but lower than that in Hungary (8.2/1,000)[16].

Table 2. Number of health care providers (No. of providers per
10,000 inhabitants) in Romania in 1989, 1995, and 1999 [9]

Health care providers No. of health care providers (per 10,000 inhabitants) in
1989 1995 1999

Physicians 41,938 (18.1) 40,112 (17.7) 42,975 (19.1)
Dentists 7,116(3.1) 6,045(2.7) 5,261(2.3)
Pharmacists 6,432(2.8) 2,646(1.2) 1,598(0.7)
Ancillary medical staff * 135,664 (58.6) 128,460 (56.6) 114,027 (50.8)

Privatization in the health care sector has been limited and has
encompassed mainly the fields of dentistry and pharmacy, whereas in primary
and secondary health care the percentage of private practices has been very
low [2]. The number of dentists offices with private majority ownership
increased to 3,405 in 1999 and the number of dental laboratories with private
majority ownership to 1,151 [7].

In 1999, the number of pharmacies with private majority ownership
increased to 3,518 and the number of pharmaceutical offices with private
majority ownership increased to 715 [7]. The number of surgeries with private
majority ownership also increased to 3,820 in 1999 [7]. At the same time,
privatization of hospitals was slow; there were only two hospitals with private
majority ownership in 1998 and three in 1999 [7].

*Ancillary staff includes medical assistants, nurses, sanitary technicians, medical administrators, midwives,
laboratory assistants, and other categories of medical staff with equivalent secondary school degrees.



Chapter 2

18

2.6 Main Romanian Health Care Reform Changes

The main changes caused by the legislative measures concern the health
insurance system, the role of health care institutions and health care providers,
the quality of care and the effects of the health care reforms on users.

Health Insurance System
Under the Social Health Insurance Law, a Bismarckian insurance model

has been developed on the principle of solidarity, with compulsory health
insurance. Employees pay 7% and the self-employed 14% of their gross
incomes before income tax. Employers premiums equal 7% of total salaries.
Local district budgets provided by District Health Insurance Funds pay
contributions for those with low incomes and those on maternity leave or
caring for sick children. Premiums for the unemployed are paid from the un-
employment aid budget, and for pensioners and their family members from the
social security budget [2].

Since 1998, the sources of financing for the health care system have
changed in terms of an almost complete reduction of the state budget and the
introduction of the insurance fund (Fig. 2]. At present, the national budget for
health care has two major sources: the state budget and the health insurance
funds, the latter representing more than two-thirds of the total health care
budget [6].

Figure 2. The financial sources of health care expenditure in Romania
during 1995-2000: state budget, local budget, special fund and

reimbursed credits [9]

Role of Health Care Institutions and Health Care Providers
Before 1997, the hospitals were responsible for managing and funding both

primary and secondary health care. The dispensaries had belonged to the
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Ministry of Health and had been administered through the local hospital that
also held territorial funds for them [6]. In this way,  primary health care was
disadvantaged from the financial point of view. For example, in 1995, primary
health care (rural and urban dispensaries and polyclinics) used only 23% of
the total sum allotted to primary and secondary health care [17].

After the new health laws had been passed, major changes occurred in the
roles of health care institutions and providers.  The Health directorates were
given the responsibility of organizing primary health care and GPs had to
organize their own practices. The civil servant status of physicians changed;
they became "budget holders" in primary health care, contracted by the public
health insurance funds, with their salaries comprised of weighted capitation
and fee-for-service payments.  GPs also assumed the new role of gatekeeper
for secondary health care and some of them have opened private medical
offices. Hospitals were budgeted and their personnel were on salary.

The Law on Hospital Organization passed in 1999 stipulated significant
autonomy for the hospitals in terms of their decision-making process and
freedom to use the allocated budgets to finance their staffs negotiated
salaries, facilities, and expensive equipment. Only 3% of the budget goes to
capital investment, forcing hospitals to seek other sources of revenue [18]. In
time, this measure could stimulate an improvement in the quality of health
care provided in the hospitals, leading their staff to compete on the market to
acquire more resources. At the same time, the budget allocated to a hospital
is no longer based on the number of staff or beds but on both the performance
and the profile of the hospital.

Reforms left some roles and institutions unchanged, and this has reflected
negatively on health care. The role of the nurse has remained almost unchanged.
In fact, after nurse training ceased in 1978, the nurse was reduced to the level of
a medical assistant. There has been no respect for the autonomy of the nurse,
little teamwork, and no understanding that the skills of the nurse and the physician
are complementary. In 1990, a Romanian Nursing Association was founded to set
standards and to create a nationally coherent policy for the profession. However,
the only change in the role of the nurse has been that nurses working in primary
health care have started making house calls. As for secondary and tertiary health
care, the delivery of medical services to a territorially defined population has
remained unchanged, except for emergencies.

Quality of Care
The process of quality assurance ensures safety, efficacy, efficiency and

effectiveness for both the providers and financers of the health service and is
essential to guarantee patients rights and satisfaction [10]. "Quality of care" is
mentioned in several laws in Romania. The Romanian College of Physicians
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has the duty to observe the quality of medical care through certification and
peer review and to improve the quality of medical services [11]. The Health
Insurance House supervises the quality of health care offered by the
insurance system. Private practices have to meet specific standards and rules
related to quality of care issues before being licensed.

The advantage is that Romanian medical staff is highly qualified. Physicians
and pharmacists are well trained in public and private medical schools and
universities. Specialization of physicians is in line with the latest standards of the
European Union. Also, there are several programs for retraining nurses and
other medical staff to improve the quality of their services [6].

However, there are some barriers that have a negative effect on quality
assurance [10]. First, there are financial constraints, i.e., the slow growth of
the economy disallows more money for excellent programs. Second, incomes
are low in every profession and this does not encourage more conscious
delivery of quality care and hygiene to the consumers. Third, due to the
ineffective system of public information and the paternalistic behaviour of
most physicians, the medical culture of the population is not well developed.
Romanian patients usually only expect good medical treatment from
physicians, but not quality assurance or their own involvement in making
decisions concerning their health.

The fourth obstacle is corruption, even in hospitals and ambulatories.
Patients feel obliged to give under-the-table money to doctors and nurses to
receive good services [10].

The main quality approaches used so far have been registration and
licensing of physicians and health care institutions, certification, accreditation,
registration of drugs, medical devices and blood products, and the practice of
peer reviews. At present, the Institute of Health Management is developing
unified norms and guidelines of quality assurances [6].

Effects of Health Care Reforms on Users
All changes related to the new legislation and regulations have an impact on

the health care delivery and health of the population, but there is little quantitative
information on the extent of this impact. However, some potential effects may be
derived from the measures taken and ongoing processes. Privatization in health
care may stimulate competition and quality but at the same time it may create
inequality and inaccessibility of health care for specific groups.  Therefore, the
privatization process, maintained under strong regulations, is a positive aspect of
the reforms of the health care system in Romania.

There are some consequences of the new legislation. There is inequity
depending on health insurance status and rural/urban living situation. Until
1998, universal coverage of population was assured through the National
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Health Service. Since 1998, the coverage for all permanent residents of the
country has been assured by the legal requirement to pay health insurance
contributions [3]. Thus, the transition from "socialized" to "insurance" medicine
[19] deprived certain categories of people, i.e., the unemployed and the
elderly, who are the most frequent users (see Table 3).

Table 3. The major effects of health care reforms on users

With respect to districts in Romania, regional differences in health care
spending per capita are large. In 1997, health care expenditure per capita in
Bucharest was 167% of the average expenditure per capita for the country as
a whole, whereas in Giurgiu only half of the national average was spent [6].
In addition, the amount of premium collected by employers is lower than
expected because of the lack of experience and skills of the people who

Legislative Groups/ individuals Mechanisms Effects
Measures  involved as users

Free choice Patients It may initiate more involvement of More autonomy; more
consumers in making decisions related responsibility; and
to the health care providers and their possible change of the
services. In this way patients responsiveness role of patient into the
 may stimulate their involvement. role of user

of physicians

Mandatory Unemployed people more After 27 months, people are no longer registered Reduced accessibility
health than 27 months, without as unemployed, so they are not insured any or inaccessibility of
insurance employed close members more, unless they do not have a close family health care services

of the families (specially member who is insured. Therefore they
unemployed single parents) have to pay for each medical service.

People working in the rural Usually uninsured because they are not able to Reduced accessibility
area (40% of the pay an amount of money to the district insurance or inaccessibility of
population). fond on a monthly basis, due to the low and health care services

instable income, thus they have to pay out of
the pocket for each medical service.

Unofficial employed [20] Since employers have to pay for their employees Reduced accessibility
a contribution to insurance fund (Health or inaccessibility of
Insurance Law), they prefer to hire persons in health care services
an unofficial way. No social protection of such
employees in the "black market" [3].

People who live in the Under the Health Insurance Law, local councils Unequal distribution of
under serviced areas can offer different incentives to physicians or health care providers;

nurses to provide services in underserved areas [3]. Reduced accessibility
But, in reality, the local budgets are very poor and or inaccessibility of
cannot sustain these expenses. health care services
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collect the revenues.  At the same time, there are employers who resist
paying these premiums and prefer hiring personnel unofficially.

2.7 Discussion

What the effects of the health care reforms will be on the health status of
the population in Romania, on equity in accessibility to and quality of health
care, and on the role of the providers can only be answered by longitudinal
evaluation research.

Physicians strongly supported the changes in the health care system,
especially the compulsory health insurance, since they expected an increase
of income as a result. The Romanian government thus increased the financial
resources allocated to health care [17] and started to develop a new market-
driven orientation in health care [19].

The health insurance scheme presumes the existence of skilled human
resources and an adequate information infrastructure. Since collected
premiums are lower than the expected revenues, questions arise about the
infrastructure and the effectiveness of the collection system [6]. The
management skills of some staff members are under discussion and there are
also operational problems [21]. However, in some districts the health
insurance offices are doing very well.

Health insurance should be embedded in a system of social security [22].
Therefore, policymakers should initiate programs to support the health care
expenses of those categories of people "forgotten" by the law. Transferring the
responsibility for the health care of people with low income to local authorities is
not a solution, as has been proved by the Russian experience [19]. It is
recommended to start with a more flexible system (e.g. that insures those who
cannot pay some or all of the full contribution, as in Macedonia [23]).

The implementation of the Social Health Insurance Law has caused
conflict between the actors, as in Russia [24]. The result is a delay in
reimbursing the money covering the medication and consequent increase in
the cost of medication.

Under-the-table-payment is an unsolved problem inherited from a past
health care system, which is not on the policy makers priority list. In a country
with widening income disparities, under-the-table-payments are a serious
problem that hampers the accessibility of health care for people on low
incomes.  There is little quantitative information on the extent of informal out-
of-pocket payments. According to the President of the Romanian Federative
Chamber of Physicians, these unofficial payments could exceed 60% of the
total amount of money in the health care system [20].

A reform must have public support if it is to be successful. However,
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consumers in Romania did not attend periodic meetings with the reform team
as physicians in primary and secondary health care did [2]. Therefore, there is
no feedback from "lay people" on the changes. Consumer involvement in both
development of reform and its implementation could be realized through
organized "protection of consumers". Also, the transition from patient to user
role should be sustained by political decisions. A good start may be research
on evaluation of the impact of health care reforms on users, like in Slovenia
[25]. At the same time, some legislative measures that would stimulate non-
governmental and voluntary organizations might increase the consumer
involvement in health care.

Health care policymakers often use the words "privatization" and
"decentralization" in policy documents and political statements, which may
have many different meanings. What they mean exactly by those words is
less evident. In fact, the decentralization of the Romanian health care system
is being established in three ways: functional deconcentration, prefectorial
deconcentration and devolution [6]. Regarding the concept of "privatization",
the White book of the Ministry of Health and Family specifies that there is
"privatization of almost 100% of primary health care" [9]. The term is used
because the medical offices are rented to general practitioners, who have
managerial status and a practice budget. The new legislation does not offer
much real privatization (the right to dispose, the right to sell and purchase, and
the right to use), as in Slovenia [22]. As a result of this quasi-privatization,
more out-of-pocket money is paid for secondary health care. In Europe, only
providers perceive the difference between public and private institutions, not
users, because the insurance companies reimburse the expenses [22]. The
development of the Romanian health care system raises the following
question: How much revolution and how much evolution is there in this
reform? The answer remains to be seen.
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CHAPTER 3

The psychometric qualities of the MOS-20
Short Form Health Survey in a Romanian setting
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Abstract:
Objectives: There is a need in countries in transition for instruments that

assess people's functional health and wellbeing. The assessment of functional
health is especially relevant in these countries since the health status is
deteriorating and policymakers are considering changes in the health care
delivery system. This paper deals with the question, Is the Medical Outcomes
Study Short Form Health Survey (MOS-20) a valid and reliable instrument to
assess the health status of the population in a Romanian setting?

Methods: The MOS-20 questionnaire was administered to a
representative sample of 619 Romanian adults from the Dolj district. This
study replicates the methods used in the United States (on validity and
reliability) and new methods of validation (confirmatory principal component
analysis) and comparison with the findings in Western European countries
with pre-established validity (i.e. the Netherlands).

Results: The MOS-20 is a valid and reliable instrument for assessing the
health status of the Romanian population.

Conclusions: This study proves the utility of the MOS-20 for a Romanian
setting.  For proving the cross-cultural stability of this instrument for the other
countries in transition, and also for developing a more suitable mental health
subscale for these countries, further studies are required.

Key words: health status, MOS-20, validity, reliability, countries in
transition, Romania
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3.1 Introduction

To describe the health status of a population or to monitor the effects of
health policy, the need for a measure to complement traditional indicators such
as age-adjusted morbidity and mortality rates has been widely recognized [1].
As a health status questionnaire, Medical Outcomes Study 20 Items (MOS-
20) responds to this need. It also measures the impact of medical care on
patient function and wellbeing from the patients point of view. The MOS-20
may be considered as a valued and up-to-date instrument for other reasons.
Firstly, the MOS-20 is a useful instrument in studies evaluating health care
facilities. Secondly, completing the picture of the populations health status with
other instruments, it may help policy makers to decide on priorities in health
care reforms and health policy. Thirdly, the point of the patients perspective is
gaining importance in decision-making procedures [2] and health care
research; the MOS-20 responds to the decision-makers requirement to know
how patients perceive their own health.

At the same time, there is the particular situation of countries in transition,
in South East and Central Europe. The decline of average life expectancy at
birth [3], a deterioration of age-specific mortality rates for the middle-aged
and in health status (experienced over the last three decades)[4,5] are some
reasons justifying the need for a more detailed description of health status,
useful for both policymakers and health care providers. In Romania, a country
in transition in South East Europe, many changes have occurred in the last
decade including significant health care reforms [3]. Therefore, the
assessment of the health status from the users point of view may help
policymakers in their attempt to evaluate the changes.

The purpose of this study is to analyze the psychometric properties of the
Romanian version of the Medical Outcomes Study Short Form-20 (MOS-20)
in a general population. The MOS-20 was developed and tested for an
American patient population [6]. It has been used in Western countries to
assess health-related quality of life for specific chronic conditions (e.g. [7-12])
as well as for general patient populations (e.g.[13-15]). Despite this original
purpose, the tendency to change the MOS-20 into a generic instrument (i.e.,
intended for use both in general population surveys and in studies of patients
with diverse health conditions [16]) is growing. In the last decade, the MOS-
20 was validated for general populations in Finland [17], Dutch elderly [18]
and Canadian elderly [19].

Although also used in Central and East European countries (Poland,
Croatia, Slovakia), this instrument is seldom tested in such a setting. It is
known that one of its initial purposes was related to the differences in health
care systems [20]. From this theoretical point of view, MOS-20 may be useful
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in countries in transition as well. But MOS-20 should first be shown to be a
valid and reliable instrument for countries in transition in order for the
concepts and assumptions underlying the 20 questions and the summarizing
scores to be the same as in the original study.

Less frequently used than its competitor SF-36, MOS-20 has an important
feature, namely its length.  For this reason, it may be better to use the MOS-
20 for surveys comprising many other topics. This kind of health research is
very suitable for countries in transition due to the fact that, in these countries,
not many surveys were carried out before 1990 and many changes are
occurring nowadays [3,21]. Above all, it is suitable for countries where
registration of health care utilization and morbidity are in development.

According to Zimmermann [22], in modern democratic societies, survey
research has played a major role since War World II. For example, in
Switzerland in recent years there have been panel studies every five years on
self-perceived state of health and other related topics [22]. In Germany,
health surveys were carried out in 1994 and 1998 using SF-36 [23]. It is worth
noting that these surveys were financed by the Ministry of Health. In
Australia, there is a series of five-yearly population studies which use SF-36,
namely the Australian National Health Survey, and SF-12 is employed within
other surveys [24]. For the Romanian setting, this survey is the first one on
health status as perceived by the population in the last 13 years.

It is of wide interest and importance that the state of the populations health
is described in detail in Romania and other countries in transition. As
mentioned before, an important prerequisite to the use of this instrument in a
country in transition is the reproduction of the conceptual model underlying its
scoring and interpretation. Therefore, this study answers the research
question, is the MOS-20 a valid and reliable instrument to assess health-
related quality of life in a Romanian setting? The major hypothesis of this
study is that the concepts underlying the 20 questions of the MOS assess
wellbeing and functional health in a Romanian setting.

3.2 Materials and methods

a. Measures
The MOS-20 is a short form health survey with three dimensions both for

functioning (physical, social and role) and for wellbeing (mental health, health
perceptions and pain).

Physical functioning is assessed by limitations due to health in a variety of
physical activities, ranging from strenuous to basic. Role and social
functioning are defined by limitations due to health problems. Mental health is
assessed in terms of psychological distress and wellbeing. The measure of
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health perceptions records patients own ratings of their current health in
general. Pain captures differences in physical discomfort [6]. The items are
scored on a Likert scale.

The construction of the health measures is described by Stewart et al. [6].
Briefly, each of the six scales obtains a score by summing the responses. The
scores are reversed so that a high value indicates better health and are
transformed linearly to range from 0 to 100. The exception is the single-item
measure for pain which is scored so that a high score indicates more pain.

Sociodemographic variables include age, gender, educational level and
income. Education is modelled as a variable with seven categories, namely
less than primary school, primary school, vocational school low, high school,
vocational high school, university and other. Income variable is described with
13 categories.

b. Sample and data collection
 In order to assess the changes in the Romanian health care system from

the peoples point of view, a research project was carried out in 2000.
Since the available reliable population registries through municipalities and

regional authorities are from 1996 (the last elections), the sampling is based on
the population of randomly selected GP practices in the Dolj district. Since
1999, GPs have had to create their own lists of the patients they care for. In
as far as people are registered with a GP, the lists present a reliable record of
the population.  Dolj Health Insurance Fund keeps the lists of GP and patient
names, and its manager agreed to cooperate (as did also the Chairman of the
Dolj College of Physicians). The GPs were stratified according to urban or
rural area (60% urban, 40% rural) and randomly selected from both types.
For each of the 10 GPs, a random list of 100 patients was made. Thus a
sample of 1,000 randomly selected addresses was used in order to obtain a
net result of at least 600 completed questionnaires. The data were gathered
through face-to-face interviews by trained interviewers. The instrument was
designed for self-administration but, in order to address all the study
population (i.e., to include ill people, the disabled and illiterates), the face-to-
face interview was preferred. The number of questionnaires returned was
680; the response rate was 68%.  After verifying the questionnaires, the data
of 619 respondents was used. Descriptive statistics of the sample are
presented in Table 1.
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Table 1. Socio-demographic and MOS 20 descriptives of study sample

Characteristics of Mean/Frequency* Standard Minimum Maximum
 the respondents  deviation

Age              46      17.5       18       91
Gender*            44.4%
Education*            31%

           23.4%
           35.5%
            9.9%

Area of living*            61.2%
Marital status*            71.6%
Physical functioning             72.1      38.0       0       100
Role functioning              61.7      47.7       0       100
Social functioning              73.5      28.3       0       100
Mental health              61.0      18.1       0       100
Health perception              58.1      21.0       10       95
Pain              36.4      37.2       0       100

The 20 questions in the Medical Outcome Study were placed at the
beginning of the questionnaire, which contained about 350 items, to focus on
peoples opinions and satisfaction with the reformed health care system and
the health status of the population.

c. Statistical Analysis
The assessment of cross-cultural validation of the MOS-20 Short Form

Health Survey was conducted using the MOS authors methods, i.e.,
preliminary tests of validity and reliability [6].

  Preliminary tests of validity consisted of (a) correlations among the health
measures (all correlations among the health measures should be statistically
significant and substantial in magnitude), and (b) correlations with
sociodemographic characteristics (people with higher education and/or income
should report better health. Older people should report poorer health than
younger people, except for mental health). In addition, these results should be
similar to results derived from other countries. Furthermore, we tested
convergent and discriminant aspects of validity.

With respect to convergent validity, we hypothesized that each item in a
hypothesized group should be substantially related (r<=0.40) to the total score

* Variables such gender, living area, marital status and education level are categorical, so the percentage of
the men, urban, married people and the percentage of grouped educational categories (i.e., primary school
or less, vocational school low, high school, university or vocational school high) are presented here for
these variables.
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computed from other items in that group, i.e., item-rest correlation. With respect
to discriminant validity, we hypothesized that each item should correlate more
closely with its hypothesized scale than with other MOS-20 scales [25]. In
addition, a scaling success was counted whenever the correlation between an
item and its hypothesized scale equaled or exceeded 0.40. For item divergent
validity tests, a success was counted whenever an item had a higher correlation
with its hypothesized scale than with other MOS-20 scales [26,27].

 The internal reliability (Cronbachs alpha) was estimated by conforming
with    the original version of Stewart et al. [6] for the four multi-item scales.

Moreover, the existence of the six health domains within this instrument is
proved by performing confirmatory Principal Component Analysis for the
items of each hypothesized scale. Some correlation matrices showing the
patterns of Dutch data and Romanian data were also compared (Dutch MOS-
20 has pre-established reliability and validity, according to Kempen [18]).

Almost all respondents answered all the questions of the Romanian MOS-
20, with three exceptions. There were two missing scores identified for one
question in the mental health scale and there was one missing score identified
for one question within the role functioning scale. These missing scores were
replaced by the mean score of the specific item for all other subjects and used
in all analysis except for the reliability analysis.

Analyses were performed using the Statistical Package for the Social
Sciences (SPSS) software program, version 11. [28].

3.3 Results

With respect to the preliminary test of validity, the bivariate parametric
correlation analysis performed for health measures shows (Table 2) that all
the coefficients are statistically significant and most of them (11 of 15) are
substantial in magnitude, i.e., higher than 0.50.

Table 2. Pearson correlations among MOS-20 health measures

Health Physical Role Social Mental Health
Measures  functioning  functioning  functioning health   perception

Role functioning       .768**

Social functioning       .673**       .590**

Mental health       .457**       .429**       .401**

Health perception       .678**       .623**       .555**  .512**

Pain      -.564**      -.586**      -.514**  -.491**     -.708**

** Correlation is significant at the 0.01 level.
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The associations between the sociodemographic variables and the MOS-
20 health measures are presented in Table 3. In line with US results, better
health is reported by younger people, educated respondents and those with
higher incomes. In the case of reported mental health, the results are quite
different from those found by Stewart et al. [6].

Table 3. Spearman correlations among socio- demographic variables
and MOS-20 health measures

MOS-20 Health measures                          Socio- demographic variables
Age Gender Education Income

Physical functioning -.482** .113** .342** .243**

Role functioning -.370** .107** .243** .244**

Social functioning -.286** .168** .223** .174**

Mental health -.262** .188** .219** .183**

Health perception -.440** .174** .244** .211**

Pain .395** -.176** -.266** -.224**

With respect to convergent validity, we identified strong associations
between the items and the sum of the scores of the remaining items in the
MOS-20 subscales (item-rest correlations). The rule of thumb of correlation
coefficients higher than 0.40 is exceeded; most correlation coefficients (17 of
18) are higher than 0.60.

Regarding the discriminant validity, all the items have a higher correlation
with their hypothesized scale than with the competing scale. Therefore, the
scaling success rate on discriminant validity is 100% for all scales.

Table 4 compares the Cronbachs alpha coefficients of internal reliability of
the four scales on health status applied in the Romanian setting with Dutch
and US data. All the coefficients are above the standard of 0.70. Moreover,
for the Romanian data, the criterion of an internal consistency coefficient
higher than 0.90, which is recommended as a minimum in order to interpret
scores at the individual level, is exceeded in three out of four cases. It is
notable that the exception in the Romanian case is the mental health scale.

Table 4. Internal consistency (by Cronbachs alpha) of four multi-items
MOS-20 scales for Romanian, Dutch and American data

MOS-20 health measures Romanian Dutch American (patients )
Physical functioning score        .94   .84               .86
Role functioning score        .97   .86               .81
Mental health score        .81   .89               .88
Health perception score        .92   .89               .87

** Correlation is significant at the 0.01 level.
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The results of the unrotated principal component for the four multi-item
scales are shown in Table 5. The items of each hypothesized scale are loaded
in one component. Therefore, each of the scales on health status, i.e. physical
functioning, role functioning, mental health and health perceptions, measures
one concept.

Table 5. Component loadings, Eigenvalues and Total Variance
Explained of Romanian MOS-20 for multi-items scales

Scales on Component Initial Eigenvalues % of Variance

Physical functioning         1         4.716         78.6
        2         .549         9.2
        3         .308         5.1
        4         .169         2.8
        5         .144         2.4
        6         .115         1.9

Role functioning         1         1.942         97.1
        2         5.803E-02         2.9

Mental health         1         2.881         57.6
        2         .714         14.3
        3         .659         13.2
        4         .384         7.7
        5         .362         7.2

Health perceptions         1         3.760         75.2
        2         .470         9.4
        3         .345         6.9
        4         .246         4.9
        5         .179         3.6

Following the explained variance by component, not surprisingly the mental
health scale again has the component that "fits" less well than the same one in
the Dutch data (Table 6). On the other hand, the physical functioning score is
much higher for the Romanian data than for the Dutch data.

Table 6 The comparison between the Explained Variance of Romanian
MOS-20 and Dutch MOS- 20

Scale % of Variance explained by % of Variance explained by
the component solution of the component solution of
          Romanian data                 Dutch data

Physical functioning score                    78.5                    56.7
Role functioning score                    97.1                    87.9
Mental health score                    57.6                    68.7
Health perception score                    75.2                    70.7
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3.4 Conclusion and Discussion

The findings of the Romanian MOS-20, with respect to validity and
reliability and also confirmatory factorial analyses, are sufficient and generally
in line with US original data and Dutch data. Therefore, our conclusion is that
the MOS-20 is a valid and reliable instrument; thus the MOS-20 scales can be
scored using the standard scoring algorithms for measuring the functional
status and wellbeing of the Romanian general population.

Proving the validity of an instrument measuring the health status of the
population in a country in transition is challenging, especially following
Stewarts methods. Stewarts study on the health status of the American
population [6] was carried out in a country with economic prosperity and with
a stable situation. The validation of the MOS-20 in a country in transition was
performed during a period with negative consequences especially for mental
health, defined as "general mood or affect, including depressing anxiety, and
psychological wellbeing" [6].  "A prolonged economic downturn sharply
reduced social security, widening income and wealth differences (…) have all
contributed to frustration and disillusion" [5]. This state of affairs is reflected
by the validation in a Romanian setting of the mental health scale that has the
lowest score of all the other scales on reliability and also on percentage of
explained variance. It seems that the complex reality of the mental health of a
population during the very stressful period of transition is not completely
described by the five items of the MOS-20 mental health scale. This
Romanian situation may also be the reason for the worse mental health
reported by the elderly, contrary to Stewarts findings, since they are in the
most deprived circumstances as described in some studies [3, 21]. In general,
however, this contextual difference does not seem to affect the validity of the
MOS-20; therefore, it seems "context stable". The statistical analysis also
supports the validation of the mental health scale, but not at such a high level
as the other three scales of the MOS-20 (two scales are one-item scales, thus
Cronbach s alpha cannot be calculated).

There is a need for an instrument to measure health status in a country in
transition like Romania (see Introduction). The choice of the MOS-20 to
address this task may be a point of discussion. This instrument was originally
designed to assess the wellbeing and the functional health of patient
populations. But, as mentioned earlier, during recent years it has also been
widely applied to general populations. Our assumption was that the concepts
underlying the 20 questions assess wellbeing and functional health, and
consequently, the scores used to summarize items for each scale are the same
both for patients and for general populations. This study confirms this
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hypothesis.
In this study, the utility of the MOS-20 is proved for studying the health

status of the Romanian population, following Stewarts method, confirmatory
principal component analysis and a comparison with the findings in a West
European country where the instrument has already been validated. The
Romanian version of the MOS-20 was found to be equivalent in concepts to
the original US-English MOS-20. In addition, the comparison between the
Romanian and Dutch findings of the MOS-20 supports the idea of adequate
validity for the Romanian version.

The MOS-20 was designed to measure the different outcomes of different
health care systems [20]. The findings of this study prove that, despite the
cultural differences between the US, The Netherlands and Romania, and
despite the transition period of an East European country characterized more
or less as a crisis, the MOS 20 has cross-cultural applicability. However,
future health status measurements for healthy populations should have greater
capacity to differentiate with regard to the mental health scale for populations
of countries in transition.

 Since many countries in Europe are in a process of transition which may
have consequences for the health status of the population, the findings in this
paper call for further proof of the cross-cultural stability of the MOS-20 in
countries in transition because of the need for a valid instrument to assess the
functional health and wellbeing of the population.
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Abstract
The Romanian people were asked to assess the consequences of the

reforms that had been carried out in the health care system in the last decade.
This study examines the opinions of the changes among individuals and
socioeconomic-demographic groups living in the Dolj region. Such surveys are
rare in Romania. The study shows that, when the present state of affairs is
compared with the past, people have different opinions on the quality of care,
on accessibility and on the attitudes of politicians to health care. Overall,
people judge the current situation as preferable to the past.  The elderly, the
chronically ill and those who believe that people were happier 10 years ago
have a more critical view of the changes, especially in terms of accessibility.
People with higher education have a more positive opinion of the
consequences of the reforms. The results may help to improve the
communication between policymakers and the population. It is suggested that
the involvement of Romanian  citizens in the reform of the countrys health
care system may realize better implementation of such reforms. This
involvement is currently lacking.

Key words: Opinions, changes, quality of care, accessibility, reforms,
implementation.
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4.1 Introduction

Many changes have occurred in the Romanian health care system due to
the transition from a centrally planned, state system to a more decentralized
health insurance system with private elements. Free choice of physician, the
GP s role as gatekeeper and manager of his practice, elements of privatization
of medical institutions and the introduction of a national health insurance
system are the most important changes  (for a more detailed description see
[1]). The changes are officially based on legislation and policy measures, but
legislation does not always mean that policy measures are implemented  a
discrepancy may exist between policy and practice. The situation in Romania,
which is comparable with policy developments in several other countries,
makes it extremely relevant to investigate what people experience and believe
about the changes. The changes may have various impacts on health and on
the way people deal with health care providers and institutions. For example,
having more possibilities to choose among physicians and between public and
private health care may mean more freedom and greater accessibility but, at
the same time, these possibilities imply more responsibility for individuals. For
Romanian society as a whole, the drawbacks of the transitional phase, which
is characterized by an increase in economic inequality, economic shortages
and some incoherence at the political level regarding the health care system,
result in less accessibility and even inaccessibility for some categories of
people. Decreased accessibility combined with more responsibility may affect
health status. Moreover, Romanians were used to state institutions taking care
of their health, and this is another reason to consider that increasing
responsibility may not result in an improvement in health care.

There is little known about the peoples thoughts and opinions on the
direction of actual reforms in health care in Romania. As far as we know,
only one investigation has been executed recently in Romania to ask the
opinions of citizens regarding health care services [2]. In general, people are
satisfied with the services of the General Practitioner (GP); 92% are satisfied
with their GP s attitude, 89% with the time for consultation and 87% with the
waiting time. They are also satisfied with the following health care services:
pharmacies (90%), state dentistry (67%), private dentistry (85%), hospital
services (75%). With respect to access, 90% of respondents consider that
they have easy access to their GP and 64% of respondents to other services.
More surveys (i.e. three) were carried out on this subject between 1999 and
2001 among health care providers.

Analyzing the literature, it is evident that data about people s opinions on
the health care transition is scarce and this is not specific to Romania but
applies to most Central and East European countries. In the international
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literature, most articles are concerned with the health care providers opinions
(e.g. [3-6]). Among the articles giving the users perspective, many focus on
satisfaction with specific health care providers and their services (e.g. [7-11]).
Several articles address peoples opinions about very specifically implemented
innovations related to specific categories of patients (e.g. [12-15]).  Hardly
any paper in the last 10 years has focused on what people think about
changes in health care in general.

In Romania, the population was not and is not involved in health care
reforms. A website [16] which informs people, and where patients may learn
about their rights and duties, is a timid move towards considering lay people as
users, and this approach is far from the almost general movement of patient
empowerment in Western countries. After 10 years of changes, an
assessment of the results of health care reforms as seen through the users
eyes is very important for both the policymakers and the people. Moreover, in
order to be successful the reform of the health care system needs to be
publicly supported [17]. Therefore, it is important to find out the peoples
knowledge about the changes and to evaluate whether they were sufficiently
informed about the reforms to their health care system.

This study addresses the question: How do the Romanian people evaluate
the changes in the health care system of the past 10 years? More specifically,
aspects such as quality of care, accessibility and the attitude of the political
system to the health care system are interesting because of their importance for
the people. Opinions about changes may vary among individuals and between
different socioeconomic groups. Therefore, this study looks at whether specific
groups have different opinions about the changes. According to the literature on
satisfaction with health care systems, multiple sets of background factors are
associated with patient responses to questions about health care [18]. Because
of their capacity to discriminate among different groups with various opinions on
changes, demographic and socioeconomic factors such as age, gender,
educational level, marital status, area of living and health status, were correlated
with opinions about the changes. In addition, the statement "Most people are
happier now than 10 years ago" was included in this assessment. It was
expected that those people who considered themselves happier now, compared
with 10 years ago, would also believe that progress had been made and would
evaluate the changes in health care positively.

4.2 Subjects and methods

4.2.1  Instrument

Opinion surveys are used more often nowadays to assess contemporary
public policy [17]. No surveys focusing on opinions on health care issues were
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performed during the communist regime. However, in the last 10 years there
has been a policy of reforming the health care system and, in order to
measure the population s opinions of the changes and consequently of the
reforms, people were asked to compare the actual state of the health care
services with the previous system. This approach of asking people to compare
situations has some limitations. Firstly, the findings are based on peoples
memories, so all the consequences relate to the passing of time and their
perceptions are dependent on many factors and may be considered as biases.
Secondly, opinions are not only based on perceived changes but may also be
influenced by other, intermediate events. According to Thomass theorem,
people response conform to their definition of reality. Therefore, both a
realistic and an unrealistic perception may be transformed into a supportive
attitude or, on the contrary, into one opposed to the changes, and consequently
to the reforms of the health care system.

 A questionnaire was designed to assess peoples opinions about the health
care reforms. Most questions were closed comparative statements where
people could score on a scale from 1 to 5 (strongly disagree to strongly
agree). A total of 12 closed questions were asked. Four aspects were
measured: quality of care (three questions), accessibility (five questions), and
opinion regarding the public attention paid to the health care reforms by
politicians and mass media (three questions). One question asked for peoples
preferences about the old and the new health care system. In addition, one
open question was used to assess peoples knowledge of the changes, asking
people to describe in their own words what the major changes were; another
question was used to evaluate the impact of these changes on quality of health
care.

Concerning the quality of care, all definitions contain two components: the
technical aspect of care and the art of care. The first component concerns the
provision of high technical quality of care [19], focusing on guidelines and
practice parameters [20] which lay people know less about. The second
component, art of care, is defined as the humane and culturally appropriate
manner in which all patients wish to be treated and the invitation to full
participation in decisions about their therapy [19].

Accessibility is defined as financial accessibility of health care services
and medication [21], and waiting time [22, 23].

The three aspects (quality of care, accessibility, opinion about public
attention to health care) were further analyzed in comparison with answers to
one closed question about the overall statement (want to go back to the
system before the reforms). The three aspects are based on theoretical
considerations and empirical findings (three factors in a factor analysis).
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4.2.2 Sample and data collection

 In order to assess the changes in the Romanian health care system from the
peoples point of view, a research project was carried out in the year 2000. The
research population was defined as the adult citizens of one district, i.e.,
everybody over 18 years of age. The survey was organized by Craiova
University and the Dolj district was chosen as the research area. Dolj has a
population of 741,800 inhabitants. As the available reliable population registries
compiled by municipalities and regional authorities date from 1996 (the last
elections), the sampling was based on the population of randomly selected GP
practices in the Dolj district. Since 1999, GPs have had to create their own lists
of the patients they care for. In as far as people are registered with a GP, the
lists present a reliable record of the population. Dolj Health Insurance Fund
keeps these lists and its manager agreed to cooperate, as did also the Chairman
of Dolj College of Physicians. The GPs were stratified according to urban or
rural area (60% urban, 40% rural) and randomly selected from both categories.
For each of the 10 GPs, a random list of 100 patients was made. Thus, a sample
of 1,000 randomly selected addresses was used in order to obtain a net result of
at least 600 completed questionnaires. The data was gathered during face-to-
face interviews conducted by trained interviewers. The response rate was 68%.
After verifying the questionnaires for completeness of data, checking with some
respondents, and eliminating health care providers, 619 completed
questionnaires (379 urban, 240 rural) were used for analysis. A slightly higher
response was received from the urban area.

The main sociodemographic characteristics of the respondents are
presented in Table 1. The average age was 46, which is in line with the
Romanian adult population. The gender distribution comprised 44% men and
55% women and the education level of the respondents was distributed in line
with the Romanian adult population.

Table 1. Socio-demographic characteristics of the research population

Characteristics of the respondents Mean/Frequency*

Age 46 (standard deviation 17.5)
Gender 44.% (men)
Education 31% (primary school or less),

23.% (vocational school low),
35.% (high school),
10% (university or vocational school high)

Area of living 61.% (urban)
Marital status 72% (married or with partner)

Users’ satisfaction with the Romanian health care system. An evaluation of recent health care reformsOpinions on changes in the Romanian health care system from the peoples point of view: a descriptive study
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4.2.3 Statistical analysis

In order to describe peoples knowledge and the individual and group
opinions about the changes, two types of analysis were performed. Firstly,
peoples opinions and knowledge about the changes were studied through a
frequency analysis of 12 closed questions and one open question. Secondly,
there were differences in opinions about health care reforms among different
demographic groups. Quality of care, accessibility and attention by politicians
and mass media were seen differently by people of different ages, gender,
area of living, marital status and health status. In most cases, the analysis
used structural variables to discriminate between various categories of people.
The transition stage in Romania went hand in hand with rising socioeconomic
costs, unclear benefits in the short term and some incoherence in political
decisions. Moreover, the increasing economic inequity among people
coincided with an increasing responsibility for their life and their health status.
In such a situation,  deprived groups and  privileged groups may have quite
different opinions on changes in the health care system. Therefore, this study
used the structural variables plus a variable that described the respondents
evaluation of the level of peoples happiness 10 years ago to discriminate
between different categories of people with different opinions on the changes.
The correlations between the opinions about the changes and the structural
variables (age, area, level of education, marital status, health status measured
by number of chronic diseases) plus the variable showing general appreciation
of the past regime were measured by Spearmans rho correlation coefficient.
The software used was SPSS 10.0. [24].

4.3 Results

4.3.1 Changes in the health care system from the peoples perspective

As mentioned above, people were asked to describe, in their own words,
the changes that had taken place in the health care system during the last 10
years. A total of 304 respondents answered this open question. The answers
were grouped into three categories: (a) changes related to the reforms as
stipulated in laws and political documents (164 people), (b) changes related to
consequences of the reforms, intended or unintended, desirable or undesirable
(104 people), and (c) changes related to scientific, medical or general
progress (139 people). Some answers covered more than one category.

The first category describes peoples knowledge about the changes due to
reforms. They described factual changes. These respondents noted the
appearance of the GPs and their increasing role, the privatization of GPs
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offices and pharmacies, the introduction of a health insurance system and the
new legislation on health care.

The second category had positive as well as negative responses. People
described the positive aspects of the changes as quality of care (on the art of
care: care is more friendly, more attentive and there is more understanding
behaviour, more interest in the patient, "patients start to be put in first place",
"better relationship between physician and patient", and more information on
prevention; and on the technical quality: "better consultations" and "better
quality of medical act"); accessibility of GPs and specialists services, e.g.
when getting medication; medication (co-payments and gratuitous, foreign
brands); and general evaluation ("better organization of physicians activities",
more competition, better health care services, "better salaries for physicians").
The negative consequences of the changes in the health care system were
described as quality of care (on the art of care: "physicians are unfriendly and
are not interested in their patients, they want only money"); accessibility
("without money you cannot solve any medical problem", too expensive
medication and treatment, lack of medication, "you cannot go to every
physician"); corruption ("free medication given only to friends and relatives",
(more) under-the-table payments, i.e. money and gifts to the physicians);
general evaluation (less quality, more bureaucracy, i.e., formalities, lack of
funds and endowments, "irresponsibility of medical act").

The third category of respondents talked positively about changes related
to medical/scientific progress in terms of (better/advanced) technological
endowment of offices and hospitals, (better/modern/more efficient/new)
apparatus, (better/more various/newer/more completed) medication, (more)
specialization in physicians training, (modernization of) health care services,
treatment of some diseases, (better) information system, (better) equipment
for ambulances.

Overall, the majority of people who answered the open question were
positive about the changes in the health care system. Of those who answered,
74% expressed positive views, 10 % were neutral and 16% evaluated the
changes negatively (50% of the population did not answer this question).

4.3.2 Peoples opinions about changes

Respondents were asked how they perceived changes due to the transition
from the past health care system to the system based on social health
insurance. Their views on the changes during the last decade were described
by three aspects: quality of care, accessibility, and opinions on attention paid
by politicians and information provided by mass media.

Opinions on changes in the Romanian health care system from the peoples point of view: a descriptive study
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4.3.2.1 Quality of care

Concerning the quality of care during the past 10 years, half of those
surveyed thought that there had been an improvement, while almost two in ten
respondents had a negative opinion and three in ten were undecided in this
respect.

As a component of quality of care, art of care in relation to patients was
described by physicians attitude and information delivered to the patient. Forty
percent of respondents considered that physicians are much more friendly and
56% of those surveyed felt that doctors gave them more information these
days as compared to 10 years ago (Table 2).

Table 3 shows the strength and direction of the correlations between the
variables regarding opinions about changes in quality of care on the one hand,
and on the other, the structural variables and the variable measuring general
appreciation of the past regime. There was a negative correlation between
age and the opinion that the quality of care had improved, which means that
the elderly were less satisfied with the changes in quality of care. There was
also a positive correlation between the level of education and the perception
of increasing quality of care, which means the more educated a person is, the
more likely he/she is to think that the quality of care has improved. In other
words, younger people and those with higher levels of education believe the
quality of health care has improved. The art of care is positively associated
with health status; chronically ill people more frequently judge that doctors
have become more friendly. A strong correlation exists between the belief
that the quality of care has increased and negative assessment of life in the
past regime, proving that quality of care is a very important topic for the
Romanian people. There are also negative correlations between each
component of art of care and the thought that most people were happier 10
years ago. The less positively respondents evaluated happiness in the past
regime, the more likely they were to believe that doctors are now much more
friendly or that physicians give more information to the patient nowadays.
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Table 2. Opinions on changes in health care (in %)

No Statements on:                                  Strongly   Disagree   Neither  Agree Strongly
disagree                   disagreed,               agree

 nor agreed

Quality of care
1. The quality of care improved as    3.7    18.8    28.0 46.0    3.4

compared with 10 years ago
2. Doctors are much more friendly as    3.6    18.0    38.2 36.9    3.4

compared with 10 years ago
3. Doctors give you more information  1.8    13.3    29.3 50.9    4.7

       these days than 10 years ago

Accessibility
1. Health care is easier to get as    5.7    26.4    25.6 40.2    2.1

compared to a decade ago
2. Drugs and treatment are more    2.8    26.7    19.6 40.5    10.5

 difficult to get than 10 years ago
3. You have to pay more for medical    1.1    6.8    14.3 42.9    34.9

treatment compared with 10 years ago
4. Medical treatment is more accessible  4.7    36.0    30.0 27.1    2.1

now for everybody as compared
with 10 years ago

5. Patients have to wait longer for        1.6    28.9    37.1 29.8    2.6
medical treatment now as
compared with 10 years ago

Attitude of political/ mass-media system towards the health care
1. People feel more responsible for       2.4    13.8    34.4 45.0    4.4

their own health as compared
     with 10 years ago
2. The population is less informed   6.7    40.3    27.5 22.7    2.8

about health risk and healthy behavior
as compared with 10 years ago

3. Health care gets more attention      27.6    34.5    23.3 14.0    0.7
from politicians as compared

      with 10 years ago
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Table 3. Significant correlation coefficients between opinions on
changes in quality of care and structural variables

No Statements on quality of care  Age The highest level   Most people     Number of
     of education  were happier chronic diseases
 of the respondent  10 years ago      per person

1. The quality of care improved -.233**          .164**        -.419**

as compared to 10 years ago
2. Doctors are much more friendly        -.202**        .221**

as compared to 10 years ago
3. Doctors give you more information        -.306**

these days than 10 years ago

4.3.2.2  Accessibility

Respondents were asked in a general way whether they believed that
health care was now easier to get than a decade ago. Of the respondents,
42% agreed or strongly agreed with this statement, while 32% disagreed or
strongly disagreed (Table 2).

People had a more critical view about accessibility when it concerned the
difficulty of getting drugs and treatment and higher payments for medication.
For example, the vast majority considered that people have to pay more for
medical treatment compared to 10 years ago, while 8% of respondents had a
different opinion.

Respondents were asked if they had to wait longer for medical treatment
now as compared to 10 years ago. Opinions on this issue were almost equally
divided among respondents (with 37% undecided).

The question of whether medical treatment is now more accessible for
everybody was answered positively by 29%, while 41 % of respondents said
that medical treatment is less accessible now.

An overall impression of the opinions on accessibility can be obtained by
summarizing the scores of the answers for the items. The score shows that
most people believe that there is a decrease in accessibility due to the changes
in the last 10 years (50% of respondents have a total score below 2.8).

Among demographic and socioeconomic groups there were different
opinions on accessibility, as shown in Table 4. The elderly had a more critical
view. There are significant correlations between opinions about increased
accessibility expressed by the statements "Health care is easier to get" and
"Medical treatment is more accessible" and age. The older the person, the less
likely he/she is to believe that accessibility has improved. When the opinion is
that it is more difficult to get drugs and treatment now than it was 10 years
ago or that costs of medical treatment have increased, the relationship
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between the opinion and age is negative. Therefore, the older people are, the
more likely they are to think that they have to pay more for medical treatment
and that drugs and treatment are more difficult to get.

Table 4. Significant correlation coefficients between opinions on
changes in accessibility and structural variables

No Statements on accessibility Age The highest level Most people Number of
of education of were happier chronic diseases
the respondents  10 years ago per person

1. Health care is easier to get as -.237**       -.416**

compared to a decade ago
2. Drugs and treatment are more .243**           -.149**      .281**      .271**

difficult to get than 10 years ago
3. You have to pay more for medical .241**      .179**      .256**

treatment compared with 10 years ago
4. Medical treatment is more accessible -.120**      -.333**

now for everybody as compared with
10 years ago

5. Patients have to wait longer for      .241**

medical treatment now as compared
with 10 years ago

 People with a lower health status comprised another category of
respondents who thought that there had been a decrease in accessibility
compared with 10 years ago. The more chronic diseases a person has had,
the more likely it is that he/she believes that drugs and treatment are difficult
to get and more expensive.

People with a high level of education have different opinions about
accessibility; they believe that there is an increase in accessibility in some
aspects. The more educated people are, the more likely they are to think that
at present drugs and treatment are not more difficult to get than 10 years ago.

Not surprisingly, there is a strong correlation between the belief that
accessibility has decreased and the belief that people were happier 10 years
ago. The strongest association  (-.416) is observed between a positive
evaluation of the happiness under the old regime and the negative opinion that
health care is not easier to get now than it was a decade ago.

4.3.2.3 Opinion on information by politicians and mass media

Opinions about the involvement of politicians and mass media in informing
the population on changes in the health care system are described in Table 2.
Due to decentralization, privatization, the introduction of national health

**Correlation is significant at the .01 level (2-tailed)
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insurance and the different role of the state, people may consider themselves
responsible for their own health status. Almost half of the respondents agreed
with the statement that people feel more responsible for their own health as
compared with 10 years ago.

Respondents were also asked their opinions about information received
these days about health risks and health behaviours as compared with 10
years ago. Of the respondents, 47% believe they are less informed now, while
25% believe they are better informed now.

A substantial proportion (six in ten) of respondents indicate that they
believe that health care gets less attention from politicians now, while 15% of
respondents have the opposite opinion.

Among demographic, socioeconomic groups and those with a positive view
of the past, there are different opinions regarding information given by
politicians and mass media (Table 5). There is a negative association between
the opinions "People feel more responsible for their own health as compared
with 10 years ago" and "Most people were happier 10 years ago". This means
that people who are more positive regarding the past also believe that people
feel less responsible for their own health.  Older people and respondents with
a lower level of education are more likely to believe that the population is less
informed about health risks and healthy behaviours as compared with 10 years
ago. There is also a difference between people from rural and urban areas in
this respect; people from rural areas being much more likely to believe that
the population receives less information now as compared with 10 years ago.
There is also a negative correlation between the opinion "Health gets more
attention from politicians" and past happiness. Respondents who believe that
most people were happier 10 years ago also believe that politicians do not pay
enough attention to health care.

Table 5. Significant correlation coefficients between opinions on
information by politicians and mass media towards the health care and
structural variables

No Statements on attitude of Age The highest level Most people were
political/ mass-media system  of education of           happier
towards the health care the respondents     10 years ago

1. People feel more responsible for their own            -.111**

health as compared with 10 years ago
2. The population is less informed about health .162**           -.122**            .123**

risk and health behaviour as compared
with 10 years ago

3. Health care gets more attention from           -.269**
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4.3.2.4 General view on preference for the past health care system

Almost half of the respondents disagreed with the statement "I would like
it if we could go back to the health care system as it was 10 years ago", while
25% of the respondents would prefer to live in the past system.

 There were very different opinions on the preference for the past health
care system among demographic and socioeconomic groups (Table 6). There
are significant correlations between preference for the past system and all the
structural variables. There is a strong correlation with age: older people tend
to want to go back to the health care system of 10 years ago. People with a
lower level of education are also more likely to prefer the past health care
system than people with a higher level of education. Those married or living
with a partner are less likely than others to prefer the old health care system.
Compared with people from urban areas, people from rural areas more often
state a preference for the old system. The highest correlation is between
happiness in the past and "want to go back to the health care system 10 years
ago". This means that people who agreed with the statement "Most people
were happier 10 years ago" are much more likely to prefer the past health
care system.

Table 6. Significant correlation coefficients between opinions on
preference for the past health care system and structural variables

No Statement on preference for  Age  The area   The highest The respondent   Most people
the past health care system where the     level of    is married or   were happier

respondent  education of    has a partner   10 years ago
     lives the respondent

1. I would like it when we  .247**     .168**         -197**           -.091*          .564**

could go back to the health
care system as it was

             10 years ago

4.4 Conclusions and discussion

The Romanian health care reforms are intended to follow principles such as
accessibility, universality, solidarity in funding health services, incentives for
effectiveness and efficiency, as well as providing service delivery linked to health
care needs [25]. However, little is known about what people think about the reality
derived from these principles. In general, about one third of the population believes
that the changes have had a negative effect on the quality of care, while half of
the respondents have a contrasting opinion. At the same time, the majority of
Romanian people from the Dolj district prefer the current health care system.
** Correlation is significant at the .01 level (2-tailed).
* Correlation is significant at the .05 level (2-tailed).
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One of the major issues that should concern policymakers and service
providers in all countries introducing reforms in health services is the effect of
reform on weaker population groups such as the poor, the chronically ill and
the elderly [30]. In the case of the Dolj district, people with chronic diseases
and the elderly believe that they now have less access to health care services
than they had before the beginning of the reforms.

This study shows that the most frequent users, i.e. the elderly [26-29],
believe that there has been a decrease in quality of care and in accessibility.
These users, who may be seen by politicians as an important category of
people based on the principle of "providing service delivery linked to health
care needs", is more likely to prefer the old care system.

Another category of frequent users is people with chronic diseases. They
are more likely to appreciate the quality of care (one aspect) but, at the same
time, they are more likely to have a critical view of accessibility compared to
10 years ago (two aspects).

Highly educated people, another category, are more likely to value the
changes in terms of quality of care and accessibility (one aspect). These
respondents are more likely to prefer the reformed health care system.

The category of people who agree with the statement "Most people were
happier 10 years ago" have the most critical view of recent reforms in the health
care system. These people are more likely to consider that all aspects of quality of
care, accessibility and attention by the politicians are worse than a decade ago.
This category is the most likely to prefer the past health care system.

Because of its impact on health status and the consequences, which are
readily visible to the affected public, the outcome of the reform of the
Romanian health care system may be largely determined by societal reaction.
According to Grindle [31], the categories of people most affected by reforms,
in this case the elderly and other deprived groups, may respond to policy
change in various ways, from minor reactions to reactions that make
implementation of the new policy questionable and even lead to the reversal of
policy decisions [31].

The reforms of the Romanian health care system are currently being
implemented. In the literature, implementation is seen as the most crucial aspect
of the policy process. It is also known that the outcomes of implementation
efforts are highly variable (ranging from successful to unsuccessful). The range
of results is due to the fact that implementation is an interactive and ongoing
process of decision-making by policy elites and managers in response to actual
or anticipated reactions to reformist initiatives [31].

Usually when reforms are implemented there are some categories of
people who are better off and some who are worse off than before. But
involvement of the population in health care reforms may mean that changes
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will be more easily accepted, and therefore there is a better chance that
reforms will be successfully implemented. If co-payment is introduced, it is
essential that both patients and doctors are willing to cooperate in its
implementation. If not, the utilization pattern may be changed and/or other
ways of prescription/referral will be developed. The same goes for
subscription to the GPs lists.

The Romanian situation of non-involvement of the population in reforms of
the health care system, either technical or political, and some of the political
measures which in the peoples opinion create less quality and less accessibility,
may result in the populations distrust of the reforms. At the very least, it may be
assumed that the elderly and other vulnerable groups have more problems in
getting adequate care in the reformed system because the costs involved in
getting proper care (medicines, co-payment, access) are increasing [1].

During the process of implementation and evaluation of the results, the
policymakers and those who implement health care reforms may consider
these categories of people in a critical light, as barriers and even as
opponents. They therefore have to find solutions for the problems that
confront these people. At the same time, highly educated people, who have
the most positive opinion about the changes in the health care system, may
become supporters of these reforms.

The major policy implications of the findings of this study concern the
effects of the reforms on accessibility for the most frequent users and the
involvement of the population in the reform process. Special programs are
required to increase accessibility for specific categories of people, especially
the elderly and the chronically ill who are already experiencing a difficult
economic situation due to the transition period.

More opinion surveys on health care reforms and their consequences are
necessary, both as a beginning of peoples empowerment and as an external
evaluation of changes and health care system performance.

This study may be regarded as feedback for policymakers concerning the
proposed changes. At the same time, it enables policymakers to take the
peoples opinions into consideration when making decisions on changes in the
health care system.
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Abstract
Background: Satisfaction surveys are valuable instruments to evaluate

the quality of a health care system and of changes in the system and to
provide feedback for health care professionals and policymakers.

Objective: This study aims to explain the level of satisfaction by looking
for predictors of satisfaction. The potential predictors include demographic
variables, users health status, users opinions about the changes in the health
care system and under-the-table payments.

Method: A survey on the new health care system in Romania was carried
out using face-to-face interviews with 619 Romanian citizens from the Dolj
region. The satisfaction questions included the evaluation of the health care
system in general and the evaluation of relevant institutions and providers.

Results: There were three basic findings. Firstly, the level of users
satisfaction with the new health care system is rather high, but not for hospital
care in Romania. Secondly, satisfaction with the new health care system in
general is relatively strongly related to satisfaction with health care providers,
i.e. general practitioners, medical specialists, dentists and pharmacists. Thirdly,
men, more educated people, people who offered "gifts" and those who judged
the new system as more inaccessible, of less quality or showing no
improvement in physicians behavior were less satisfied than their
counterparts.

Conclusion and implications: The transition of the health care system in
Romania is evaluated positively by the majority of the population but, at the
same time, there is a necessity for programs to address inaccessibility, quality
of care and under-the-table payments.

Keywords: satisfaction with health care, predictors, under-the-table
payments, reforms, Romania, countries in transition.
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5.1 Introduction

The evaluation of a health care system should include users views about
acceptability and satisfaction with care [1]. As the most popular approach to
eliciting user views in some countries [1], with many purposes [2, 3]
widespread in the field of health care [4], the user satisfaction survey is of
particular interest for countries in transition for several reasons. Firstly, the
satisfaction survey enables comparison of the two different health care
systems from the consumers perspective. In the Romanian case, and in most
East European countries, the health care system is changing from a Semashko
system to a Bismarck system. Secondly, information on consumer satisfaction
may indicate how the health care system is performing and is, therefore, an
interesting indicator for health policymakers regarding the desired changes
and for health providers regarding their performance [3]. Thirdly, the
satisfaction survey is a means of encouraging a higher level of commun
participation [5]. Moreover, up to 2002 there had been 10 years of change
with no assessment of these changes from the peoples point of view.
Therefore, despite the well-known strengths of the qualitative approach [1],
this first satisfaction survey provided an opportunity to generalize findings for
the Romanian population.

During the last 10 years, many changes have occurred in the health care
system in Romania. These changes addressed to the health insurance system,
the general practitioners role, the role of hospitals and privatization [6]. An
important question is, Are people satisfied with these changes? It may be
expected that user satisfaction is related to satisfaction with the health care
system in general. Because of the importance of the role of primary care in
the new health care system, it may be expected that satisfaction with GPs is
strongly related to satisfaction with the system in general as has been shown
in other countries in transition [7]. At the same time, it should be realized that
when a health care system and its providers are changing, the new state of
affairs is not  "taken for granted" and may become a matter of dispute.
Changes may create a more critical attitude. A survey of Croatian patient
satisfaction reported that 44% of respondents were dissatisfied with health
care services in general and only 18% were satisfied after health care
reforms [8]. In other countries with health care systems in transition, the
"rule" of high level of general satisfaction is maintained [7]. This "rule" is
primarily based on stable, Western European health care systems. It is
reported, however, that when such a system is threatened by hospital
reduction, satisfaction with health care in general is also threatened [9].
Whether Romanian citizens followed this "rule" after the health care reforms
was one question in this study.
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Patients sociodemographic characteristics are the variables most often
studied in relation to satisfaction because this data is easily collected [10]. The
literature shows that characteristics such as age [10-15], educational level
[11], health status [10, 16-21], and amount of information conveyed by the
provider [10, 22, 23] are constant predictors of satisfaction with health care
services. But other factors will also be at stake in a system in transition. It
may be expected that positive appreciation of changes in accessibility and
quality are related to user satisfaction with the health care system. There is
also the perception that if information is better and doctors are more
communicative, this may result in a higher level of satisfaction. Therefore,
these variables are expected to be predictors of satisfaction. In the literature,
access to care and quality of care are sometimes seen as operationalizations
of satisfaction [24]. Access to care and quality of care are facts that can be
measured objectively and can be perceived by citizens; they are not
considered in this study as aspects of satisfaction

 Despite the in-depth changes in the health care system, the practice of
under-the-table payment continues rather persistently in Romania. It may be
expected that this habit is related to satisfaction. The question, however, is in
what way. It may be argued that people who pay additional money have
reason to be more satisfied since they expect and/or get better services. It
may also be argued that people feel very dissatisfied with the fact that they
have to pay "under the table" to get proper services. This study aims to clarify
the relationship between opinions about under-the-table payment and
satisfaction.

This study intends to explain satisfaction with the health care system in
general according to Romanian citizens by focusing on different types of
predictors. Firstly, the level of satisfaction with health care in general is
described. Secondly, satisfaction with the health care system in general is
associated with different components of this system, i.e., which kind of
professional/institutional satisfaction can "predict" general satisfaction. And
thirdly, demographic variables and opinions about the transition of the health
care system and under-the-table payment are considered as predictors of
actual satisfaction.

5.2  Methods

5.2.1 Instruments

In order to evaluate the level of satisfaction with the health care system in
general and its components, i.e., the general practitioner, the medical
specialist, the dentist, the pharmacist and the hospital, closed questions with a
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four-point Likert scale as response category were asked. Opinions about the
changes due to reform of the health care system from a user perspective
were measured by 12 closed questions. These were described in three
dimensions: quality of care (three questions), accessibility (five questions), and
attitude of politicians and mass media to health care (three questions). Also,
one question indicated peoples opinions on changes by asking for their
preference between the previous and the present health care systems [25].

Health status was measured by physical function and general self-
appraisal. Physical functioning [26] and general appreciation of health status
were measured by the MOS-20 [27].

The variable of under-the-table payments was measured by a closed
dichotomy question.

5.2.2 Sample and data collection

 Population was defined as the adult citizens of the Dolj district, i.e., 18
years of age and older. The sampling was based on the population of 10 GP
practices in the Dolj region (741,800 inhabitants, South-East of Romania). The
GPs were stratified according to urban and rural area and after stratification
(60% urban, 40% rural) selected at random in the region. For each of the 10
GPs, a random list of 100 patients was made. Thus, a sample of 1,000
randomly selected addresses was used to obtain a net result of 600 completed
questionnaires. The response rate was 68%. After verifying the
questionnaires and eliminating cases of health care providers as respondents,
619 completed questionnaires were used for analysis.

The data was gathered using face-to-face interviews; 379 questionnaires
in the urban area and 240 questionnaires in the rural area were administered
(N =619) by trained interviewers.

5.2.3 Statistical analysis

a) Frequency analysis was used to describe peoples satisfaction with
health care in general and with specific satisfaction related to the General
Practitioner (GP), medical specialist, hospital, dentist and pharmacist.

b) Non-parametric bivariate correlation analysis was performed to find out
the strength and direction of associations between satisfaction with the health
care system in general and specific satisfaction with different providers of
health care.

c) Multivariable analysis was performed to assess the association of
sociodemographic characteristics, health status, opinions about changes in the
health care system, under-the-table payments and satisfaction with the health
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care system. The potential predictors were chosen based on the bivariate
correlation between satisfaction with the health care system in general. The
variables with significant Spearmans rho coefficients within bivariate
correlation analysis were used for the multivariate analysis.

To find out which of the selected independent variables predict satisfaction
with the health care system in general, an ordinal logistic regression model to
fit to the data was chosen.

Levels of education and opinions on changes were modelled as numeric
variables (although they were ordinal variables) for two reasons. Firstly,
treating the ordinal variables as nominal causes a loss of information regarding
the ordering [28]. Secondly, SPSS converts categorical variables within the
ordinal regression procedure into dummy variables, automatically leaving out
the last category, which then becomes the reference category without being
selected for a theoretical reason. Gender and under-the-table payments were
modelled as categorical variables.

In order to test the significance of the individual logits for each
independent variable, Walds statistic was performed. The null hypothesis (i.e.,
a particular effect coefficient is zero) was rejected for six independent
variables, four coefficients being significant at 0.01 level and the remainder at
0.05. Therefore, the model that fitted the data retained six independent
variables as predictors due to their significance for both Spearmans
correlation coefficients and logistic regression coefficients.

The model with six variables was tested for multicollinearity. Therefore,
main effects are kept in the model without any interaction terms. The chi
squared difference test assessed the overall logistic model and it was
significant at 0.01 level, i.e., the estimated model yielded a significantly better
fit to the data than the null model, which means that the regression
parameters were statistically significant.

 Also, the significance of the chi squared test for goodness-of-fit was more
than 0.05; therefore there was no significant difference between the observed
and predicted cell counts. Thus, the model did adequately fit the data.

The selected link function was logit over probit because of the
computational advantages of the ordered logit model [29]. The assumption of
the ordered logit model is that there is a continuous latent variable Satisfaction
(S). A distinction was made between the dependent variable of theoretical
interest S and the observed variable Y, i.e. the variable S was interval level
and might satisfy the linear model [30]. Y is an ordinal version of S. Variable S
had various threshold points. The value on the observed variable Y depended
on whether or not it crossed a particular threshold.

Let y1, y2,  y3,  y4  indicate the categories of the variable Y. Therefore, we
have:
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y1 = 1 if S is £  d1
y2 = 2 if d1 £ S £ d2
y3 = 3 if d2 £ S £ d3
y4= 4 if S is ³ d3  , where d1,d2 and d3 are the thresholds.
The ordinal analysis in SPSS 10 and 11 was based on the proportional odds

model, known also as the cumulative logit model. The model can be written
[31] in the present case with six predictors and three thresholds as:
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values of 665544332211 XXXXXX ββββββ +++++ lead to increased probability
for the higher categories [32]. Additionally, the threshold parameters were
calculated (see Table 1).

Table 1. Results of  PoLitomous Universal Models (PLUM) for the
satisfaction as dependent  variable. Thresholds

No Thresholds Parameters estimates Standard Error Significance 95%Confidence
 of Wald test  Interval

1. Threshold1 -0.757 0.516 0.142 (-1.768, 0.254)
    2. Threshold2 1.733 0.497 0.000 (0.758, 2.707)
    3. Threshold3 7.150 0.604 0.000 (5.965, 8.334)

The threshold parameters provided a quantitative estimate of the
underlying continuous scale to which the ordinal categories were being
mapped by the model. The distances between thresholds indicated the relative
"distances" between categories, based on the logistic scale used in the model.
The confidence intervals of threshold parameters were not difficult to
separate because they did not overlap. Two of these three thresholds, i.e. the
first between dissatisfied and satisfied, and the second between satisfied and
extremely satisfied, were significant from a statistical point of view, i.e. there
were differences between these categories within the study population.

5.3 Results

 Satisfaction with the health care system in general was 78% of those
surveyed, while 21% were dissatisfied. This relatively high level of
satisfaction with the health care system in general was even higher when it
came to specific providers, i.e. 96% were satisfied with GPs, 93% with
pharmacists, 88% with medical specialists and 86% with dentists.
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Table 2. The distributions of respondents after their satisfaction with
health care system and its providers and institutions (%)

Health care system Extremely Dissatisfied Satisfied Extremely Number of
and its components dissatisfied  satisfied respondents

Health care system          3         18       75       3       619
General Practitioner          1         3       60       36       364
Medical specialist          1         9       62       27       197
Hospital          6         30       48       15       143
Dentist          2         12       51       35       134
Pharmacist          1         5       78       15       465

 All these percentages showed a population that was very satisfied with health
care providers. This figure was different for hospitals, but it has to be noted that all
these figures only applied to people who had actual experience of the system during
the last year. A total of 143 respondents had experienced hospital care during the
past year. Of those, 64% was satisfied with hospital care; 36% was dissatisfied.

All the variables on satisfaction with health care professionals and
institutions were significantly associated with satisfaction with the health care
system in general.

Table 3. The significant correlations coefficients between the
satisfaction with health care and the satisfaction with health care
providers/institutions: Spearmans coefficients correlations

Satisfaction with:      Health    General  Medical Hospital Dentist Pharmacist
 care system Practitioner Specialist

Health care System          1
General Practitioner      .203**        1
Medical Specialist      .349**      .359**       1
Hospital      .442**      .257**     .451**      1
Dentist      .357**      .412**     .429**    .327*      1
Pharmacist      .114*      .234**     .212**    .185*   .294**           1

Therefore, the more satisfied a person was with the health care system in
general, the more likely the person was to be satisfied with his/her general
practitioner, medical specialist, dentist, pharmacist and hospital, or vice versa.
The findings are consistent with the expectations and findings in the literature.
The strongest association was between satisfaction with hospital and
satisfaction with the health care system but this was related to a small sub-
sample of the population.
** Correlation is significant at the .01 level (2-tailed).
* Correlation is significant at the .05 level (2-tailed).
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A correlation analysis performed between satisfaction with the health care
system in general and sociodemographic characteristics  health status,
opinions about changes in the health care system and under-the-table
payments  showed significant associations with 13 variables.

Table 4.The significant correlations coefficients between the
satisfaction with health care and structural variables, statements on
changes under-the-table payments

No   Structural variables and statements on changes                                                                             Spearman’s coefficients
                                                                                                                                                                                            correlations

1. Gender of respondent -.106**

2. Level of education                                                                                                                                                       -.116**

3. The quality of care improved as compared to ten years ago  .286**

4. Doctors are much more friendly as compared to ten years ago  .302**

5. Doctors give you more information these days as ten years ago  .196**

6. Health care is easier to get as compared to a decade ago  .283**

7. Drugs and treatment are more difficult to get as ten years ago -.144**

8. You have to pay more for medical treatment compared to ten years ago -.168**

9. Medical treatment is more accessible now for everybody as compared to ten years ago  .230**

10.   Patients have to wait longer for medical treatment now as compared to ten years ago -.166**

11. Health care gets more attention of politicians as compared ten years ago  .132**

12. I would like it when we could go back to the health care system as it was ten years ago -.165**

13 Have you offered some gifts to the health care providers in the last 10 years?  .200**

The highest correlations were found between "more satisfied with the
health care system in general" and "more friendly doctors", "improvement of
quality", "health care is easier to get", "medical treatment is more accessible
now" and "gifts offered to health care providers". Sociodemographic variables
played a modest role in the bivariate correlations.

The ordinal regression analysis showed the following outcomes (Table 5).
The presented estimated coefficients reflect how changes in the predictors
affected satisfaction with the health care system in general.

The significant coefficients derived by ordinal regression were interpreted
in terms of the log probability ratios. The results indicate that women were 1.5
times more likely to be extremely satisfied versus satisfied and dissatisfied
and extremely dissatisfied, or satisfied versus dissatisfied and extremely
dissatisfied, or dissatisfied versus extremely dissatisfied, as compared to men.
The odds ratio of education means that people with a high education are more
likely to be dissatisfied as compared to less educated people. People who
believed there was an increase/improvement in quality of care, accessibility
and physicians behavior were more often satisfied with the health care system
in general (odds ratios of 1.55, 1.39, respectively, 1.60).  Under-the-table
payment to health care providers was associated with less (extreme)
satisfaction.
** Correlation is significant at the .01 level (2-tailed).
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Table 5.Results of  PoLitomous Universal Models (PLUM) for the
satisfaction as dependent  variable. Location parameters.

No Regressors Parameters Standard Significance             95% Odds
 estimates    Error of Wald test Confidence Interval ratio

1. Gender    0.416   0.201      0.038     (2.271E-02, 570) 0,65
2. Education   -0.173   0.075      0.022 (-0.321, -2.506E-02) 0,84
3. Improved quality   0.438   0.129      0.001     (0.186, 0.691) 1.55
4. Friendly doctors   0.469   0.124      0.000     (0.227, 0.712) 1.39
5. Accessibility   0.326   0.125      0.009 (8.161E-02, 0.570) 1.60
6. Under-the- table payment   -0.778   0.206      0.000    (-1.182, -0.374) 0,50

5.4 Discussion

This study shows that the level of satisfaction with the health care system
in general and its components is very high. On the one hand, these results are
concordant with the international literature, where most surveys report high
satisfaction levels [4], as high as 80% according to Fitzpatrick [33]. On the
other hand, these outcomes may be unusual because the Romanian health
care system is undergoing major changes. However, this has also been
observed in some other countries in transition, e.g. in Slovenia the overall
satisfaction is high at 86.4 points on a scale of 0-100 [7]. Furthermore, the
findings of national representative research (1,600 respondents) carried out in
2002 are in line with the present study and show that respondents are satisfied
with the following health care services: pharmacies (90%), hospital service
(75%), state dentistry (67%), private dentistry (85%), and 92% of the
respondents were satisfied with GP attitude [34].

The high level of satisfaction with the health care system is a well-known
fact. This study, however, presents an explanatory model for such satisfaction.

  The small portion of explained variance (18% to 23% depending on the
statistical method used) within the model of user satisfaction is in line with the
findings of the literature where less than 20% is mentioned [35]. Despite the
numerous satisfaction surveys, many factors that predict patient satisfaction
remain largely unknown [26]. For this reason, opinions about changes and
under-the-table payments were used as predictors, as well as the socio-
demographic variables.

As is often found in the literature, higher educated people are less satisfied
with their health care services [9]. They are more critical about the services
they receive in general and more knowledgeable about social developments
and their "rights". It is indeed the latter which explains why higher educated
people are more satisfied with the current health care system as compared to
10 years ago [25].

The under-the-table payments variable used as a predictor may be an
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unexpected variable for "Western" studies. This habit was sometimes considered
to be a sign of gratitude in South Eastern European countries [36]. However, it is
more than gratitude. In fact, the under-the-table payments have multiple
connections with satisfaction with health care. One assumption was that patients
often offer gifts to health care providers in order to receive good quality care from
them. This idea has its roots in the respondents comments on questions and this
fact was later confirmed by analysis. The data showed a very high association
between the habit of offering gifts and the opinion "in order to be treated fairly,
there is a need to offer gifts to the health care providers". Therefore, under-the-
table payments are seen as necessary to get good treatment. But this does not
mean that people are satisfied. It is more than a self-fulfilling prophecy in the
Romanian case. People who had paid "under-the table" in the last 10 years were
likely to be less satisfied than those who had not. This may lead to the conclusion
that this habit is seen as a necessary "evil" to receive proper care.

Although seen as the most consistent determinant characteristic for
satisfaction [10], age was not found to be a significant predictor in another
study in a country in transition [8]. With respect to health status, the
theoretical assumption is that it influences peoples satisfaction more in the
case of specific groups of patients than in the case of potential patients, as is
the case in this study.

Six significant predictors of user satisfaction were found in this study. For
policymakers, it may be of interest that, in order to be satisfied with the health
care system, one should have a perception of improved quality and
accessibility and not have to pay physicians under-the-table. The policy
implications may be that there is a need for programs that are targeted at
some specific categories of people with the goal of improving the quality and
the accessibility of heath care services, especially in the case of hospitals, in
order to assure a higher level of satisfaction with these services.

With respect to under-the-table payments, the solutions found in the
literature include formalizing payments, introducing social insurance [37],
sanctions, control and higher incomes for health care providers [38-40]. There
is no easy or unique solution  (see Hungarian experiment) [41].Therefore,
studies should be carried out to focus on the feasibility and affordability of
each solution/combination of solutions. Moreover, the long tradition of this
"culture of gifts" [37] and the social meaning of giving gifts requires not only
an external/formal way to remove it but also a more qualitative approach.

This study provides an insight into Romanian user satisfaction with their
reformed health care system. As a useful tool for assessment of reforms in a
health care system, the satisfaction survey produced several findings that
allow some suggestions of what may be done to improve both the user
satisfaction and the consequences of the reforms.
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CHAPTER 6

People’s expectations about health care providers in Romania
measured by QUOTE

A C Bara, WJA van den Heuvel, JAM Maarse
Submitted to Health Policy

Abstract:
Measuring user expectations about health care provision is of high

importance in a country in transition. Firstly, this study proves that the
instrument QUOTE (QUality Of care Through the patients Eyes) may be
used in the Romanian setting to assess peoples preferences regarding health
care. Secondly, this study shows what the priorities are regarding quality
aspects of health care from the peoples point of view. Using a framework
established as a result of an exploratory principal component analysis to
describe peoples expectations, the main priorities regarding health care
provision are related to physicians professional skills. People also consider
quality aspects related to communication and accessibility as important or
very important. To conclude, policy recommendations are presented with
emphasis on the importance of the involvement of health care users in the
health care system.

Key words: peoples expectations, important health care aspects,
users (of health care services), policymakers, peoples involvement,
health care providers, Romania
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6.1 Introduction

Consumer expectations about health care providers are frequently studied.
They are described in different ways, such as needs, requests or desires prior
to seeking the doctor [1], demands or wants and preferences [2].
"Expectation" is an important concept because it implies the involvement of
the consumer and creates possibilities for a quality improvement program. [3]

In a country in transition such as Romania, expectations about health care
providers are of particular interest for several reasons. Firstly, the activity-
passivity model [4] accurately describes the physician-patient relationship in
Romania. After years of passivity, the Romanian system has been moving
towards a more democratic approach [5] during the last decade. This new
approach calls for a more client-centered orientation in health care services.
Knowledge and awareness of what patients expect from these services are
therefore needed. Secondly, expectations are related to peoples satisfaction with
health care services/providers [1, 6-16], and such satisfaction is both an
indicator of the outcome of medical care [10,17] and an important goal of health
care services. Thirdly, knowledge of expectations is the first step in avoiding
dissatisfied patients, i.e., with unmet expectations. Dissatisfaction may result in
the patient shopping for other providers, in discontinuity of care and in increased
costs of health care [18].  Furthermore, according to Ham [19], the combination
of constrained resources and increasing demands has led to priority setting in
developed countries and there is an increasing interest in including the public, by
using its views and values, in the process of setting such priorities. In Romania,
the financial constraints due to the transition, combined with the rather poor
health status of the population [5], call for the involvement of the people in
setting the priorities in the countrys health care system. The Romanian public
should be asked what they consider as important to receive from the health care
system. These views may be helpful for policymakers in implementing programs
that address the expectations and in getting public support during a crisis period.

Moreover, quality care is an important target of the health system from the
policymakers point of view [20] and knowledge about what is expected of
health care providers is a necessary requirement for quality assessment and
improvement.

This thesis addresses the need for a reliable instrument to measure peoples
expectations of the health care system and health care providers in Romania
and presents Romanian citizens main expectations regarding health care
provision. The specially designed QUOTE (QUality Of care Through the
patients Eyes) instrument is used in this study.

The first research question, however, is whether QUOTE may be used in
the Romanian context. QUOTE, which was designed in the Netherlands and
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has been applied in several Western European countries measures
expectations and values that are culturally based and it may, therefore, be less
reliable in other specific cultures. When an instrument is made for a "specific"
population, its reliability is not a sine qua non [21]. Therefore, QUOTEs
structure and internal consistency are analyzed.

The second research question is What are the most important quality
aspects of health care from the peoples perspective? Having determined the
structure and reliability of the measuring instrument, a description is presented
of what Romanians consider the most important aspects of health care
delivery.

 The importance ratings of the items express the peoples preferences for
care [10]. These may be of interest to policymakers because one way of
getting people involved in health care policy is by taking their preferences into
consideration when setting priorities. This involvement is lacking in Romania
[22].

6.2 Method

Sample and data collection
In order to assess expectations about health care providers, a research

project was carried out in 2000. The research population was defined as the
adult citizens of one district, i.e. all people 18 years of age and older. The
survey was organized by Craiova University and the Dolj district was
therefore chosen as the research area. The Dolj district has a population of
741,800 inhabitants. Because reliable population registers, available through
municipalities and regional authorities, date from 1996 (the last elections), the
sampling was based on the population of randomly selected GP practices in
the Dolj district. Since 1999, GPs have had to create their own lists of the
patients they care for. In as far as people are registered with a GP, the lists
are a reliable record of the population. Dolj Health Insurance Fund keeps
these lists and its manager agreed to cooperate, as also did the Chairman of
Dolj College of Physicians. The GPs were stratified according to urban and
rural areas (60% urban, 40% rural) and randomly selected from both lists.
For each of the 10 GPs, a random list of 100 patients was made. Thus, a
sample of 1,000 randomly selected addresses was used to obtain a net result
of at least 600 completed questionnaires. The data was gathered at face-to-
face interviews by trained interviewers. The response rate was 68%. After
verifying the questionnaires for completeness of data, checking with some
respondents and eliminating health care providers, 619 completed
questionnaires (379 urban, 240 rural) were kept and used for analysis. A
relatively higher response was received from the urban area.
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The main sociodemographic characteristics of the respondents are the
following: the average age is 46 (which is in line with the Romanian adult
population), the distribution by gender is 44 % men and 56% women, and the
education level of the respondents is distributed in line with the Romanian
adult population.

Table 1. Socio-demographic characteristics of the research
population.

Characteristics of the respondents Mean/Frequency*

Age 46 (standard deviation 17.5)
Gender 44% (men)
Education 31% (primary school or less)

23% (vocational school low)
36% (high school)
10% (university or vocational school high)

Area of living 61.-% (urban)
Marital status 72% (married or with partner)

Instrument
The instrument used to assess peoples expectations was the QUOTE. It

consists of a scale used to assess consumer expectations of several aspects
of care provision and their experiences with health care providers. This study
presents the results of administering the QUOTE-expectations scale.

The QUOTE instrument and adapted versions have been internationally
used for many purposes, but not often tested.  For example, in countries such
as Finland, Northern Ireland, Slovakia and Croatia, it was used to assess the
quality of health care or to evaluate its feasibility. In seven other countries,
Norway, Ireland, The Netherlands, Portugal, Italy and Israel, an adapted
version was developed and applied to patients with inflammatory bowel
disease [23]. In the Netherlands, the QUOTE for asthma is being used to
examine parents perceptions of the quality of care for their children [24], and
the QUOTE with 17 indicators is being used for patients with rheumatic
diseases [25].

There are two versions of QUOTE, the long version with 32 items and the short
version with 16 items.

 For the Romanian study, the 16-item version was chosen for the following
reasons. Firstly, in a health care system undergoing reform the organization of
physicians work is not structured in detail and, as a result, many questions
within the 32 items have similar content from the respondents point of view.
Secondly, in order to describe the health care system in Romania, other
* Variables such gender, living area, marital status and education level are categorical, so the percentages
are presented here for these variables.
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concepts such as level of satisfaction, opinions and knowledge about changes
and health status of respondents were to be measured and, because of the
time factor, the short version was considered more appropriate. Thirdly, the
short version was considered to be more appropriate for the Romanian setting
than the longer one. For example, the statement "The health care providers
should allow me to choose a different worker if we do not get on" from the
longer version does not fit Romanian reality because the Law of Health
Insurance stipulates that the physician has to allow the patient to chose
another worker. Therefore, the short 16-item version was used.

    The 16-item QUOTE has two scales: the first is addressed to users in
general (the first 11 items) and the second is for specific patients. There is an
option to use only the generic part, or to add other items that are seen as suitable
for the Romanian setting from the specific part. Five items from the specific part
of QUOTE-elderly were selected for inclusion for following reasons. Firstly,
because Romanian patients are usually not involved in decisions about the
treatment received and because physicians are often not willing to talk with them
when things do not run satisfactorily, two questions which relate to the already
mentioned activity-passivity model of the patient-provider relationship are
important.  Two other added items relate to organizational matters, i.e. enough time
for the patient and arranging what to do in case of emergency. In a context of
frequently changing regulations [5], patients need physicians help in dealing with
the labyrinth of health care services. The last item added from the QUOTE-elderly
version deals with the almost complete lack of facilities for disabled people in
waiting rooms. All five items are considered to be important aspects of quality of
care and are, therefore, included in this study of the Romanian population.

The 16 items of the QUOTE-expectations scale, presented in Table 2,
were located in the middle of the questionnaire.

Statistical Analysis
For a more structured analysis of peoples expectations concerning health

care providers, Principal Components Analysis (PCA) was performed. PCA is a
method of determining components that are linear combinations of the observed
variables. Therefore, PCA with VARIMAX rotation was performed to
determine the structure of the Romanian version. In order to assess the reliability
of the Romanian version of the QUOTE-elderly, Cronbachs alpha was used.

The QUOTE score for expectations, also called the impact factor, is
measured by recoding the categories of answers as follows: 0 for "not
important", 3 for "fairly important", 6 for "important" and 10 for "extremely
important". The average score was calculated for all 16 questions on quality.
This average score is in fact the importance score of each particular aspect in
the eyes of the respondents.
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Frequency analysis shows the distribution of respondents with respect to
their evaluation of which quality aspects are important for them and which are
not.

6.3 Results

The scale was applied to 619 cases (there were no missing cases) in order
to assess the respondents expectations of health care providers. With respect
to the structure of the data, three components were found with an Eigen value
of more than 1, together explaining 57.7 % of the variance.

The results after Varimax rotation for the 16 QUOTE items are presented
in Table 2.

Table 2.Components loadings, Eigenvalue and Total Variance
Explained of QUOTE- 16 items Expectations about Health Care Providers
as result of Principal Component Analysis with Varimax rotation

No QUOTE-items Component 1 Component 2 Component 3

1 Health care providers and health care       .327      *      .772
Institutionsshould have a good understanding
of my problems

2 should work efficiently      .302      *      .784
3 should always allow me to have an input in      *      .590      *

decisions regarding the treatment or help I receive
4 should always take me seriously      *      .404      .609
5 should always keep appointments punctually      *      .535      .457
6 should not keep me waiting in the waiting room      *      .764      *

for more than 15 minutes
7 should always inform me, in understandable      .405      .449      .320

language, about the medicines that are prescribed
for me

8 should always advice services or prescribe      *      .666      *
medicines which are fully covered by the NHS,
the social services, or my insurance company

9 should always be easy to reach by telephone      .648      .412      *
10 should make sure that, in urgent matters, I can      .656      *      *

see a hospital consultant within two weeks
after being referred to him/her

11 should always communicate with other health      .666      *      *
and social care providers about the services I require

12 should arrange with me what to do in case of      .764      *      *
an emergency

13 should have waiting and consultation rooms that      .626      *      *
are easily accessible for disabled people or
people in a wheelchair

14 should always tell me about the risks involved      .670      *      .379
 in any treatment

15 should always have enough time for me      .608      .349      *
16 should be willing to discuss matters with me,      .670      *      .304

if I feel things have not run satisfactorily
Eigenvalue      7.093      1.136      1.010
% of  Variance      44.329      7.103      6.314

* In this table are showed only the values more than 0.30.
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Four items were suspect, i.e., they loaded relatively high (>0.40) on two
components. All variables have commonalities over 0.40. The three-component
model seems to represent the expectations of the respondents, with an
explained variation of 58%. For all these components, Cronbachs alpha shows a
sufficient homogeneity from 0.70 to 0.80, as is shown in Table 3.

Table 3.Components of the QUOTE-elderly (16 items version)

No Dimensions No of Items Cronbachs’ alpha

1. Communication/ Accessibility 9 0.88
2. Organizational skills 4 0.70
3. Professional skills 3 0.78

The first dimension refers to communication-accessibility aspects.
Accessibility, i.e. "should always be easy to reach by telephone", means that
the respondents expect to have fast and direct contact with physicians, no
matter what their location. As a value score, equity-accessibility refers to
facilities for people who belong to groups with specific needs, i.e. "should
have waiting and consultation rooms that are easily accessible for disabled
people or people in wheelchairs". Accessibility also covers the respondents
expectations that, in a crisis situation, the physician facilitates access to other
health care providers or provides the necessary information,  i.e. "should
arrange with me what to do in case of an emergency" and "should make sure
that, in urgent matters, I can see a hospital consultant within two weeks after
being referred to him/her". In peoples expectations, accessibility also means
that health care providers have enough time for their patients.

Two other items that loaded highly in the first dimension cover aspects
related to both accessibility and communication. "Should always communicate
with other health and social care providers about the services I require" refers
to communication with other people involved in the health care system in
order to make the patients contact with them easier. The physicians
willingness to be open to discussion with patients is another aspect what
covers both communication and accessibility.

The items "should always tell me about the risks involved in any treatment"
and "should always inform me, in understandable language, about the
medicines that are prescribed for me" refer to communication in order to
inform patients about some important issue related to treatment.

The second component, namely organizational skills, covers aspects such
as punctuality, health care provider concern about the prices of medicines, and
the sharing of responsibility with the patient. Two items, "should always keep
appointments punctually" and "should not keep me waiting in the waiting room
for more than 15 minutes", refer to punctuality which is an issue related to
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organization of work reflecting quality of service. Physician concern about the
prices of treatment is also a value score covered by the second component.
The high loading of the component for this item proves that the Romanian
people, who were used to paying nothing or a very low price for treatment,
now include this in their description of a "good" health care service. For
Romanian respondents, sharing responsibility with the patient with respect to
decisions about treatment is another aspect that defines a value score
reflecting the quality of physicians services.

The dimension called professional skills accounted for 6.3% of the explained
common item variance. Good understanding of patient problems is a value scope for
Romanian respondents that describes the professional skills of health care providers.
A work style characterized by efficiency and a serious reaction to patient problems
are also considered important aspects of physicians professional skills.

 Of the 16 quality aspects, five are considered extremely important by the
majority of the respondents (over 50 %) (see Table 4).

Table 4. Expectations of consumers towards health care providers (in %)

No QUOTE-items     Not   Fairly Important Extremely
important important important

1 Health care providers and health care      0.5      3.7      37.0      58.8
institutions should have a good understanding
of my problems

2 should work efficiently      0.2      3.2      37.2      59.5
3 should always allow me to have an input in      12.3      10.3      41.4      36.0

decisions regarding the treatment or help
I receive

4 should always take me seriously      0.5      7.3      42.5      49.8
5 should always keep appointments punctually      2.3      8.2      43.9      45.6
6 should not keep me waiting in the waiting      6.8      16.6      37.3      39.3

room for more than 15 minutes
7 should always inform me, in understandable      0.6      8.1      41.0      50.2

language, about the medicines that are
prescribed for me

8 should always advice services or prescribe      6.8      12.1      37.6      43.5
medicines which are fully covered by the NHS,
the social services, or my insurance company

9 should always be easy to reach by telephone      7.4      13.6      39.1      39.9
10 should make sure that, in urgent matters, I can      1.9      6.5      41.8      49.8

see a hospital consultant within two weeks
after being referred to him/her

11 should always communicate with other health      6.5      10.5      42.6      40.4
and social care providers about the services
I require

12 should arrange with me what to do in case      1.6      4.7      41.8      51.9
of an emergency

13 should have waiting and consultation rooms      3.2      10.3      43.6      42.8
that are easily accessible for disabled people
or people in a wheelchair

14 should always tell me about the risks involved      1.0      4.8      43.5      50.7
 in any treatment

15 should always have enough time for me      1.9      7.6      47.5      43.0
16 should be willing to discuss matters with me,      0.6      5.7      46.8      46.8
       if I feel things have not run satisfactorily
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Two items were scored as extremely important by over 49% of those
interviewed.

 Almost two-thirds (9 out of 16) of the quality aspects were seen as important
or extremely important by a large majority of the respondents (over 90%).

Based on these answers, a "rate of importance" was calculated for the
different aspects of quality of care from the peoples point of view (see Table 5).

Table 5. The ratings of the ten most important aspects of quality of
health care from people point of view

No Expectations Importance         Dimensions
     score

1 Work efficiently 8.27 Professional skills
2 Good understanding of the patient’s problems 8.21 Professional skills
3 Arrangements on what to do in an emergency 7.84 Communication/

Accessibility
4 Information about the risks involved 7.83 Communication/

in any treatment Accessibility
5 Take patients seriously 7.74 Professional skills
6 Information in understandable language about 7. 73 Communication/

prescribed medicine Accessibility
7 Access to hospital specialist within 2 weeks 7.68 Communication/

Accessibility
8 Willingness to discuss matters that have 7.67 Communication/

not run satisfactorily Accessibility
9 Keep appointments punctually 7. 44 Organizational skills
1 0 Always allow enough time for the patient/ client 7.37 Communication/
                                                                                                         Accessibility

The two quality aspects with the highest importance scores are "efficient
work" and  "good understanding of patients problems". These items belong to
the dimension of professional skills. With one exception, the items of the two
dimensions are the first 10 priorities of the people concerning health care
provision.

6.4 Conclusions, discussion and implications

 Two findings are revealed by this study. Firstly, QUOTE is a reliable
instrument for measuring what Romanian people consider important in the
service they receive from their health care providers. Secondly, Romanian
people mainly prioritize the quality aspects related to the professional skills of
physicians, communication and accessibility. Aspects related to the
organizational skills of health care providers are considered less important.
The majority of Romanian respondents considered all aspects of quality as
important or extremely important. This reflects the level of their concern
regarding the quality of health care and the need for policymakers and
professionals to address the peoples demands in this respect.
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From the Romanian peoples point of view, physicians are judged first by
their technical efficiency and then by their human behaviour and relationship
with the patient. A study of the Chilean population reveals different findings
[26]. In addition, Cleary and McNeil [27] and Thompson and Sunol [8]
consider that patients have difficulties in making judgments on professional
technical competence, and that for this reason there is a weak relationship
between physician competence and user satisfaction as found in the literature
[28, 29]. However, the results of a recent study in Romania reveal that people
are satisfied with treatment prescribed by GPs (91%), with GPs advice (92%)
and also with clinical examination and prescribed analysis (90%) [30]. These
findings confirm our results regarding user competence in assessing the
technical efficiency of physicians. It is very likely that this aspect of quality of
care is rated highly by Romanians due to their more pragmatic perspective.

The third item prioritized by people is the possibility of arranging with physicians
what to do in case of emergency. A study carried out in Western Europe shows that,
in 8 of the 10 participating countries, the availability of physicians in cases of
emergency was also highly prioritized [31]. This finding confirms peoples preference
to be able to cope effectively in emergency situations.

This Romanian study shows that the 16 items cover three dimensions:
communication-accessibility, organizational skills and professional skills. The
association of two major aspects of health care  communication and
accessibility  in one dimension is interesting. It shows that accessibility is not
only a physical or financial issue but also includes information and attitude.
Examining the priorities set by Romanian users of health care services, one
can observe the previously mentioned high preference shown for professional
skills and communication-accessibility as dimensions of health care provision.
Setting the priorities in the political agenda should take this fact into account.
Therefore, statistical evaluation of the outcomes and treatments, combined
with better control of the quality of professionals work, may be a
recommendation for policymakers and organizers of health care systems.

In planning the delivery of services, it is important to know what the
preferences are so that care can be taken to address them [10]. As the
second most highly valued attributes, communication and accessibility confirm,
on the one hand, the need to involve people in the health care system, starting
with the delivery of good information and in an interactive way. Therefore,
this aspect of health care may need to be emphasized in the training of
providers [10]. On the other hand, the preference for accessibility highlights
some of the drawbacks of the reformed health care system. These findings
are also confirmed by analysis of the legislation [5].

 This insight into user perspective should complement the views of
professionals and policymakers on what is appropriate for health care [31].

People’s expectations about health care providers in Romania measured by QUOTE
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Furthermore, Romanian policymakers should consider user involvement in
health care to be an "ethical obligation" [32], facilitating a more democratic
and open provision of service delivery, as in developed countries [33, 34].
Additionally, health care professionals should consider users both as important
actors in a consumption model and as producers of health [8]. Therefore, their
involvement in health care is not an option but a necessity. Taking peoples
expectations about health care into account is the first step in changing the
activity-passivity model in relation to both health care providers and
policymakers.

References:

[1] Williams S, Weinman J, Dale J, Newman S. Patient expectations: what do
primary care patients want from the GP and how far does meeting expectations affect
patient satisfaction? Family Practice 1995; 12:193-201.

[2] Buetow SA. What do general practitioners and their patients want from
general practice and are they receiving it? A framework. Social Science and Medicine
1995; 40: 213-221.

[3] Hernandez S. Methods of user participation in the evaluation and
improvement of the quality of health services (In Spanish). Revista Espanola de
Saludad Publica 1995; 69: 163- 175.

[4] Szasz TS, Hollender MH. A contribution to the philosophy of medicine: the
basic models of the doctor patient relationship. Archives of Internal Medicine1956;
97: 585- 592.

[5] Bara AC, van den Heuvel WJA,  Maarse JAM. Reforms of health care system
in Romania. Croatian Medical Journal 2002; 43: 446-452.

[6] Sixma H, Campen C van, Kerssens JJ, Peters L. Quality of care from the
perspective of elderly people: the QUOTE- Elderly instrument. Age and Ageing 2000;
29: 173-178.

[7] Sixma HJ, Kerssens JJ, van Campen C, Peters L. Quality of care from the
patients' perspective: from theoretical concept to a new measuring instrument. Health
Expectations 1998; 1: 82-95.

[8] Thompson AGH, Sunol R. Expectations as determinants of patient
satisfaction: concepts, theory and evidence. International Journal for Quality in
Health Care 1995; 7: 127-141.

[9] Hsieh M, Doner Kagle J. Understanding patient satisfaction and
dissatisfaction with health care. Health and Social Work 1991;16: 281-290.

[10]Ross CK, Sinacore J, Stiers W, Budiman-Mak E. The role of expectations and
preferences in health care satisfaction of patients with arthritis. Arthritis Care and
Research 1990; 3: 92-98.

[11]Ross CK, Sinacore J, Stiers W, Budiman- Mak E. Expectations and health care
satisfaxtion. Arthritis Care and Research 1988; S10:1 [abstract]..

[12]Ross CK, Frommelt G, Hazelwood L, Chang RW. The role of expectations in
patient satisfaction with medical care. Journal of Health Care Marketing 1987; 7:16-26.

Chapter 6



Discrepancies between Romanian patient expectations and experiences of health care

77

[13]Rogers MP, Liang MH, Poss R, Cullen K. Adverse psychological sequelae
associated with total joint replacement surgery. Gen Hosp Psychiatry 1982; 4:155-158.

[14]Burton KE, Wright V. The total solution for total hip replacement surgery. J
Med Eng Technol 1980; 4:183-185.

[15]Ross CE, Wheaton B, Duff RS. Client satisfaction and the organization of medical
practice. Why time counts. Journal of Health Social Behaviour 1981; 22: 243-255.

[16]Korsch BM, Gozzi EK, Francis V. Gaps in doctor- patient communication: 1.
Doctor- patient interaction and patient satisfaction. Pediatrics 1968; 42: 855-871.

[17]McMillan JR. Measuring consumer satisfaction to improve quality of care.
Health Progress 1987; 2: 54-80.

[18]MacStravic RS. Marketing health services: The engineering of satisfaction.
Health Progress 1984; 65: 35-37.

[19]Ham C. Priority setting in health care: learning from international experience.
Health Policy 1997; 42: 49-66.

[20]Ministry of Health and Family. White book of government in the field of health
care 2000 [in Romanian]. Available from URL: http://www.ms.ro/ms/Cartea_alba/
cartea_alba.htm. Accessed: December 23, 2002.

[21]Streiner DL, Norman GR. Validity. In Health Measurement Scales. New York:
Oxford University Press, 1999.

[22]Bara AC, Heuvel WJA van den, Maarse JAM, Dijk J van, Witte LP de.
Opinions on changes in Romanian health care system from the people’s point of view:
a descriptive study. Health Policy (in press).

[23]Eijk I van der, Sixma S, Smeets T et al. Quality of health care in inflammatory
bowel disease: development of a reliable questionnaire (QUOTE- IBD) and frirst
results. American Journal of Gastroenterology 2001; 96: 3329- 3336.

[24]Temmink D, Hutten JBF, van der Zee J, Huijer Abu-Saad H. Dutch nurse clinics
for children with asthma: views of professionals and parents. Journal of Nursing Care
Quality1999; 14: 63-71.

[25]Temmink D, Hutten JBF, Francke AL, Huijer Abu-Saad H. Quality and
continuity of care in Dutch nurse clinics for people with rheumatic diseases.
International Journal for Quality in Health Care 2000;12: 89-95.

[26]Rosselot E. Ethical substrates behind social perception of medical performance
(In Spanish). Revista medica de Chile 1996; 124: 109- 116.

[27]Cleary PD, McNeil BJ. Patient satisfaction as an indicator of quality care.
Inquiry 1988; 25: 25.

[28]Hall JA, Roter DL, Katz NR. Meta-analysis of correlates of provider behavior
in medical encounters. Medical Care 1988, 26: 657.

[29]Sunol R. Correlacion entre el proceso y los resultados de la entrevista clinica:
su aplicacion a los programas de calidad en Atencion Primaria,. Barcelona: University
of Barcelona, 1992. (doctoral thesis)

[30]Center for Politics and Health Care Services (CPSS). Public Opinion Barometer
for Health Care Services 2002. Available from URL: www.mmt.ro. Accessed: 23.07.2002.

[31]Wensing M, Jung HP, Mainz J, Olesen F, Grol R. A systematic review of the
literature on patients' priorities for general practice care: description of the research
domain. Social Science and Medicine 1998; 47:1573- 88.

People’s expectations about health care providers in Romania measured by QUOTE



Chapter 7

78

[32]Boote J, Telford R, Cooper C. Consumer involvement in health research: a
review and research agenda. Health Policy 2002; 61: 213-236.

[33]Lindow V, Morris J. Service user involvement: synthesis of findings and
experience in the field of community care. York: York Publishing Services for the
Joseph Rowntree Foundation, 1995.

[34] Kelson M. User involvement: a guide to developing effective user
involvement strategies in the NHS. London: College of Health, 1997.

Chapter 6



Discrepancies between Romanian patient expectations and experiences of health care

79

CHAPTER 7

Discrepancies between Romanian patient expectations and
experiences of health care

A C Bara, WJA van den Heuvel, JAM Maarse
Submitted to Patient Education and Counseling

Abstract:
This study investigates what people consider to be important aspects of

quality of care and, therefore, what they expect from their physicians. It
analyzes whether these expectations are the same for different
socioeconomic groups and to what extent people actually experience what is
important for them in medical encounters. The study shows what patients
actually experience when encountering their physician. Important aspects of
quality of care include work efficiency, good understanding of patient
problems, arrangements about what to do in an emergency and information
about risks. These expectations are shown to differ according to education,
income and living in an urban or rural area. A relatively high percentage of
patients in Romania have had negative experiences with GPs, medical
specialists and dentists regarding the information they receive, the willingness
of health care providers to discuss their problems and the amount of time
available for them. There is a discrepancy between expectations and
experiences.  In order to transform the doctor-centered system into a patient-
centered system, this study suggests the following solutions: (a) training
programs to teach physicians communication skills, (b) informing people about
their rights in medical encounters, and (c) enhancing the role of the health
insurance funds in representing lay peoples interests.

Key words: patient-provider relationship, patient-centered care,
communication, medical encounter
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7.1  Introduction

People are the producers of their own health [1]. Therefore, they should have a key
role in medical encounters. However, because of the dominant position of physicians,
many people experience an inequality in medical encounters [2-4]. The sociological
explanation of this inequality consists in differences in interests, expectations and
priorities between doctors and patients [2]. Patients and physicians have different
definitions of the situation due to their "separate worlds of experience and reference"
[5]. However, nowadays the basis of the physician-patient relationship is changing [4, 6-
8] due to the emergence of consumer-oriented culture and increasing skepticism about
"expert" knowledge [4]. Between client and professional, there is now a "boundary-
open" relationship, where demarcations are blurred because people wish to participate
in the process and be "cared about", not "cared for" [9].

This study analyzes the physician-patient relationship in a country in transition
(Romania) in an indirect way. Relationships between doctors and patients are
complex and very varied. Two important elements are described in this study:
peoples expectations about physicians and peoples experiences regarding the most
important quality aspects of health care.

As actors in a medical encounter, people have differing expectations of the
performance of their counterparts, the physicians. These differences are not random.
The expectations are associated with (i) peoples personal characteristics, such as
demographic variables (sex, age) and social structure variables (education, occupation),
(ii) personal resources (health status, knowledge) and capital stock (financial and
material resources), and (iii) environmental factors (medical facilities) [11]. Expectations
about health care services are also related to peoples past experiences with physicians
[12-15]. Information on the different expectations concerning the physicians
performance provides insight into peoples definition of the situation as regards their
relationship with physicians. At the same time, awareness of specific expectations
within different groups of health care users may give the professionals ideas and
information on how to improve the physician-patient relationship.

Findings in the literature show that there is no congruency between the
behavior of physicians and the expectations described by patients [10].
Experiences reported by clients concerning physicians behavior are negative in
relation to the expectations that the clients hold [11]. The possible discrepancy can
be used in two ways to indicate the functioning of the health care system. On the
one hand, it measures performance in terms of meeting expectations [16] and
shows the "strengths and weaknesses of this performance" [17]. On the other
hand, it identifies quality problems: "A comparison of patient evaluations and patient
preferences is needed to determine the quality problems with the highest priority"
[18].  Therefore, it is useful to present the percentage of clients who report
that some of the most important aspects of health care have not been met in
their experiences with physicians.
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The research questions are derived from the literature described above.
The first research question of this study is What quality aspects in health

care are most important for the different groups of people? The second
research questions is What is the discrepancy between the importance patients
give to quality of care aspects and their actual experience of those aspects?

7.2  Sample and methods

Sample and data collection
The research population was defined as the adult citizens of one district, i.e. all

people of 18 years of age and older. The survey was organized by Craiova
University in 2000 and, therefore, the Dolj district was chosen as the research
area. It has a population of 741,800 inhabitants. Since the available reliable
population registers date from 1996 (the last elections), the sampling was based on
the population of randomly selected GP practices in the Dolj district. From 1999
onwards, GPs had to create their own lists of patients and, in as far as people are
registered with a GP, the lists present a reliable cross-section of the population.
Dolj Health Insurance Fund keeps these lists and its manager agreed to
cooperate, as did also the Chairman of Dolj College of Physicians. The GPs were
stratified according to urban and rural area (60% urban, 40% rural) and randomly
selected from both lists.  For each of the 10 GPs, a random list of 100 patients
was made. Thus, a sample of 1,000 randomly selected addresses was used in
order to obtain a net result of at least 600 completed questionnaires. The data was
gathered at face-to-face interviews conducted by trained interviewers. The
response rate was 68%. After verifying the questionnaires for completeness of
data, checking with some respondents and eliminating health care providers, 619
completed questionnaires (379 urban, 240 rural) were kept and used for analysis.
A relatively higher response was received from the urban areas. The main
sociodemographic characteristics of the respondents are presented in Table 1.

The average age of 46 is in line with the Romanian adult population. The
gender distribution is 44 % men and 55% women. The education level of the
respondents is distributed in line with the Romanian adult population.

Table 1. Socio-demographic characteristics of the research population.
Characteristics of the respondents Mean/Frequency*

Age 46 (standard deviation 17.5)
Gender 44% (men)
Education 31% (primary school or less)

23% (vocational school low)
36% (high school)
10% (university or vocational school high)

Area of living 61.% (urban)
Marital status 72% (married or with partner)

* Variables such gender, living area, marital status and education level are categorical, so the percentages
are presented here for these variables.
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 Instrument
The instrument used to assess peoples expectations and experiences with health

care providers was the QUOTE (Quality Of care Through the patients Eyes) [12].
The 16 items of the QUOTEexpectations scale were located in the middle

of the questionnaire, followed by the same items applied to experiences with
general practitioners, medical specialists and dentists during the last year.

The QUOTE score for expectations is counted by recoding the categories
of answers as follows: 0 for "not important", 3 for "fairly important", 6 for
"important" and 10 for "extremely important".

The experience score is counted by recoding the answers "no" and "not
really" into 1, and the answers "on the whole, yes" and "yes" into 0.

With respect to the variable of knowledge, four closed questions about the
changes in the health care system during recent years were summarized in
one score.

The reliability of the scale in terms of Cronbachs alpha is 0.9.
The respondents health status was assessed by both the Medical Outcome

Study Short Form  20 items [19] and the number of chronic diseases.
The variables which relate to peoples experiences with physicians services

during the past year include the total number of visits to general practitioners,
medical specialists and dentists for each respondent, dissatisfaction with a physician
(a dichotomous variable), and money spent out-of-pocket for health (with the
response categories: nothing, small expenses, big expenses, very big expenses).

Statistical analysis
The average score was calculated for all 16 questions on expectations.

This average score is in fact the importance score of each particular aspect in
the eyes of the respondents. In order to discover the most important quality
aspects, the importance score was rated from high to low. The 10 most
important quality aspects were selected and kept for analysis.

As mentioned above, there are various groups of people with different
expectations of physicians  performance. In order to show differences in
expectations between groups, bivariate non-parametric correlations were
calculated between the importance scores and variables grouping respondents
according to personal characteristics (sex, age, education), personal resources
(health status, knowledge), capital stock (monthly income), and environmental
factors (area of living) (see Tables 2 and 3).

The average scores for experience on a certain aspect shows the judgment
based on experience of this quality aspect in the eyes of the respondents.

The results were summarized using a threshold value. As Table 4 shows, the
first 10 aspects were put in descending order of importance in the peoples eyes.
Secondly, the experience score was added as the percentage of the people with
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negative experiences with physicians. The most critical aspects are those with
the highest importance score and with a relatively high percentage of
respondents (i.e., over 10%) who did not meet the quality aspects valued as the
most important for them in their experiences with physicians.

7.3 Results

The Romanian respondents highly value aspects of quality of care such as
"efficient work by physicians" and "physicians understanding of peoples
problems".  "Making arrangements in emergency cases", "talking about risks"
and "taking patients seriously" are also seen as important aspects from the
user point of view.

 Five quality aspects show significant associations with the variables on
personal characteristics (education), personal resources (health status,
knowledge), capital stock (monthly income), environmental factor (area of
living), experience (utilization of services of GPs, medical specialists and
dentists, dissatisfaction with a physician, money spent out-of-pocket for
health). Tables 2 and 3 show the Spearmans correlation coefficients.

Table 2. Significant correlation coefficients between expectations and
structural variables (i.e., social structure variables, personal resources
and capital stock)

No Quality aspects Education Mental health Pain Knowledge Income

1. Work efficiently     .113**       .105**

2. Good understanding of the    .110**       .097*    .107*

patient’s problems
3. Arrangements on what to do       .079*    .104*

in an emergency
4. Information about the risks    .115**    .101* .109**       .104**    .121**

involved in any treatment
5. Take patients seriously    .114**    .086*

6. Inform in an understandable       .109*

language about the prescribed
medicine

7. Access to hospital specialist       .095 *

within 2 weeks
8. Willingness to discuss matters that    .094*    .114** .105**       .087*    .109*

have not run satisfactorily
9. Keep appointments punctually    .113**       .120**    .093*

10. Always allow enough time for
       the patient/ client

** Correlation is significant at the .01 level (2-tailed)
* Correlation is significant at the .05 level (2-tailed)
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Table 3. Significant correlation coefficients between expectations and
structural variables (i.e., environmental factor and past experience)

No Quality aspects Area Utilization Experience      Medical
o f of health       of  expenses out
living services     dissatisfaction   of pocket

1 Work efficiently -.107**           .089*

2 Good understanding of the -.103*         .106**      -.112**           .082*

patient’s problems
3 Arrangements on what to do in -.161**         .123**      -.083*

an emergency
4 Information about the risks -.118**      -.096*

involved in any treatment
5 Take patients seriously -.129**      -.120**

6 Inform in an understandable      -.114**

language about the prescribed
medicine

7 Access to hospital specialist -.092*         .125**      -.134**           .095 *

within 2 weeks
8 Willingness to discuss matters that -.118*         .079*

have not run satisfactorily
9 Keep appointments punctually      -.113**

10 Always allow enough time for         .130**           .092*

the patient/ client

From the social structure point of view, people with higher education consider
it more important than people with lower education that physicians should work
efficiently, understand peoples problems and inform patients about risks. People
with higher educational levels also think that health care professionals should take
the patient seriously, discuss issues with him/her and be punctual.

Regarding personal health status, people in better health rate the quality
aspects of health care differently from those in worse health. Respondents
who consider themselves in better mental health and those suffering less pain
are more likely to consider it very important that the physician tells them about
the risks and is willing to discuss matters that have not been satisfactory.

Knowledge, as a personal resource of people, also discriminates between
groups. The group with more knowledge about the health care system is more
likely to expect physicians to work efficiently, understand the problems and
make arrangements in emergency cases. Additionally, the members of this
group are more likely to believe that health care professionals should talk
about the risks, facilitate quick access to hospital consultants, be willing to
discuss matters and be punctual.

The respondents who are better off in terms of capital stock than those
with lower incomes judge that physicians understand their problems, make
arrangements in emergency cases and talk about risks as more important.
They also consider it more important that health care providers should take
the patient seriously, be willing to discuss matters and be punctual.
** Correlation is significant at the .01 level (2-tailed)
* Correlation is significant at the .05 level (2-tailed)
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The environmental factor that discriminates between respondents is their
area of living. People from urban areas are more likely to have higher
expectations than those from rural areas that physicians work efficiently,
understand their problems and make arrangements in emergencies.
Additionally, they believe more strongly that health care professionals should
tell them about risks, take patients seriously, assure quick access to hospital
specialists and be willing to discuss matters that have not been satisfactory.

The past experience variable splits the respondents into three groups with
different importance being given to the health care aspects according to their
status as users during the last year, their statement about dissatisfaction in the
past and their out-of-pocket expenses for health care during the last year.

The most frequent users, unlike the less frequent ones, are more likely to
expect physicians to understand their problems, make arrangements in
emergencies, facilitate quick access to hospital consultants, be willing to
discuss matters and have enough time for the patient.

The respondents who are dissatisfied with the health care providers
services are more likely to consider it important that physicians should have a
good understanding of the problems, make arrangements in emergency cases
and facilitate quick access to hospital consultants. Additionally, these
respondents are more likely to appreciate discussions about risks, the use of
simple language, taking the patient seriously and punctuality of the physicians.

Respondents who have more expenses for health care are more likely to
consider it important that the physicians work efficiently, understand their
problems, facilitate access to hospital consultants in emergencies and have
enough time for patients.

As the results of Table 2 show, it seems that people have the same opinion on
the importance of the aspects of quality of care, regardless of their gender and age.

Table 4 shows what percentage of patients reported that the important
quality aspects did not occur in their experience with physicians and for which
particular areas.

As already mentioned, the two quality aspects with the highest importance
score are "work efficiently" and "understand patients problems". These items
also score highest regarding the peoples positive experience with GPs,
medical specialists and dentists. Thus, the two most important expectations
about physicians services are met by the peoples experience.

 Among the other eight important quality aspects with frequently reported
negative experience are "arrangements on what to do in the case of
emergency", "being informed in understandable language", "willingness to
discuss matters that have not run satisfactorily", "keeping appointments
punctually" and "always allow enough time" for the client.

Another finding is that health care users reveal more positive experiences
with GPs and the most negative experiences with dentists.
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Table 4. The ten most important expectations and the percentage of
the people with negative experiences regarding these quality aspects in
the medical encounter

No Expectations Importance   Respondents    Respondents      Respondents
    score with negative   with negative      with negative

  experience  experience with       experience
     with GP        medical       with  dentist

     specialist

1. Work efficiently      8.27           2           5           9
2. Good understanding of      8.21           2           4           9

the patient’s problems
3. Arrangements on what to      7.84           19           22           28

do in an emergency
4. Information about the risks      7.83           4           7           9

involved in any treatment
5. Take patients seriously      7.74           11           13           11
6. Inform in an understandable               7.73           61           53               1

language about the
prescribed medicine

7. Access to hospital specialist      7.68           6           12             1
within 2 weeks

8. Willingness to discuss      7.67           18           33           78
matters that have not run
satisfactorily

9. Keep appointments      7.44           33           28           32
punctually

10. Always allow enough time      7.37           14           27           40
for the patient/client

7.4 Conclusions and discussion

This paper shows that people with different backgrounds and resources have
different expectations regarding the quality of care they get from their doctors.
Professionals should realize that the users of their services are not a
homogenous group and have different expectations and preferences. Particular
groups of people, such as those with higher education, in better health, with
more knowledge, with higher income and from urban areas, are more likely to
expect some quality aspects to be fulfilled by the physicians. At the same time, it
is worth remarking that people who are worse off in terms of social status,
personal resources, capital stock and environmental factors have an almost
equal score for all quality aspects. This means that several health care aspects
are of the same importance for these people. The paper also shows that
expectations are often not fulfilled by the professionals in the health services.

One intriguing question is: Why do people with different socio-cultural and
socio-economic backgrounds differ more on some aspects of expectations and
less on others? The reason may be that people with less educational,
economic and cultural resources rate all aspects of health care especially

1 It is not applicable because of the type of the job.
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highly. They do not differentiate between the aspects because it is difficult for
them to analyze these different aspects and/or they experience poor quality in
the health care services that they have access to so they consider everything
as (extremely) important. They react as dependent patients and not as
"independent consumers" who know their rights. It should be realized that
most people in Romania are not used to judging their physicians performance
and that, as the questions concern their health, every aspect of the physicians
performance is important for them.

 A category of respondents of particular interest is those people with past
experience of health care services. Their "expectations" based on previous
experiences differ from "expectations" defining the "needs" or "desires" of
users of health care services [12].

Within this category, the first subgroup, i.e., most frequent users, are more
likely to consider as important the understanding of patients  problems, the
continuity of care, the arrangements made in an emergency case, the
discussions with physicians and having enough time for the patient.
Considered as experts in evaluating health care services [12], their
expectations should be taken into account in improving health care
professionals performance.

The subgroup of people who were dissatisfied with their past experiences
with health care services is the most demanding. They are second with regard
to the number of expectations about health care providers.

The highest percentage of people with a negative experience is with
regard to information about medicine prescribed. This is a well-known state of
affairs in the past in Western culture. According to Clarke [2], there are four
explanations for not informing the patient: underestimation by the doctors of
the patients desire to be informed, to ensure patient compliance, dealing with
medical uncertainty and difficulties in communicating information. Training
professionals regarding the rights of the patients as consumers and in
communications skills will improve this relationship. Further, enhancing the
role of the third-part payer  the health insurance fund as the voice of the lay
people  may also contribute to changing this negative experience.

Besides not informing the patients, it is evident that users believe that there
is not enough time for them and that physicians are not willing to discuss
things with patients. These findings indicate that there is a doctor-centered
pattern. There is a no patient-centered approach. "In the doctor-centered
format the emphasis is on information gathering, to the extent that there is no
opportunity for patients to express their concern." [2]. In contrast, patient-
centered medicine refers to a style of practice which relates to patients needs
rather than to the doctors own plan, and which moves from professional
control to patient empowerment [20].
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This study has two limits related to the utilization of GP lists for the
selection of respondents. Firstly, despite mandatory health insurance since
1998, not everybody was on the GP lists in 2000. Therefore, there is a
selection bias in this respect. However, as mentioned before, the utilization of
sources for selection other than the GP lists may bias the results even more
strongly because they are outdated. Secondly, asking the people selected from
10 GP lists about their experiences with GPs might result in clustering the data
within these GPs. To control for that, factorial analysis was performed and
similar structures were found for peoples experiences with GPs and medical
specialists. Therefore, it might be concluded that there is not a specific GP bias
concerning the structure of the importance of aspects of quality of care.
Whether the experiences of the patients with their GPs are biased by the
random selection of the GPs cannot be answered in this design.

  Some implications for professionals and policymakers can be drawn from
this study:

1. As mentioned already, the groups of people who are worse off in terms
of social status, personal resources, capital stock and environmental factors
differentiate less than their counterparts between the importance of quality
aspects of health care. This may indicate their lack or low level of health
education. This state of affairs is not surprising as there is no concern by
policymakers and health care providers to educate lay people and patients
regarding health.

The need for a new category of health care professionals, i.e. health
educators, and the importance of patient education are obvious. Health
education, seen as "the range of acknowledged public risks related to smoking,
lack of exercise and poor nutrition" [21], takes place routinely in doctor-patient
consultations in general practice [21,22]. Patient education addresses groups of
people with specific conditions (e.g. the chronically ill) and takes place in
hospitals and also within the broad context of primary care, involving the
potential contributions of GPs, dentists and pharmacists [21].

In recent years in Romania, there have been signs of general or patient
education, especially via Internet websites and a few reports on TV. But
access to this information is very poor; not many people have computers and
on TV specialized language is used to describe diseases and medications.

2. Professionals should be aware of peoples expectations of the physicians
role.  Greater awareness of patient concerns is associated with more
satisfaction and compliance, as well as with better results of care [23]. The
providers attitude, interest and intention have been shown to impact on the
patients health [24, 25].

 3. Furthermore, it is important to see whether there are people with
unrealized expectations. Of the 10 quality aspects that are seen as most
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important from the peoples perspective, half relate to a relatively high
percentage of respondents who did not experience them in their encounters
with physicians. Thus, there is a real discrepancy between what the people
believe the physicians role should be and the physicians behavior.

On the one hand, this discrepancy reveals that the weaknesses of the
physicians performance are related to information for and discussion with the
patient, situations of emergency, punctuality, having enough time for the
patient and taking the patient seriously. On the other hand, the strengths of the
health care professionals performance are related to their technical skills.
Therefore, though the health service meets medical needs, it fails to meet the
clients emotional or social needs. These findings of the present study are in
line with the results of another study, which states that "the performance of
physicians comes up to the expectations of patients, with the exception of the
psycho-social domain" [10].

4. As part of the psycho-social domain, difficulties in communication are
related to most problems between patients and health care practitioners [22,
26-29]. This study shows a relatively high percentage of the Romanian
respondents reporting negative experience with regard to physicians
communication skills. Because provider-patient communication can have a
significant impact on the outcomes of consultations, i.e. satisfaction,
adherence and health improvement [30-33], training of professionals with
regard to the rights of the patients as consumers and regarding communication
skills should be organized. Furthermore, changes should be made in the
curricula of medical schools so that they focus not only on factual information
when teaching undergraduates but also on the process of communicating with
patients in order to improve the physicians skills. Additionally, enhancing the
role of the third-part payer, by making the health insurance funds the voices of
the lay people, may also contribute to changing this negative experience.

5. Policymakers should put potential quality problems on their agenda.
There are policy documents on the issue of quality improvement programs
[34], but they have been produced without taking account of the peoples view
on this topic. Making decisions on quality improvement should include the
peoples expectations and experiences with health care services and data
collected by systematic research. Taking into account only the opinions of
physicians because they are medical experts is like having health services
designed by physicians and policymakers only for their own use.

6. Within the peoples experience with three kinds of health care
professionals, the GPs performance score was the best in many aspects. Due
to the reforms of the health care system in Romania, the GP has a new role
[34]. Two explanations may be given. On the one hand, the description of the
GPs role may be better explained. On the other hand, this new role may be
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more appropriate to fulfill the health care needs of users. These two
explanations may also be working in combination. Analysis, using this fact as an
indicator of the success of the reforms, should be supported by further studies.

In 1985, Tuckett [35, 4] wrote: "The professional-patient relationship, once
characterized as a meeting between the knowledgeable expert and the
ignorant lay person, is now more appropriately, and more accurately, described
as a meeting between experts." This does not yet seem to be the case in
medical practice in Romania.

The authors gratefully acknowledge the helpful comments of Peter
Groenewegen, Director of Research Department, NIVEL, the Netherlands
on the drafts of this paper.
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CHAPTER 8

Conclusions, discussion and recommendations

8.1 Introduction

This last chapter of the thesis will start by presenting the main conclusions
that may be drawn from this study. As stated in the introductory chapter, this
type of research is relatively new in Romania. Therefore, this chapter will
explicitly state knowledge gained through this study, i.e. what is known now
that was not known before.

The findings will lead to some recommendations concerning the "state" of
the health care reforms, especially from the consumer perspective, and to
some suggestions for policy. These will be presented and discussed. In
addition, recommendations are made for policymakers, patient organisations
and further research.

8.2 Conclusions

Health care reforms in Romania started relatively late compared with
other Central and East European countries. The socioeconomic circumstances
were relatively unfavourable and health care was paid rather belated attention
by policymakers. The reforms were difficult for several reasons:

• the bad economic situation
• the market-oriented vision of "western consultants"
• the lack of vision within Romania on how health care should develop
• the power of the hospitals
• the lack of democratic structure.

The outcomes of this thesis show that health care is a major concern for
Romanians and that they have specific preferences about quality of care.
Doctors should work more efficiently, take care of proper arrangements when
there is a risk, and be more informative.

Some people would prefer to go back to the "old" health care system,
especially older and less educated people. More highly educated people prefer
the new system, but are also the most critical of it. They probably understand
what is right and wrong with the reforms and how they could better fit their
interests. This category of people, i.e. with higher education and higher
income, act more as consumers, while poorer people, older people and people
living in rural areas act more as dependent patients.

Conclusions, discussion and recommendations
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Many people experience a discrepancy between what they consider as
important aspects of care and what they actually get. Communication is an
important issue here, as well as accessibility. There is a real danger that
health care may not be accessible for poor people, people living in rural areas
and the elderly. To put it more clearly, these days many services, especially
medicines, are indeed not accessible for these categories of people.

As a characteristic phenomenon of inequity in health care, under-the-table
payment is frequently used to guarantee good treatment. This phenomenon
influences the equity negatively and does not result in more satisfied clients,
quite the contrary.

Overall, Romanians are moderately satisfied with the health care they
receive, but as mentioned before, there are significant differences within the
population. It is remarkable and also a worry to find that only half of those
interviewed believe that the quality of care has improved compared to 10
years ago. Apparently, the reforms are not that successful in the eyes of the
citizens. Over half of the respondents do not feel sufficiently informed about
the reforms. Even more people (62%) believe that health care does not get
enough attention from politicians as compared to the past.

This study delivers new information and knowledge that specifically applies
to the situation in Romania. The following aspects may be considered as
unknown before and therefore "new". Measurement of health status with the
MOS-20 is valid in Romania. The psychometric qualities have been tested for
the Romanian population. The QUOTE is a feasible instrument for use in
Romania. People show clear expectations as well as evident judgements
about less positive experiences. The reliability of the dimensions is good.
Taking the perspective of patients and people as a source for the evaluation of
the performance of the general practitioner, medical specialist and dentist has
not been conducted previous to this study. There is no known research in
Romania that assesses the expectations people have of health care providers.
This study shows which aspects are considered as important issues for health
care providers to fulfil.

Although satisfaction research is not new in itself, this study analyzes
which categories of the population are more or less satisfied with the health
care delivery and the changes in the health care system. It shows that older
and less educated people are less satisfied. Additionally chronically ill and
elderly believe that the reforms make health care less accessible. This study
presents what people think about the changes in the health care system. This
topic has never been analyzed and published in detail in Romania, unlike here.

Chapter 8
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8.3 Discussion

A cross-sectional study is like a photograph; it describes the reality here
and now. The research project presented in this thesis was carried out three
years ago. For a health care system in reform, these three years are a lot of
time and in between much may have changed. However, the findings of this
study are highly relevant in Romania today. Some examples will show why
that is the case:

The system of collecting revenues for health insurance funds should now
be efficient enough in its task, unlike the first year, 1998, when there were
some operational problems (Chapter 2). However, in spring 2003 there were
real problems in the distribution function. During recent months, people have
not been able to get any compensation for medications because the fund did
not deliver the money, despite the fact that the money is there.

The crisis in the health care system, a phrase first mentioned by
Cockerham [3] (Chapter 2), is nowadays very often used in discussions about
health care in Romania, especially by the mass media. The professional
dominance of physicians within the health care system is unchanged (Chapter
7) from three years ago. Doctor-centred care is still the dominant approach.

The political agenda still does not properly address the issue of under-the-
table payment. Actually, in Law no 46/2003 on patient rights there is implicit
approval of under-the-table payment. In Bulgaria, according to Balabanova,
there are two parallel layers of "informal payments": a gift as a traditional sign
of gratitude and an under-the-table payment for services, often asked for
explicitly by the personnel. In Romania, the latter is forbidden by law but no
sanctions are mentioned. In 2002, 22% of the respondents offered money and
gifts as under-the-table payment. Of those, 10% stated that they were asked
to do so. Additionally, 61% of the respondents involved in under-the-table
payments considered that it was necessary to offer them in order to get
medical care or medications [6]. These results confirm our recommendation
(Chapter 5) to address this issue through both formal (sanctions, control,
formalising the payments, higher income) and sociocultural means.

With respect to peoples satisfaction with health care providers, recent
studies show that the situation has not changed much. Although a barometer
has been developed (using other questions and other methodology than in this
study), its findings confirm the results of this thesis, which means that, in the
opinions of the citizens, policy is not very effective.

The findings of this study are, on the one hand, unique and, on the other
hand, comparable with international research findings. They are unique in that
this study concerns Romania. The following are found internationally:
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• overall positive opinions about and satisfaction with health care services
• differentiation between categories of citizens concerning opinions and

satisfaction, resulting in inequity in health care delivery
• importance given to many aspects of quality of care
• limited explained variance when it comes to "predicting" which factors

determine opinions, satisfaction and experiences.

The uniqueness of this study, as mentioned before, also causes some
limitations. This is the first study in Romania to investigate what people think
about the health care reforms and health care delivery and what people
consider as important aspects of quality of care. So this really is new
information. The disadvantage of such a "new situation" is that there are no
instruments available that are validated in the Romanian context. This study
used some "international" instruments that are partly validated. The first
conclusion is that they are reliable in the Romanian context but further
analysis is needed.

The study was executed in one region, which may be considered as
"average" for regions in Romania. However, it is also known that large
differences exist between regions. So, although the Dolj district is "average" as
demonstrated by some figures and data and thus presents a "Romanian picture",
one may find different outcomes in other specific regions. For reasons of
manpower (expertise) and finance, this study could not be expanded to other
regions. To get a complete Romanian picture, a larger study will be needed.

In the study design, the respondents were recruited through "stratified
sampling", i.e. first 10 general practitioners were selected at random in the
region, with a quota of 60% working in urban areas and 40% in rural areas.
The final sample represents this quota. One question remains open: Do these
10 GP practices represent all practices in the district or may there be a bias?
Bias may occur for several reasons: practices which did not have an up-to-
date registration system refusing to cooperate, not all patients were registered
in the selected practices. Since no data on organization of practices, number
of GPs, nurses etc., number and type of patients, completeness of the
registration lists etc. is available covering all the practices in the region, this
aspect cannot yet be researched.

The transitions in the Romanian health care system are partly comparable
with transitions in other Central and East European countries such as
Slovakia, Hungary and Croatia. This concerns the measures for privatization,
the introduction of an independent health insurance system and the
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strengthening of primary health care. However, the situation in Romania
differs from the other countries in two ways. Firstly, the reforms in Romania
started much later than in the other countries. This does not only apply to
health care but also to other social areas. Secondly, the infrastructure in health
care (as in other sectors) had deteriorated due to under-financing during the
Ceausescu regime. So, reforming the system demands much more investment
and reorganization than in other countries. The advice of the World Bank gave
priority to sectors other than health care and that resulted in a slow process of
implementation of the reforms. The advice of the World Bank and other
international agencies on the direction of the transitions (i.e., privatization)
may be questioned. Privatization presupposes that health care professionals
know how to organize, plan, administer and control their own practices. This
was not the case and had to be learned during the privatization process.
Building up an independent health insurance system also requires specific
skills of administration, planning and controlling as well as a reliable
registration system. These prerequisites were not present, at least at the
beginning. This resulted in lack of premiums, confusion about administrative
directives and growing overheads. It may not come as a surprise that the
Ministry of Health took over (again) the tasks of health insurance.

This thesis shows extensively how people evaluate the transition in health
care. Negative opinions on the changes due to the reforms may also threaten
the implementation of the reforms. Therefore, it is important to ask the people
for their opinions on a regular basis, as well as to explain the reasons for
specific reforms and measures. This supposes that policymakers see patients/
citizens as relevant partners in restructuring the health care delivery system.
In Romania this is not the case (yet).

Another interesting finding concerns under-the-table payment. As in other
former communist countries, this is not an unusual phenomenon. It is more
than a sign of gratitude; it is often necessary to get adequate services or
treatment in time and those who pay under-the-table do, indeed, often
consider it a necessary evil to get fair treatment. However, this does not mean
that these people are satisfied! Some suggestions on how to deal with this
phenomenon will be presented under recommendations.

 8.4 Recommendations

Policy

The increase in the health care budget, the growing autonomy of health
care professionals, especially in primary health care, and the free choice of a

Conclusions, discussion and recommendations
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doctor are considered to be positive developments that should be continued. It
is important to discuss with patients representatives both what the further
plans for reforms are and their consequences for health care delivery.
Reforms are not only a matter for policymakers and professionals. Surveys
have to be carried out regularly to evaluate the consequences of the reforms.

Knowing the opinions of the population about the reforms is also useful for
implementation. Since patients are still in a vulnerable position, legislation is
needed to strengthen their position and to empower them. Such legislation has
to be accompanied by systematic information, training of patient groups
representatives and an organizational structure. However, these elements are
all still lacking despite new legislation (see below).

Policymakers should pay attention to the consequences of the reforms for
specific groups at risk. If reforms are necessary which threaten the health
status and essential services of these vulnerable groups, specific measures for
these groups should be considered.

The vast majority of respondents consider that they have to pay more for
medication than before. The increased out-of-pocket health care expenses
may be arrested by three measures:

1. Reallocate the money from the third-part payer to the GPs in order to
cover the entire cost of essential drugs and treatment.

2. Introduce a "paragraph of competition" which prevents employees from
having a regular job in the public sector and in the private sector in the same
time [1]. In this way, people could really choose to visit a private practice
when they could afford it.

3. Establish sanctions, controls and higher income for health care providers
on the one hand and, on the other, institute a public campaign to convince
people of the illegitimacy and negative consequences of this custom.

However, the project to address under-the-table payments should pay
attention to the many ways to solve this problem. Whatever solution is
proposed should be tested by research, for example in a regional experiment,
before implementation on a national scale.

Research

The QUOTE is used for the first time in Romania. Although it is also used
in other countries, it is still not clear what structure and dimensions are
included. This calls for further validation studies.

Another interesting research topic is the international comparison of the
QUOTE. Although there may be cultural and structural differences in
expectations about health care as well as in experiences, the instrument is
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already being used in various societies in Europe, some of them prosperous,
some of them poor. International comparison requires the use of the same
questionnaire as well as a comparable population.

As mentioned before, it is recommended that evaluative research on health
care reforms and experiences with health care delivery be conducted on a
regular basis. Research at the national level would provide insight into the
wider impact of the implementation of these reforms. The outcomes would be
useful to improve the quality of services, reconsider some policy measures
and implement changes.

Since 2002 some research has been done on a regular basis. Each year, a
national representative sample of people have been asked their opinions on the
health care services and the findings are presented on a web page [6]. The
questions concern health status, access to services, satisfaction with
physicians and evaluation of the health ministry. This barometer may be a
useful tool for gaining public support for the ongoing reforms. Together with
the present study, it represents a start towards involving users in the operation
of the health care system.

In a period of economic transition with many negative consequences for
the population and for the health of the population, and bearing in mind the
poor health status, health interventions that impact on the accessibility of health
care should be based on research. In addition, interventions should be followed
by an evaluation, as it is very well known that there is a gap between
statement of intent (policy in books) and operational implementation (policy in
practice).

There are special groups that are vulnerable to health risks, such as the
elderly and people with poor health status, who consider that they have less
access to health care services compared with 10 years ago. Action-oriented
research, targeted on these two groups with the objective of increasing their
access, has the advantage of resulting almost immediately in more access for
them.

Health care researchers, who are scarce in Romania, can design projects
to respond to some questions raised by this study:

• Statistical evaluation of the decrease in accessibility. What solutions can
address this problem and are they acceptable to the population?

• Transforming lay people into consumers. Are Romanians willing to be
involved in medical decisions and in political decisions regarding health care?
How can the population become more involved?

• Under-the-table payments. What strategies would be effective in
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removing this habit and are they acceptable to people and health care
providers?

• (In)congruence between peoples expectations and health care providers
expectations regarding the providers role. Are expectations regarding the
health care providers role the same?

• Magnitude of the process of privatization in Romania. What effects does
this process have on quality of and accessibility to health care?

• The new role of patients and patients groups in the reformed health care
system. How acceptable is this new role to the other actors in health care
system and to what extent do people want to be involved in health policy and
medical decisions?

Health care users involvement

Health care users should be aware of their position in the health care
system. First of all, as the producers of their health, their opinions should be
asked and taken into account. Secondly, as payers for medical services
through health insurance, they should be entitled to quality services and
control of the quality of health care. Thirdly, as citizens, people have the right
to be part of the decision-making process in both medical encounters and
health policy. Therefore, as important actors in the health care system, health
care users should organize themselves in order to take action.

 The introduction of the Law of Patients Rights on 1 March 2003
represents a first step by Romanian policymakers towards giving users a
position in the health care system. This law was introduced eight years after
the law on the Medical Profession (Chapter 2) and, previously, there had only
been parts on this topic within a law of 1978 [4].

     However, as mentioned in Chapter 4, there is usually a gap between
policy planning and implementation and, therefore, the effects of this law in
practice should be studied to see whether they are as intended. This law
refers to the patients rights to medical information, to personal consent on
medical treatment, to confidentiality and privacy, to make decisions on family
planning, to treatment and to health care. The most important aspects for the
future position of users of health care services within the system are related
to their role in the decision-making process regarding their treatments and the
right to a second opinion. Both these rights are key points in changing the role
of users.

 The content of the law on patients rights is mainly copied from the
declaration made in Amsterdam in 1994 on patients rights in Europe. Although
a legitimate approach, given the necessity and willingness to be in line with



Conclusions, discussion and recommendations

101

European laws, there are two aspects of the declaration which have been
"forgotten". These aspects are the patients right to be represented as a group
at each level of the health care system and the patients right to a physician-
patient relationship that is characterized by humanity. This study shows that
these "forgotten" aspects will be important issues in the future.

There is also a part of the declaration that deals with the application of
measures regarding patients rights. It states: "To have these rights mentioned
by the present document implies that the adequate means for this purpose are
established." What about the means for Romanian patients rights? Besides the
unspecified sanctions and the lists of rights to be posted inside health care
institutions, there is nothing about the implementation of this law [5].

Health care providers

In order to have a healthy population, Romanian health care providers need
partnerships with three groups: policymakers, health care users and health
researchers. While there is an awareness of the necessity of the first
partnership, the others are new for physicians.

A real partnership between the physicians and the users of health care
services would benefit physicians, their job satisfaction and the outcome of
their work. As the experience of Western countries in this respect shows, this
situation is in most cases a win-win situation. Approving and encouraging the
Romanian patient to become a consumer of health care services is the
cornerstone of a partnership for a healthy population.

In their work, physicians should address both the medical problems and the
psychosocial needs of their clients. Knowledge of their patients needs can be
obtained through both the quantitative and qualitative approaches of scientific
research. Involvement in health services research is, therefore, useful for the
physicians work. Knowledge of the users needs influences the quality of the
medical act. According to Nelson and Larson [2], "health care providers who
are serious about improving quality may want to do their own consumer
research to determine ... what they should do consistently, efficiently, and
compassionately to meet basic expectations of their patients."

Additionally, research into the physician performance from the consumer
perspective may provide useful feedback for the professionals.

 Being aware nowadays of the populations need for health education and
of the lack of health educators (Chapter 7), several medical institutions have
formed a partnership and taken over the task of informing and educating
people [8]. Although having an informed (potential) patient is important, the
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next step should be transforming this into a user/consumer role. One question
in a brochure produced by this partnership, "Can I consult a GP without
payment?" and the answer "Yes, if you are insured", does not show
awareness of the fact that the GPs consultations are paid for by the third-part
payer, from the peoples money.

Users of these findings

Who does this research address? People, associations and organizations
that may find this study useful include lay people, policymakers, providers,
medical school professionals, the mass media and health care researchers.

Lay people have publicly expressed their opinions on the changes and their
satisfaction, expectations and experiences with and about health care
providers. The study is a reflection of their experiences and opinions.

Policymakers may see in these findings the users feedback on their work
during the last 10 years. In addition, the patient satisfaction results may be
considered as an indirect measure of how the institutions and providers have
adjusted to their new roles. Policymakers may also observe which groups of
people are more receptive to the changes in health care. Additionally, they
may see areas of potential quality problems and realize the need for health
educators in the health care system.

In the findings of the patient satisfaction survey, health care providers may
see the users feedback on their work. They may also become aware of the
different expectations and needs of various groups of people.

Medical school professionals may understand the need to stress both
factual information and improved communication skills in the curricula of
future health care providers. They may also realize that the medical
educational system should be reoriented to teach students to practice patient-
centered medicine and to pay attention to the patients expectations.

The mass media may be able to assess the results of its public campaign
focused on the changes due to the reforms of the health care system.

This study intends to deliver new information and insights/views, which will
be useful for the further transition of the health care system in Romania. The
results may contribute to a more qualified, accessible and equitable health
care system for all Romanian citizens.
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Summary

The objective of this study is to learn how patients in Romania judge the
health care reforms that have occurred during the last decade. So far, such
information is lacking. This is not only the case for Romania, but also applies
to other Central and East European countries. This study answers the
following research questions.

Research questions
1. What are the patients opinions about the recent changes in their health

care system?
2. How satisfied are patients with the health care system in general and

with health care professionals?
3. What do people expect from the health care system?
4. How many people do not get what they consider as most important for

them regarding health care providers services?
5. What are the psychometric qualities of the QUOTE and the MOS-20?

This study was conducted in the Dolj region in Romania in 2000. The
sample was taken from the registers of randomly selected general
practitioners (GP), with a quota of six GPs from urban areas and four GPs
from rural areas. A sample of 1,000 patients was taken. They were invited to
participate in an interview at home. The interviews were conducted by trained
students from the University of Craiova. The response rate was 68%. After
verifying the questionnaires, the total number of respondents was 619. The
characteristics of the region as well as the final sample are considered as
representative for regions in Romania and are compared with some general
parameters for Romania.

Before answering the five research questions, a description of the main
health care reforms of the past 10 years is presented.

Transitions in health care in Romania
Before the Second World War, Romania had a health care system based

on social security insurance, with costs covered by premiums paid by
employers and employees supplemented by some state financing. It was
based on the Bismarck model. After the Second World War, the Semashko
model was introduced. In this model, health care services were covered by
central (state) tax money, access to services was free of charge, health care
providers were state officers, and planning and distribution of services were
centrally controlled. After the revolution in 1989, health care reforms started

Summary
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very slowly. The health care system in Romania was in a very disadvantaged
situation and starting reforms was not easy because of the decrease in
economic development.

Thus, the reforms had to be realized in the rather difficult context of
scarcity of financial and human resources. The Gross Domestic Product spent
on health care in 2000 was 4% and, in 1999, the number of physicians was
42,975 for a population of 22 million. But it should be noted that expenditure
on health care started to grow after 1997 while the Gross Domestic Product
decreased.

The main changes were introduced through legislative reforms that started
in 1995. The most important laws apply to:

- the decentralization of the execution of health care policy to districts
- the establishment of a structure for the medical profession (the College

of Physicians), including recognition of specialisms and quality assurance
- the foundation of a health insurance system
- the organization and tasks of public health
- the organization, functioning and financing of hospitals.
The legislation resulted in a social health insurance system, the

implementation of which was problematic, in a strengthening of the position of
GPs and in a lowering of the influence of hospitals.

Negative effects of the reforms include the decrease in health care
accessibility due to lower coverage of the population by the insurance scheme
and, therefore, an increase in inequity in health care utilization. In fact, there
are three categories at high risk of being uninsured: people who have been
unemployed for more than 27 months, those working in rural areas and
without a steady income, and people working in the unofficial economy. There
are also underserved regions that impact on inequity in health care utilization.
Health care users still pay physicians under-the-table and have more out-of-
pocket health care expenses due to the increase in the price of medications,
limitation of reimbursements for drugs, and conflicts between GPs and the
third-part payer.

Opinions
After 10 years of changes, the Romanian people have been asked their

opinions concerning the changes in the health care system. This is the first
time they have been asked extensively about their opinions on these changes.
As maybe expected, there is a variety of positive and negative answers.
Overall, the people prefer the present situation to the past.

Concerning the quality of care, 56% of the respondents state that doctors
now provide more information than they did 10 years ago and 50% state that
the quality of care has improved as compared to 10 years ago.

Summary
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The majority of the respondents (62%) say that health care gets less
attention from politicians than 10 years ago. Respondents also state that
people are better informed nowadays (47%) and feel more responsible for
their own health as compared to 10 years ago (49%).

When it comes to accessibility of care, the opinions are less positive.
Forty-one percent agree that health care is easier to get than it was 10 years
ago, but 51% say that drugs and treatment are more difficult to get than 10
years ago and as many as 78% state that you have to pay more for medical
treatment nowadays. Forty-one percent disagree (strongly) with the statement
that medical treatment is more accessible now for everybody as compared to
10 years ago.

Negative opinions about the changes are strongly related with the
statement that most people were happier 10 years ago. Older people and
people with chronic diseases have less positive opinions, while people with a
higher education have more positive opinions.

Satisfaction
Satisfaction surveys are valuable instruments to evaluate the appreciation

patients have of the outcome of medical treatment or regarding the availability
and accessibility of services. Such surveys provide feedback for health care
professionals and policymakers concerning their performances. Such data
may be used to work on the quality of care.

The Romanians are rather satisfied (75%) with their health care system in
general, but only a few are extremely satisfied (3%). The satisfaction score is
highest for GPs (36% extremely satisfied) followed by dentists and hospital
specialists. Pharmacists also receive a high satisfaction score. Thirty-six
percent of Romanians are dissatisfied with hospital services, and  health care
in general is  negatively evaluated by 21%. There is a significant correlation
between several satisfaction scores.

Women are more satisfied than men and people with a higher education
are more dissatisfied than those with a lower education. People who believe
that the quality and accessibility of the health care system have improved are
more satisfied than those who do not believe so.

Patients who report under-the-table payment are less satisfied than those
who do not offer that payment.

Expectations
Expectations are measured with the QUOTE with 16 items. Overall,

Romanians expect a lot from their health care providers. In nine items, 90%
or more of the respondents choose "important" and "very important".

Summary
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The most important aspects in quality of care are work efficiently, good
understanding of patients problems, arrangements on what to do in an
emergency, information about risks and taking patients seriously.

The aspects of quality of care may be ordered in three dimensions.

Expectations and discrepancies with experiences
What people expect most from health care professionals is related to their

professional skills, that they work efficiently and have a good understanding of
patients problems. The next priority deals with aspects of communication and
accessibility.

Various groups of people may have different expectations of the physicians
role. Generally speaking, groups of people who are better off in terms of
social status, personal resources, capital stocks and environmental factors
consider some quality aspects of health care more important than their
counterparts do. Among the groups of people with various expectations, the
priorities of the most frequent users and those dissatisfied with past
experiences with physicians should get special attention from policymakers
and health care providers.

With respect to the discrepancy between expectations and experiences,
the most striking result is that the majority (i.e. over 50%) of the patients had
negative experiences regarding the information delivered by physicians in the
medical encounter.

In brief, in Romania, the patient-doctor relationship is an unequal one due
to the submissive position of the lay people in medical encounters.

Psychometric qualities
The Medical Outcome Study Short Form-20 (MOS-20) questionnaire has

been developed to measure the health status of patients with special attention
being paid to functional status and wellbeing. It is an instrument intended to
measure the impact of health care on patient health status. In later and wider
applications, the MOS-20 has also been used to measure the health status of
populations.

The MOS-20 is now being used more frequently in Central and East
European countries, but its reliability and validity are scarcely studied. In this
study, the MOS-20 is validated for the first time in Romania.

Replicating methods used in the United States in the past (preliminary
tests, convergent and discriminant validity and reliability), using new methods
of validation (confirmatory principal component analysis) and comparing
outcomes with those of West European countries, the analyzes show the utility
of the MOS-20 for Romanian research. The six aspects of health status used
in other research, i.e. physical functioning, role functioning, social functioning,
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mental health, health perception and pain, are reliable and valid in this study.
The QUOTE (QUality Of care Through the patients Eyes) is an

instrument designed to measure the expectations people have about health
care providers and their experience with the actual provision of care. This
instrument was designed in 1996-1997 and has recently been used in several
European countries but not previously in Romania. The question is whether
this instrument is reliable in the Romanian context. The QUOTE has a long
and a short version. For practical reasons, the short version (16 items) was
used and tested in this study. Three dimensions were found within the 16
items: communication-accessibility, organizational quality and professional
skills. The reliability of the three dimensions is good.

This study is the first to systematically analyse the opinions, experiences
and expectations of the citizens of Romania concerning health care reforms.
It recommends that policymakers take the opinions of the citizens seriously
for two reasons: it is the right of the citizens to judge the reforms and the
public support of these citizens is needed for implementation of future
innovations. The study outcomes lead to recommendations that health care
professionals develop a more client-oriented approach and receive training in
communication skills. Patient groups are advised to organize themselves to put
pressure on the direction of the reforms. Analysis of the situation in the health
care sector in 2003 shows that the outcomes of this study are still very
relevant and useful today for improving health care reforms in Romania.
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Samenvatting

Dit onderzoek heeft als doel te achterhalen hoe patiënten in Roemenië de
veranderingen in het gezondheidszorgstelsel gedurende de laatste tien jaren
beoordelen. Tot op heden ontbreekt informatie daarover. Dat is overigens niet
alleen het geval voor waar het gaat om Roemenië, maar ook voor de andere
Centraal- en Oost-Europese landen. Met behulp van dit onderzoek worden de
volgende vraagstellingen beantwoord.

Vraagstellingen
1 Wat is de mening van de patiënt met betrekking tot de recente

veranderingen in het Roemeense gezondheidszorgstelsel?
2 Hoe tevreden zijn patiënten met het gezondheidszorgstelsel in het

algemeen en met de professionals in de gezondheidszorg?
3 Wat verwachten mensen van het gezondheidszorgstelsel?
4 Hoeveel mensen krijgen niet dat van de gezondheidszorg, wat zij

beschouwen als het meest belangrijk voor henzelf?
5 Wat zijn de psychometrische kwaliteiten van de QUOTE en de MOS-20?

Dit onderzoek is uitgevoerd in de regio Dolj in Roemenië in 2000. De
steekproef is getrokken uit de administratie van at random geselecteerde
huisartsen; zes huisartsen uit het stedelijke gebied en vier uit het landelijke
gebied. Uit ieder van de administraties werden 100 patiënten getrokken; de
steekproef bedroeg derhalve 1000 patiënten. Deze werden benaderd voor een
vraaggesprek in hun eigen woning. Deze interviews werden afgenomen door
getrainde studenten van de Universiteit van Craiova. De respons bedroeg
68%. Na controle van de vragenlijsten bedroeg het totale aantal bruikbare
respondenten 619 personen. De eigenschappen van zowel de regio als de
uiteindelijke steekproef kunnen als representatief voor regios in Roemenië
worden gezien. De karakteristieken van de onderzoeksregio zijn vergeleken
met enkele algemene Roemeense parameters.

Voordat de vijf vraagstellingen worden beantwoord is een beschrijving
gegeven van de meest belangrijke veranderingen van het
gezondheidszorgstelsel gedurende de afgelopen tien jaren. Voor de Tweede
Wereldoorlog had Roemenië een gezondheidszorgstelsel dat gebaseerd was
op een sociaal zekerheidsstelsel dat werd bekostigd uit premies, die werden
betaald door werkgevers en werknemers, aangevuld met een bekostiging van
staatswege. Het stelsel was gebaseerd op het Bismarck-model. Na de
Tweede Wereldoorlog werd het Semashko-model geïntroduceerd. Dat houdt
in, dat het gezondheidszorgstelsel werd bekostigd vanuit (centrale)
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belastingmiddelen, dat toegang tot het stelsel gratis was, dat professionals in
de gezondheidszorg in overheidsdienst waren, en dat planning en verdeling van
het aanbod centraal werd geregisseerd. Na de revolutie van 1989 begonnen
de veranderingen in de gezondheidszorg in eerste instantie zeer traag. Het
gezondheidszorgstelsel in Roemenië bleek in een achterstandsituatie te
verkeren en de krimpende economie maakte het zeer moeilijk om de
herzieningen van het stelsel door te voeren.

De transitie moest worden doorgevoerd tegen de achtergrond van
schaarse financiële en menselijke hulpbronnen. Het deel van het Bruto
Nationaal Product dat in 2000 aan gezondheidszorg werd besteed bedroeg
4%; het aantal artsen bedroeg in 1999 42.975 op een bevolking van 22
miljoen. Na 1997 begonnen de uitgaven voor de gezondheidszorg toe te
nemen, terwijl tegelijkertijd het Bruto Nationaal Product afnam.

De belangrijkste veranderingen zijn het gevolg van een pakket wetgevende
herzieningen dat vanaf 1995 zijn beslag kreeg. De meest belangrijke
veranderingen in wetgeving hebben betrekking op:

- de decentralisatie van de uitvoering van het gezondheidszorgbeleid naar
de districten;

- het in het leven roepen van een structuur voor de medische professie (de
Maatschappij voor Geneeskundigen); deze is ook verantwoordelijk voor de
erkenning van specialisten en voor de kwaliteitswaarborging;

- de oprichting van een zorgverzekeringsstelsel;
- de organisatie en omschrijving van de taken van de volksgezondheid;
- de organisatie, het functioneren en de financiering van het

ziekenhuiswezen.
Het pakket wetgevende maatregelen resulteerde in een sociaal

verzekeringsstelsel voor de gezondheidszorg; de uitvoering ervan was in
eerste instantie problematisch: het resulteerde in een versterking van de
positie van huisartsen en een afname van de invloed van de ziekenhuizen.

Negatieve effecten van de hervorming van het stelsel is de afname van de
toegankelijkheid tot de zorg als gevolg van versmalling van het verzekerde
pakket; dat leidt tot een toename van de ongelijkheid in medische consumptie.
In feite zijn er drie categorieën die een hoog risico lopen niet verzekerd te zijn:
diegenen die langer dan 27 maanden werkloos zijn; degenen die werkzaam
zijn op het platteland zonder stabiel inkomen; en diegenen die zich een
inkomen verschaffen in de zwarte, niet-bestaande economie. Verder zijn er
regios met relatief weinig zorgvoorzieningen; dat leidt tot een ongelijkheid in
gebruik van ziekenhuizen. Gebruikers van gezondheidszorg betalen nog steeds
de artsen zwart (bovenop diens inkomen); de meeste mensen betalen
zodoende meer voor hun gezondheidszorg dan toch al nodig is ten gevolge van
de toename van de kosten van de geneesmiddelenprijzen, de beperkingen in
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het stelsel van restitutie van uitgaven aan geneesmiddelen, en de conflicten
die er bestaan tussen huisartsen en derden.

De mening van de Roemenen

Na tien jaar veranderingen zijn de Roemenen gevraagd naar hun mening
met betrekking tot de veranderingen in het gezondheidszorgstelsel. Het is de
eerste keer dat een dergelijke uitgebreide inventarisatie van de mening over
de veranderingen plaats heeft gevonden. Zoals verwacht mocht worden, is er
een veelheid aan positieve en negatieve antwoorden. Gemiddeld hebben de
mensen liever de huidige situatie dan die in het verleden.

Met betrekking tot de kwaliteit van de zorg is 56% van de respondenten
van mening, dat artsen nu meer informatie aan de patiënt geven dan tien jaar
geleden, en 50% vindt, dat de kwaliteit van de zorg is verbeterd in vergelijking
met tien jaar geleden.

De meerderheid van de respondenten (62%) is van mening, dat
gezondheidszorg minder aandacht van politici krijgt dan tien jaar geleden. De
respondenten vinden ook dat de bevolking nu beter is geïnformeerd (47%) en
zich meer verantwoordelijk voelt voor zijn eigen gezondheid in vergelijking met
tien jaar geleden.

Met betrekking tot de toegankelijkheid van de zorg zijn de meningen
minder positief. 42% vindt dat gezondheidszorg is gemakkelijker te verkrijgen
dan tien jaar geleden, maar 51% is van mening dat geneesmiddelen en
behandelingen moeilijker te verkrijgen zijn dan tien jaar geleden en 78% is
zelfs van mening dat er meer betaald moet worden voor een medische
behandeling. 41% is het (sterk) oneens met de stelling dat een medische
behandeling beter toegankelijk is voor iedereen dan tien jaar geleden.

Negatieve meningen met betrekking tot de veranderingen houden een sterk
verband met de stelling, dat de meeste mensen tien jaar geleden gelukkiger
waren. Oudere mensen en mensen met een chronische ziekte hebben minder
positieve meningen, terwijl mensen met een hogere opleiding juist positievere
meningen over de veranderingen uiten.

De tevredenheid

Tevredenheidsonderzoeken zijn waardevolle instrumenten om de
waardering van de patiënten met de uitkomsten van medische behandelingen
of de verkrijgbaarheid en toegankelijkheid van medische diensten te meten. Ze
geven gezondheidszorg professionals en beleidsmakers feedback met
betrekking tot hun verrichtingen. Zulke data kunnen gebruikt worden om de
kwaliteit van de zorg te verbeteren.
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De Roemenen zijn tamelijk tevreden (75%) met de gezondheidszorg in zijn
algemeenheid; slechts weinigen zijn zeer tevreden (3%). De
tevredenheidsscore is het hoogst voor huisartsen (36% zeer tevreden),
gevolgd door de tandarts en de specialist. Ook de apotheker krijgt een hoge
tevredenheidsscore. Ontevreden (36%) zijn de Roemenen met de
ziekenhuiszorg, maar ook de gezondheidszorg in zijn algemeenheid wordt
negatief beoordeeld door 21%. Er is een significante correlatie tussen de
verschillende tevredenheidsscores.

Vrouwen zijn tevredener dan mannen, en mensen met een hogere opleiding
zijn ontevredener dan mensen met lagere opleiding. Mensen die geloven dat
de kwaliteit en de toegankelijkheid van het stelsel zijn toegenomen zijn
tevredener dan degenen die een tegenovergestelde mening zijn toegedaan.
Patiënten die gewag maken van zwarte betalingen, zijn minder tevreden dan
degenen die dat niet doen.

De verwachtingen

Verwachtingen zijn gemeten met de 16-item versie van de QUOTE. In zijn
algemeenheid hebben Roemenen hoge verwachtingen van de aanbieders van
zorg. In negen items scoort 90% of meer van de respondenten het item als
belangrijk of zeer belangrijk.

De meest belangrijke aspecten van de kwaliteit van de zorg zijn: efficiënt
werken, een goed begrip van het probleem van de patiënt, heldere afspraken
met andere zorgverleners over wat moet gebeuren in een noodgeval, het
geven van informatie over risicos, en het serieus nemen van de patiënt.

De aspecten van de met de QUOTE gemeten kwaliteit in de zorg kunnen
worden onderverdeeld in drie dimensies. Wat mensen het meest van
zorgprofessionals verwachten, is gerelateerd aan hun professionele
vaardigheden. Ze moeten efficiënt werken, en een goed begrip voor de
problemen van de patiënt hebben. De volgende prioriteiten hebben betrekking
op de aspecten communicatie en toegankelijkheid.

Verwachtingen, ervaringen en discrepanties

Onderscheiden groepen mensen maken zich zorgen over verschillende
verwachtingen met betrekking tot de rol van de arts. In het algemeen genomen
oordelen groepen mensen die beter af zijn in termen van sociale status,
persoonlijke hulpbronnen, financiële middelen en omgevingsfactoren, sommige
kwaliteitsaspecten van de gezondheidszorg als belangrijker in vergelijking met
hun tegenhangers. Tussen de groepen met onderscheiden verwachtingen
zouden de prioriteiten van de meest frequente zorggebruikers en van diegenen
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die ontevreden zijn met hun ervaringen in het verleden met artsen, speciale
aandacht van beleidsmakers en zorgaanbieders moeten krijgen.

Met betrekking tot discrepanties tussen verwachtingen en ervaringen, is
wel het meest opvallende resultaat dat de meerderheid (meer dan 50%) van
de patiënten negatieve ervaringen had met de informatie die door een arts
was in een medische setting.

Kortom, in Roemenië is de arts-patiënt verhouding een ongelijkwaardige
als gevolg van de ondergeschikte positie van de leek in de medische setting.

De psychometrische eigenschappen van MOS-20 en QUOTE

De Medical Outcome Study Short Form-20 (MOS-20) vragenlijst is
ontworpen om de gezondheid van patiënten te meten, met speciale aandacht
voor functionele status en welbevinden. Het instrument is ooit ontworpen om
het effect van de gezondheidszorg op de gezondheid van de patiënt te meten.
Later is de MOS-20 ook gebruikt om de gezondheid in de bevolking in het
algemeen te meten.

De MOS-20 wordt tegenwoordig steeds meer gebruikt in Centraal- en
Oost-Europese landen, maar de betrouwbaarheid en validiteit zijn zeer zelden
onderwerp van onderzoek. Gedurende dit onderzoek werd de validiteit van de
MOS-20 voor Roemenië nagegaan.

Door methoden te repliceren die in de USA in het verleden gebruikt zijn
(convergente en discriminant validiteit en betrouwbaarheid) en ook nieuwere
methoden te gebruiken (confirmerende principale componenten analysise) en
de resultaten te vergelijken met die van West-Europese landen, laten de
analyses de bruikbaarheid van de MOS-20 zien voor Roemeens onderzoek.
De zes aspecten van de gezondheidsstatus, die gebruikt worden in ander
onderzoek, dat wil zeggen fysiek functioneren, rolvervulling, sociaal
functioneren, psychische gezondheid, ervaren gezondheid en lichamelijke pijn,
zijn betrouwbaar en valide in deze studie.

De QUOTE (QUality Of care Trough the patients Eyes) is een instrument
dat ontworpen is om de verwachtingen die mensen hebben met betrekking tot
zorgaanbieders te meten, alsmede hun ervaringen met het feitelijke aanbod
van zorg. Het instrument is ontworpen in 1996-1997 en is recentelijk gebruikt
in verscheidene Europese landen, maar tot dusverre niet in Roemenië. De
vraag is, of dit instrument betrouwbaar is in de Roemeense context. De
QUOTE heeft een lange (32 items) en een korte versie (16 items). De korte
versie is vanwege praktische redenen in dit onderzoek gebruikt en getest. Er
zijn drie dimensies gevonden in de 16 items: communicatie / toegankelijkheid,
de kwaliteit van de organisatie van de zorg, en professionele vaardigheden.
De betrouwbaarheid van de drie dimensies is goed.
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Dit onderzoek is het eerste onderzoek dat op systematische wijze de
meningen, de verwachtingen en de ervaringen van de Roemeense burgers
met betrekking tot de hervorming van het gezondheidszorgstelsel analyseert.
Beleidsmakers wordt aanbevolen de meningen van de burgers serieus te
nemen, en wel om twee redenen: het is het democratische recht van de
burgers om over hervormingen te oordelen, en om de hervormingen en andere
vernieuwingen ingang te doen vinden, is steun van de burgers noodzakelijk.
De onderzoeksuitkomsten leiden tot het advies aan de gezondheidszorg
professionals een meer klantvriendelijke benadering te ontwikkelen, en zich
meer toe te leggen op communicatie. Patiëntengroperingen wordt geadviseerd
zichzelf te organiseren, en druk uit te oefenen op de richting van de
hervormingen. Een analyse van de situatie in 2003 laat zien dat de
onderzoeksuitkomsten nog steeds zeer actueel zijn, en dat ze kunnen worden
gebruikt om bij te dragen aan een verbetering van de hervormingen van de
gezondheidszorg in Roemenië.
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