Since the early 1990s, the Estonian health sector has been undergoing
a number of reforms. This thesis focuses on the outcomes of the
reforms from the population's perspective by analysing the access to
the health services, the acceptability and satisfaction with these
services as well as the impact of the reforms on the health of the
population.

The empirical data in the thesis were gathered through reviews of
official health statistics and population surveys in 1998, 2002 and 2005
based on face-to-face interviews using structured questionnaires.

The findings show that the development of the Estonian health system
has been heterogeneous. In general, the main achievements of the
reforms in the Estonian health sector are related to the quality — the
accessibility and the responsiveness — of the health system. The main
limitations of the Estonian health reforms are related to the health
outcomes. The reforms implemented within the health care system,
focusing on the financing and organisation of health services, have
been rather successful. However, in the field of public health, where
the implementation of changes requires long-term planning and
intersectoral co-operation, the success in terms of improvements in
the population's health has been rather modest. A successful health
reform needs support from the society — the public, the politicians and
the professionals. To implement a reform, there should be an
understanding of how the planned changes will affect the different
levels of the health system as well as the health outcomes. This study
shows that it is possible to evaluate health reforms from the
perspective of the population, trying to understand what is important
for the people concerned.
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HEALTH REFORMS IN ESTONIA -
ACCEPTABILITY, SATISFACTION AND IMPACT

Abstract

Since the early 1990s, the Estonian health sector has been undergoing a number of
reforms. At the same time, a number of legislative acts have also been established,
forming a new legal basis for the health system. The introduction of a social health
insurance in 1992 was the first reform in the Estonian health sector reorganisation,
followed by a primary health care (PHC) reform, a hospital reform and a number of
public health reforms.

The aim of this thesis is to analyse these health sector reforms in Estonia, focusing
on the outcomes of the health system from the population’s perspective. Proceeding
from this general aim, the specific objectives of the thesis are as follows:

1) To analyse the PHC reform in terms of the access to the health services and the
acceptability and satisfaction with these services.

2) To analyse the health insurance reform in terms of the acceptability and satisfaction
with the new system.

3) To analyse the public health reforms and their impact on the health of the
population.

The empirical data were gathered with the following research methods: reviews of
official health statistics and population surveys in 1998, 2002 and 2005 based on face-
to-face interviews using structured questionnaires.

The main results can be summarised in relation to the objectives of the thesis:

1) The primary health care reform has been implemented and most of the objectives
have been achieved. In general, people accept the changes in the PHC system and
the satisfaction with the family doctors has increased. Access to the PHC services is
good. Based on the results of a population study in 2002 and 2005, more than half of
the respondents could see the family doctor on the same day they made an
appointment. Almost a half of the respondents (49%) were satisfied with the access
to the health services. Satisfaction with the PHC services and family doctors were
found to have positive effects on satisfaction with access to health services.
Although people with chronic conditions were less satisfied with the access to the
health services they did not experience organisational barriers in their access to such
services.

2) The health insurance reform has been implemented and a high level of financial
protection has been maintained. The solidarity principle of the health insurance
system guarantees access to health services for all the insured people. About half of
the population is satisfied with the present system. Compared to 2002, the
percentage of satisfied people has increased in 2005, while the percentage of very
dissatisfied persons has decreased. The most important predictor of satisfaction with
the health insurance was the satisfaction with the existing PHC system. The
satisfaction with the health insurance was higher in 2002 as well as 2005 among
those respondents who had visited a family doctor or a specialist or were admitted in
a hospital during the last 12 months before the survey, but lower among those who
had visited a dentist. A small majority preferred the solidarity principles and
comprehensive financing of health service by health insurance. The attitudes
regarding financing principles were related to the personal contacts with the health
services. The respondents who had used the PHC or ambulance services preferred a



3)

more comprehensive financing of health services, while those who had had contacts
with a specialists or dentists would prefer less comprehensive financing if the
waiting lists were short. More than three quarters of the respondents were informed
about their rights concerning the access to the health services. Personal contacts with
family doctors and specialists had positive impact on the level of awareness.

Some progress has been made in connection with the public health reforms. A
number of national programs and projects to prevent the most essential health risks
have been initiated. As a result, there is some evidence of a positive impact on the
health of the population — positive trends in dietary habits and decreasing infant
mortality, number of abortions, and incidences of sexually transmitted infections and
tuberculosis. At the same time, however, the proportion of smokers and consumers
of strong alcohol has not decreased. Moreover, there has been an explosive increase
of new cases of HIV-infections in 2000, which is one of the most serious public
health problems today. Greater progress has been achieved in the areas where health
promotion and health education activities have been supported by political decisions
to make a healthy choice for the population easier. However, a comprehensive
national health policy and strategy is still lacking in Estonia. In public health, this is
evidenced by a lack of long-term planning and understanding of the significance of
intersectoral co-operation.

Discussion. Up to now, the major reforms in the Estonian health system have been
implemented. However, the environment is changing and the health system has to
respond to these changes. The next step should therefore be to reach a public agreement
about the common values of the health system and setting long-term health policy goals.
To improve the effectiveness of policy implementation and reform, the importance of
systematic research and evaluation should also be stressed.

Key words: Estonia, health reforms, population health, access to health services,
acceptability, satisfaction.
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TERVISHOIUREFORMID EESTIS —
VASTUVOETAVUS, RAHULOLU JA MOJU RAHVA TERVISELE

Sisukokkuvote

Alates 1990ndate aastate algusest on Eesti tervishoiusektoris toimunud hulk reforme.
Vastu on voetud hulk digusakte, millega uus tervishoiusiisteem on saanud digusliku
aluse. Esimene tervishoiusektori reform algas 1992. aastal, kui Eestis mindi iile
kohustuslikule ravikindlustusele, sellele jargnesid muutused tervishoiu korralduses,
perearstireform, haiglareform ning rida muudatusi rahvatervis valdkonnas.

To0 iildeesmiirgiks on analiiiisida Eesti tervishoiureformide tulemuslikkust, kesken-
dudes inimeste jaoks olulistele tulemustele. T66 alaeesméirgid on sdnastatud jargmiselt:
1) Analiiiisida perearstisiisteemi vastuvdetavust elanikkonnale, tervishoiuteenuste

kattesaadavust ja inimeste rahulolu osutatud teenustega;

2) Analiilisida ravikindlustuse vastuvoetavust ja inimeste rahulolu kohustusliku ravi-
kindlustusega;

3) Analiilisida muutusi rahvatervise valdkonnas ja nende muutuste moju rahva tervi-
sele;

Tooks vajalikud andmed koguti riikliku tervisestatistika analiiiisi ja elanikkonna
kiisitluste abil. Kiisitlused toimusid 1998., 2002., ja 2005 aastal. Kiisitlused toimusid
kasutades struktureeritud kiisimustikke kasutades personaalintervjuude meetodil.
Olulisemad tulemused:

1) Perearstireform on rakendunud ja piistitatud eesmérgid on suures osas saavutatud.
Inimeste jaoks on muutused iildarstiabi korralduses enamasti olnud vastuvoetavad ja
rahulolu perearstidega on aasta-aastalt suurenenud. Uldarstiabiteenused on histi
kattesaadavad. 2002. ja 2005. aasta kiisitluste andmetel pddsesid rohkem kui pooled
kiisitletutest perearsti vastuvotule samal péeval kui nad soovisid. Ligikaudu pooled
(49%) Kkiisitletutest olid tervishoiuteenuste kéttesaadavusega rahul, seda mdjutas
eeskatt rahulolu perearstide ja iildarstiabi korraldusega. Kuigi krooniliste haigustega
inimesed olid tervishoiuteenuste kéttesaadavusega vdhem rahul kui teised, ei esi-
nenud nende hinnangul organisatsioonilisi takistusi arstide poole pddrdumisel.

2) Solidaarsuspohimdtetel rakendunud ravikindlustussiisteem tagab koigile kindlus-
tatutele tervishoiuteenuste kéttesaadavuse. Ligikaudu pooled kiisitletutest on olemas-
oleva siisteemiga rahul. Vorreldes 2002. aastaga on 2005. aastal rahulolevate ini-
meste osatdhtsus suurenenud ning véga rahulolematute osatdhtsus vdhenenud.
Rahulolu ravikindlustusega mojutas koige enam see, kuivord oldi rahul perearsti-
siisteemiga. Nii 2002. kui ka 2005. aastal olid ravikindlustusega rahul enam need
inimesed, kes viimase 12 kuu jooksul olid kiilastanud pere- voi eriarsti, vihem rahul
aga hambaarsti kiilastanud inimesed. Natuke rohkem kui pooled kiisitletutest eelis-
tasid olukorda, kus jérjekord voib olla pikk, kuid ravikindlustuse poolt finantseeri-
takse koiki tervishoiuteenuseid. Eelistused olid seotud sellega, missugused olid
olnud varasemad kokkupuuted tervishoiuteenuste osutamisega. Inimesed, kes olid
kiinud perearsti juures voi kasutanud kiirabi, eelistasid enam solidaarsuspdhimotete
laialdast rakendamist. Eriarsti ja hambaarsti kiilastanud eelistasid pigem olukorda,
kus ravikindlustuse eelarvest finantseeritakse ainult vdike hulk teenuseid, kuid
jarjekorrad oleksid lithikesed. Rohkem kui kolm neljandikku kiisitletutest olid
teadlikud oma digustest seoses tervishoiuteenuste kéttesaadavusega, informeeritusele
aitasid kaasa isiklikud kontaktid perearsti ja eriarstidega.
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3) Moningast edu on saavutatud ka rahvatervise valdkonnas. Alates 1990ndate aastate
algusest on ellu kutsutud mitmesuguseid riiklikke programme ja projekte, mis on
suunatud olulisemate terviseriskide ennetamisele. Selle tulemusena on ilmnenud
moningad positiivsed muutused — inimeste toimumisharjumused on muutunud
tervislikumaks, imikusuremus ja abortide arv on vihenenud, samuti on vdhenenud
nakatumine tuberkuloosi ja sugulisel teel levivate haigustesse. Kuid samal ajal ei ole
viahenenud suitsetajate ja kanget alkoholi tarbivate inimeste osatéhtsus tdiskasvanud
elanikkonna hulgas. 2000. aastal suurenes plahvatuslikult uute HIV-nakkuste arv,
mis on kédesoleva ajani liheks olulisemaks rahvatervise probleemiks. Suuremat edu
on saavutatud nendes valdkondades, kus tervise edendamist ja tervisekasvatust on
toetanud poliitilised otsused, tehes tervislikuma valiku inimesele lihtsamaks. Pika-
ajalise planeerimise ja intersektoraalse koostdo olulisuse moistmist rahva tervise
parandamisel aitaks toetada rahvastiku tervisepoliitika ja -strateegia vastuvotmine.

Kokkuvéte. Kiesolevaks ajaks on suurem osa reforme eesti tervishoius teostunud. Kuid
iimbritsev keskkond muutub pidevalt ja tervishoiusiisteem peab toimima kooskolas
nende muutustega. Oluline on saavutada kokkulepe, missugused vairtused on tervise-
poliitika aluseks ja seada pikaajalised tervisepoliitika eesméargid. Suurendamaks tervise-
hoiureformide tulemuslikkust on samuti oluline reformide siistemaatiline analiiiis ja
hindamine.

Votmesonad: Eesti, tervishoiureformid, rahva tervis, tervishoiuteenuste kittesaadavus,
vastuvoetavus, rahulolu.

Doktoriviitekiri Pohjamaade Rahvatervise Korgkoolis; Pohjamaade Rahvatervise
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INTRODUCTION

In the late 1980s and early 1990s, all the Central and Eastern European (CEE)
countries experienced great changes in their political and economic systems.
Beside these changes, there were also great changes initiated in their health
sectors. In Estonia, the planning of health reforms started already before the
restoration of independence. As a legacy from the Soviet period, the Estonian
health system faced a number of problems: an over-capacity of physicians, an
excessive hospital network and a specialist-oriented primary care, people’s
dissatisfaction with the access to the health services, but also worsening
population health indicators.

The first reforms in the health sector were introduced in order to move from
the highly centralised Semashko system to a more decentralised health system
based mainly on social health insurance. The introduction of a new concept of
public health and the implementation of a primary health care (PHC) reform in
the middle of the 1990s, as well as a restructuring the hospital system in the
early 2000s, continued the transformation of the Estonian health system. The
overall goals of these reforms were to increase the efficiency and effectiveness
of the health system, but also to improve the health of the population and
guarantee a better access to the health services.

Today, the major reforms in the Estonian health sector have all been
implemented. The progress of the PHC reform, focusing on the introduction of
family practice, has been studied previously (Lember 1998, Kalda 2001).
However, the outcomes of the health system, that is how the reforms have
responded to the needs of the population, are still insufficiently studied.
Population surveys to find out people’s opinion about the health services were
introduced in the late 1990s. The results of these surveys, supported by national
health statistics, are used in the present study in order to analyse the effects of
the health sector reforms on the population’s health, the access to the health
services, as well as the satisfaction with and acceptability of the health services
provided.
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1 HEALTH REFORMS IN CENTRAL AND
EASTERN EUROPEAN COUNTRIES

1.1 Reasons of health reforms in CEE countries

Many European countries have been reforming their health systems in recent
years, looking for new policy instruments, and trying to find the most effective
way of financing and organising the delivery of health services. A number of
demographic and social factors have influenced the health policies behind the
reforms, most of all the ageing of population and the corresponding decline in
the proportion of the working population. This will increase the demand for
health services, and at the same time limit the ability of the health services to
respond to this demand. Advances in medical sciences and implementation of
new technologies will also lead to additional demands and increasing costs.
Important predictors of health reforms also include higher expectations of
patients and the population at large (Saltman et a/ 1998).

The formulation of health policies is influenced by factors outside the health
sector as well as pressures related to the existing health system and the
population’s health. According to Frenk (1994), it is possible to identify four
groups of reasons, which may lead to health sector reform: economic, political,
ideological, and epidemiological. Since the mid 1970s, most European countries
have experienced increases in health care costs. Different measures have
therefore been launched in response to cost pressures, and organisational
arrangements that were originally conceived to improve equity, access and
health status have increasingly been constrained by concerns for effective cost
containment (Saltman & Figueras 1997).

The great changes in the political and economic systems of the Central and
Eastern European countries in the late 1980s and the early 1990s led to reforms
also in their national health systems. As pointed out in several studies, the
reforms in the CEE countries have all drawn on the same basic reasons: the
funding problems of the centralised health systems, the over-capacity of human
resources, the physicians’ dissatisfaction with their income, and the people’s
dissatisfaction with the access to the health services (Krizova & Simek 2000).
At the same time, health indicators have demonstrated a continuous worsening
of the health status in the CEE countries, and the disparity in life expectancy
and mortality between the countries in the Eastern and Western parts of Europe
has been continuously growing. In response to this situation, in the early 1990s,
the health policies in most of the CEE countries were targeted towards
decentralisation, privatisation and moving away from state financed systems
towards private or public health insurance systems (Sheahan 1995, Earl-Slater
1996, Bara & Heuvel 2002). The common key words in the health systems of
the CEE countries have been implementation of primary health care reform and
establishment of a health insurance system (Deppe & Oreskovic 1996,
Birnighausen & Sauerborn 2002, Svab et al 2004). All of these countries have

4 13



also started to restructure their hospital system in order to decrease the number
of hospital beds (Healy & McKee 2002a).

1.2 Progress of the health reforms

The priorities of the health sector reforms in the CEE countries have been
described as follows. Priority setting should be driven by new democratic
values. New systems must be people-centred and oriented towards the needs of
individual patients or specific groups of patients, and sensitive to inequalities,
unemployment and social poverty. Reforms should be health focused, evidence-
based and oriented towards primary health care (Oreskovic 1998). These
priorities correspond to the common understanding of the main objectives and
overall requirements of health systems: universal and equal access for all
members of the society, effective care for better health outcomes, and respon-
siveness to patient concerns (Goddard & Smith 2001, Crombie & Davies 2002,
Saltman et al 2002).

The right to health care or health protection is in most of these countries a
constitutional right of every citizen, and amending the constitution has therefore
been a first step in the reform of their health systems (Krizova & Simek 2000).
Introduction of legislation on health insurance has provided a legal basis for
changing the principles of financing health services, and a health financing
reform was also one of the first basic reforms introduced in the early 1990s in
all the CEE countries that had been parts of the former Soviet Union. Replacing
the budget based financing with a social health insurance together with
decentralisation, privatisation and organisational reforms were seen as possi-
bilities to mobilise and allocate the existing resources equitably and efficiently
to meet the growing need for health services (Preker e al 2002, Bérnighausen &
Sauerborn 2002).

Social health insurance has two main characteristics: contributions are based
on ability to pay, and the independent quasi-public or public sickness funds
provide a separate and transparent system for the flow of funds from the
contributors to the sickness funds and from there to the providers of the health
services. Contributions are made by employers and employees, while people out
of employment are supported by the government or by special funds. In
countries where social health insurance has been introduced, it is a compulsory
system for the whole population. In some Western European countries, for
example Austria, Belgium and France, the population coverage by health
insurance is 99—-100% (Normand & Busse 2002).

In the early 1990s, most of the CEE and former Soviet Bloc countries started
to build up health care financing systems that were characterised by high levels
of financial and risk protection and equity. A decade later, however, three
different developments can be observed (Preker ef al 2002):
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— One group of countries (e.g. Croatia, the Czech Republic, Hungary and
Slovenia) have implemented early reforms consistently and maintained a
high level of financial protection. These countries have moved to the so-
called Bismarck model, where health care is financed mainly by payroll
taxes.

— A second group of countries (e.g. Russia and Albania) have experienced
deterioration in financial protection and equity. Reforms have been
initiated more recently but have been less comprehensive. In financing
health care, general taxation is dominating, and payroll taxes have been
introduced only as a supplementary source. Some of these countries (e.g.
Latvia and Poland) have opted for the Beveridge model, where health
care is financed only by taxation and out-of-pocket payments. As argued
by Pavlova et a/ (2000), in an economic recession the implementation of
health insurance cannot be socially beneficial and may be infeasible due
to insufficient funds.

— In a third group of countries (e.g. Georgia, Moldova, Kyrgyzstan and
Azerbaijan), public financing has collapsed and out-of-pocket payments
have become the dominant mode of health financing. In these countries,
the financial protection against the cost of illness has severely decreased.

An important development in the CEE countries has been the implementation of
PHC reforms, moving from a system of separate outpatient clinics for adults,
children and women to a system of health centres, which serve the general
population irrespective of age and sex. The ideology of these reforms comes
from the Alma-Ata Declaration (WHO 1978), which emphasises the importance
of comprehensive, universal, equitable and affordable health care services.
However, the development of general practice has varied between the different
countries (WHO 1999). For example, Svab et al (2004) have found that in
14 CEE countries family medicine is widely recognised as a specific discipline,
and in 13 of them there are existing programmes of vocational training for
family medicine.

Another important development in the health systems of the CEE countries
has been the restructuring of hospitals. All of these countries have had an
excessive hospital network, and the first step of the reform has been to reduce
their capacity. However, the development of a modern co-ordinated hospital
network, appropriate for the needs of the population, has proven difficult to
achieve. The challenges of this development must be considered against the
specific context within which the health sector reforms have been taking place.
In most of the CEE countries there has been an over-reliance on market mecha-
nisms to bring about change, an insufficient recognition of the wide range of
stakeholders involved, a failure to ensure that incentives and policies are
aligned, and a lack of appropriate human resources to implement the changes
(Healy & McKee 2002a & 2002b).
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1.3 Responses to health reforms

By the end of the 1990s, researchers started to analyse people’s attitudes to the
ongoing reforms in the CEE countries. These studies were mainly focused on
the access to and satisfaction with the health services. Some studies considered
equity issues as well. In general, positive evidence about the results of the
health reforms was reported from those countries, which had implemented
comprehensive reforms in the early 1990s. Patient satisfaction studies in
Slovenia and Lithuania demonstrated that the PHC reforms in these countries
had resulted in a higher satisfaction of the population, a major precondition for
that being a good relationship between the patient and the doctor (Kersnik 2001,
Zebiene et al 2004). At the same time, studies also showed that physicians’
attitudes, skills and work performance can also be major sources of dissatis-
faction with health services (Bankauskaite & Saarelma 2003).

As pointed out in several studies, the rapid health sector reforms in the CEE
countries have also been accompanied by some drawbacks in the form of
limited access and growing dissatisfaction among the population. Such
examples can be found in Russia (Field 1999), but also in Croatia (Mastilica &
Chen 1998) and in Romania (Bara et al 2003), where particularly older and
lower socio-economic groups have evaluated the health care reforms in a
negative way. There is also evidence of social inequalities in the utilisation of
health care services in these countries (Habicht & Kunst 2005).
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2 THE HEALTH SYSTEM IN ESTONIA

2.1 Social and economic background
2.1.1 Population

Estonia is the smallest of the Baltic countries, covering an area of 45 227 km®.
The population has been constantly increasing until 1990, both as a result of
immigration and positive natural increase. Since 1990, the immigration has been
decreasing and the emigration has been increasing. Likewise, the number of
births has been diminishing and the number of deaths has been growing. In
January 2006, the population of Estonia was 1 344 684 with 46% men and 54%
women. About two thirds of the population are Estonians and one third is made
up of Russians and other ethnic groups. The average population density is 30
inhabitants per km®. The urban population accounts for 69% of the total popu-
lation.

In recent years, an ageing of the population has been observed. The pro-
portion of children (aged 0—14 years) has decreased (from 22.3% in 1990 to
16.3% in 2003) and the proportion of people aged 65+ has increased (from
11.6% in 1990 to 16% in 2003). Since 1991, the natural population increase
(birth/mortality ratio) has been negative, but there has been an upward trend
since 1994 due to an increasing number of births. In 2005, the birth and death
rates per 1,000 inhabitants were 10.7 and 12.9 respectively (Statistical Office of
Estonia 2006). These trends are illustrated in Figure 1.
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Figure 1. The dynamics of birth and death rates in Estonia in 1985-2005.



2.1.2 Political and administrative structure

Estonia is a parliamentary republic. The parliament (Riigikogu) consists of one
chamber whose 101 members are elected every four years. The country is
divided into 15 administrative regions (counties) that altogether contain 241
municipalities. Each county is run by a county government presided by a
governor, who is subordinate to the Ministry of Internal Affairs. The counties
are shown in Figure 2.

Ida-wiru

Jogews

Wiljandi Tartu

Figure 2. Administrative regions of the Republic of Estonia.

2.1.3 Economy, employment and social guarantees

Having restored its independence in 1991, Estonia has embarked on a number
of economic and political reforms. In 1992, a new constitution was adopted, a
new national currency (kroon) was introduced, and the first national parliament
was elected. As the major political parties in Estonia are pursuing rightist
political views, all the governments have also had this orientation. As a
consequence, there have been economic reforms geared towards a market
economy and rapid changes have taken place in the whole Estonian society
since the early 1990s. Beside the economic reforms, there have also been
reforms in the social and health sectors. Since the late 1990s, social values in
Estonia have also been more pronounced.

Due to positive changes in the Estonian economy, which have led to creation
of jobs and increases in wages and pensions, the percentage of people living
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below the poverty line' has decreased. Compared to 36.1% in 1997, the
percentage of households living below the poverty line decreased to 14.2% by
the year 2004. The percentage of children living below the poverty line
decreased from 47.1% in 1997 to 25.3% in 2003 (Statistical Office of Estonia
2006, MoSA 2005).

The rate of unemployment in Estonia was increasing from the early 1990s
until 2000. Since 2001, the employment rate has been increasing, and the
unemployment rate has been slowly decreasing down to 9.7% in 2004.
However, the unemployment of young people (aged 15-24) has been increasing
up to 21.7% in 2004. In 2002, an unemployment insurance was launched. This
is a type of mandatory insurance, based on a principle of solidarity, whose
accumulated premiums can be tapped should their payers lose their jobs through
collective termination of employment contracts, or due to bankruptcy. A state
pension is paid in cases of old age, incapacity for work and loss of provider.
This is a social insurance benefit based on the solidarity principle and paid from
the resources designated for the expenditures of state pension insurance in the
state budget (MoSA 2005).

2.2 Historical perspective of the health care organisation

In the independent Estonian Republic during 1918-40, the health care system
was based on a principle of decentralisation. The organisation and management
of the health services, including public health and pharmaceutical services, was
the responsibility of the Directorate of Health and Social Welfare (Tervishoiu ja
hoolekandevalitsus), which belonged to the Ministry of Education and Social
Affairs. The direct responsibility for the health care of population was delegated
to the local municipalities.

The area of a local municipality was divided into health districts.
Municipality and district doctors were in charge of prevention of disease as well
as of treating socially disadvantaged people. However, outpatient medical
services were mostly provided by private practitioners. There were three types
of hospitals, which provided inpatient care: state-owned, municipal and private
hospitals. Clinics for mothers and children, sanatoria and mental institutions
were state-owned as well. To finance the health care, sickness funds were
established in 1920. The sickness funds covered civil servants and employees
and were organised on a regional basis (Kaiv 1931, Observatory 2000 & 2004).

During the Soviet period (1940-91) the Semashko system of health care
replaced the previous system. The organisation of health care was a

"In calculating the absolute poverty level the following factors are considered: minimal
cost of the food basket, empirically determined residence costs, essential expenditures
for clothing, education and transportation. For example, in 1997 the household was
considered to be below poverty line, if the income per household member was 1250
EEK or less (in 2003 1614 EEK or less).
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responsibility of the state, the physicians were employed by the state, and the
health services were funded from the state budget. The policlinic system was
introduced into PHC and much emphasis was given to specialisation of
physicians. The physicians in primary care were called “district doctors” for
adults and “district paediatricians” for children. The institutions providing PHC
included village clinics (ambulatories) in rural areas and policlinics for adults,
children and adolescents, women’s clinics, psychiatric and dermato-venero-
logical dispensaries in towns. Every citizen was entitled to direct access to
clinical specialists (Lember 1998).

The number of physicians increased during the Soviet period and exceeded
40 per 10 000 inhabitants by the end of the 1980s (Statistical Office of Estonia
2005). An extensive hospital network was also developed during this period.
The number of hospitals increased from 58 in 1940 to 125 in 1990. The average
number of hospital beds in 1990 was 121.4 per 10 000 inhabitants, and 91.9 of
those were acute care beds. Compared to countries like Finland and Sweden, the
total number of hospital beds was not significantly higher, but these countries
had considerably lower numbers of acute care beds, 43.4 and 41.4 respectively
per 10 000 inhabitants (WHO 2005).

In general, during the Soviet period, the whole health system was disease
and specialist oriented, while the main task of the district doctors consisted in
timely diagnosing diseases, providing treatment for these diseases, and also
referrals to specialists in the hospitals. However, in the early 1980s, the eco-
nomic development plan of the USSR stipulated that district doctors should give
more time to preventive work (Birkenfeldt 1985, Lember 1998).

2.3 The health status of the Estonian population in the early 1990s

Starting in the early 1990s to build a democratic society, Estonia like other CEE
countries experienced a rapid worsening in the indicators of public health. The
life expectancy started to decrease. The lowest level of the population’s health
was reached by year 1994. Cardiovascular diseases, malignant neoplasms and
accidents have been the most common causes of deaths. The mortality rates of
diseases in the circulatory system started to increase in the beginning of 1990s,
however, since the 1994 a slight decreasing trend has been occurring. The
mortality rate of external causes decreased in 1994-1996 to the previous level
and has not remarkably changed up to now. The mortality rate due to malignant
neoplasms has been on the same level over the years. These trends are
illustrated in Figure 3.
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Figure 3. Standardised mortality rates of diseases in the circulatory system, malignant
neoplasms and external causes in 1992-2002.

(Source: Statistical Office of Estonia 2005)

The premature death among men was considered as one of the most serious
public health problems in the middle of the 1990s. Between 1988-94, the life
expectancy of men decreased by 5.5 years (from 66.6 to 61.1), first and fore-
most due to the increased mortality of working age men. A great disparity
between the average life expectancy of men and women (12 years in 1994) was
also observed. In 1994, 56% of the men who died were younger than 65 years.
Most of these premature deaths were caused by external factors, such as injuries
and poisonings, which are especially noticeable in young age (up to the age of
35-40). The main cause of death was suicide (Polluste 1998). Compared to
Sweden, the injury death rate for men in Estonia was about six times higher. For
some types of injuries, like alcohol intoxication and homicide, the death rates
were ten times higher (Kaasik et al 1998).

Another serious public health problem since the beginning of 1990s was the
continuous increase in new cases of tuberculosis, from 21.1 per 100,000
inhabitants in 1990 to 44.8 in 1998 (Pdlluste 1998), as well as the spread of
multi-drug-resistant tuberculosis (MDR-TB). Half of the MDR-TB patients
were alcoholics. Also homeless and poor people were at high risk (Kriiliner et a/
2001b, Lindsay 2002). Other risk factors for tuberculosis were low educational
level, low income, having been in prison, not having a place of residence,
current unemployment, current smoking, shortage of food, and contact with
tuberculosis patients (Tekkel et al 2002). Also health care workers were found
to have an increased risk of tuberculosis. In 1994-98, for example, the inci-
dence of tuberculosis among health care workers was 1.5 to three times higher
than in the general population (Kriiiiner et a/ 2001a).

The situation in connection with reproductive health and sexual behaviour in
the first half of the 1990s was characterised by a high number of abortions and a
growth of new cases of sexually transmitted infections (STI). In 1990, 132
abortions per 100 births were registered and the rate of abortions increased to
169.5 per 100 births in 1993. The incidence of syphilis was 3.3 and that of
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gonorrhoea 127.9 per 100,000 inhabitants in 1990. In 1995, the same indicators
were 69.7 and 194.2 per 100,000 inhabitants respectively (Pdlluste 1998).

Also the number of smokers and consumers of strong alcohol started to
increase since 1990. In 1994, 52% of the men and 23% of the women aged 15—
64 were daily smokers (Lipand et al 1995). A study conducted in 1995 in the
Estonian capital Tallinn demonstrated that the prevalence of smoking was also
quite high among school children — approximately one third of the 13—18 years
boys and a quarter of the girls of the same age identified themselves as smokers
(Pérna et al 2003). In 1994, the proportional share of weekly users of strong
alcohol among men was 32% and among women 11% (Lipand et al 1995).
Compared to the other Baltic countries, the weekly consumption of alcohol in
Estonia was significantly higher among men as well as among women (McKee
et al 2000).

2.4 Motives for reforms in the health sector

In general, the motivational forces for the health sector reforms in Estonia were
the same as in other CEE countries. As a legacy from the Soviet period, Estonia
had an over-capacity of human resources in the health sector, especially
physicians, who at the same time were rather dissatisfied with their income.
However, the social prestige of physicians was higher than in some of the other
CEE countries, and the standard of the medical education met the existing needs
and demands (Lember 1998).

Other important motives for the health sector reforms in Estonia were the
funding problems of the centralised health system, which needed to be solved,
and people’s dissatisfaction with the access to health services, which had
become more and more obvious. Moreover, despite the high number of
physicians in the Estonian health care system, the indicators of the health of the
population were worse than in the Western European countries.

2.5 Health sector reforms in Estonia since 1992

The planning of reforms in the health sector started already before the resto-
ration of independence in the country. Since the beginning of the 1990s, the
Estonian health system has undergone three major reforms: a health insurance
reform, a primary health care reform, and a hospital reform. After the liberali-
sation of the political system in the early 1990s, the importance of a population
based approach to public health and health promotion was also recognised, and
the understanding and application of the concept of health promotion became
more comprehensive (Saava & Maaroos 1994, ECHEP 1996, Saava 2000),
which marked the beginning of a number of public health reforms.
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The most comprehensive reform was the change of financing principles for
the health services by introducing a social health insurance, which was
accompanied by establishing a new system of sickness funds and defining a
basic package of services covered by the health insurance. A main regulatory
tool to implement these changes was the Health Insurance Act of 1991. This act
led to a number of regulations that specified the roles and responsibilities of the
sickness funds, the providers of health services and the patients.

The health insurance reform facilitated a decentralisation of the health sys-
tem and the following PHC reform. With the Health Care Organisation Act of
1994, the principles of decentralisation were established and the responsibilities
of the national government, the regions and the municipalities in the planning
and organising of health services were defined. The ministerial regulations of
1997 established the legal status of family doctors (FD), and the financing
principles and the package of services provided by the FDs.

The goals of the following hospital reform were defined in the Estonian
Hospital Master Plan of 2000, and the main regulatory tool for the implemen-
tation of the reform was a governmental decree in 2003.

The implementation of the public health reforms started with the establish-
ment of the new health care structure at the national and the regional level. The
main goals were defined in different national health programmes and projects.
The Public Health Act adopted in 1995 defined the financing principles and
responsibilities of different stakeholders in this field.

In addition, a number of laws adopted since 1995 have defined the organi-
sation of health services in specific fields and supported the ongoing reforms.
The Medicinal Products Act of 1996 regulated the pharmaceutical market. The
organisation of psychiatric services and rights of psychiatric patients were
established by the Psychiatric Care Act in 1997. At the same year, the Protec-
tion of the Embryo and Artificial Fertilisation Act was adopted, and in 1998 the
Termination of Pregnancy and Sterilisation Act. In 2002, the Transplantation of
Organs and Tissues Act was accepted. The Communicable Diseases Prevention
and Control Act of 2003 regulated the organisation of prevention and treatment
of communicable diseases as well as the responsibilities of the state, the local
governments, the organisations and individuals, including health care providers
(Observatory 2004).

2.5.1 The health insurance reform

The Health Insurance Act, which was adopted in 1991 and took effect in
January 1992, marked a change in the Estonian health financing system. This
decision was based on a political consensus to establish an earmarked health
insurance fund independent of the state budget. This independence was
expected to give a better planning and forecasting of health care resources. The
new financing system was supposed to make the structure of the health
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expenditures more transparent and to increase the personal responsibility of the
health service providers as well as the consumers.

Principles of financing and structure of the health insurance system

Since 1992, the financing of health services (except public health services like
health promotion, immunisation, occupational health services) has been based
mainly on health insurance, and the roles of the state and the local governments
have been rather small. For example, in 2002, the total health expenditure in
Estonia was 5958.8 million EEK (382 million EUR), of which 4642.3 million
EEK (297.6 million EUR) or 78% was financed by the health insurance. In
2002, the total health expenditure was equivalent to 5.5% of GDP. Since the
implementation of the health insurance reform, a 13% premium is paid by the
employers to the health insurance fund. Until 1998, this premium was collected
independently and handled as an additional part of the state budget. At the
present, the premium is collected as a part of the social tax (altogether 33%,
13% for health insurance and 20% for retirement insurance) and included in the
state budget, although the social tax is handled as an independent article of the
state budget (EHIF 2005).

In an effort to decentralise the system, the administration of the health insu-
rance was devolved to 15 county funds, six city funds and one fund for seamen
resembling a self-budgeting insurance company. The employment (i.e. the
number of taxpayers) was then approximately 770,000. For co-ordination on the
national level, the Association of Sickness Funds was established. In 1994, the
number of funds was reduced from 22 to 17 and a Central Sickness Fund was
established in order to centralise the planning and redistribution of revenues
between the regions and to provide territorial equity and control of financial
resources. In 1994, a per capita distribution of health insurance resources was
introduced as well. In 2001, according to the Health Insurance Fund Act (HIFA
2000), the former sickness funds were reorganised into a single independent
public agency, the Estonian Health Insurance Fund (Palu & Kadakmaa 2001;
Observatory 1996). The process of centralisation of the Estonian health in-
surance system is presented in Figure 4.
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Figure 4. Process of centralisation of the Estonian health insurance system.

Coverage of health insurance and package of health insurance benefits

Since the implementation of the health insurance system, the proportion of
insured people has been steadily about 94% of the Estonian population.
According to the law, the following categories of the population are covered by
health insurance: employees and self-employed persons paying contributions to
the health insurance by an earmarked payroll tax (46% of all the insured people
in 2003); specific groups of the population covered by contributions from the
state budget, e.g. registered unemployed persons and persons participating in
compulsory military service (4% of all the insured people); and people eligible
for coverage without making any contributions, e.g. children, retired people,
students, non-working expecting mothers (50% of all the insured people).

People who are not covered by the health insurance have to pay for the
health services themselves. Until 2002, the local governments were obliged to
pay for the health services of their uninsured inhabitants, but since 2002 only
emergency care for uninsured persons is guaranteed and it is paid from the state
budget.

When comparing the Estonian health insurance system with the systems in
for example Hungary, the Czech Republic and Slovenia, two differences be-
come obvious. First, unlike Estonia, the population coverage in those countries
is universal, and second, the health insurance contributions in those countries
are shared between employers and employees. Also the state’s contribution in
health insurance is considerable in those countries. For example, in Hungary
capital costs are financed by local and general taxes, and in the Czech Republic
56% of population is insured by the state (Gaal 2004, Hlavacka 2004, Rokosova
et al 2005).

The Estonian Health Insurance Fund (EHIF) is responsible for negotiating
contracts with the health care providers and paying for the health services, but
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also for reimbursing the pharmaceutical expenditures and paying for sick leave
and maternity benefits. Approximately 2/3 of the annual health insurance
budget is spent on health services, 13—15% on reimbursing pharmaceutical
expenditures, and 16—17% on sick leave and maternity benefits (EHIF 2002,
2003). Until 2002, the package of health services covered by the health
insurance included most services offered by in- and out-patient clinics,
including dental care for all the insured people. The importance of out-of-pocket
payments for medical services was initially very small and a token fee for
ambulatory visits was introduced in 1995. In reality, however, out-of-pocket
payments have increased, especially in dental care. Some services, like cosmetic
surgery or in-vitro fertilization, are not covered by health insurance and must be
paid for by the users themselves (Observatory 2000).

A new Health Insurance Act was introduced in October 2002. In this law, the
package of health services covered by the health insurance as well as the rates
of coverage were more clearly defined. For example, dental treatment for
persons under 19 is totally covered by the health insurance, but the adults pay
for their treatment and dentures themselves. Every provider of health services is
also obliged to maintain a waiting list. An insured person has the right to obtain
health services outside the waiting list only on the condition that this does not
jeopardise the opportunities of persons already on the list (HIA 2002). Accor-
ding to the contracts concluded between the family doctors and the EHIF, the
FDs shall be available in one working day for patients with acute diseases and
in three working days for patients with chronic diseases. The scheduled
appointment times for specialised outpatient and inpatient care are respectively
four weeks and six months.

2.5.2 The primary health care reform

The reorganisation of the PHC system started in the early 1990s. Primary care
physicians saw an opportunity to establish family medicine as a discipline and a
medical specialty in Estonia and the government supported this change (Lember
2002). In order to investigate the public opinion about the outpatient medical
care and the future expectations on health care, a population survey was
conducted in Tartu in late 1993 (Takker et a/ 1995). The majority of the respon-
dents felt that the existing PHC system with polyclinics should be improved,
and there were great expectations on the family doctors. Long waiting times in
the polyclinics, absence of appointment systems, unsatisfactory conditions and
location of the clinics, lack of omniscient medical specialists, and inadequate
attitudes by the medical personnel were the most frequently mentioned reasons
for the dissatisfaction with the system.
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Basic principles of the PHC reform

The goals of the PHC reform were formulated in 1997. The MoSA decided to
create an effective PHC system to be implemented by 2003 that should be
available in residential areas to ensure continuity of care and be staffed with
well-trained and skilled family doctors, who are committed and willing to take
responsibility as independent practitioners (Vask 1997). The reform work
started in 1998, after regulations on the organisation of PHC had been issued
and endorsed by the Minister of Social Affairs. The basic tasks of the reform
were formulated as follows (Lember 2002):

— To create a list system so that the population could register with a

primary care doctor.

— To introduce a partial gate-keeping system.

— To introduce a combined payment system for the FDs.

— To give the FDs the status of independent contractors.

For the population, the most important changes were the gate-keeping function
of the family doctors, but also the introduction of a patient list system. Every
citizen was expected to choose their FD by registering on a patient list (Lember
1998). They could register personally at the doctor’s office, at the registration
desk of the outpatient clinic, or be registered by a family member. Citizens who
did not register with family doctors, could enter their names on a patient list
according to their place of residence, or to any patient list still incomplete.

With the reorganisation of the PHC, the work of the FDs became more
comprehensive. Their workload also increased: in 2002, almost half of the total
outpatient visits were made to FDs (Maaroos & Meiesaar 2004). The size of the
patient lists has stabilised, but it can still vary between different counties and
between the countryside and the towns because of variations in the density of
the population in different areas. The FDs are using both solo and group
practices. Structural improvements, for example in the quality of practice
equipment, have also raised the quality of the FDs’ work and its outcome
(Kalda 2001).

The combined financing system of the FDs has provided a financial
sustainability for the resources of the PHC. Since 1998, a capitation fee has
been the main component of the payment system for the FDs, and this fee has
been paid in advance according to the patient list. The share of capitation fees
within the FDs budget has been rather stable, accounting for 73%. The shares of
the other components, basic practice payment and fee for services (procedures
and analysis paid separately by EHIF), have been 11-12% and 15-16%
respectively. The share of all the PHC expenses within the health insurance has
increased from 10.1% in 2000 to 13.2% in 2002. The share of the PHC
expenses within the total health care expenditures was 5.5% in 2000 (Meiesaar
& Lember 2004).

The legal status of the FDs was defined by law in 2002 (HSOA 2001).
According to this law, all family doctors are private practitioners, but the county
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governors are overseeing the provision of PHC in their respective counties. The
FDs are independent contractors with the Health Insurance Fund. They provide
comprehensive care irrespective of the patients’ age, gender and health
problems. Out-of-hours service is not stipulated in the FDs’ contract, it is
provided by medical emergency service.

Development of human resources

In 1991, the University of Tartu started re-training of doctors for family medi-
cine, and the first specialist diplomas were awarded in 1993. The training of
family doctors was conducted in two ways: three years in-service retraining
courses for existing primary care physicians (paediatricians and physicians of
internal medicine), or three years full-time residence courses for physicians who
have graduated from the medical faculty and completed their internship
(Maaroos 2004).

Between 1991-2004 altogether 979 doctors became re-qualified as family
doctors and joined the ranks of FDs to meet the needs of the Estonian popu-
lation: one FD per 1,600+400 inhabitants (Maaroos & Meiesaar 2004). With
their training in primary care medicine, the family doctors in Estonia perform
the same medical treatment functions as general practitioners do in the Western
countries (Lember 1998).

2.5.3 The reorganisation of the hospital network

The hospital reform in Estonia was initiated in 2000 and it was focused on a
reorganisation of the hospital network. Like many other CEE countries, Estonia
has had significant overcapacity of hospital beds (Healy & McKee 2002a). In
many countries the current trend is towards setting up larger hospitals in order
to reduce the average cost, and the patient outcomes are also believed to be
better in larger hospitals (Posnett 2002). All of these aspects have been
considered when planning the restructuring of Estonian hospital network.

The hospital reform was based on the Estonian Hospital Master Plan (MoSA
2000b), prepared by Swedish consultants in 2000. The main objective of the
hospital reform was to improve the technical efficiency of the hospital network.
This plan proposed that the number of acute in-patient beds should be reduced
by two thirds and the number of acute hospitals decreased. By the end of 1999,
the total number of hospitals in Estonia was 78, and 29 (37%) of them were
quite small, with 50 beds or less. The total number of hospital beds in 1999 was
7.2 per 1000 inhabitants, and the number of acute care beds was 5.8/1000.
According to the master plan, the number of acute care hospitals should be
reduced to 13 and the number of beds to 2.2/1000 by year 2015. The main
criteria used for planning the hospital capacity were sufficient catchment areas
to support a service volume necessary for quality and efficiency, and geo-
graphical access determined by no longer than 60 minutes car drive to the hosp
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ital (Palu & Kadakmaa 2001). When reducing the number of acute care beds,
the number of long-term care beds should be increased. The estimated need for
long-term or nursing care beds is 11.4 per 1,000 people at the age of 65+ (Howe
& Koppel 2001).

The Hospital Master Plan in its initial form was not well received, neither by
the providers of health services nor by the municipalities. Therefore, after
numerous discussions and consultations, the Ministry of Social Affairs prepared
a new version of the plan, the Hospital Network Development Plan, which was
approved by the government in 2003. The plan specified a list of acute care
hospitals, which will have long-term contracts with the EHIF (Observatory
2004). As a result, the number of hospitals was decreased to 50 by the end of
2004. Some smaller hospitals were either closed down or restructured to serve
as long-term or nursing care hospitals. Some smaller specialised hospitals were
also merged into larger regional or central hospitals.

Considering the size and the services provided, the hospitals in Estonia today
can be divided into seven types: regional, central, general, local, special, rehabi-
litation and nursing care hospitals. Regional, central, general and local hospitals
provide active treatment and each of them covers a certain catchment area or
region. Owing to their location — within 70 kilometres or 60 minutes car drive —
those hospitals give acute medical services to all in need. Nursing care hospitals
are located in all counties and in major towns, where people can get long-term
care and treatment for chronic conditions. In addition, there are some
specialised rehabilitation hospitals and smaller hospitals, which provide in-
patient services in one or two fields, e.g. psychiatry, elective surgery, obstetrics
and gynaecology (MoSA 2004).

2.5.4 The public health reforms

The reforms in the field of public health have included a number of different
activities. The reforms started with the creation of an institutional structure,
indicating the financing mechanisms and defining the responsibilities of
different stakeholders. After that, the development and implementation of
public health programmes and projects generated a need for local networks of
public health specialists and an appropriate training of those people.

Development of a modern public health structure

In 1993, the Ministry of Social Affairs (MoSA) was formed by merging the
formerly separate Ministries of Health, Social Welfare and Labour, and in this
process the Department of Public Health was established. This department was
seen as a source of modern public health in Estonia. New courses in public
health were also introduced into the curricula of undergraduate and graduate
educational programmes for medical doctors and nurses at the University of
Tartu. At the same time, continuous training in the field of public health was
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started for the teaching staff of this university (Saava 2000, Kéhler & Eklund
2002).

In 1993, the Estonian Centre of Health Education and Promotion (ECHEP)
was established as an independent structure within the MoSA. In 1995, the
ECHEP introduced posts for health promotion specialists at the county
governments, thus creating a foundation for a community-based public health
organisation. Until it was incorporated with the National Institute of Health
Development (NIHD) in 2003, the ECHEP was responsible for the co-ordi-
nation of most public health programmes and projects on the national level, but
also for the training of public health specialists in the counties (ECHEP 1996).

Progress of the public health reforms

In 1995, the Public Health Department of the MoSA formulated the philosophy
of the Estonian public health policy, which was also approved by the govern-
ment. This document defined the main factors influencing health and the
necessary courses of actions to be taken. Unfortunately, because of subsequent
changes in the government, a plan of action was delayed (ECHEP 1996). In the
same year, however, the Public Health Act (PHA) was adopted. The PHA and
the Health Care Organisation Act from 1994 established a public health network
composed of three services: the health protection service, including environ-
mental health and communicable disease control and surveillance; the health
promotion and health education services, including health education as well as
co-ordination of some national health programs; and the occupational health
service (Observatory 1996).

A major landmark in the Estonian public health reforms was the Estonian
Health Project, which started in 1995 and was implemented during a four year
period. This project was financed by the World Bank (WB) to support the health
reform efforts initiated by the government. Its purpose was to improve the
health of the Estonian population by health promotion and disease prevention
programmes to increase the awareness of healthy lifestyles, by strengthening
modern public health training, and by supporting the ongoing health financing
reform (WB 1995). As a prerequisite for the project, the MoSA had to agree to
carry out nationwide programmes in the fields of preventing cardiovascular
diseases and injuries, and the fields of family planning and anti-smoking
(ECHEP 1996).

Since 1995, a number of national as well as local health promotion projects
have been financed by the health insurance. Every year 0.5-1% of the health
insurance budget has been spent on funding health promotion projects in
support of local initiatives, and national campaigns in five priority areas: anti-
smoking, cardiovascular and heart disease prevention, injury control, women’s
health, and family planning. An advisory committee at the EHIF is evaluating
applications for projects in these areas. From 2005, the funding of health
promotion projects is subject to public tendering. However, the health pro-
motion budget has not increased since 2001 (Observatory 2004).
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The major national projects have been related to the above-mentioned
priority areas, and some of them started already before 1995. The Heart Health
Project started in 1993, and its main objective was to prevent early morbidity
and mortality from cardiovascular diseases by informing and educating the
population and developing a health supporting environment. The Anti-Smoking
Project was initiated in 1996, and it was focusing on decreasing smoking among
adults, helping them to quit the habit of smoking, and on preventing young
people from starting to smoke. The Injury Prevention Project started in 1993
and was focusing on traffic safety, with the objective to decrease the number of
casualties from traffic accidents. The Family Planning Project started in 1995,
focusing on young people with the objective to improve the population’s sexual
and reproductive health (ECHEP 1996).

The first national programme, financed by the state budget and supported
also by the Open Estonian Foundation and the WHO, was initiated in 1992. It
was the National Preventive Programme for HIV/AIDS, with the objective to
constrain the spread of HIV. Counselling, information and training were the
main methods of the programme. In addition, three national health programmes
were initiated in the middle of 1990°s. The National Programme for Drug and
Alcohol Prevention was initiated in 1997 and focusing on reducing the abuse of
substances and risks related to drug and alcohol abuse in the community. The
programme had two goals, to slow down the growth of drug abuse within the
range of 20% by the year 2007, and to reduce hospitalisation due to alcohol
psychosis with 10% by the year 2007. The main objective of the National
Children’s and Adolescents’ Health Programme from 1996 was to improve
children’s health and quality of life by injury prevention, promotion of mental
health, and improvement of the school environment and nutrition. The National
Programme for Prevention and Cure of Tuberculosis started in 1998 and aimed
at reducing the incidence of tuberculosis down to 30 new cases per 100,000
inhabitants by the year 2005, as well as protecting the population from
tuberculosis infection and preventing the development of drug resistance
(ECHEP 1996).

In 1996, a strategic plan for immunisation coverage was also initiated, and a
national policy of mental health was prepared in 2002 and enacted in 2003. The
prevention of smoking was supported by the Tobacco Act, which took effect in
2001. By this act, numerous requirements and restrictions were imposed, e.g.
requirements for setting up smoking areas, prohibition of smoking in public
facilities (like schools and health care institutions), prohibition of selling
tobacco products to minors, etc.
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2.6 Present organisation of the health system in Estonia

The Ministry of Social Affairs (MoSA) is responsible for health care and public
health in Estonia. An exception is health care for prisoners, which is a
responsibility of the Ministry of Justice. In addition to health care, the MoSA is
also responsible for social and labour policy, and each of those three areas is
directed by a Deputy Secretary General. On the level of the MoSA, three
departments are responsible for the development of health policy:

The Department of Public Health is responsible for health promotion and
disease prevention, environmental health and communicable disease
control.

The Department of Health Care is responsible for health care services
including primary care, hospital care, emergency care and medicinal
products.

The Department of Health Information and Analysis is responsible for
collecting, analysing and providing necessary health information.

Four state agencies under the MoSA are dealing with the implementation and
surveillance of public health policy:

The Health Care Board is responsible for licensing of health care pro-
viders and registering of health professionals®, controlling the quality of
health care provision, and funding and organising ambulance (emer-
gency) services.

The State Agency of Medicines is responsible for registration and quality
control of drugs, as well as ensuring the safety of blood and tissue
transplants. This agency is also dealing with registration of medical
technology.

The Health Protection Inspectorate is responsible for surveillance and
control of communicable diseases and environmental health hazards,
implementation of the national immunisation program, and the develop-
ment of an environmental health information system.

The National Institute of Health Development (NIHD), which was
established in 2003 by merging three smaller governmental institutions, is
responsible for the co-ordination of national public health programs and
most of the national health promotion projects, but also for applied
research and analysis in public health, continuous professional training in
public health, and public health monitoring and reporting.

The Department of Working Life Development, which is directed by the Deputy
Secretary General on labour policy, is dealing with occupational health and

% According to Health Services Organisation Act, health professionals in Estonia are
physicians, dentists, nurses and midwives.
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safety issues. The Labour Inspectorate, another state agency under the MoSA, is
responsible for the surveillance and control of occupational health and safety.

The organisational structure of the health system in Estonia on the national
and county level is summarised and illustrated in Figure 5.

Ministry of Social Affairs

4
Department of
Working Life Development

| Department of Health Care

Department of Public Health

Department of Health
Information and Analysis

k

State agencies under the Ministry of Social Affairs

+ { + ! !
Labour State Agency Health Care |Health Protection NIHD
Inspectorate | | of Medicines Board Inspectorate
15 county Four regional
offices offices

|15 courty branchesl

Figure 5. Organisation of the Estonian health system.

In the early 1990s, the administration of the health services was decentralised
and the responsibility for planning and organising primary and secondary care
was delegated from the MoSA to the municipalities. According to the Health
Care Organisation Law of 1994, the ownership of the health care institutions
was partly transferred from the state to the municipalities, and so was also the
responsibility for funding maintenance and capital investment in those health
care institutions. In the mid 1990s, however, a privatisation of health institutions
was started, although there was no law to regulate it. In this period, licensing of
health service providers and private practitioners was introduced.

In 2002, the Health Services Organisation Act (HSOA 2001) established the
legal status of the hospitals on the one hand, and the responsibility for
organising the PHC services and the development plan for the hospital network
on the other. According to this law, a hospital is an outpatient and in-patient
health services provider owned by a company or a foundation, which means that
it is acting under business law like a private institution. This means that the
commitments of the state and the municipalities are very limited.

At the present, the main responsibility for the development and imple-
mentation of health policy and for the supervision of quality and access to
health services lies on the MoSA and its agencies. The role of the county
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governments in organising health care is rather limited. Only some aspects of
the organisation of PHC services are responsibilities of the county governors:
the assignment of service areas for family doctors within the county, the
announcement of family doctor vacancies, and the approval their appointments.
Since 2002, the local (municipal) governments do not have any legal respon-
sibility for funding or organising health care (HSOA 2001, Observatory 2004).

In spite of the ongoing privatisation, health care in Estonia is financed
mainly by social health insurance and by public taxes. In 2002, 66% of the
health care expenditures were financed by the health insurance, 10% by public
taxes (state and municipal budget), and 24% by the private sector (20% by out-
of-pocket payments, 1% by private health insurance, and 3% by employers).

The range of benefits covered by health insurance is rather broad. Approxi-
mately 82% of the health insurance benefits cover the provision of preventive
and curative health services, drugs and medical devices. Some of those benefits
are subject to cost sharing, as regulated by law (HIA 2002), for example out-
patient prescription drugs, out- and inpatient specialised care (co-payment up to
50 EEK per visit and up to 25 EEK per day in hospital), and some health
services like abortion (co-payment 30%), IVF treatment (co-payment up to
30%), rehabilitation (co-payment 20% per day).

Ambulance services, emergency health services for uninsured persons,
capital investments and preventive services (health promotion and health
protection) are covered by the state budget. Although the municipalities are not
obliged to cover the costs of health services, some of them support the family
medicine centres and some public health activities. The provision of occu-
pational health services is mainly covered by the employers (HSOA 2001, HIA
2002, Observatory 2004).

2.7 Availability and use of health services

The number of health care personnel, particularly the number of nursing
personnel, has been decreasing since 1992. This development is shown in
Figure 6. However, the number of FDs increased in 1998-2004 from 22 to 60.7
per 100,000 inhabitants. Also, the number of dentists has increased from
52/100,000 in 1992 to 86.5/ 100,000 in 2004.

The average number of outpatient visits per person dropped from 7.1 in 1990
to 4.8 in 1992. After 1992 it has slowly started to increase and reached the level
of 6.2 visits per person in 2004. Since 1998, after the implementation of the
PHC reform, the proportion of visits to the FDs has been increasing year by
year. The average number of visits per person to FDs was 0.96 and increased up
to 2.92 in 2004. The number of visits to the dentist was 1.4 per one person in
1992 and has slowly decreased to 1.23 per person in 2004 (MoSA, 2000a, 2003,
2006).
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Figure 6. Number of physicians and nursing personnel per 100,000 population 1992—
2004

(Sources: MoSA 2000a, 2003, 2006).

In 1992, there were 118 hospitals in Estonia and in 2004 the number of
hospitals had decreased to 51. The number of hospital beds also decreased from
968.2 per 100,000 inhabitants in 1992 to 577.6/100,000 in 2004. At the same
time, however, the number of hospital admissions per 1,000 persons was
increasing. This development is shown in Figure 7.
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Figure 7. Trends of hospital admissions and number of hospital beds 1992-2004
(Sources: MoSA 2000a, 2003, 2006).

With the decreasing number of hospital beds and the increasing number of
hospital admissions, the average length of stay (ALOS) in the hospitals dropped
more than twice, from 17.4 days in 1990 to 6.9 days in 2004 (MoSA 2000a,
2003, 2006).
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3 THEORETICAL BACKGROUND

3.1 Health system and health sector reform

Health sector reform can be defined as a sustained process of fundamental
change in policy and institutional arrangements, guided by the government and
designed to improve the functioning and performance of the health system and
ultimately the health status of the population (WHO 1995). To understand the
context for reform, a number of political, ideological, social, historical, cultural
and economic factors should be considered. Existing health and health sector
problems, like changes in population health as well as organisational and
structural challenges are also important to consider in the planning of health
sector reform. To implement a health sector reform, the priorities have to be
defined, the policies confirmed, and the institutions through which those
policies are implemented may have to be changed (Janovsky & Kassels 1995).
Any health sector reform operates at four main policy levels: the systemic,
the programmatic, the organisational, and the instrumental levels (Frenk 1994).

— At the systemic level, the policy should specify the basic structure of the
health system, including the institutional arrangements for regulation,
financing and delivery of health services. This policy level deals with the
roles and responsibilities of the actors in the health system, like the
distribution of resources, the functions of the state and the local govern-
ments, and the interaction with other sectors. The main objective of
reform efforts at this level is equity.

— At the programmatic level, the policy should define the content of the
planned interventions. This policy level specifies the priorities of the
health system by defining a universal package of cost-effective inter-
ventions. The main objective of reform efforts on this level is efficiency
of allocation.

— At the organisational level, the policy should deal with the actual
production of services by focusing on issues of quality assurance and
technical efficiency. For that purpose, the reform efforts on this level
should deal with reorganisation of the network of providers of health
services according to actual needs.

— At the instrumental level, finally, the policy should provide institutional
intelligence for improving system performance through information,
research, technological innovation and human resource development.

These four policy levels are interrelated and a comprehensive reform strategy
must therefore cover all the levels through clearly formulated strategies, based
on experiences and theories, and implemented with the support of a specialised
agency with consensus-building capacity (Frenk 1994).
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To implement policy change, however, some regulatory tools are also needed.
These tools, which make changes in the health sector possible, can be described
as policy goals and managerial mechanisms:

— The policy goals are usually social and economic goals expressed in the
national constitution, in key legislative acts and in the overall organi-
sation of health care. Considering the policy levels of health sector
reform, these goals are directed first of all to the systemic and prog-
rammatic levels.

— The managerial mechanisms are concerned with the attainment of the
policy objectives, like regulations on quality and effectiveness, patient
access, provider behaviour, physicians etc. These mechanisms operate
mostly to achieve the objectives on the organisational and instrumental
policy levels.

For any policy change to be successful, the policy goals and the management
mechanisms must be designed to fit together (Saltman ez a/ 2002).

In order to understand health reform attempts better, it is also important to
understand the concept of a health system. According to the WHO (2000), a
health system can be described as a set of relationships among five major
groups of actors: the health care providers, the population, the state as a
collective mediator, the organisations that generate resources, and other sectors
that produce services with health effects. Thus, health sector reforms can be
regarded as a set of policies and processes with an impact on the health system.

The common understanding of the main objectives and overall requirements
of health systems are universal and equal access for all members of the society,
effective care for better health outcomes, efficient use of resources, high-quality
services, and responsiveness to patient concerns (Crombie & Davies 2002,
Saltman et al 2002).

3.2 Quality of health system and health outcomes

The quality of a health system can be defined in many different ways. In gene-
ral, quality is defined as “the degree to which a set of inherent characteristics
fulfils requirements” (ISO 9000:2000). Considering the objectives of health
systems, the evaluation of quality should first of all refer to the outcomes, but
also to the processes and the structure, which make the expected outcomes
achievable. Thus, the quality of health services has been described in terms of
appropriateness, equity, accessibility, effectiveness, acceptability, and effi-
ciency (Shaw 1986). Likewise, the quality of health care has been described in
terms of effectiveness, efficiency, optimality, acceptability, legitimacy, and
equity (Donabedian 1992).



According to Qvretveit (1990), the quality of health services means “fully
meeting the needs of those who need the service most, at the lowest cost to the
organisation, within limits and directives set by higher authorities”. Although
there is no common definition of the quality of a health system, there is a
general agreement that it should be assessed from the viewpoints of major
stakeholders of health care, and against agreed criteria, which reflect the
underlying values of the society (Shaw & Kalo 2002).

According to a group of experts connected to the WHO, the quality of health
systems can be defined as the level of attainment of their intrinsic goals for
health improvement, and their responsiveness to the legitimate expectations of
their populations (Evans et a/ 2001). This definition is reflecting a shift in the
evaluation of a health system from the quality of the structure (availability of
human, financial, and technical resources) to the quality of the processes (how
the resources are applied) and their outcomes — the results that are achieved
(Shaw & Kalo 2002).

The evaluation of outcomes of a health system will show how the overall
goals of the health reforms have been attained. In an analytical framework
developed by the WHO (2000) for assessment of the performance of a health
system three main goals of such a system are specified: improving the health of
population, improving the responsiveness to the population, and ensuring that
the financial burden of health care is fairly distributed. These goals lead to five
indicators of health system outcomes: the level and distribution of health, the
level and distribution of responsiveness, and the fairness in household financial
contributions. The level of health and responsiveness is related to the quality of
the health system, while the distribution of health, responsiveness and financial
burden is related to its equity (Murray & Evans 2003).

In this thesis, the health reforms in Estonia will be analysed by focusing on
the outcomes of the health system as indicated by the level of population health,
and the quality of the health system in terms of the accessibility of the health
services and their responsiveness to the needs of the population.

When the health services are accessible it means that they are not compro-
mised by an undue limit of time or distance (Shaw 1986). For the patients, the
possibility to obtain care easily and conveniently is likely to be an important
mark of quality. The accessibility of the health services also contributes to the
equity in the distribution of care, which is a key requirement for its social
acceptability (Donabedian 1992).

The responsiveness of the health services will be analysed in terms of their
acceptability and satisfaction. The acceptability of the health services means
their level of acceptance to the users of the services, while the satisfaction with
the health services means their conformity with the expectations and wishes of
the users (Donabedian 1992).
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4 AIM AND SPECIFIC OBJECTIVES

The aim and general purpose of this thesis is to analyse the recent health sector
reforms in Estonia with a focus on the outcomes of health system from the
population’s perspective.
Proceeding from this aim, the specific objectives of the thesis are the following:
1) To analyse the PHC reform in terms of the access to the health services
and the acceptability and satisfaction with these services.
2) To analyse the health insurance reform in terms of the acceptability and
satisfaction with the new system.
3) To analyse the public health reforms and their impact on the health of the
population.

Some aspects of the health sector reforms have been studied previously. For
example, Habicht et al (2005) have analysed the reforms from an equity
perspective, and a number of studies in the field of population health have also
been conducted (McKee et al. 2000, Kruuner et al. 2001a, 2001b, Tekkel et al.
2002, Leinsalu et al. 2003, Parna 2005, Varnik et al. 2005). As the progress of
the reforms with regard to the trends in the level of the population’s health and
the quality of the health system has not been studied, this thesis will focus on
these aspects.

The PHC reform is the most extensive health system reform in Estonia. The
implementation of the PHC reform and some quality aspects of family practice
have been covered in previous dissertations (Lember 1998, Kalda 2001).
However, until now, an evaluation of the PHC reform from the patients’
perspective has not been done. The existence of baseline data since 1998 and
follow-up data since 2002 makes it possible to evaluate the PHC reform from
the patients’ perspective, which will be the most extensive part of this thesis.

Although the health insurance reform was introduced more than 10 years
ago, there is very little evidence of whether the Estonian people are satisfied
with the current health insurance system and the solidarity principles it is based
on. Therefore, this thesis will focus also on the evaluation of the health
insurance reform from the perspective of access to the health services and
people’s attitudes to the solidarity based health insurance system.
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5 METHODS AND DATA

To achieve the aim and the specific objectives of this thesis, empirical data were
collected by using the following research methods: reviews of official health
statistics and population surveys in 1998 and 2002 based on face-to-face
interviews using structured questionnaires. Table 1 presents an overview of the
methods used, linked to the objectives of the thesis.

Table 1. Research objectives and methods of data collection.

Research objectives Papers Methods of data collection
Evaluation of the PHC reform I, II, III, e Population surveys: interviews
from the patients’ perspective: IV, VI with structured questionnaires.
accessibility, acceptability and e Reviews of official health
satisfaction. statistics.

Analysis of the progress of the VII e Population survey: interviews with
health insurance reform in relation structured questionnaires.

to acceptability and satisfaction.

Analysis of the progress of the v e Reviews of official health
public health reforms and their statistics.

impact on the health of the

population.

5.1 Reviews of official health statistics

Reviews of official health statistics were made in order to analyse the progress
of the health sector reforms. The time span for the analysis was from 1992 up to
the latest available year (2002, for some indicators 2004). 1992 was selected as
a baseline year, since that year marked the starting point for the reforms in
health system.
When collecting this statistical information, two principles were followed:
— The information should be reliable and easily accessible, with no special
studies needed for data collection.
— The indicators should be comprehensive enough to describe the progress
of the reforms from the quality point of view — the level of population
health and the accessibility of the health services.

To describe the level of population health the following indicators were
selected: life expectancy (males and females), infant mortality, number of
abortions per 100 live births, mortality rates (cardiovascular diseases, cancer,
accidents), incidence of tuberculosis per 100,000 inhabitants, incidence of HIV
infections per 100,000 inhabitants, incidences of sexually transmitted infections
(STI) — syphilis and gonorrhoea per 100,000 inhabitants. The prevalence of the
following individual risk factors among the population was considered as well:
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dietary habits (use of vegetable oil or animal fat for cooking, use of fresh
vegetables), proportion of smokers and consumers of strong alcohol. The data
were obtained from official reports of the Ministry of Social Affairs (MoSA),
the Statistical Office of Estonia, and also from the reports of the population
health surveys 1990-2002 (Lipand et al 1992, 1993, 1995, Kasmel et al, 1997,
1999, 2001, 2003).

To analyse the use of the health services, the trend of outpatient visits
(including the visits to FDs) was used.

5.2 Population surveys

Population surveys in 1998, 2002 and 2005 were conducted in order to analyse
the responsiveness of the health sector reforms, that is the acceptability of the
reforms for the population and their satisfaction with the health services
provided. A random sample of Estonian residents was personally interviewed
by using structured questionnaires.

5.2.1 Sample

For all the surveys, the sample was formed by self-weighing: a proportional
model of the total population aged 15-74 was used, where all the respondents
represented equally sized groups. A two-staged stratification was made in order
to form the sample. First, the population was divided into six strata on the basis
of their localisation, while the size of the sample in each stratum was based on a
proportional division of the population. After that, a two-staged selection was
made in each stratum. The primary sampling units were settlements (cities,
towns, urban settlements, and villages). The sampling points (63 in total) were
chosen at random according to the size of the settlement (the number of
residents, who qualified for the survey's age group) on proportional probability
bases.

In each primary sampling unit, the secondary sampling units — individuals —
were chosen. In urban settlements, the choice was made by using randomly
selected addresses from the national population register. In each of the houses
or apartments of the sample, the youngest man among the family members aged
15-74 being at home was interviewed (or the youngest woman if no male
family members were living there or were not at home). In rural settlements, the
systematic sampling of individuals was based on the population register of the
local municipality. A socio-demographic structure of the sample (age, gender,
nationality, and place of residence), which was formed during the interviewing
process, was compared to the total population and weighted if necessary. 997
interviews were conducted in 1998, 999 interviews in 2002, and 1446 inter-
views in 2005. All samples were representative of the Estonian population aged
15-74.



Table 2 gives a detailed description of the sampling procedure in 2002 as an
example, while Table 3 gives an overview of the samples in 1998, 2002 and
2005. Table 4 presents the characteristics of the respondents by gender, age and
place of residence in 1998, 2002 and 2005.

Table 2. The model of the sampling points, actual and weighted sample in 2002.

Total number Wei'ght'ed
of population Model  Actual sample distribution
(study sample)
No of Weight
Arfljr(l)ll)lé? % sampling Number % ¢ Number %
points

1046921 100 63 999 100 999 100
Region
Tallinn 318439 30 19 296 30 1.0270 304 30
North Estonia 151692 14 9 144 14 1.0000 144 14
West Estonia 122896 12 7 112 11 1.0536 118 12
g:g;j‘; regionof 141304 13 9 144 14 09375 135 13
South Estonia 120884 13 7 112 11 1.0357 116 12
East Estonia 191686 18 12 191 19  0.9529 182 18
Type of settlement
Capital 318439 30 296 30 1.0270 304 30
City 204954 20 208 21 0.9375 195 20
Town 213252 20 191 19 1.0681 204 20
Village 310276 30 304 30 0.9737 296 30
Gender
Male 486255 46 481 48 09647 464 46
Female 560666 54 518 52 1.0328 535 54
Age
15-24 200174 19 151 15 1.2649 191 19
25-34 184222 18 162 16 1.0864 176 18
35-49 289612 28 216 22 1.2778 276 28
50-64 242256 23 264 26 0.8788 232 23
65-74 130657 12 206 21  0.6019 124 12
Nationality
Estonians 690130 66 684 68 0.9635 659 66
Non-Estonians 356791 34 315 32 1.0794 340 34
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Table 3. Sampling procedures in 1998, 2002 and 2005.

1998 2002 2005

Number of people interviewed (sample size n) 997 999 1446
Number of people unavailable for interviews during two visits 446 603 923
Number of people staying beyond those interviewed (due to age) 166 88 288
Number of people declining interview 286 455 879
Total number of contacts 1895 2145 3536

Table 4. Characteristics of respondents by gender, age and place of residence in 1998,
2002, and 2005.

Total Total Total
Sample population Sample population  Sample  population
1998 January 1 2002 (January 1, 2005 (January 1,
n (%) 1598)* g(%) n (%) 2001)*, n (%) 2005)*,
’ n (%) n (%)

Gender

Male 470 (47) 515436 (47) 464 (46) 486 255 (46) 674 (47) 489603 (47)
Female 527 (53) 587350(53) 535(54) 560666 (54) 772 (53) 559883 (53)
Age

(years)

1524 191 (19) 207 751 (19) 191 (19) 200 174 (19) 282 (20) 209916 (20)
25-34 184 (18) 204 541 (18) 176 (18) 184 222 (18) 256 (18) 187652 (18)
35-49 285(29) 312276 (29) 276 (28) 289 612 (28) 393 (27) 279990 (27)
50-64 221 (22) 244 575(22) 232(23) 242256 (23) 333(23) 239113 (23)
65-74 116 (12) 133647 (12) 124 (12) 130657 (12) 182 (12) 132815 (12)
Place of

residence

Capital 310 (31) 325591 (30) 304 (30) 318439 (30) 438 (30) 317151 (30)
Urbanarea 411 (41) 452773 (41) 399 (40) 418 206 (40) 578 (40) 418644 (40)
Rural area 275 (28) 324422 (29) 296 (30) 310276 (30) 430(30) 313691 (30)

* Source: Statistical Office of Estonia

5.2.2 Questionnaire and outcome measures

The population survey in 1998 was initiated by the MoSA with the purpose to
find out how the Estonian people evaluated the recent changes in the primary
health care (PHC), how they perceived the acceptability of the new PHC system
(including the accessibility, patient-practitioner relations, amenities, and patient
preferences), and to assess the satisfaction with the PHC physicians. The
questionnaire was worked out by the research group at the University of Tartu.
It included demographic data (gender, age, nationality, education, income, place
of residence), self-assessment of health status and various aspects related to the
PHC: size of the PHC institution, method of registering on the patient list,
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preferences of doctors (FD or specialists), access to care (waiting time),
perception of the changes in the PHC, and overall satisfaction with family
doctor (FD).

In order to evaluate the accessibility of the FDs, the respondents were asked
how many times they had visited their FD or other specialists during the
previous 12 months. Their satisfaction with the FDs were evaluated by ten
questions focusing on patient-practitioner relationships and amenities: the
competence of physician perceived by the respondent, the effectiveness of
prescribed therapy, the understanding of the patients’ problems, the
comprehensibility of explanations given by the physician, the use of modern
equipment, the punctuality of the physician, the cleanliness and comfort of the
clinic, the waiting time in the PHC centre or clinic, the ease of access by
appointment, and the location of the PHC centre or clinic.

In the population survey of 2002, some additional aspects of the accep-
tability of and satisfaction with the PHC system were added: the preferences of
doctors (FDs or specialists), comparison of the existing PHC system with the
previous system based on district physicians, and the acceptance of the FD as
the first doctor seen in any case of health problems. The respondents were also
asked whether they had possibility to contact their FD by phone when
necessary, and finally they were asked to assess whether their decision to ask
for a home visit would be affected by the fee taken out for home visits.

In 2002, the population survey was conducted in collaboration with the
Estonian Health Insurance Fund, and in addition to the responsiveness of the
PHC system, people’s opinions about the organisation of the specialised
outpatient and hospital care as well as health insurance were studied. With this
survey, the acceptability of and satisfaction with the health insurance and
hospital care were analysed. The set of data used for this study included
respondents’ evaluation of the accessibility of health services and various
aspects related to health insurance system: access to specialised out-patient care
(waiting time), satisfaction with the treatment in the hospital, information about
the hospital reform, satisfaction with the range of the health services financed
by health insurance, and opinion of the solidarity principles in the health
insurance system.

In 2005, a number of items describing people’s awareness about their rights
in relation to the access to the health services were also used.

The questionnaires used in the interviews of the population surveys in 1998,
2002 and 2005 are included in Appendix 2 of this thesis.
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5.2.3 Data processing and statistical methods

The respondents were grouped according to their health status, age, gender,
place of residence (capital, urban and rural population), registration on the
patient list, education and monthly income. The differences between these
groups were tested using chi-square tests. Also, the trends of various indicators
were analysed by comparing the follow-up data. To estimate the relations
between variables, the Spearman correlation coefficient was used. Predictors of
satisfaction with the access to the health services, satisfaction with the FD as
well as satisfaction with the health insurance system, were identified by
regression analysis. For the statistical analysis, the SPSS (Statistical Package for
the Social Sciences) 10.0 for Windows was used.

Validity and reliability of the measuring instruments

Validity concerns the extent to which an instrument actually measures what it is
supposed to measure. The instrument must contain all the items of all the factors
that are important for the trait under study. Content validity means that there are
appropriate formats used to measure those factors. Beside content validity, the
measuring instruments should have both criterion and construct validity.
Criterion validity is defined as the outcome of a comparison of results from the
instrument under examination with those from a validated scale measuring the
same construct, while construct validity refers to the extent to which the results
obtained using a measure concur with the results from the underlying theoretical
construct. Construct validity can be tested by comparing the satisfaction rates in
different groups, who would be likely to produce strongly differing results in
terms of the observable (convergent validity), or by the way the satisfaction rate
correlates with other variables to which it should be related (discriminant
validity) (Sitzia 1999, Streiner & Norman 1995, Last 1995).

To improve the content validity of the measuring instruments used, the items
for the questionnaires were based on the quality and patient satisfaction
concepts. As the population survey was used to evaluate the PHC reform,
special attention was paid to the concept of quality and patient satisfaction in
general practice (Brooks & Borgardts 1994, Jung 1999). It was important that
people could distinguish between their own health care and what goes on in the
health system as a whole (Blendon et a/ 2001). The questionnaire used in the
population surveys included both items that enabled the respondents to evaluate
their personal satisfaction with the doctors and the services provided as well as
their satisfaction with the health system as a whole. The differences in
satisfaction and acceptability levels between the socio-economic groups of the
respondents (age, place of residence, level of the income and education)
supported the construct validity of the measuring instrument. In addition, the
correlations between the satisfaction rates and various aspects describing the
provision of services in the PHC supported the construct validity.
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To evaluate the reliability of the measuring instrument, two approaches can
be used. Stability refers to the reproducibility of an instrument, in terms of
administration by different interviewers or by the same interviewer on different
occasions. Internal consistency describes estimates of reliability based on the
average among items in the questionnaire. This is mostly measured by using
Cronbach’s coefficient a (Sitzia 1999), which was also used for testing the
reliability of the survey instrument in this study.. For the questionnaires used in
the population surveys in 1998, 2002 and 2005, Cronbach’s reliability scores
were 0.80, 0.71 and 0.72 respectively.
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6 RESULTS

Based on the different data collected, the progress of health sector reforms in
Estonia have been analysed by focusing on the outcomes of the health system,
as indicated by the level of population health, and the quality of the health
system: the accessibility of the health services and their responsiveness to the
population (the acceptability and the satisfaction with the health system, the
health services and the providers of services).

This chapter will summarise the main results of the studies. Details of the
results from these studies are presented in the papers included in this thesis. The
progress of the primary health care reform is analysed and described in papers
I-IV, focusing on the acceptability of and satisfaction with the changes as well
as the accessibility of the PHC services. Paper VI is focused on the use of health
services and their accessibility for a special group of the population — people
with chronic conditions. Paper VII presents an analysis of the progress of the
health insurance reform, focusing on the acceptability of and satisfaction with
the health insurance system as well as the awareness of rights concerning the
accessibility of the health services. Paper V summarises the progress of the
public health reforms linked to the trends in the health of the population.

6.1 Trends in the health status
of the Estonian population (Paper V)

As mentioned before, the life expectancy of both males and females in the
Estonian population was decreasing in the early 1990’s, and reached its lowest
level in 1994. Since 1995, however, the life expectancy has been increasing,
reaching 65.2 for males and 77.0 for females in 2002. These longitudinal trends
are shown in Figure 8

The infant mortality rate per 1,000 live births has decreased considerably
during the last 10 years, from 15.8 in 1992 to 5.7 in 2002. In the same way, the
rate of abortions has also decreased. In 1992, the rate of abortions per 100 live
births was 157.7 and in 2002 the rate of abortions was 101.3.

80

4

© 75

@

>

£ 70

g

:657‘_‘_‘__‘/‘/‘—_‘\‘\‘_‘\‘\‘\‘/‘/‘__‘_‘/‘——”__‘

<

kst

@ 60 4

2 60

3

o 95 -

=

|

50 +—F——F — T

N O Y BV © N O D O = N ® ¥ W © N~ O O O = o
3238862823883 888888 ¢ 8
P X8 T L E - T s T s ¥ v & & A
® o © o o o
- v - v = -

—A—Male —@—Female
Figure 8. Life expectancy at birth in Estonia 1981-2002.
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During the early 1990’s and until 2000, there was an increasing number of new
cases of tuberculosis, but since 2001 the number of new cases has been
decreasing. At the same time, the years 2000 and 2001 have marked an
explosive increase of new cases of HIV infection (HPI 2005). Both of these
trends are shown in Figure 9.
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Figure 9. Number of new cases of tuberculosis and HIV infection in Estonia in 1992—
2004.

There has been a rapid growth of new cases of sexually transmitted infections
(STD) in the early 1990s. The incidence of syphilis was 3.3 per 100,000
inhabitants in 1990 and increased up to 69.7/100,000 in 1996. Since 1997,
however, the incidence of syphilis has been decreasing down to 13.6/100,000 in
2004. The incidence of gonorrhoea was 127.9/100,000 in 1990 and reached its
highest level 233.1/100,000 in 1993. Since 1994, the incidence of gonorrhoea
has been decreasing, and in 2004 the number of new cases was 38.3/100,000.

The level of individual risk factors is characterised by the dietary habits,
physical activity, consumption of tobacco products and strong alcohol. The
most remarkable changes in the dietary habits among the Estonian population
have been in the intake of food fats: the use of vegetable oil has increased,
whereas the use of animal fat has decreased. In 1990, 22% of the Estonian adult
population used vegetable oil and 20% used animal fat for cooking, while in
2002 vegetable oil was used by 89% and animal fat only by 4% of the
population. Another positive change in the dietary habits is an increased
consumption of fresh vegetables. In 1990, 28% of the Estonian adult population
was eating fresh vegetables at least three times per week, but in 2002 this
proportion had increased to 50%.

The proportion of daily smokers, both male and female, was rapidly growing
during the 1990s until 1994, but it has not shown a clear tendency to decrease
since then. A similar trend could be observed concerning the consumption of
alcohol. These trends are presented in Table 5.
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Table 5. Proportional share of smokers and alcohol users in the adult population 1990—
2002.

1990 1992 1994 1996 1998 2000 2002
Proportional share of daily smokers

Male 45,2 51,4 52,1 47,5 42,3 44,1 45,0
Female 15,1 21,7 23,5 21,7 19,6 19,9 17,9
Total 28,2 35,9 35,8 33,2 29,4 29,4 28,9
Proportional share of weekly users of strong alcohol

Male 22,7 19,7 32,5 34,6 29,6 30,7 25,6
Female 34 6,5 10,5 9,2 8,7 9,2 5.4
Total 11,9 12,8 20,0 20,6 18,2 18,0 13,7

6.2 The quality of health system
6.2.1 Accessibility of the health services (Papers I, IV, VI and VII)

Based on the results of population survey in 2002 (Paper 1V), the average
number of visits to the FDs was 2.48 per person. The average number of visits
was significantly higher among people with low income (3.96 visits), people
with elementary or basic level of education (3.59), and people of rural origin
(3.02) (p<0.001). The results of the study conducted in 2005 (Paper VI)
demonstrated that people with chronic conditions use health services more
compared to other population. During the last 12 months before the survey 82%
of people with chronic conditions had visited the FD and 65% the specialist, and
of other respondents 53% and 31%, respectively (p<0.0001). The reported
average number of visits during the last 12 months to the family doctor was 4.5
and to the specialist 3.7 for the chronically ill people, and 2.8 and 2.6,
respectively, for other respondents (p<0.0001).

According to the population survey in 1998 (Paper I), the waiting time for an
appointment to see a family doctor was rather short. The FDs usually admitted
59% of the respondents on the same day that they requested, 14% of the
respondents were admitted during 1-2 days, 2% of the respondents during 3—4
days, and 23% of the respondents did not know the length of the waiting time.
As can be seen in Figure 10, the waiting time for the majority of patients was no
longer than two days both in 2002 (Paper IV) and in 2005 (Paper VI).

In 1998, there were no significant differences between the regions of
Estonia, but in 2002 the waiting time was significantly different in different
regions. On the average, 60% of the respondents of the population survey in
2002 were admitted on the same day as requested, but in the capital Tallinn only
44% of the respondents were admitted on the same day, and 30% had to wait 3—
7 days to be admitted compared to the average 18%. In 2002, 72% of the
respondents in the population survey said that if there was a need, they would
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have the possibility of contacting their FD by telephone. People from the rural
areas and also people from smaller cities had significantly more such possi-
bilities when compared with people from the capital city (75%, 78%, and 58%
respectively, p<0.001).

60

50

40

30 4

20 4

N _%
0 /77 —% :

1998 2002 2005

Percentage of respondents

W on the same day @ during 1-2 days O during 3-4 days @ more than 5 days

Figure 10. Waiting time for appointment to a family doctor in 1998 (Paper I), 2002
(Paper IV) and 2005 (Paper VI).

According to the population survey in 2002 (Paper IV), 63% of the respondents
who visited a specialist doctor were admitted within one week after making the
appointment. Only 4% of the respondents had to wait more than four weeks for
the admission.

When comparing the waiting times to see the FD or the specialist in 2005,
any statistically significant difference in the waiting time for people with
chronic conditions compared to other respondents was not found. The majority
(84%) of all respondents who visited the FD were admitted within 1-2 days. To
see the specialist, two-thirds of all the respondents were admitted within 1-2
weeks. However, 14% of chronically ill and 5% of healthy respondents reported
experiencing problems seeing the specialist, and most of them (89% and 78%,
respectively) referred to the long waiting time.

The satisfaction with the access to the health services was studied in 2005
(Paper VI). Respondents with chronic conditions were less satisfied with access
to health services than those who did not report having a chronic illness.
However, having the chronic illness did not have an independent effect on
satisfaction with access to health services. Five factors were found to predict the
satisfaction with access to health services, as shown in Table 6. Satisfaction
with the health insurance system and the PHC system, as well as an older age of
the respondents, had positive effects on satisfaction, but at the same time a
bigger number of visits to the specialist and experiencing problems seeing the
specialist had negative effects on satisfaction with health services. Additionally,
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three factors were included in the model with borderline significance:
satisfaction with the specialist, satisfaction with the family doctor and gender
(male respondents were less satisfied).

Table 6. Predictors of the satisfaction with the access to the health services, all the
respondents (Paper VI).

Predictors B OR (95%CI) p-value
Satisfaction with the existing health insurance 082 2.27(1.56-332) 0.000
system

Problems experienced to see the specialist -1.21  0.30(0.14-0.63) 0.002
Satisfaction with the PHC system 0.52 1.67(1.08-2.63) 0.021
Age of the respondents -0.26  0.77 (0.61-0.97) 0.026
Frequency of the visits to the specialist 0.23  1.26 (1.03-1.55) 0.028
Gender -0.52  0.60(0.35-1.02) 0.059
Satisfaction with the specialist 0.41 1.50(0.99-2.28) 0.056
Satisfaction with the family doctor 043 1.54(1.00-2.38) 0.052

The awareness of the patients’ rights to get health services was studied in 2005.
Most of the respondents were rather well informed about their rights. When
comparing the level of awareness by socio-demographic variables, there were
not any significant differences. However, as can be seen in Table 7, having
personal contacts with FDs and specialists had some positive impact on the
level of awareness.
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Table 7. Percentage of the respondents informed about their rights to health services
depending on their contacts with a family doctor or specialist (Paper VII).

Personal contact with

the provider of health
Having the contacts with the providers of health services  services during 12
during the last 12 months before the survey months before the
survey
yes no
Family doctor
In case of a(?ute disease 'the family doctor must admit the 88 8 84.9
patient within one working day (p<0.05)
E)\;egly()}f;trson has right to change his/ her family doctor 97 4 945
There is fee for visit to see the specialist (p<0.01) 78.3 71.2
There is fee for day during the stay in hospital (p=0.078) 74.2 69.9
Every heglth pr.ofessiona.l has to provide emergency help 943 938
to all patients, incl. non-insured persons (p=0.729)
Ambulapce ser\{ice provides the health services to all 938 951
people (incl. uninsured persons) (p=0.350)
Specialist
In case of a(?ute disease 'the family doctor must admit the 29.9 85.4
patient within one working day (p<0.05)
Every person has right to change his/ her family doctor
(p<0.05) 97.8 95.3
There is fee for visit to see the specialist (p<0.0001) 80.5 72.1
There is fee for day during the stay in hospital (p<0.05) 75.9 70.3
Every heglth pr.ofessiona.l has to provide emergency help 94.0 949
to all patients, incl. non-insured persons (p=0.909)
Ambulance service provides the health services to all 94.0 946

people (incl. uninsured persons) (p=0.642)

6.2.2 Acceptability of the health reforms (Papers I-III and VII)

Acceptability of changes in the primary health care system (Papers 1- 111

According to the results of the population survey in 1998, 68% of the
respondents were registered on the patient lists. Ten months after the formal
implementation of PHC reform, 45% of those interviewed did not perceive any
changes with the transition to a PHC system based on family doctors. Nearly
one quarter (23%) of the respondents thought that the situation in the PHC had
improved, but one tenth of the respondents thought that the situation had
become worse, and 22% of the respondents did not have any personal opinion
(Paper I). The changes were often perceived by those persons who were
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registered on the patient lists: 27% of them thought that the situation was
improved compared to18% of those who were not registered on the patient list
(p<0.0001) (Paper II). In 2002, more than half of the respondents thought that
the existing PHC system was functioning better than the previous one. The
views of the respondents in the population survey of 2002 are shown in Table §.

Table 8. Distribution of the respondents’ views on the comparison of the present and
the previous PHC system five years after the implementation of PHC reform (Paper III).

Comparison of the existing PHC system with the previous
system based on district physicians

FDs deal witha  Diagnostic and test Treatment methods

bigger number of  opportunities of of FDs have

health problems  FDs have improved become modernised
n % n % n %
Totally agree 180 18 170 17 262 26
Generally agree 451 45 386 39 419 42
Generally do not agree 132 13 181 18 108 11
Do not agree at all 68 7 86 9 52 5
Ig};’i:io;nhave adefinite 5 17 175 17 157 16

In the population survey of 1998 (Paper I), almost one half of respondents
(49%) with health problems and complaints preferred to visit the family doctor,
38% of respondents would like to consult a specialist first, and 12% of the
respondents did not have any opinion. Rural people mostly (65%) preferred to
visit a FD first, while in the capital only 32% of respondents would prefer to
consult a FD first. The choice of doctors was influenced by whether the
respondent had registered on a patient list or not. 62% of the respondents who
had registered on a patient list preferred to visit a FD first, while 30% of them
would like to consult a specialist first. Respondents who had not registered on a
patient list more often preferred to see a specialist directly (56%), and only 22%
of them preferred to visit a FD first. These differences were statistically
significant (p<0.0001).

In the population survey of 2002 (Paper III), 35% of the respondents would
like to see their FD first and if necessary get a referral to or a recommendation
to see a specialist from their FD. 20% of the respondents would like to consult a
specialist first, and 45% of the interviewed persons preferred to decide in each
case either to see the FD or the specialist first. A referral to a specialist by the
FD was more preferred by the rural people, but also by older respondents and
by respondents with less education and lower income as well as by people who
were more satisfied with their FD.



Acceptance of the solidarity principle of the health insurance system (Paper
Vil

In 2005, the proportion of those respondents who preferred a situation where
health insurance would finance all the health services, even if there would be
long waiting lists (Option A) was a little bit higher compared to the year 2002.
The relative importance of the respondents who would prefer shorter waiting
lists even if only a part of the services would be financed by health insurance
(Option B) decreased from 43% in 2002 to 38% in 2005. These results are
shown in Figure 11.
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Option A: all health services financed by health insurance, even if there are long waiting lists.
Option B: short waiting lists, but only a part of health services financed by health insurance.

Figure 11. Preferences concerning financing principles of health services (Paper VII).

In 2002, shorter waiting lists were preferred by younger respondents (p=0.09,
p<0.02), but also by respondents with higher education (p=0.13, p<0.0001) and
higher income level (p=0.14, p<0.0001). Those who evaluated their health
status lower preferred a more comprehensive financing of health services
regardless of longer waiting lists (p=0.16, p<0.0001). In 2005, no statistically
significant correlation between the preferences concerning the financing
principles and the respondent’s socio-demographic characteristics were found.
In 2005, the respondents’ views on the financing principles were related to
their personal contacts with the health services. Respondents who had visited a
dentist or specialist doctor during the previous 12 months preferred more likely
the option B. However, people who visited a FD or called an ambulance
preferred more often the option A. In 2002, the difference was found only in
comparison of opinions of those people who had a contact with a dentist, and
those who had not. Of those respondents, who had visited a dentist, 50%
preferred the option B and 38% the option A. The respondents who did not have
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a contact with a dentists, more often preferred the option A (43%), the option B
was preferred by 41% of those respondents (p<0.05).

6.2.3 Satisfaction with the health services and the providers
(Papers I-111, VI, VII)

Satisfaction with the PHC system, family doctor and specialists

Compared to the population survey of 1998, the satisfaction with the FD
increased in the survey of 2002 and remained almost on the same level in 2005.
At the same time, as shown in Table 9, the proportion of people who were not
satisfied increased. In 2005, the people with chronic conditions were also found
to be more satisfied with their FDs than other population.

Table 9. Level of satisfaction with the family doctors in 1998 (Papers I and II), 2002
(Paper IIT) and 2005 (Paper VI), in %.

Level of Year
satisfaction 1998 (n=996)
Total  Registeredon  Not registered 2002 1 2005 1
(1=996) patient list  on patient list (n=585)" (n=891)
(n=675) (n=321)

Very satisfied 27 32 16 37 33
Quite satisfied 41 45 34 50 55
Not satisfied 7 6 7 12 8
Do not have 25 17 3 1 4

personal opinion

"Number of respondents who had the contact with their FD during the previous 12
months.

In 1998, the respondents who had registered on a patient list were more satisfied
with their doctor, as well as several aspects of amenities and patient-practitioner
relationships, than the respondents who had not registered on a list. The
satisfaction with the family doctor was predicted by the patients’ evaluation of
their physician’s competency, the comprehensibility of doctor’s explanations,
and the comfort of the clinic. The patients’ evaluation of their FDs’ competency
was also in 2002 one of the predictors of the overall satisfaction with the FD. In
addition, the satisfaction with the FD in 2002 was also predicted by the FD’s
understanding of the patient’s problem, the punctuality of the FD, and the
location of the PHC centre or clinic.

Based on the results of the survey of 1998, the right of the patients to choose
their own family doctor and the availability of sufficient information about the
changes in PHC system also had a positive influence on the level of satisfaction.
The respondents who were more satisfied with their FDs thought that the whole

55



PHC system was functioning better than the previous system. In 2005, almost
three quarters of the respondents were satisfied with the existing PHC system.
Also, the satisfaction with the specialist doctors was high — 39% of the
respondents were most and 51% rather satisfied with the specialists they have
visited.

Satisfaction with the current health insurance system (Paper VII)

The proportion of respondents who were satisfied with the range of services
financed by the health insurance was almost the same in 2002 and 2005. The
relative importance of very dissatisfied persons decreased from 17% in 2002 to
9% in 2005, and the proportion of respondents who did not have a personal
opinion about the health insurance system increased from 16% to 23%. These
results are shown in Figure 12.
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Figure 12. Satisfaction with the health insurance in 2002 and 2005.

The satisfaction or dissatisfaction with the health insurance was more often
expressed by those respondents who had had contact with the providers of
various health services during last 12 months before the survey. The satisfaction
with the health insurance was higher in 2002 as well as 2005 among those
respondents who visited a FD or specialist or were admitted in a hospital during
the last 12 months before the survey, but lower among those who visited the
dentist or called the ambulance. Both in 2002 and 2005 the satisfaction with the
health insurance system was higher among those people who were more
satisfied with the organisation of the PHC system (p=0.33, p<0.0001 and
p=0.25, p<0.0001).

The most important predictor of the satisfaction with the health insurance in
both years was the satisfaction with the PHC system. The higher level of the
education was found to be a predictor of lower satisfaction, too. In 2002,
Estonian-speaking respondents were less satisfied than others. In 2005, older
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respondents as well as respondents with the higher income level were found to
be less satisfied. Also, personal contacts with the dental health services had
negative impact on the satisfaction with the health insurance. These results are
shown in Table 10.

Table 10. Predictors of satisfaction with the health insurance in 2002 and 2005 (Paper
VII).

95.0% C.I. for
EXP(B)
Lower Upper

EXP

B S.E. Sig (B)

Model I (2002)

Satisfaction with the primary
health care system

0.842 0.117 0.000 2322 1.846 2.921

Education 0.585 0.143 0.000 1.795 1.357 2.375
Native language -0.565 0.199 0.005 0.568 0.385 0.839
Model II (2005)

Satisfaction with the primary

0.581 0.107 0.000 1.787 1.448 2.205
health care system

Age 0012 0005 0010 1013 1.003 1022
Education 0282 0.122 0021 1326 1043 1.685
Visiting the dentist during last 35 148 0028 1384 1.036 1.848
12 months

Income -0.126  0.64 0.048 0.881 0.777 0.999

Several sources of information about the health insurance were reported by the
respondents. The FD as a source of information was reported most often, by
47% of the respondents, while the Internet was reported by 25%. Television and
newspapers as sources of information were reported by 22% and 20% of the
respondents.



7 DISCUSSION

Health sector reforms can be regarded as a set of policies and processes, which
have impact on the health system, its institutions and the people who need and
use the health services. Every single reform of the health system has its goals,
e.g. equity, economic efficiency or social cohesion, and will be implemented by
regulating quality, effectiveness, patient access or provider behaviour (Saltman
et al 2002). Still, the main goal of every health system is to improve the
population’s health and this goal could be achieved as a result of the synergism
of different actions.

Also from the patient’s point of view, health care is not a goal. The patient
wants health and the health care is used as an instrument to reach this goal
(Mooney & Leeder 1997). The services provided by the health system are
intended to promote health, prevent disease, provide medical treatment or
rehabilitate individuals to maximum social functioning (Roemer 1997). When
individuals interact with the health system, it influences their well-being
through improvements in health. People’s well-being and satisfaction with the
health system are also related to the way they are treated, how easily they get
the health services needed, and the environment where they are treated (Murray
& Evans 2003).

But a health system should not be regarded as only a summation of activities
that produce health. Although, the provision of the health services, including the
access to the services and the satisfaction with them may influence the health
status of the population, it is also influenced by various factors of the physical
and social environment as well as personal habits, lifestyle and genetic
background (Roemer 1997). On the other side, health needs are commonly
understood as a need for care, and people are satisfied if their needs are met.
But in the wider context of public health, need may be more inclusive (Mooney
& Leeder 1997).

In this thesis, the analysis of the progress of health reforms in Estonia has
been outcome focused. The analysis has been inspired by an analytical
framework proposed by WHO (Murray & Evans 2003). This framework defines
three intrinsic goals which the health system contributes: health, responsiveness
and financial contribution. In this thesis two of these three goals — health and
responsiveness — have been studied. In addition, most of the studies (Papers I-
IV, VI, VII) have been focused on the quality of health system as indicated by
the accessibility of the health services and its responsiveness to the needs of the
population, in terms of the acceptability of and the satisfaction with these
services.

The study presented in paper V focuses on the health outcomes and describes
the trends in population health against the background of the public health
reforms in Estonia. The health status of the population, including its determi-
nants and the ways to improve it, is a complex and broad topic that cannot be
analysed in detail in this thesis. However, the trends in population health are
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related to the needs for health services and may indirectly affect the satisfaction
with the provided health services as well.

7.1 The health of the population

Every health reform should be focused on better health outcomes for the
population (Oreskovic 1998, Goddard & Smith 2001, Saltman et al 2002).
However, the moving forces of reforms are very often economic and political,
especially in the field of public health, where the success of the reforms depends
very much on the co-operation of different sectors of the society. The decisions
are made on the political level, and the implementation of these depends to a
great extent on the understanding of the policy objectives. A lack of inter-
sectoral co-operation is a serious problem when considering the bad health
status of the population and the need to mobilise all the possible health
resources (Axelsson & Bihari Axelsson 2005). On the other hand, the health of
the population is also related to the economic and political processes in the
society (Liu et al 1998, Viarnik et al 2005), and the economic transition in
Estonia may also have affected the health of the population.

Life expectancy in Estonia, both for males and females, started to decrease in
the early 1990’s and reached its lowest level in 1994. In the same year, the
mortality due to diseases of circulatory system and external causes also
increased. These changes are probably not related so much to the health system,
but more to the transition period and the socio-economic difficulties in the
Estonian society as well as in other CEE countries (Krizova & Simek 2000).
These changes mostly affect the health of those social groups who have
experienced the most rapid economic transition, those who are less educated
and have a lack of social support (Kaasik et al 1998, McKee et al 2000, McKee
& Shkolnikov 2001, Leinsalu et al 2003, Viarnik et al 2005). However, the
health projects have usually focused on raising the awareness of the population
and changing their attitudes towards healthier choices without considering
socio-economic risk factors, like unemployment or poverty in specific target
groups.

The year 1995 was an important landmark for health promotion, and a
number of health promotion activities were initiated. As a result of the reforms
described, there is some evidence of a positive impact on the health of the
population, at the same time as some of the health indicators have not improved
or even become worse. The health promoting programmes and projects have
mostly focused on raising people’s awareness and changing their attitudes
towards healthier choices. In the beginning of the 21* century, the first results
of health promotion can already be seen.

There has been more progress in improving the health of the population
when the surrounding environment has been more supportive. Therefore, health
promotion and health education as tools for changing the population’s attitudes
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and health behaviour have to be supported by political decisions to make
healthy choices easier for the population. For example, a rapid decline in
mortality due to coronary heart disease in Poland is believed to be primarily due
to changes in economic policy. A reduction of subsidies for animal fats led to
improvements in the population's diet (Zatonski & Willett 2005). Also, strong
policies against known risk factors (e.g. food) should be combined with
individual care to control the risk factors (Paccaud 2006). As argued by
Ebrahim and Smith (2001), a population based prevention of cardiovascular
diseases, if restricted to health education focused on stopping smoking, reducing
dietary fat intake, or taking regular exercise, might be of limited effectiveness.
But these measures with additional control of blood pressure with anti-
hypertensive drugs and cholesterol lowering with statins may reduce the risk of
cardiovascular disease (Ebrahim & Smith 2001).

The effectiveness of cardiovascular and heart disease prevention in Estonia
can be seen especially in the positive trends in the population’s dietary habits,
which may lead to a future decrease in mortality due to cardiovascular diseases.
But it is also important to note, that the positive trends in dietary habits have
occurred after the monetary reform in 1992, when the range of foodstuffs in
shops increased dramatically and people got a real chance to make healthier
choices. Positive outcomes have been achieved also in the field of sexual
behaviour, reproductive health and family planning. The number of abortions
and incidences of STI is believed to have decreased due to a raised awareness of
the population, but also due to an improved availability of contraceptives and
condoms. The remarkable decrease in infant mortality might be partly the result
of health promotion and the changing attitudes of people, but it is also related to
the implementation of modern medical technology in children’s hospitals.

Regardless of the intensive health promoting activities, no remarkable
progress has been made in the reduction of alcohol consumption and tobacco
smoking. This is an illustrative example of how ineffective health promotion
can be if it is not supported by other social and economic policies. The alcohol
and tobacco policy in Estonia has been rather liberal, and alcohol as well as
tobacco products are inexpensive and easily accessible. There is also a pressure
from multinational tobacco companies, looking for new markets in the countries
of the previous Soviet Union, and tobacco industry investments should not be
underestimated (McKee et al 1998; Gilmore et al 2004). For example, Gilmore
and McKee (2005) have found that the liberalisation of industrial investments
has had a significant impact on cigarette consumption. Between 1991 and 2000,
the cigarette production increased by 96% in countries where the tobacco
industry made investments and by 11% in countries where it did not make any
investments. Over the same period, cigarette consumption increased by 40% and
the increase was concentrated in countries receiving investments.

It seems that the health programmes and projects need clearly formulated
objectives and a well-defined strategy in order to achieve expected results. A
good example is the National Programme for Prevention and Cure of Tubercu-
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losis, which has almost achieved one of its objectives to decrease the number of
new cases to 30 per 100,000 inhabitants. At the same time, however, there have
been no positive effects of the HIV prevention programme. There has been very
little co-operation between the different sectors involved, and the objectives and
the strategy of the programme were formulated in a rather declarative way.

At the present, in Estonia like in other European countries more attention is
paid on the inequalities in health. In this thesis, the analysis has been focused on
common health trends, but, as shown in recent study, Estonia has a similar
socio-demographic pattern of health as most European countries, i.e. older and
less educated people have worse health (Helasoja et al 2006). Differences in
mortality and morbidity by social class have been found among most of the
member states of the European Union (Abel-Smith ef a/ 1997). So, in addition
to the implementation of various health promoting activities, one of the most
important task for the policy makers should be to reduce the inequalities in
health.

7.2 The quality of the health system

In this thesis, the quality of the health system has been defined in terms of the
accessibility of the health services and their responsiveness to the needs of the
population, including the acceptability of and the satisfaction with these
services. According to Donabedian (1992), the degree of acceptability depends
among other things also on the accessibility of the health services, but in this
thesis the accessibility has been discussed separately.

The degree of satisfaction with the health services and the health system as a
whole depends on how the patients’ expectations are met in the service delivery
process, and it is usually defined by the gap between the expectations and
experiences (Qvretveit 1990, Harteloh & Verheggen 1994). However, the level
of expectations may vary depending on the age, social status, residence,
previous experiences, etc. Therefore, people may also perceive changes in the
health services and the health system differently.

7.2.1 Accessibility of the health services

The accessibility of the health services depends partly on the way the health
services are financed. In 1992, the Estonian health system moved to a Bismarck
model of the financing of health services, and unlike a number of CEE and
former Soviet countries a high level of financial protection has been maintained
(Preker et al 2002). The solidarity principle of the social health insurance
guarantees access to the health services for all the insured people. At the same
time, the coverage is not universal like in some other countries, e.g. Hungary or
Slovenia (Gaal 2004, Hlavacka 2004). The contribution of the state is rather low
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as well. In Estonia only 4% of the insured people are insured by state and 50%
of all the insured people are eligible for coverage without making any
contribution. In the Czech Republic, for example, 56% of the population is
insured by the state (Rokosova et al 2005).

Today, the health insurance system in Estonia has a number of respon-
sibilities, and the financial resources collected by earmarked tax may not be
sufficient for financing all the health care expenditures, like the payment of sick
benefits to the insured persons, or the financing the capital investments of the
providers. For that reason, the pressure on the health insurance budget has
increased and it may also affect the accessibility of the health services.

Another important precondition for the accessibility of the health services is
that there is an adequate number of health service providers. In the early 1990s,
it was clear that the number of hospital beds as well as the number of physicians
was too high, and decreasing these numbers has not affected the numbers of
outpatient visits or hospital admissions. As revealed by the population survey
and shown by official statistics, the number of outpatient visits to family doctors
has been increasing year by year, whereas the number of outpatient visits to
specialists has been decreasing. It shows that the workload and responsibility of
the FDs is also increasing. FDs solve more and more health problems without
referral to specialists. The fact that the number of visits to FDs is higher among
patients with lower education and income and among rural people is favourable
in general, as it reflects the good access to FDs also for people of lower social
class. Those patients may face more health problems that require medical
attention and the primary health care is accessible for them. Also, for the people
with chronic conditions the access to the PHC services as well as the specialised
medical care was the same compared to other people.

In recent years, the use of telephone services for health care advice has
become more and more popular. It is shown that telephone consultations are
increasingly accepted as alternatives to face-to-face contacts and it makes the
family practice more accessible (Toon 2002, Brown & Armstrong 1995). In the
survey conducted in 2002, 72% of the patients said that they have good possi-
bilities to contact their FD by telephone. The number is comparable with
another study (Kersnik 2000). There exist some problems with telephone access
in the capital, however, where most of the FDs work continuously in larger
centres or polyclinics. Studies have shown that in larger settings the care is
much more fragmented and dispersed throughout the organisation and usually
the patients do not have direct access to doctor (Barr 1995).

In general, the accessibility of the PHC and specialised outpatient services in
Estonia is quite good. According to the population surveys in 1998 and 2002,
the temporary access to family medical care can be considered good. About 60
per cent of people can visit their family practitioner the same day if they want
to. The number of patients who have had to wait for more than five days was
increasing during five years, but the survey data did not give any information on
whether they had to wait because the physician could not see them earlier or
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because the available time did not suit these patients. The results of the study
conducted in 2005 confirmed that access to PHC services was as good as
before, and there was no difference in waiting times for people with chronic
conditions or other members of the population. Also, the waiting time to see a
specialist was the same for both groups of respondents, but compared to other
respondents people with chronic conditions still argued more often that they had
difficulties seeing the specialist. Nevertheless, compared to the other countries,
like United Kingdom, New Zealand, the USA, Australia and Canada, in Estonia
the share of those having difficulties seeing a specialist was much lower
(Blendon et al 2004).

Although the people with chronic conditions do not have any organisational
barriers to get the health services, they still were less satisfied with the access to
the health services. However, chronically ill people as frequent users of health
services perceive the shortages of the health system more obviously than the
rest of the population. Satisfaction with access to health services seems to
correlate first of all to subjective matters: general satisfaction with the different
aspects of the health system, previous experience and the self-determined need
to see the doctor. It is possible that people who use health services more often
also have a higher probability of experiencing several problems, e.g. a longer
waiting time. Other researchers have found similar results, too (Iezzoni et al
2002, Bentur et al 2004). Also, different matters related to chronic illness like
additional costs due to illness, limitations in everyday life, not accepting the
presence of the illness, etc., may affect expectations for health services and
satisfaction with the health system.

It is important to mention that the factors related to the PHC services (e.g.
satisfaction with the PHC services and the FD and the frequency of visits to
FDs) were found to have positive effects on satisfaction with access to health
services. Being satisfied with the existing health system, people found it to be
likelier in accordance to their need and they were more satisfied with access to
health services, too.

It is also important to mention that for those people who are not covered by
health insurance (5% of the population or approximately 70 000 people), the
access to health services could be very limited, first of all due to financial
reasons. As demonstrated in a previous study, the proportion of uninsured was
especially large among unemployed people and also among those who belonged
to the lowest income quartile. The uninsured people may use the outpatient
health services less, but the hospitalisation rate might be higher among them, as
the emergency care is provided free of charge for uninsured people (Habicht &
Kunst 2005).
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7.2.2 Acceptability and satisfaction with the health services

The acceptability of the ongoing reforms to the population and their satisfaction
with the health system has been studied mainly in connection with the PHC
reform and the health insurance reform. As a result of these studies, the degree
of acceptability of and satisfaction with the health reforms might depend on
several factors: the stage of implementation of the reform, the personal
background of the respondents, the personal contact with the doctor, but also the
existing information about the current changes.

In the early stages of implementation of the reforms, people have little
personal experience and the evaluation of the changes is influenced by the
expectations as well as the general public opinion. For example, in 1998, a few
months after the implementation of the PHC reform, almost half of the
population investigated did not perceive any changes, whereas nearly one
quarter of the people thought that the situation had improved. Five years later,
more than half of the population found that the existing PHC system was
functioning better than the previous one. Thus, in the early stages of any reform,
it is important to provide relevant information about the forthcoming changes in
order to dissipate doubts and to form more positive attitudes and reasonable
expectations among the population. Better information about the ongoing
reforms may contribute to higher satisfaction with the physician as well as with
the health system as a whole. People who were more informed about the
changes in the PHC were also more satisfied with their family doctors.

On the other side, rapid changes in health care can bring dissatisfaction
(Mastilica & Chen 1998, Field 1999, Bara et al 2003). Such evidence was found
as well when the satisfaction with the health insurance system was studied. The
study performed in 2002, directly after the new health insurance act was
implemented, demonstrated that the level of dissatisfaction was more
emphasised directly after the implementation of the changes than three years
later.

Analysing the evaluation of the health system, it becomes clear that the
Estonian patients are very satisfied with their physicians. At the same time, the
evaluation of the health care financing system and the access to the health
services were evaluated lower. The satisfaction with the health services as well
as with the whole system is related to several factors like age, level of education
and income, and place of residence. It has to be pointed out, however, that the
overall satisfaction with the different aspects of the health services was mainly
influenced by the experiences of the primary health care. The satisfaction with
both the family doctor and the PHC system as whole were found to be important
positive predictors of the satisfaction with the access to the health services. Also
personal contacts with the FD and positive opinions about PHC system
predicted a more positive evaluation of the current health care financing system.
These findings demonstrate that highly qualified FDs and a well functioning
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primary health care system are important for the satisfaction with the health
system as a whole.

Satisfaction with the family doctors and acceptance of the PHC reform

Since the PHC reform was implemented, the satisfaction with the family doctors
has increased. At the same time, however, the proportion of dissatisfied persons
has increased as well. During five years almost all the people have had contacts
with their FDs and they have probably formed their opinion about the FDs more
clearly. The satisfaction with the FDs was mainly predicted by the competence
of the physician as perceived by the patients on the one hand, and by the
response to the patients’ needs expressed by the understanding of the patients’
problems on the other. The location of the PHC centre and the doctor’s respect
for the patient expressed by the punctuality of the FD are also important factors.
Similar results were also obtained in the EUROPEP study in 1995 (Grol et al
1999).

In the beginning of the PHC reform, one important predictor of the patient
satisfaction with the FDs was registration on a patient list. Persons who had
chosen their own doctor were more likely to visit the FDs first rather than a
specialist for their health problems. They were also more satisfied with their
FDs and with several aspects of the PHC. These findings are supported by
another study (Kersnik 2001). To be included in a patient list improves the
patient-doctor communication and the continuity of care. It also facilitates a
more active participation of the patient in the treatment process and increases
the patient’s satisfaction with the care provided (Qvretveit 1990, Strafield 1994,
Freeman & Hjortdal 1997).

In general, Estonian people seem to accept the family doctor as the first
doctor to be seen for any health problems. The acceptance of the PHC system
based on the FDs was expressed in the higher evaluation of the work of FDs
compared to the previous system. More than half of the respondents thought
that the FDs deal with a bigger number of health problems, have better
diagnostics opportunities and use more modern treatment methods than the
previous district doctors. This can be regarded as a positive evaluation of the
changes in the PHC system and it was first of all related to the satisfaction with
the FDs.

In the beginning of the PHC reform, almost half of the respondents
confirmed that they would prefer to visit the FD first with their health problems.
This viewpoint was strongly expressed especially by the rural population.
Inhabitants of the capital city mostly preferred to visit a specialist first. Similar
findings were also observed in some previous studies, where patients who were
living in larger urban areas preferred to consult specialists first (Kulu-Glasgow
et al 1998, Tabenkin er al 1998). One reason why inhabitants of the capital
preferred to visit specialists can be the lower number of trained FDs in the
capital in 1998 compared to other regions in Estonia. This reason for preferring
specialists has been reported in another study (Tabenkin er al 1998). Another
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reason can be the fact that access to specialised medical care has always been
easier in the capital than in the rural areas. This explanation seems to be more
adequate, as in 2002 the same tendency in people’s preferences was found.

It seems that younger, more educated people with higher income who are
living in the urban areas prefer more freedom to decide on their own whether to
see a FD or a specialist first. These results are also in agreement with results
published earlier (Tabenkin et al 1998, Kulu-Glasgow ef al 1998). At the same
time, in the early phase of the PHC reform, younger people demonstrated more
positive attitudes to the PHC: they often found that the situation in the PHC had
improved, and they were more satisfied with their PHC physician. Some other
researchers have also found younger people more positive to ongoing reforms
(Bara et al 2003, Mastilica & Chen 1998).

Satisfaction with the health insurance system and acceptance of the current
financing principles of health services

The basic principles of the new financing system were agreed already in 1992,
when the health insurance system was introduced in Estonia. Ten years later, in
2002, the new health insurance act stated more clearly some aspects of
mandatory social health insurance, including the co-payment for insured people.
Directly after the implementation of these changes almost half of the Estonian
adult population was satisfied with the benefits of the existing health insurance
system. Three years later, the proportion of satisfied respondents remained on
the same level, but the proportion of persons who were dissatisfied had
decreased and much more people took a neutral stance. The explanation could
be that the first study was carried out a month after the new Health Insurance
Act was enacted, and before that a number of public discussions were held
about the changes planned in health insurance. Probably these discussions in
media raised the public interest toward the health insurance and its benefits, and
people were therefore more active to express their opinions.

Often enough, people’s opinions about health care and health care reforms
are related to their socio-economic background, as previous studies have shown
(Mastilica & Chen 1998, Mastilica & Babic-Bosanac 2002, Bara et al 2003,
Balabanova & McKee 2004). However, in studies conducted in 2002 and 2005
in Estonia, only a few background factors like age and level of education were
found to be related to the satisfaction with the health insurance. At the same
time, the level of satisfaction with the health insurance was strongly influenced
by the opinion about the organisation of the PHC system. It seems also that one
factor which may have an influence on the satisfaction with health insurance is
the level of co-payment for the health services. As the co-payment for the PHC
services, specialised out- and in-patient care has been very small or nonexistent,
the satisfaction with the doctors rather high and the access rather good, the
people who have used these services were also more satisfied with the existing
health insurance.
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The preferences regarding the financing options were related to socio-
demographic factors in 2002, but to personal contacts with the health services in
2005. The results of the survey in 2002 were expected, since other researchers
had come to similar results. Younger, healthier, more educated and wealthier
people would prefer a more limited health insurance financing of health services
(Mastilica & Babic-Bosanac 2002, Balabanova & McKee 2004). However,
three years later, these relations between socio-economic background factors
and preferences were not found. Instead, the attitudes regarding financing
principles were related to the personal contacts with the health services.

7.3 Methodological considerations
7.3.1 Data collection methods

To analyse the progress of health sector reforms, including the trends of
population health indicators and the accessibility of the health services, official
health statistics have been used. That kind of data can provide information
about the use of health care resources and the frequency of different diseases,
information about service provision, and about distribution of human resources.
Official statistics can also help to identify problems in the health system
(Janovsky & Kassels 1995, Crombie & Davies 2002).

In order to collect data about the responsiveness of the health services in
connection with the reforms three population surveys were conducted. Surveys
are methodologically acceptable to investigate what is happening at a certain
point or period of time, and to evaluate the patients’ acceptance of an inter-
vention, to explain whether all groups in society have an equal and satisfactory
access to the health services, but also to investigate different aspects of service
delivery as well as the attitudes and beliefs of the health care providers and the
patients (Gray 2001, Crombie & Davies 2002). The method of data collection
applied in the population studies was face-to-face interviews based on pre-
categorized questionnaires. For the non-Estonian respondents, the question-
naires were translated into Russian language.

7.3.2 Validity and reliability

Validity and reliability of the official health statistics

As described previously, the official health statistics provide information on the
use of the health system resources and the frequency of different health
problems. For health system research, the data should be collected and analysed
in a standardised way using classification systems that allow comparison over
time and across different institutions, regions and countries. The development of
standards for obtaining data and denoting different aspects of performance is an
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integral part of this kind of research (Janovsky & Kassels 1995). Much of the
official statistics are primarily collected for administrative purposes, however,
and their accuracy has therefore been regularly questioned. The concerns
include the completeness of registration and the accuracy of coding. In parti-
cular, the allocation of diagnoses can be difficult, so estimates of disease
frequency from mortality and cancer incidence data should be treated with some
caution (Crombie & Davies 2002).

In Estonia, the procedure for and forms of reporting official health statistics
is established by the Ministry of Social Affairs. The statistical reporting is based
on individual reports from different areas of health care. Basic reports are
compiled at the level of the health care provider — institution or private
practitioner. These reports include data about the following areas: health care
institutions, health care personnel, use of health services, hospital bed uti-
lization, and cause of hospital discharges. The collection of data on incidences
is based on the patients’ visits to the health care institutions.

The present organisation of health statistics in Estonia does not provide for
registering cases of diseases on the individual level. The situation where a
patient can contact many different health care institutions regarding the same
disease may affect the registration of new cases and thus the incidence statistics.
Only data about cancer, tuberculosis and selected infectious diseases (including
HIV infections and sexually transmitted diseases) are collected on the basis of
individual. The mortality statistics is based on individual medical death
certificates (including the medical perinatal death certificates) and the data are
collected by the Statistical Office of Estonia. Data about abortions are collected
by the Register of Births and the Pregnancy Termination Database. The coding
of the health related data is based on the International Statistical Classification
of Diseases and Related Health Problems (MoSA 2003, Statistical Office of
Estonia 2005).

To avoid misinterpretation of the morbidity data in the current studies, only
the data about the incidences of tuberculosis, HIV infections and selected STI
have been used. It is an incomplete reflection of the health status of the
population, but as these data are collected on the basis of individuals, they are
more reliable than the morbidity data of non-communicable diseases. The
complexity and limitation of the use of morbidity data has also been emphasised
in international comparisons, mainly because of the lack of consistent
definitions (Abel-Smith et a/ 1997). On the other side, the trends of incidences
of tuberculosis and HIV infections focus on the essential public health problems
in Estonia since the middle of the 1990s, as they were in the member states of
European Union in the early 1980s (Abel-Smith ef a/ 1997).
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The validity and reliability of the population surveys

The validity and reliability of the measuring instruments are key questions for
the interpretation of the survey results. To improve the content validity of the
measuring instruments used in the population surveys, the items for the
questionnaires were based on the concept of quality and patient satisfaction, and
special attention was paid to the concept of quality and patient satisfaction in
general practice (Brooks & Borgardts 1994, Jung 1999). It was also important
that people could distinguish between their own health care and what goes on in
the health system as a whole (Blendon et a/ 2001). The questionnaires used in
the surveys included items, which enabled the respondents to evaluate their
personal satisfaction with the doctors and the services provided, as well as their
satisfaction with the health system as a whole. The differences in satisfaction
and acceptability levels between the different socio-economic groups of the
respondents (age, place of residence, level of the income, and education)
supported the construct validity of the instrument. Also, the correlations bet-
ween the satisfaction rate and various aspects describing the provision of
services in the PHC supported the construct validity. Criterion validity was not
tested because of default of the appropriate standard instrument.

The reliability of the instruments in the population surveys used was tested
with Cronbach’s coefficient a. For the questionnaires used in 1998, 2002 and
2005, the Cronbach’s reliability scores were 0.80, 0.71 and 0.72, respectively.

Representativeness

The samples used in the population surveys were stratified to ensure that all
sectors of the Estonian population aged 15—74 were represented, and the sizes
of the samples were adequate to present existing differences between the sub-
groups. The people aged 75+ were not included in the sample, which can be
considered as a limitation of the study. Although older people may need more
health services, they cannot be considered as a homogenous group, which
means that the results might be biased (McKinlay 1992). The use of face-to-face
interviews and pre-structured questionnaires contributed to the reliability of the
information collected in these surveys. In addition, professionally trained
interviewers were used in the data gathering process, which minimised the
interviewer bias.



8 CONCLUSIONS

Since 1992, the Estonian health system has undergone radical reforms. During
these years, a number of legislative acts have been established, which form a
new legal basis for the existing health care system. The success of the
implementation of any health reform depends on many factors, but the main
results of the reforms should be focused on better outcomes for the population.
This study has aimed to analyse the recent health sector reforms in Estonia with
a focus on the outcomes and the quality of the health system. The accessibility
of the health services and the acceptability of and satisfaction with these
services constitute important quality aspects from the population’s point of
view. In the planning of health sector reforms, however, it is most important to
consider the outcomes in relation to existing health problems and improvements
in the health of the population. Proceeding from this aim, the study has focused
on the following objectives:
e to analyse the PHC reform in terms of the access to the health services
and the acceptability and satisfaction with these services;
e to analyse the health insurance reform in terms of the acceptability and
satisfaction with the new system; and
e to analyse the public health reforms and their impact on the health of the
population.

The primary health care reform has been the most studied and also the most
successful of the health sector reforms in Estonia. The development of family
medicine was seen by the MoSA as the next step after the establishment of a
mandatory health insurance system in 1992. The timing of the reform was
appropriate, while people as well as health professional expected a more
rational and organised health care delivery system. The reform of the medical
education at the University of Tartu supported the PHC reform as well. As seen
from the results of this study, the success of the PHC reform is expressed by the
evaluations of the population as well. Most of the Estonian population has
accepted the new PHC system, and the satisfaction rate has been increasing year
by year. The family doctors are in the centre of the new PHC system, and their
professional competence plays an important role in making the system meet the
patients’ needs more widely. Also, the satisfaction with the FDs and PHC
system is an important predictor for the satisfaction with access to health
services in general.

However, the aging of the population and a high level of life-style-related
risk factors among the adult population would probably urge the growth of the
number of chronically ill people who need more comprehensive and integrated
health services. This is a challenge for the whole health system, but the
strengthening of the existing PHC system seems to be the most effective way to
meet the needs of those patients and to increase the satisfaction with the health
system. On the other side, this also indicates a need for more effective health
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promotion and disease prevention activities on the population as well as
individual level. This is important in order to achieve a better health status for
the population, but also to diminish in the future the amount of resources spent
for treatment and rehabilitation.

The health insurance financing mechanism is a tool to achieve the main
objectives of a health system: universal and equal access for all members of the
society, effective care for better health outcomes, and responsiveness to patient
concerns (Goddard & Smith 2001, Saltman et a/ 2002). The achievement of
these objectives and the satisfaction with the health insurance is perceived
through personal contacts with the health services and availability of the
services most needed. In Estonia, the satisfaction with the health insurance
system has been sustained and even increased at the same time as the
dissatisfaction has been decreased, which indicates that the situation in the
health system is becoming more stable. Due to the solidarity principles and the
comprehensiveness of the financing mechanism, a high level of financial
protection has been maintained and the co-payment for insured people is rather
small. Regardless of the dissatisfaction with the current system, expressed by
one third of the respondents, it seems that the mandatory social health insurance
is in accordance with the needs and expectations of many people. Due to the
solidarity principles, the health services are mostly accessible when people need
them and there are no organisational barriers for those who need the services
most. At the same time, people’s attitudes to the financing mechanisms show
that the cost sharing could be conditionally acceptable, if it would be accom-
panied with better access to the health services. This area should be studied in
more depth in the future.

During the last ten years, Estonia has also made some progress in the field of
the public health. A number of national programmes to prevent the most
essential health risks have been initiated and financed by the state budget. In
addition, the Estonian Health Insurance Fund has contributed by earmarking
resources for different health promotion projects. As a result, there is some
evidence of a positive impact on the health of the population, but at the same
time some of the health indicators have not improved.

The public health projects have mostly focused on raising the awareness of
the population without considering socio-economic risk factors like unemploy-
ment or poverty in the specific target groups. To be effective, health promotion
and health education have to be supported by political decisions to make healthy
choices for the population easier. Also, focusing more on the individual
prevention in the level of PHC may have a more positive result. There is,
however, still a lack of comprehensive national health policy and strategy in
Estonia. There is also a lack of long-term planning and understanding of the
need for intersectoral co-operation. The lack of co-operation between different
sectors may be the result of a low awareness of responsibilities regarding public
health among key decision makers.
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The evaluation of health reforms is often complicated because the objectives
have not been clearly formulated and measurable outcomes are missing. Except
for the PHC reform, there is still a lack of systematic research and evaluation of
the implemented health sector reforms that have taken place in Estonia.

In general, the main achievements of the reforms in the Estonian health
sector are related to the quality — the accessibility and the responsiveness — of
the health system and can be summarised as follows:

— The primary health care reform has been implemented and most of the
objectives with this reform have been achieved. In general, people accept
the changes in PHC system and the satisfaction with the FDs has
increased. Access to the PHC services is good.

— The health insurance system has been implemented and a high level of
financial protection has been maintained. The solidarity principle of the
health insurance guarantees the accessibility of health services to all
insured people. About half of the population is satisfied with the present
system. The satisfaction with the health insurance system has been
sustained and even increased, at the same time as the dissatisfaction has
been decreased.

The main limitations in the Estonian health reforms are related to the health
outcomes. Regardless of a number of activities in the field of public health, the
level of lifestyle related risk factors is rather high, the incidence of some
communicable diseases is still high and there is still a large discrepancy in life
expectancy between men and women.

An analysis based on the outcomes, shows that the development of the
Estonian health system has been heterogeneous. The reforms implemented
within the health care system, focusing on the financing and organisation of
health services, have been rather successful. However, in the field of public
health where the implementation of changes requires long-term planning and
intersectoral co-operation, the success in terms of improvements in the popu-
lation’s health has been rather modest. The health projects have also focused
mainly on raising the awareness of the population without considering socio-
economic risk factors like unemployment or poverty in the specific target
groups.

A successful health reform needs support from the society — the public, the
politicians and the professionals. To implement the reform, there should be an
understanding of how the planned changes will affect the different levels of the
health system as well as health outcomes. Planning a reform needs a clear
vision, based on the common values accepted in the society. The next step
should be the setting of goals and clearly defined objectives. Once the changes
are being implemented, the evaluation process should also be started. This study
has shown that it is possible to evaluate health reforms from the perspective of
the population, and to understand what is important for the people.
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Up to now, the major reforms in Estonian health system have been imple-
mented. However, the environment is changing and the health system has to
respond to these changes. The next step should be to achieve a public agreement
on the common values of the health system and to set long-term health policy
goals. To improve the effectiveness of policy implementation and reform, and
the importance of systematic research and evaluation from the people’s
perspective, should also be stressed.
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Abstract

Objective: To evaluate whether choosing one’s own primary care doctor is associated with patient satisfaction with
primary health care. To evaluate factors related to population’s satisfaction with primary health care. Population: A
random sample of Estonian adult population (N =997). Study design: Cross-sectional study using a pre-categorized
questionnaire which was compiled by the research group of the University of Tartu and the research provider EMOR.
Results: Altogether 68% of the respondents had been listed in their personal physician. Their overall satisfaction with
the physician as well as satisfaction with several aspects of primary health care were significantly higher compared with
those of unregistered respondents. Although some other factors (practice size, patient age, health status) also influenced
patient satisfaction, presence of a personal physician appeared the most important predictor of high satisfaction with
physician’s punctuality and understanding, effectiveness of prescribed therapy, clarity of explanations given by the
physician as well as with overall satisfaction with the physician. Conclusion: Personal doctor system is associated with
patient satisfaction with different aspects of care.
© 2002 Elsevier Science Ireland Ltd. All rights reserved.
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1. Introduction

It is argued that a patient list system guarantees
better continuity of care, contributes to health
promotion and illness prevention activities, as well
as helps to avoid duplication of services and create
efficient referrals [1]. Among the characteristics of

* Corresponding author. Tel.: +3-727-449-211; fax: +3-727-
449-213
E-mail address: ruthk@ut.ee (R. Kalda).

practices which might influence patient satisfac-
tion with care are presence of a list system and
practice size [2,3]. Continuity of care has also been
shown to improve patient satisfaction [4,5]. Pa-
tients’ perception of care presents increasing
interest, particularly in a situation where major
changes have occurred in health care system.
Following fundamental changes in society in the
countries of Central and Eastern Europe, remark-
able reforms in health care were undertaken at the
beginning of the 1990s. Most of these countries
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changed from state-budget-funded centralized sys-
tems to insurance based liberal fee-for-service
payment systems [6]. In the late 1990s, several of
these countries have made attempts to introduce
capitation payment system and patient lists in
order to restrain soaring health care costs. During
the last 7-8 years analogous changes have taken
place in Estonian health care: changing of the
funding system of health care from the state
budget to the health care insurance fund in 1992,
and moving from highly specialized medical pro-
viders to a primary care oriented system. Family
medicine was seen as a possibility to build up a
more effective and better coordinated health care
system. At the center of primary care reform were:
(1) recognition of family medicine as a speciality
with its own under- and postgraduate training
programs in 1993 (2) change of the contracting
and remuneration system of primary care doctors
together with introduction of a list system for
family doctors in 1998 [7]. Every person was
expected to choose their family doctor by register-
ing on a patient list. They could register personally
while contacting doctor at his/her office or at the
registration desk of the polyclinic (without con-
tacting doctor before registration), or to be
included in the list by a medical staff of local
polyclinic according territorial principe. An op-
portunity to contact the physician directly to be
entered in the list was seen as a tool for strength-
ening personal relationship with doctor. There is
limited evidence concerning the effects these
changes exert on patient satisfaction as an indi-
cator of quality of care. It has been demonstrated
that in a large centralized Health Maintenance
Organization, whose members reported having
chosen their personal physician were substantially
more satisfied with their physician than those who
reported having been assigned [8]. It has been
demonstrated by a recent study that choice is
important for mutual trust, because patients have
more confidence in physicians whom they them-
selves select [9]. While the success of medical care
depends significantly on patients’ trust in their
physician, free choice of a personal doctor seems
to be an important precondition for gaining good
medical outcomes. However, patients in different
cultures and health care systems may have differ-

ent views on several aspects of primary care,
among them also on the possibility to see the
same GP at each visit [10,11].

The aim of this study was: (1) to investigate
whether having a personal physician is associated
with patient satisfaction with different primary
health care aspects (2) to compare satisfaction with
primary health care in those who chose their
doctor on their own initiative and in those who
were directed to the list by the medical staff of a
local polyclinic. (3) to assess whether choice of the
personal doctor among other factors is related to
satisfaction with primary health care.

2. Method

In October 1998, a random sample of Estonian
residents, aged 15-74 years (n=997), were per-
sonally interviewed by using a pre-categorized
questionnaire which was worked out in coopera-
tion with a study group of the University of Tartu
and the market research company EMOR. The
sample of this study was formed by self-weighting:
a proportional model of the total population aged
15-74 years, where all respondents represent the
equal number of respective persons in the popula-
tion, was used. Two-stage stratification was used
to form the sample. First, the population was
divided into six strata on the basis of territorial
residence, sample size in each stratum was based
on the proportional division of the population.
Then two-stage selection was made in each stra-
tum. Primary sampling units were settlements
(towns, small towns, county centers and villages).
Sampling points (a total of 63) were chosen
randomly according to settlement size (number
of residents who qualified for the survey’s age
group) on the basis of proportional probability. In
each primary sampling unit, secondary sampling
units, individuals were selected. Face-to-face inter-
views were carried out by interviewers of EMOR.
To obtain a sample of the required size, 1895
contacts were made with respondents. The final
number of interviews conducted was 997. In 446
cases nobody was at home during two visits, in 166
cases the person who was home did not meet the
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criteria of the study (he/she was younger or older),
and 286 persons refused to answer.

The questionnaire included questions about
patient demographics, health status as well as
about various aspects related to primary health
care. Ten questions focused on satisfaction with
specific elements of care and one was about overall
satisfaction with the physician. Respondents rated
satisfaction with each specific element on a 7-point
scale (1, extremely dissatisfied; 7, extremely satis-
fied). Overall satisfaction was measured on a 4-
point scale (very much satisfied, quite satisfied, not
quite satisfied, very much dissatisfied). They were
also asked whether they were registered with their
personal doctor and how they chose their physi-
cian. Basing on answers we divided the patients
into three groups: those who had chosen their
doctor on their own initiative, those who had
chosen the doctor at reception and those who had
been registered by medical staff.

Data were analyzed by using spss (Statistical
Package for the Social Sciences). y*-test was used
to compare the demographics, health status and
satisfaction of the patients who had chosen their
personal doctor and of those who had not.
Categorical survey responses were dichotomized
(e.g. extremely satisfied/very much satisfied versus
all other responses on a 7-point satisfaction scale).
A multiple logistic regression model was used to
predict the reporting of high satisfaction with care.
The model was developed using the following
procedure: the dependent variable was taken as
satisfaction with specific aspect of care (1, very
satisfied; 0, other) and independent variables
represented social-demographic aspects (gender,
age, education, income, residency place, occupa-
tion), practice and health condition. All statisti-
cally nonsignificant variables were excluded from
the final model.

3. Results

The survey was completed by 997 patients. The
sample represents the Estonian population (Table
1).

Of the respondents 68% (n = 675) were entered
in the list of their personal physician. There existed

Table 1

Characteristics of respondents by sex, age, nationality and place
of residence in comparison with the total population of Estonia
(aged by 15-74 years)

Sample N Number of total population (1

(%) January 1998)*N (%)
Gender
Female 527 (53) 587 350 (53)
Male 470 (47) 515 436 (47)
Age
15-24 191 (19) 207 751 (19)
25-34 184 (18) 204 541 (18)
35-49 285(29) 312276 (29)
50—-64 221 (22) 244 575 (22)
65-74 116 (12) 133 647 (12)
Nationality
Estonians 649 (65) 700 216 (64)
Non-Esto- 348 (35) 402 570 (36)

nians

Residental place

Capital 310 (31) 325 591 (30)
Urban area 411 (41) 452 773 (41)
Rural area 276 (28) 324 422 (29)

# Source: Statistical Office of Estonia.

some differences in demographics and health
status between the patients who had chosen a
personal family doctor and those who had not.

Patients who had registered with a personal
doctor were more likely to be women and persons
who considered their health status poorer com-
pared with the others (P < 0.05 by y>-test). People
with poorer health status were more likely self-
selecting personal doctor compared with those
who felt their health good (P <0.000 by y*test).
More than 3/4 of the urban population and 4/5 of
the rural population had registered with their
personal family doctor versus less than half of
the population of the capital (P <0.001 by x>
test).

3.1. Satisfaction with primary health care

The data of this study revealed that patients
who had registered with their personal doctor were
more satisfied with different aspects of primary
care than those who had not (Table 2).
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Table 2

Comparison of satisfaction of patients who had chosen their personal doctor vs. those who had not (% of patients who were extremely

satisfied or very much satisfied with the following aspects of care)

Satisfaction item
doctor (N = 675)

Patients who had registered with a personal

Patients who had not registered with a personal
doctor (N =321)

Organizational aspects of care

Location of the family practice 72
centre/clinic

Cleanliness and comfort of the clinic 71
Availability of modern equipment 42
Simplicity of access to appointment 75
Waiting time in the family practice 62
center/clinic

Some aspects of patient—doctor interaction

Physician’s punctuality 74
Physician’s ability to understand 81
Physician’s competence 71

Effectiveness of prescribed therapy 67
Clarity of physician’s explanations 73
Overall satisfaction with physician 77

64

5g#k

63%*
55

61**
64+
63*
58+
61+
50**

*, P <0.05; ** P <0.01; df = 1.

In the group of patients who had registered with
a personal doctor, overall satisfaction with the
physician, with waiting time at the family practice
center and with cleanliness and comfort of the
clinic as well as satisfaction with simplicity of
access to appointment, with physician’s punctu-
ality, understanding and clarity of explanations
were significantly higher than in the other group.

The mode of patient registration was different in
different practices: some had a possibility to
contact the physician before registration, some
chose the physician at reception, while others were
assigned to the list. Patients who chose their
physician on their own initiative rated their
satisfaction significantly higher than the others.
(Table 3).

Persons who had chosen their doctor on their
own initiative were more likely to rate their
satisfaction as ‘extremely satisfied’ or ‘very much
satisfied” concerning eight items of the listed
eleven.

3.2. Predictors of satisfaction

Most social-demographic variables (gender,
education, nationality, place of residence, income

and occupation) were excluded from the final
regression model due to their weak power to
predict satisfaction with particular aspects.

The most common predictors of satisfaction
were related to the practice: presence of the family
doctor and size of the health center. Patients who
had not chosen their personal doctor were less
satisfied with the location, cleanliness and comfort
of the practice, with physician’s punctuality and
understanding, effectiveness of prescribed therapy,
clarity of physician’s explanations; also, their
overall satisfaction with the physician was much
lower (Table 4). Large practice size was negatively
correlated with satisfaction with some organiza-
tional aspects and with physician’s punctuality and
understanding.

4. Discussion

In January 1998 a list system with mixed
remuneration (capitation, fee-for-service, basic
practice payment and bonuses) was established in
Estonia. All people were asked to register with a
regular physician: family doctor, general internist
or pediatrician. The right to choose one’s own
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Table 3

Patient satisfaction with different aspects of care according to the mode of registration (% of those who were extremely satisfied or very

much satisfied with the following aspects of care)

Satisfaction item
on their own initiative (N = 263)

Patients who had chosen their doctor Patients who had chosen their

Patients who were assigned

doctor on reception (N = 182) to a roster (N = 230)

Organizational aspects of care
Location of the family prac- 79
tice center/clinic

Cleanliness and comfort of 78

the clinic

Availability of modern 49
equipment

Simplicity of access to ap- 80
pointment

Waiting time in the family 68
practice center/clinic

Some aspects of patient—doctor interaction

Physician’s punctuality 77
Physician’s ability to under- 83
stand

Physician’s competence 79
Effectiveness of prescribed 73
therapy

Clarity of physician’s expla- 80
nations

Overall satisfaction with 84
physician

*, P <0.05; **, P <0.01; df = 2.

physician and to contact the physician directly to
be entered in the list was considered important
points in this process. Since this kind of free
registration is unique, analysis of its relationship
with patient satisfaction can provide important
information for all countries where similar reforms
are in process.

The findings of the study showed that 9 months
later, 68% of the Estonian population reported
having a personal physician. Although this figure
was not comparable at that time with the data of
Denmark, UK or Portugal where 97-85% of the
people are registered with the family doctor [12], it
suggests that most Estonian citizens wish to
receive care from a regular personal physician,
who knows them and is familiar with their
problems. Besides, in rural areas, where the
personal doctor—patient relationship was much
more expressed already in the past, almost all
people had registered. Finding that individuals

26

65 69+
63 68
40 35*
67 745
52 61%+
72 72
81 78
66 65+
64 63
73 66%*
71 72%

who are more ill are more likely to self-select
personal doctor has been shown already by an
earlier study [13]. They demand more care and,
therefore, are more interested to find a physician
who knows about their health conditions. Prob-
ably they had chosen a doctor already familiar
with them.

During this study a random sample of Estonian
adult population was investigated. As the structure
of the sample corresponded to the general struc-
ture of the Estonian population with respect to
age, gender, nationality and territorial distribu-
tion, the results of this study can be regarded as
representative.

The results of this study revealed that patients
who had registered with their personal physician
were more satisfied with some organizational
aspects of primary care as well as with several
aspects of patient-physician interaction compared
with those who had not registered. Among the
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Table 4
Multivariate logistic regression analysis of demographic factors, practice type, health status against satisfaction level: 0, less satisfied; 1,
very satisfied (only statistically significant predictors are listed)

Item of satisfaction/predictor Odds ratio (95% confidence interval) P value B estimate S.E.

(1) Location of the family practice center

*Absence of personal family doctor® 0.71 (0.52-0.98) 0.037 —0.34 0.16
(2) Cleanliness and comfort of the clinic

*Absence of personal family doctor 0.69 (0.50-0.96) 0.026 —0.37 0.17
*Practice type®

Small (2-5 FD) 0.45 (0.22-0.89) 0.022 —0.81 0.35
Large (> 5 FD) 0.33 (0.18-0.60) 0.0004 —1.12 0.31
*Age®

25-34 1.07 (0.67-1.7) 0.79 0.06 0.24
35-49 1.17 (0.77-1.80) 0.47 0.16 0.22
5064 1.68 (1.05-2.68) 0.03 0.52 0.24
65-74 2.25 (1.26-4.00) 0.006 0.81 0.29
(3) Availability of modern equip

*Age

25-34 0.59 (0.35-0.97) 0.04 —0.53 0.25
35-49 (0.56—1.34) 0.52 —0.15 0.22
50-64 (0.76-1.93) 0.42 0.19 0.24
65-74 (0.95-2.85) 0.078 0.50 0.28

(4) Simplicity of access to appointment
*Practice type

Small (2-5 FD) 0.83 (0.40-1.72) 0.61 —0.19 0.37
Large (> 5 FD) 0.35 (0.19-0.65) 0.0009 —1.04 0.32
(6) Physician’s punctuality

*Absence of personal family doctor 0.62 (0.43-0.89) 0.009 —0.48 0.18
*Practice type

Small (2-5 FD) 0.83 (0.40-1.69) 0.60 —0.19 0.37
Large (> SFD) 0.48 (0.26-0.89) 0.02 —0.74 0.32

(7) Physician’s ability to understand
*Health status

Fair 0.61 (0.41-0.90) 0.012 —0.49 0.19
Poor 0.92 (0.59-1.45) 0.71 —0.09 0.23
*Absence of personal family doctor 0.44 (0.31-0.64) 0.000 —0.81 0.19
*Practice size

Small (2-5 FD) 0.47 (0.21-1.05) 0.065 —0.75 0.41
Large (> 5 FD) 0.41 (0.20-0.85) 0.01 —0.89 0.37

(8) Physician’s competence
*Health status

Fair 0.59 (0.41-0.84) 0.004 —0.54 0.19
Poor 0.94 (0.61-1.44) 0.78 —0.06 0.22
(9) Effectiveness of prescribed therapy

*Absence of personal family doctor 0.67 (0.48-0.94) 0.02 —0.40 0.17
(10) Clarity of physician’s explanations

* Absence of personal family doctor 0.54 (0.38-0.75) 0.0003 —0.62 0.17
(11) Overall satisfaction with physician

*Absence of personal family doctor 0.63 (0.43-0.92) 0.037 —0.34 0.16

Baseline category, good health.

* Baseline category, presence of personal family doctor.
® Baseline category, solo practice.

¢ Baseline category, 15-24 years.
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patients who had their own family doctor, those
who had chosen the doctor on their own initiative
were more satisfied both with the physician and
several organizational aspects of primary health
care. The existence of such relationship between
the choice of a physician and satisfaction confirms
the results of Schmittdiel et al. [8,9] and can be
explained in different ways. The patient can
choose the physician who will particularly suit
his/her needs; having made the choice the patient is
less apt to complain; the patient has more con-
fidence and trust in the physician whom he/she has
selected. It seems that interpersonal trust is a
prerequisite of many aspects of effective health
care, not only of patients’ acceptance of prescribed
therapy or investigations [12,14], but also of
organizational factors.

Our data show that the person’s opinion about
several organizational and interpersonal aspects of
care was more favorable when the chosen doctor
had a solo practice, and significantly less favorable
when the doctor worked in a big polyclinic. This
confirms the findings that the process of providing
care, which in the traditional physician’s office
involves only a few persons with shared responsi-
bilities, becomes fragmented in larger organiza-
tions. The aspects of care not involving the
physician, such as registration, telephone advice,
and ancillary diagnostic services, become dispersed
throughout the organization. Moreover, there is
more staff in large practices compared with small
ones, so that patients are less likely to encounter
staff members familiar to them [3,15].

Our study showed that older people gave higher
ratings for some organizational aspects of care.
These findings are supported also by another study
[16]. It has been found that older people are less
ready to criticize and have more modest expecta-
tions [17]. Explanation could be that older pa-
tients, who have more diseases and visit the doctor
more frequently, concentrate more on care itself
rather than to external factors and, therefore,
organizational aspects do not have significant
effect on their satisfaction [18].

Nevertheless, the most important predictor for
satisfaction with care was existence of a personal
family doctor. People who had not choosen their
family doctor gave lower ratings especially for

interpersonal aspects of care: for physician ability
to understand, for effectiveness of prescribed
therapy, clarity of explanations and for physicians
punctuality, as well as for organizational aspects.
It is known that the sense of responsibility of a
physician for his/her patients is stronger in a
personal doctor system than in an alternative
system. Doctors who know their patients better
are willing to make more effort [4]. They pay more
attention to patient’s problems, and spend more
time on listening and on explanations, which leads
to increased patient satisfaction. Moreover, it
seems that patients who are highly satisfied with
their physician tend to give higher ratings also for
the structural aspects of primary care [19]. The
results of a 3-year pilot project of a list system in
Norway confirmed that collaboration with hospi-
tals and specialists and coordination of services
relating to the individual patient functions much
more smoothly than before [20]. All this is
important especially in case of patients with
chronical and several problems.

As patients’ opinions are an important tool in
evaluation of health care system, this all-Estonian
survey has provided valuable information about
people’s attitudes to the reform and to the present
situation. The most important conclusion of our
study is that there is association between personal
choice and patient satisfaction. As the transition
period in the health care has been relatively short,
the current survey represents the first step to
obtain the population’s opinion, further research
in this field appears necessary. It remains to be
investigated whether the relationship is interde-
pendent or not: whether higher satisfaction level
with care determines patient’s decision to choose
ones own doctor personally, or whether personally
chosen doctor results in higher satisfaction with
care.
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Acceptability and Satisfaction
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Aim. To analyze the population’s view of the primary health care reform five years after the formal implementation of
the reform investigating the acceptability of the primary health care system, patients’ preferences, and satisfaction with
their family doctors.

Methods. Face-to-face interviews using structured questionnaires were preformed with a random sample of the Esto-
nian residents aged 15-74 years (n=999).

Results. Out of 999 respondents, 35% prefer to first see their family doctor and if necessary to get a referral or a recom-
mendation to see a specialist. The referral to the specialist by the family doctor is more preferred by older respondents,
rural people, by the respondents with a lower level of education and income as well as by people who were more satis-
fied with their family doctor. The people who were more satisfied with their family doctor found that the whole health
care system was functioning better than the previous primary health care system. Out of all the respondents who have
had a contact with their family doctor during the last 12 months 87% (n = 585) were satisfied with his work. The overall
satisfaction with the family doctor depended on 1)perceived competence of the physician (OR=0.624, 95% confi-
dence interval (Cl)=0.419-0.933); 2) understanding the patient’s problem (OR=0.699, 95%Cl=0.496-0.984); 3)
punctuality of the physician (OR=1.533, 95%Cl=1.075-2.186); and 4) the location of the primary health care cen-
ter/clinic (OR=0.751, 95%Cl=0.574-0.983).

Conclusion. During the five-year-period most of the Estonian population has accepted the new primary health care sys-
tem and the satisfaction rate has increased. Family doctors are in the center of the primary health care systems and their

professional competence plays a great role in making the system acceptable for the patients.

Key words: family practice; patient acceptance of health care; patient satisfaction; primary health care

Any health system reform should attempt to
achieve the main objectives of health care systems
and overall requirements: universal and equal access
for all the members of the society, effective care for
obtaining better health outcomes, efficient use of re-
sources, high-quality services, and responsiveness to
patient concerns (1,2). These aspects can also be de-
scribed as the elements of health care quality (3,4). To
evaluate the quality of the health care system, the
population’s views should be considered. According
to the Declaration on the Promotion of Patients’
Rights in Europe, people should be informed about
the health services and how to use them best, and
they should also have the collective right to partici-
pate in the planning and evaluation of services (5).
These aspects are also stressed in the Ljubljana Char-
ter on Reforming Health Care: the health care reform
must address the citizens’ needs, taking into account
their expectations (6). The citizens’ voice should also
be considered when planning the health care.

582 www.cmj.hr

To collect information about the populations’
evaluation, surveys are widely used, investigating var-
ious problems related to the population’s need of ser-
vices, the access and use of services as well as satis-
faction with the provided services (2). Until now there
were not many publications assessing the health re-
form in the Central and Eastern European (CEE) coun-
tries using the population surveys. A few studies
found that in the primary health care system the in-
volvement of patients could be realized by giving
them a possibility to choose a personal doctor. Intro-
ducing the patient lists and giving the people the pos-
sibility to choose a family doctor causes a higher satis-
faction with the family doctor as well as whole pri-
mary health care system (7-10). There are some stud-
ies which discuss the consumers’ dissatisfaction with
the ongoing reforms — difficulties in access to the
health services including the limited access to the
specialists due to introducing the gate-keeping system
in primary health care, inadequate quality of services,
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increasing the costs of health care services, and the
lack of patient involvement in the health care reforms
(11-14).

When evaluating the quality of the primary
health care from the patients’ perspective, the follow-
ing aspects were taken into consideration: patient
preferences and patient characteristics as predictors
of preferences as well as the aspects which are impor-
tant for the patient (15). It has been shown that the im-
portant aspects for the primary health care patients in
different countries are related to the doctor-patient
communication, like getting enough time during the
consultation, the confidentiality of information about
patients, telling patients all they want to know about
their illness, making patients feel free to talk about
their problems, access, like quick services in case of
emergencies, and offering preventive services; and
maintaining the competence of family doctors (family
doctors going to courses regularly) (16). Patients’
characteristics could be the predictors of preferences,
as well of the satisfaction level. Patients’ preferences
for a direct access to the specialists are often related to
the younger age, higher education, and lower satis-
faction with the primary care doctor, as well as the ur-
ban population (17,18).

In Estonia, the first doctors who obtained special
education in primary care started their work as family
doctors in 1993. In January 1998, the regulation of the
Ministry of Social Affairs on the improvement of pri-
mary health care came into effect, which regulated re-
quirements for primary care doctors, introducing pa-
tient lists and new principles of financing the primary
health care as well as gate-keeping function of pri-
mary care doctors. Family doctors in Estonia are inde-
pendent contractors with the Health Insurance Fund.
They provide comprehensive care irrespective of pa-
tient’s age, gender, and kind of the health problem.
Out-of-hours service is not a part of the family doctors
contract, this is provided by a special emergency
service (19).

To find out how Estonian people understand the
changes in primary health care, how they accept the
new system and how satisfied they are with their pri-
mary care doctor, the first in-depth population survey
was conducted in 1998. The results demonstrated
that ten months after introducing the key elements of
the PCH reform, 46% of the Estonian adult popula-
tion was sufficiently informed about the transition to
the primary health care system based on family doc-
tors and 49% of the respondents with health prob-
lems and complaints preferred to visit the family doc-
tor or primary health care doctor first. Out of all the re-
spondents, 68% were very satisfied or quite satisfied
with their primary care doctor. Satisfaction depended
on the physician’s competence, the comprehensibil-
ity of the doctor’s explanations, and the comfort of the
clinic. The privilege of choosing their own primary
care doctor and access to sufficient information about
the changes in primary health care system also had a
positive influence on the level of satisfaction. The
people who were registered on the patient list and
had chosen a personal doctor were also of opinion
that the situation in primary health care had improved

(8,9). This study also provided essential baseline data
for the further evaluation of the primary health care
reform.

The aim of the present study was to follow up the
changes in the population’s evaluation of the accept-
ability of the primary health care system and the satis-
faction with their family doctor.

Participants and Methods

Study Design and Sample

In November-December 2002, a population survey “Peo-
ple’s Expectations about Health Care” was conducted. In the cur-
rent paper the aspects of acceptability and satisfaction with the
primary health care were analyzed. A random sample of the Esto-
nian residents aged 15-74 years (n=999) were personally inter-
viewed by using structured questionnaires. The used design of
the study and the method of the sampling was the same as in the
1998 study (8,9). The face-to-face interviews were carried out by
the 50 trained interviewers of the marketing and social research
company EMOR.

The sample was formed by self-weighting: the proportional
model of the total population aged 15-74 years, where all the in-
terviewed respondents (n=999) represent the equal number of
people in the population, was used. A two-staged stratification
was used to form the sample. First, the population was divided by
territorial domicile into 6 strata, the size of the sample in each
stratum was based on proportional division of the population.
Then, two-staged selection was done in each stratum. The pri-
mary sampling units were settlements (towns, small towns, coun-
try towns and villages). The sampling points (63 in total) were
chosen at random according to the size of the settlement (the
number of residents, who qualify for the survey’s age group) on
proportional probability bases. In each primary sampling unit, the
secondary sampling units — individuals — were chosen. In 27
cases nobody was home during the two visits, in 88 cases the
person who was home did not meet the criteria of the study
(he/she was younger or older), and 118 persons refused to an-
swer. For that reason, to get the required size of the representa-
tive sample the total number of contacts made with the respon-
dents was higher. The structure of interviewees by age, gender,
nationality, and the place of residents is presented in Table 1. The
sample was representative of the Estonian population.

Questionnaire and Outcome Measures

The questionnaire concerning the primary health care was
made by the research group at the University of Tartu in 1998
(8,9). This questionnaire was revised by the same group and used
in the present study. The data set collected during the interviews
included demographic data (gender, age, nationality, education,
income, place of residence), self-assessment of health status, and
various aspects related to primary health care: size of the primary
health care institution, the preferences of doctors (family doctors
or specialists), acceptability of the primary health care system
(comparison of the existing primary health care system with the
previous system based on the district physicians’ and the accep-
tance of the family doctor as the first doctor seen in any case of
health problems), and overall satisfaction with family doctor. Ten
questions focused on patient-practitioner relationships and ame-
nities: 1) perceived competence of a physician; 2) effectiveness of
prescribed therapy; 3) understanding the patients’ problems; 4)
comprehensibility of explanations given by the physician; 5)
modern equipment; 6) punctuality of the physician; 7) cleanness
and the comfort of the clinic; 8) waiting time in the family doctor
center/clinic; 9) ease of access by appointment; and 10) location
of the family doctor center/clinic.

Three categories were used for health status as defined by
respondents themselves: 1) good; 2) normal; and 3) rather poor.
The size of the primary health care institution was measured by
three categories: 1) solo practice; 2) small group practice (up to 4
family doctors practicing together); 3) a bigger health center
(more than four family doctors)/policlinic. The overall satisfaction
with the family doctor was measured by a four-point scale: 1 —
very satisfied; 2 — quite satisfied; 3 — quite dissatisfied; and 4 —
very dissatisfied.
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Table 1. Characteristics of respondents in comparison to the
total population aged 15-74 years in Estonia*

No. (%) of No. of total population

Characteristic participants aged 15-74 years(%)
Gender:

male 464 (46) 486,255 (46)

female 535 (54) 560,666 (54)
Age:

15-24 191 (19) 200,174 (19)

25-34 176 (18) 184,222 (18)

35-49 276 (28) 289,612 (28)

50-64 231 (23) 242,256 (23)

65-74 125(12) 130,657 (12)
Nationality:

Estonians 659 (66) 690,130 (66)

non-Estonians 340 (34) 356,791 (34)
Place of residence:

capital 296 (39) 318,439 (30)

urban area 399 (40) 418,206 (40)

rural area 304 (30) 310,276 (30)

*Dates of January 1, 2004. Source: Statistical Office of Estonia (20).

To assess the patient-practitioner relationships and ameni-
ties, the respondents were asked to evaluate how relevant these
aspects were for them, and how satisfied they were with them.
For measuring the relevance and satisfaction with these items, a
seven-point-scale was used (1 — “not at all relevant”/“very dissat-
isfied” and 7 — “very relevant”/“very satisfied”. The dichotomiza-
tion point of the 7-point scale was between 5 and 6.

Statistical Analysis

The respondents were grouped by their health status, age,
gender, the place of residence (the capital, the urban and rural
population), education and monthly income, and the size of the
primary health care institution. The differences between groups
were tested using chi-square tests. To estimate the associations
between variables, the Spearman p (rho) was used. The role of
different predictors on the level of satisfaction with the primary
health care doctor was investigated by the binary logistic regres-
sion analysis. Relationship of the patients’ preferences by choos-
ing the family doctor or the specialist to different predictors was
explained by the binary regression analysis as well. For the statis-
tical analysis, the SPSS 10.0 statistical software for Windows
(SPSS Inc, Chicago, IL, USA) was used. The reliability of the sur-
vey instrument was tested with the Cronbach’s alpha (=0.71).

Results

Sample Description

The education distribution of the sample showed
that 26% of the respondents had primary school edu-
cation (up to nine years), 57% had secondary school
education (11 or 12 years), and 17% of the inter-
viewed persons had university education. To explain
the socio-economic group differences, the sample
was divided into three income groups (monthly in-
come per person) — less than 1,000 EEK or €64 (13%);
1,001-3,000 EEK or €65-195 (56%); and more than
3,000 EEK or €195 (18%). Out of all the respondents,
13% refused to answer the question about their in-
come. Out of all the interviewed persons, 43% evalu-
ated their health as generally good, 43% as normal,
and 14% of the respondents evaluated their health
status as poor. The age of the respondent was signifi-
cantly correlated with the evaluation of the health sta-
tus (Spearman’s p=-0,47, p<0.001), level of educa-
tion (p=-0.10, p<0.001), and income level (p=-0.16,
p<0.001). Significant correlations were found be-
tween the evaluation of the health status and income
(p=-0.24, p<0.001) and the evaluation of the health
status and level of education (p=-0.11, p<0.001) as
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well as between the income and the level of educa-
tion (p=0.16, p<0.001). Based on the respondents’
answers, 59% of the family doctors practiced in poly-
clinics or bigger health centers; 26% of family doctors
had small group practices; 14% of family doctors had
solo practices, mostly in the rural area; and 1% of the
respondents did not know where their family doctor
practices. Out of all the respondents, 414 persons or
41% did not have any contact with their family doctor
during the last 12 months.

Acceptability of the Primary Health Care

System

Preferences. Out of all the 999 respondents, 35%
would like to see their family doctor first and if neces-
sary to get a referral or a recommendation from their
family doctor to see a specialist; 20% of the respon-
dents would like to consult the specialist first; and
45% of the interviewed persons preferred when they
could decide for themselves whether to first see a
family doctor or a specialist. There were no significant
differences in the observed preferences between
male and female respondents, or between the groups
divided by the health status. The referral to the spe-
cialist by the family doctor is more preferred by older
respondents, the rural people, by the respondents
with a lower level of education and a lower income as
well as by the people who were more satisfied with
their family doctor (Table 2).

Table 2. Predictors of the patients’ preferences by choosing
the family doctor or specialist* (Nagelkerke R*=0.12)

Odds ratio
Characteristic (95% confidence interval)
Age 0.982 (0.972 - 0.994)
The level of the education 1.214 (1.018 — 1.448)
Satisfaction with the general practitioner 1.728 (1.305 - 2.288
Place of residence’ 0.579 (0.434-0.772
Income 0.803 (0.647 — 0.997

*To find out the predictors by using the binary logistic regression the patients’
preferences were classified as: 0 — patients who would prefer to see first their
family doctor and if necessary to get a referral to or a recommendation to see a
specialist from their family doctor; and 1 — patients who would like to consult
the specialist first or to decide for themselves in each case whether to first see a
family doctor or a specialist.

The coding of the place of residence was classified as follows: 1 — capital; 2 —
urban area; 3 - rural area.

If the respondents faced a health problem in the
evening, at night, or at the weekend, the way of acting
would be as follows: 50% preferred calling an ambu-
lance, 25% of the respondents would call their family
physician, and 7% would request a home visit by
their family physician. People prefer family doctors
who know them and their diseases. Those who prefer
calling an ambulance (50% of the respondents) con-
sider it the fastest and surest way. Ten percent of the
interviewed people would go to an emergency room
on their own because they think it is the most conve-
nient and surest way. Calling the ambulance was
more often preferred by the persons at the age of 50 or
more (62%, p<0.001) and the persons who evalu-
ated their health status as poor (60%, p <0.001). Call-
ing a family doctor was a more preferred action in
case of health problems occurring in the evening, at
night, or during the weekend among the rural popula-
tion (31%, p=0.002).
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Evaluation of changes in primary health care sys-
tem related to the general practitioner’s gate-keeping
function — acceptance of family doctor as the first doc-
tor seen in case of health problems. Of the 999 re-
spondents, 23% were very satisfied and 50% rather
satisfied with seeing their general practitioner in case
of health problems. The acceptance of the family doc-
tor as the first-contact doctor is relatively high with the
overall satisfaction with the family doctor (p=0.54,
p <0.001). The family doctor as the first-contact doc-
tor is less accepted by the respondents with a higher
education (p=-0.16, p<0.001).

Comparison of existing primary health care sys-
tem with previous system based on the district physi-
cians. The people who were more satisfied with their
family doctors found that the existing system was
functioning better than the previous primary care sys-
tem (Table 3). The respondents whose family doctor
had a solo practice or was practicing in a small center
more often agreed that family doctors had better diag-
nostic methods and more modern treatment methods
than the previous district doctors. Also, younger and
healthier persons evaluated the existing system as
better. Those with higher education were more criti-
cal towards the health care system than the respon-
dents with a lower education. The income level of the
respondents was not correlated with the evaluation.
Table 4 explains the correlations between the features
of family doctors work and the patients’ characteris-
tics. The higher evaluation of diagnostics and treat-
ment was also given by the rural population — respec-

tively 76% and 87 % of the rural respondents totally or
generally agreed with these statements.

Satisfaction with the general practitioner

Out of all the respondents who had a contact
with their family doctor during last 12 months
(n=585) 37% were very satisfied and 50% quite satis-
fied with their family doctor, 1% of respondents did
not have a personal opinion, and 12% were not satis-
fied. There was no statistically significant difference
between male and female, rural or urban respon-
dents; as well as in regard to age, education, income
groups’, and satisfaction. The satisfaction level was
related to the size of the primary health care institu-
tion — out of all the respondents whose family doctor
practices in a small center, 94% were very or quite
satisfied; whereas 84% of the respondents whose
family doctor practices in a bigger center or a poly-
clinic were very or quite satisfied (p=0.03).

Four items described the patient-practitioner re-
lationships and six items described the amenities. Ta-
ble 5 presents the evaluation of relevance and satis-
faction with these items compared to the results of the
survey in 1998 (9). In 2002 both the percentage of the
respondents who considered these items relevant and
those who were satisfied with them was higher when
compared to the data of 1998. Almost all of the re-
spondents considered the aspects that described the
relationships between the doctor and the patient very
relevant; amenities were considered less relevant.

Overall satisfaction with family doctors was in-
vestigated using binary logistic regression (Table 6).

Table 3. Respondents’ views on the comparison of the present and previous primary health care system

Opinion (No. %)

Comparison of the existing primary health care system with the totally generally  generally do do not it is difficult
previous system based on the district physicians agree agree not agree agree at all to say
Family doctors deal with a bigger number of health problems 180 (18) 451 (45) 132 (13) 68 (7) 168 (17)
Diagnostics and tests opportunities of family doctors have improved 170 (17) 386 (39) 181 (18) 86 (9) 175(17)
Treatment methods of family doctors have become more modern 262 (26) 419 (42) 108 (11) 52 (5) 157 (16)

Table 4. Correlations between the evaluation of family doctors” work and patients’ characteristics

Family doctors deal with a bigger

number of health problems

Diagnostics and tests opportunities

Treatment methods of family
of family doctors have improved  doctors have become more modern

Characteristic Spearman’s p p Spearman’s p p Spearman’s p p

Satisfaction with the family doctor 0.40 <0.001 0.40 <0.001 0.45 <0.001
Age -0.12 <0.001 -0.08 0.02 -0.07 0.039
Education -0.09 0.01 -0.19 <0.001 -0.11 0.002
Health status 0.09 0.013 0.08 0.02 0.08 0.026
Size of the primary health care -0.05 0.178 -0.12 <0.001 -0.13 <0.001

institution

Table 5. Satisfaction with amenities and patient-practitioner relationship in 2002 and 1998

Very relevant (%)

Very satisfied (%)

1998 2002 1998 2002
Characteristic (n=997) (n=999) p (n=997) (n=999) p
Patient-doctor relationship:
perceived competence of physician 86 98 0.002 50 67 0.035
effectiveness of prescribed therapy 85 98 0.077 49 62 0.347
understanding the patient problem 82 97 0.114 62 75 0.067
comprehensibility of explanations given by physician 78 96 0.001 55 68 0.221
Amenities:
modern equipment 73 92 0.014 29 48 0.001
punctuality of physician 68 88 0.354 54 69 0.018
cleanness and comfort of the clinic 63 89 0.001 57 76 0.001
waiting time in the primary health care center/clinic 61 86 0.109 49 56 0.474
easy appointment access 63 88 0.001 59 70 0.198
location of the primary health care center/clinic 46 68 0.004 63 75 0.001
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Altogether four predictors out of ten were included in
this model: 1) perceived competence of a physician;
2) understanding the patient’s problem; 3) punctuality
of a physician; and 4) location of the primary health
care center/clinic. If the respondents were satisfied
with these items, they were more satisfied with their
family doctor as well.

Table 6. Predictors of the overall satisfaction* with family
doctors: amenities and patient-doctor relationship® (Nagel-
kerke R?=0.502)

95% confidence

Characteristic Odds ratio interval

Location of the primary health care  0.751 0.574-0.983
center/clinic

Punctuality of physician 1.533 1.075-2.186

Understanding the patient problem 0.699 0.496-0.984

Perceived competence of physician 0.624 0.417-0.933

*To find out the predictors of the overall satisfaction with family doctors by us-
ing the binary logistic regression the satisfaction rate is classified as follows: 0 —
patients who are very satisfied or satisfied with their family doctor; and 1 - pa-
tients who are not satisfied with their family doctor.

For measuring the satisfaction with these items, a seven-point-scale was used: 1
— very dissatisfied and 7 — very satisfied.

Discussion

This study focused on the population’s opinions
about the changes, which have taken place in the pri-
mary health care system in Estonia since the begin-
ning of 1998. Compared to the results of the study
conducted in 1998, we see that people have a clearer
opinion about the primary health care reform. In gen-
eral, people accept the family doctor as the first doc-
tor to be seen in case of any health problem. How-
ever, younger, more educated people with a higher
income living in the urban area prefer having the free-
dom to decide for themselves whether to first see a
family doctor or a specialist. These results correlate
with previously published results (9,17,18). In the
case of health problems occurring at night or during
the weekend, approximately a half of the respondents
would prefer to call the ambulance. According to the
Estonian health care organization, the family doctors
are not responsible for the out-of-hour care — this care
is provided by the ambulance service and financed
from the state budget. However, in this case, many
patients would still like to receive first help from their
own family doctor. All the same, a number of family
doctors are available for their patients at nights and
weekends.

The acceptance of the primary health care sys-
tem based on the family doctors is expressed by the
higher evaluation of the work of family doctors com-
pared to the previous system. More than half of the re-
spondents agree that family doctors deal with a bigger
number of health problems, have better diagnostics
opportunities, and use more modern treatment meth-
ods than the previous district doctors. These evalua-
tions can be seen as a positive evaluation of the
changes in the primary health care system and this
positive evaluation is first of all related to the satisfac-
tion with the family doctor.

Compared with 1998, people were more satis-
fied with their family doctors. At the same time, the
proportion of dissatisfied persons has increased as
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well. During the five year period almost all the people
contacted their family doctors and have probably
formed a clearer opinion about him or her. All the fea-
tures characterizing the work of family doctors and
the primary health care institutions have been more
relevant to the people and at the same time satisfac-
tion with the patient-doctor relationship and ameni-
ties has increased. In this study we did not find any
patients’ characteristics as important predictors of the
satisfaction. However, the family doctors who had a
solo practice or worked in smaller centers had more
satisfied patients. This matter refers to a closer contact
between patient and doctor in smaller centers than in
big polyclinics and this issue has a positive influence
to the satisfaction also. The similar results were also
found in the previous studies (21,22). The physician’s
competence as perceived by the patients and the re-
sponse to the patients’ needs expressed by the under-
standing the patients’ problems influence satisfaction
with family doctors. The location of the primary
health care center and the doctor’s respect towards
his patient expressed by his punctuality are also im-
portant factors. Similar results were also found in
EUROPEP (the European Task Force on Patient Evalu-
ations of General Practice) study in 1995 (16).

The success of the implementation of any health
reform depends on many factors, but the result of the
reform should be focused on the better outcome for
the population. The acceptance of the changes and
satisfaction with the system constitute an important
outcome measure from the population’s point of
view. During the five-year-period most of the Estonian
population has accepted the new primary health care
system and the satisfaction rate has increased. In the
center of the primary health care systems there are
family doctors and their professional competence
plays a great role in making the system meet the pa-
tients needs more widely.
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Aim. To investigate the accessibility of family doctors in Estonia from the patients’ point of view.

Methods. Face to face interviews using structured questionnaires were performed. A random sample of the Estonian
residents, aged 15-74 years, was studied (n=999).

Results. The number of visits provided by family doctors has been continuously increasing since 1998. Out of 999 re-
spondents, 59% visited the family doctor during the previous 12 months. The average number of visits per Estonian res-
identin one year is 2.48. Out of 999 interviewed persons, 72 % said that they had a possibility of contacting their family
doctor by phone. The waiting time for an appointment was short in most cases. The family doctor admitted 60% of the
respondents on the same day the patients had requested; 22% of the patients were admitted within 1-2 days and 9% of
the patients were admitted within 3-4 days. Only 9% of them had to wait more than 5 days. The current home visit fee
in Estonia would have affected the decision of the home call of 58% of people. There was a correlation between the ac-

ceptability of a visit fee and the people’s income.

Conclusion. The accessibility of family doctors can be considered good in Estonia.

Key words: family practice; health care reform; health services accessibility

One of the cornerstones of the Estonian health
care reforms has been the reorganization of the pri-
mary level medical care. It was started in 1991 by
commencing training for family doctors (1,2). Since
1993, the list of medical specialties in Estonia also
contains family medicine, and by the present time
more than 800 family doctors have been trained. In
1998 a new financing scheme for family doctors
came into force, foreseeing the establishment of pa-
tient lists. It introduced a combined payment mecha-
nism and a partial gatekeeping function for family
doctors, and rendered the status of an independent
contractor to family practitioners (3).

The aim of the reform in primary health care was
to establish the primary health care system that is eas-
ily accessible and is based on trained and fully re-
sponsible family practitioners.

Several studies have shown that the access to the
doctors is one of the most important determinants of
patient satisfaction with the care (4,5). Although prior-
ities regarding different aspects of family practice vary
significantly among different countries, the absolute
requirements for good family practice as reported by
patients are: the possibility of making appointments
within a short time, quick service in urgent situations,
a family physician who really takes his/her time to lis-

578 www.cmj.hr

ten and talk during the consultation. All these priori-
ties refer particularly to accessible clinical care (6).

The common policy in the Estonian family medi-
cine is that patients with urgent problems should be
seen on the same day, while other patients should be
granted an appointment in three days. These standard
rules are fixed in the family doctor’s job description.
Since October 2002, when the Health Insurance Act
came into force, all patients who have health insur-
ance can visit their family doctors for free. According
to the same act, family practitioners may ask up to
EEK50 (€3.3, US$3.9) for a home visit.

The aim of the study was to investigate the tem-
poral accessibility and financial accessibility of family
doctors in Estonia from the patients’ point of view.

Material and Methods

Study Design and Sample

The analysis was based on the population survey “People’s
Expectations about the Health Care”, conducted in November
and December 2002. The survey was organized by the Univer-
sity of Tartu, the Ministry of Social Affairs, and with the help of
the social research company EMOR.

A random sample of Estonian residents, (n=999) aged 15
to 74, was personally interviewed by the trained personnel of
EMOR. A structured questionnaire was used. The sample was
self-weighted, ie the proportional model of the population was
used, where all the respondents represented an equal number of
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people in the population. The gender, age, and ethnic structures
of the sample corresponded to those of the population of Estonia
(Table 1).

Table 1. Characteristics of respondents by gender, age, na-
tionality, and the place of residence (9)

No. (%) of No. (%) of total

Characteristic participants population*
Gender:

male 464 (46) 486,255 (46)

female 535 (54) 560,666 (54)
Age (years):

15-24 191 (19) 200,174 (19)

25-34 176 (18) 184,222 (18)

35-49 276 (28) 289,612 (28)

50-64 232 (23) 242,256 (23)

65-74 124 (12) 130,657 (12)
Nationality:

Estonians 659 (66) 690 130 (66)

non-Estonians 340 (34) 356 791 (34)
Place of residence:

capital 304 (30) 318 439 (30)

urban area 399 (40) 418 206 (40)

rural area 296 (30) 310276 (30)

*January 1, 2001.

Questionnaire

In order to evaluate the accessibility of family doctors, the
respondents were asked how many times they had visited their
family doctor, as well as other specialists, during the previous 12
months and how much time it took on average to wait for an ap-
pointment at the family doctor. The waiting period has been de-
termined as follows: 1) the same day; 2) within 1-2 days; 3)
within 3-4 days; 4) within 5-7 days; and 5) more than a week.
Also, the respondents were asked whether they had a possibility
of contacting the family doctor by phone when there was a need
and finally, they were asked to assess whether their decision to
ask for a home visit would be affected by the home visit fee of
EEK25, 50, 100, or 200 (€1.7, 3.3, 6.7, or 13.3, respectively). The
acceptability of the fee was measured by a Likert scale from “not
at all” to “affects a lot.”

The questionnaire also included questions about patient
demographics and, the health status, as well as about various as-
pects related to family practice: the acceptability and the satisfac-
tion with the family practice.

The data from 2002 were compared with the data of a simi-
lar study performed in 1998 (7). Also, the data of the official
health statistics of Estonia have been used in order to describe the
changes of the accessibility of family doctors.

Statistical Analysis

The data were analyzed by using SPSS software (SPSS Inc.,
Chicago, IL, USA). To evaluate the statistical significance of differ-
ences between the groups, chi-square test was used. To estimate
the relations between variables, the Spearman correlation coeffi-
cient was used.

Results

Access to Family Doctors

Number of visits to a family doctor. Out of all the
respondents, 59% had visited the family doctor dur-
ing the previous 12 months and 41% had visited a
specialist. In 1998 the respective numbers were 52 %
and 48% (7). According to the results, in 2002 the Es-
tonian people visited a family practitioner 2.48 times
on average during the previous 12 months.

The people who visited their family physicians
most often during the previous 12 months were over
50; with an elementary or basic level of education; an
income of less than EEK3,000 (€196); and of rural ori-
gin (Table 2).

Table 2. Number of visits to a family doctor by different so-
cial groups

Average number of visits

Characteristic during the previous 12 months

Age:
<24 2.16
25-34 213
35-49 2.34
50-74 2.94
Education:*
elementary or basic .
secondary or vocational 2.11
secondary
higher 2.02
Income per family member:**
<EEK1000 227
EEK1001-2000 3.69
EEK2001-3000 2.82
>EEK3000 1.96
Place of residence:*
capital 1.62
city 2.80
town 2.67
country-side 3.02

*The differences between the groups were significant (p <0.001, chi-square
test).
€1 =EEK15.65.

Table 3. Number of ambulatory visits 1998-2002*

Average number of
ambulatory visits per

No. of ambulatory visits Estonian resident

to family to family
Year total doctors (%) total doctors
1998 8.141,515 1.336,739 (16.4) 5.87 0.96
1999 8.073,029 1.525,673 (18.9) 5.60 1.06
2000 8.151,104 1.972,280 (24.2) 6.00 1.40
2001 8.013,315 2.763,460 (34.5) 5.87 2.03
2002 7.955,184 3.614,688 (45.4) 5.86 2.66

*Source: ref. 8.

According to the official data of the Estonian
Health Statistics, since 1998 the number of visits pro-
vided by family doctors has been continuously in-
creasing, whereas the number of the all ambulatory
visits in Estonia is almost the same (Table 3).

Possibility of contacting family doctor by phone.
Out of all the respondents, 72% said that if there was
a need, they had a possibility of contacting their fam-
ily doctor by phone, whereas 12% did not know
whether they had or did not have such a possibility
and 16% said that they did not have the possibility of
contacting the family doctor by phone. People from
rural areas and also people from smaller cities had sig-
nificantly more such a possibility when compared
with people from the capital (75%, 78%, and 58% re-
spectively) (p=0.001).

Financial accessibility of family medical care. Al-
most 55% of the respondents said that a EEK25 (€1.7)
home visit fee would not affect their decision to call a
doctor home and 12.5% said that it would seriously
affect it (Table 4). The present fee of EEK50 (€3.3)
would not affect the decision of 32% of the respon-
dents (Table 4).

A correlation was found between the acceptabil-
ity of a visit fee and the income of the respondents (in-
come per person in the previous month) — the smaller
the income, the more it would affect the decision to
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Table 4. Number of the respondents (%) answering the ques-
tion: “How much does a possible home visit fee affect the de-
cision to call a doctor home?”

Cost of home visit (EEK)*

Answer 25 50 100 200
Not at all 196 (19.6) 93 (9.3) 32(3.2) 52(5.2)
Not significantly 351 (35.2) 227 (22.7) 103 (10.3) 38(3.8)
Rather affects 132(13.2) 305(30.6) 190 (19.0) 135(13.5)
Affects seriously 125 (12.5) 276 (27.7) 608 (60.8) 761 (76.1)
Difficult to say 18 (1.8) 14 (1.4) 15(1.5) 14 (1.4)
No answer 176 (17.7) 83 (8.3) 52 (5.2) 0

*1 EUR=15.65 EEK.

Table 5. Relation of a possible home visit fee and the respon-
dents’ income (% of the respondents who think that the home
visit fee would affect their decision to call a doctor)

Home Monthly income Spearman
visit fee per person (EEK)* correlation
(EEK)* <1,000 1,001-2,000 2,001-3,000 >3,000 coefficient’
25 32 30 21 17 0.27
50 70 69 48 44 0.28
100 92 86 75 65 0.21
200 96 91 90 80 0.13

*1 EUR=15.65 EEK.
p <0.0001 in all cases (chi-square test).

ask for a home visit (Table 5). The correlation was cal-
culated without the respondents who did not want to
reveal their income or did not answer the question
about the acceptability of a visit fee. Also, the ones
who answered “it is difficult to say” were left out of
the calculation.

Waiting Period for Seeing a Family Doctor

The waiting time for an appointment to see the
family doctor was short for most of the respondents.
The family doctor usually admitted 60% of the re-
spondents on the same day that the patients re-
quested, 22% of the patients were admitted within 1-
2 days, 9% within 3-4 days, and 9% of the respon-
dents had to wait up to 5 days. Waiting periods were
significantly different in different regions in Estonia. In
the capital, only 44% of the patients were admitted on
the same day. Thirty percent of the patients living in
the capital had to wait 3-7 days before being admit-
ted, whereas in the rural areas the waiting period was
mostly not longer than two days.

The comparison of the data with a similar study
performed in 1998 revealed that there is no signifi-
cant differences in waiting time in 1998 and 2002
(p=0.068) (Figure 1).

Percentage
@
g

1998 2002
Year

Figure 1. Waiting time for an appointment to the family
doctor in 1998 and 2002. Black — on the same day; gray —
during 3-4 days; open — more than 5 days.
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Discussion

The study mainly focused on the population’s
opinion of the accessibility of family doctors in Esto-
nia. The main purpose of the primary health care re-
form in 1997 was to introduce an easily accessible
family medicine system, which is based on trained
and fully responsible family doctors.

As the population survey reveals and the official
statistics show, the number of the outpatient visits to a
family doctor has increased year by year, whereas the
number of the outpatient visits to a specialist has de-
creased (7,8). It reveals that the workload and the re-
sponsibility of family doctors is also increasing. More
and more health problems are solved by family doc-
tors without referral to specialists. The fact that the
number of visits to a family doctor is bigger among the
patients who are less educated, whose income is
lower and among those from the rural areas is in gen-
eral favorable, since it reflects a good access to family
doctors also for people of lower social class. Those
patients may face more health problems that require
medical attention and the primary care is accessible
to them. However, the reason can also be that they
face financial and geographical barriers to use spe-
cialist health care services. According to the Health
Insurance Act of 2002, the fee for visiting a specialist
is 1.7-3.3 Euros in Estonia. All outpatient visits to fam-
ily doctors are free for people with health insurance.
The average of insurance coverage is about 95% (9).
According to the Health Insurance Act, family doctors
are allowed to ask up to 50 EEK (up to 3.3 EUR) for a
home visit. The study revealed that the present home
visit fee would affect the decision of asking for the
home call for 58 % of the people. As there is a correla-
tion between the acceptability of a visit fee and the
people’s income, it would be politically wise to con-
sider giving compensation for a visit fee.

In recent years the use of the telephone to deliver
health care advice becomes more and more popular.
Telephone consultations are increasingly accepted as
alternatives to face to face contacts and it makes the
family practice more accessible (10,11). In our study,
72% of the patients said that they had had good possi-
bilities of contacting their family doctor by phone.
The number is comparable with the study in Slovenia
(12). There exist some problems with the telephone
access in the capital, where most of the family doctors
work continuously in bigger centers or polyclinics.
Studies have shown that in larger settings the care is
much more fragmented and dispersed throughout the
organization and usually the patients do not have
direct access to a doctor (13).

Our study demonstrated that according to popu-
lation surveys, the temporary access of family medi-
cal care can be considered as good — about 60 per
cent of the people can visit their family practitioner on
the same day if they want to. The number of those pa-
tients who have had to wait for more than five days
has slightly increased during five years, but the survey
data do not give any information on whether they had
to wait because the physician could not see them ear-
lier or the available time did not suit the patient. Nev-
ertheless, family doctors in Estonia are well accessi-
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ble, especially if the data of our study are compared to
other similar studies (14,15). However, trends in
some countries have shown that new challenges have
confronted primary care (16,17). If we keep the needs
of persons and patients in sight and design systems to
meet those needs, primary care will thrive and our pa-
tients will be well served (17).
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Public health reforms in Estonia: impact on the health of

the population
Kaja Polluste, Georg Minnik, Runo Axelsson

The health of the population has worsened in most
countries in central and eastern Europe during the
transition period, but little has been written about the
reforms in the field of public health during this time,
and little evidence has been presented on the links
between these reforms and the health of the
population.

We describe public health reforms in Estonia, focus-
ing on the institutional structure, the reform rationale,
the specific proposals and reform processes, the
achievements and limitations, and the wider impact of
the reforms." To describe trends in the health of the
population, we use life expectancy, infant mortality, rate
of abortions per 100 live births, morbidity rates
(tuberculosis, HIV, sexually transmitted diseases), and
the level of individual risk factors (smoking, diet, alcohol
consumption). The study is based mainly on an analysis
of previously published reports and official statistics.

Institutional structure

After the political changes in the beginning of the
1990s, the importance of a population based approach
to public health was recognised in Estonia, and the
understanding and application of the concept of
health promotion became more comprehensive.”

In 1993 the Ministry of Social Affairs was
established and included a Department of Public
Health (fig 1, box 1), which was seen as a source of
modern health promotion in Estonia. Health promo-
tion was introduced in the curriculum of medical and
nursing training at the University of Tartu, and public
health training for civil servants and teaching staff was
started.*

The reform rationale

In general, democracy is considered to be good for the
health of the population.” When starting to build up a
democratic society in the beginning of the 1990s, Esto-
nia, like most other countries in central and eastern
Europe, experienced a rapid worsening in population

Ministry of Social Affairs

Department of Working
Life Development

Department of
Public Health

State agencies under the Ministry of Social Affairs

National Institute of
Health Development

Health Protection
Inspectorate

Labour
Inspectorate

15 county offices 4 regional offices

15 county branches

Fig 1 Organisation of health services in Estonia

health indicators. From 1988 to 1994, the life
expectancy of males decreased by 5.5 years, due mostly
to increased mortality in men of working age. The
average life expectancy of men and women showed a
big difference.”

In 1994, 56% of the male population died before
the age of 65. Most of these deaths were caused by
external factors, particularly at younger ages, where
injuries, poisonings, homicides, and suicides made up
about three quarters of the causes of death.” Compared
with Sweden, for example, the injury death rate for
men was about six times higher, and for some types of
injuries, such as alcohol intoxication and homicide,
death rates were 10 times higher.*

Another serious public health problem since the
beginning of the 1990s has been the continual increase
in new cases of tuberculosis, especially multi-drug
resistant tuberculosis. About half of these patients are
alcohol misusers, but homeless and poor people are
also at great risk.”

Reproductive health and sexual behaviour in the first
half of the 1990s was described by high numbers of

H+ General information about Estonia is on bmj.com
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abortions and a growth of new cases of sexually transmit-
ted diseases (table).” The number of smokers and high
consumers of alcohol started to increase in 1990 (see figs
2 and 3)."” The weekly consumption of alcohol in Estonia
was significantly higher among both men and women in
Estonia than in the other Baltic countries."

The reform proposals and processes

In 1995, the Ministry of Social Affairs formulated an
Estonian health policy, which was approved by the
government. This document defined the main factors
influencing health and the necessary courses of
actions, but action was delayed by changes in the gov-
ernment.’ Responsibilities in human health protection,
disease prevention, and health promotion were
defined in the Public Health Act of 1995.

A major landmark in the public health reforms was
the Estonian Health Project (1995-9)." It was financed
by the World Bank to support the health reform efforts
initiated by the government. As a prerequisite for that
project, the Ministry of Social Affairs had to agree to
carry out nationwide programmes in prevention of
cardiovascular diseases and injuries, family planning,
and anti-smoking.’

The first national health programme on HIV was
initiated in 1992. In the middle of the 1990s, three
other national health programmes were launched and
are continuing (box 2). Several national health projects
have been initiated in certain priority areas. Since
1995, national as well as local health promotion
projects have been financed by the the Estonian Health
Insurance Fund.

Achievements and limitations

Most of the activities in the field of health promotion
started in the period 1993-5, and in the 10 years since
then the health status of the population has changed.
Life expectancy for both men and women has
increased, and infant mortality per 1000 live births has
decreased considerably. The rate of abortions has
declined since 1992 (table).”

Since 2001, the number of new cases of tuberculo-
sis has begun to decrease, as has the incidence of sexu-

Box 1: Organisation of public health services in Estonia

Ministry of Social Affairs

Created in 1993 by merging the former Ministries of Health, Social Welfare,
and Labour. Two departments are responsible for the development of
public health policy:

Department of Public Health—responsible for health promotion and disease
prevention, environmental health, and communicable disease control.
Department of Working Life Development—responsible for occupational health
and safety issues.

State agencies under the Ministry of Social Affairs

Health Protection Inspectorate—a successor of the Soviet
sanitary-epidemiological service and up to 1993 responsible for
implementing prevention and health education. It is responsible for the
surveillance and control of communicable diseases and environmental
health hazards, implementation of the national immunisation programme,
and development of the environmental health information system

Labour Inspectorate—responsible for the surveillance and control of
occupational health and safety
National Institute of Health De tablished in 2003 by merging
three smaller governmental institutions. It is responsible for coordinating
national public health programmes and most of the national health
promotion projects, but also for the applied research and analysis in public
health, continuing professional training in public health, and public health
monitoring and reporting

National Centre of Health Promotion and Education—established in 1993 as an
independent structure within the Ministry of Social Affairs. Until 2003,
when it was incorporated in the National Institute of Health Development,
it was responsible for coordinating most national health programmes and
health promotion projects at national level. In the middle of the 1990s the
centre introduced a system of health promotion specialists working at
county government level, which created a good foundation for a
community based public health organisation, and trained these specialists.

7

Estonian Health Insurance Fund

The fund provides financing for national disease prevention activities
(screening programmes) and supports health promotion activities. Since
1995, 0.5-1% of the health insurance budget has been spent on funding
health promotion projects every year. Since 2001 the health promotion
budget has not increased. This funding is open to anyone, and applications
for projects are evaluated by an advisory committee at the fund. From 2005,
the funding of health promotion projects is subject to public tender.

ally transmitted diseases. However, in 2000 and 2001,
an explosive increase of new cases of HIV infection
became a serious public health problem (table).
Individual risk factors have also changed, particu-
larly the dietary habits of the Estonian population. The

Selected health indicators, Estonia

Health indicator 1990 1994 2002 2004
Life expectancy (years):
Males 64.6 61.2 65.2 NA
Females 74.6 73.1 77.0 NA
Infant mortality (per 1000 live births): 123 144 5.7 NA
Early neonatal deaths (0-6 days) 6.1 6.6 24 NA
Neonatal deaths (0-4 weeks) 8.0 9.5 36 NA
Post-neonatal deaths (4 weeks-1 year) 43 49 21 NA
Number of abortions per 100 live births 132.0 160.2 101.3 NA
Morbidity (incidence per 100 000
Tuberculosis 21.0 35.0 384 316
Syphilis 3.3 56.5 20.1 13.6
Gonorrhoea 128.0 205.0 39.7 383
HIV infections 05 07 66.2 54.8
Type of cooking fat (% of
Vegetable oil 215 64.5 89.0 NA
Animal fat 26.1 15.9 3.4 NA
Butter, margarine, vegetable fat, or mixture 524 19.6 76 NA
Use of fresh vegetables at least three times per week among the adult population (%) 2715 34.3 50.3 NA

NA=not available.
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Box 2: National health programmes and projects in Estonia

Programmes initiated since 1992

National Preventive Programme for HIV/AIDS (1992)—main objective is to
decrease HIV/AIDS infections through information, training, and campaigns
National Children and Adolescents Health Programme (1996)—main objective is to
improve children’s health and quality of life by injury prevention, promotion
of mental health, and improvement of school environment and nutrition
National Programme for Drug and Alcohol Prevention (1997)—main objective is
to slow down the growth of drug use by 20% by the year 2007, and to reduce
hospitalisation of patients with alcohol psychosis by 10% by the year 2007
National Programme for Prevention and Cure of Tuberculosis (1998)—objectives
are to reduce tuberculosis incidence to the level of maximum 30 new cases
per 100 000 of the population by year 2005, and to protect the population
from tuberculosis infection and prevent the development of drug resistance

Projects initiated since 1993

Heart Health Project (1993)—main objective is to prevent early morbidity and
mortality from cardiovascular diseases by informing and educating the
population and creating an environment supporting health

Anti-Smoking Project (1996)—main objectives are to decrease smoking in the
population, help people to quit smoking, and prevent young people from
starting smoking

Injury Prevention Project (1993)—main objective is to decrease the number of
injuries and deaths caused by road traffic crashes

Family Planning Project (1995)—focused on young people, with the main
objective of improving the population’s sexual and reproductive health

use of vegetable oil has increased and the use of animal
fat has decreased. Another positive change is a higher
consumption of fresh vegetables (table)."” ** '*

The proportion of daily smokers, both male and
female, grew rapidly until 1994 and has not shown any
clear tendency to decrease since then (fig 2). A similar
trend has been observed concerning the consumption
of alcohol (fig 3)." " *°

Impact of reforms

Every health reform should be focused on better health
outcomes for the population.”” However, the moving
forces of reforms are often economic and political, espe-
cially in the field of public health, where the outcomes
depend on the cooperation of different sectors of
society. The health of the population is also related to
economic and political processes in society.” "’

The decrease in life expectancy and the increase of
mortality due to diseases of the circulatory system and
external causes has mainly affected the social groups

Summary points

The national health programmes and projects initiated in Estonia in
the middle of the 1990s have had a positive impact on the health of
the population, as shown in improvements in life expectancy, infant
mortality, number of abortions, sexually transmitted diseases, and
dietary choices

Some health indicators have not improved, notably the incidence of
HIV infection

Public health reforms have to be supported by political decisions that
make it easier for people to make healthy choices

Priority setting, expressed in a clearly stated health policy and
strategy, is needed
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Fig 2 Percentage of adults who smoke daily, Estonia, 1990-2002

that have experienced the most socioeconomic
difficulties during the transition period: those who
were less educated and had a lack of social
support.” * "' **' The health projects have focused on
raising the awareness of the population and changing
their attitudes towards healthier choices, without
considering socioeconomic risk factors such as unem-
ployment or poverty in specific target groups.

More progress in improving the health of the
population has been made when the surrounding
environment has been supportive. For example, the
positive trends in dietary habits started after the mon-
etary reform in 1992, when the range of goods in the
shops changed dramatically and people got a chance
to make healthier choices. The decrease in the number
of abortions and in the incidence of sexually transmit-
ted diseases is believed to have occurred because of
raised awareness in the population, along with better
availability of contraception.

Regardless of intensive health promoting activities,
progress in reducing alcohol consumption and
tobacco smoking has been unremarkable. This
illustrates how health promotion is ineffective unless it
is supported by other social and economic policies.
Alcohol and tobacco policy in Estonia has been liberal,
and alcohol and tobacco products are inexpensive and
easily accessible.

Health programmes and projects need to have
clearly formulated objectives and a well defined
strategy to achieve expected results. A good example is
the National Programme for Prevention and Cure of
Tuberculosis, which has almost achieved one of its
objectives, to decrease the number of new cases to 30
per 100 000 inhabitants. At the same time, however,
the HIV prevention programme has had no positive
effects. There has been very little collaboration
between the different sectors involved, and the
objectives and the strategy of the programme were not
clearly formulated.

Conclusions

During the past decade, Estonia has made some
progress in public health. Several national pro-
grammes dealing with essential health risks have been
initiated and financed by the state budget, and the
Estonian Health Insurance Fund has contributed by
earmarking resources for health promotion projects.
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As a result, there is some evidence of a positive impact
on the health of the population, but some health indi-
cators have not improved.

To be effective, public health reforms must be sup-
ported by political decisions that make it easier for
people to make healthy choices. A comprehensive
national health policy and strategy is still lacking in
Estonia. The evaluation of the health programmes and
projects is often complicated because the objectives
have not been clearly formulated and lack measurable
targets. Priority setting expressed in a clearly stated
health policy and strategy is needed. The strategy
should be evaluated systematically to find the most
effective way to improve the population’s health.
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Abstract

After the implementation of the primary health care reform in Estonia, most of chronic conditions are managed by family
doctors (FD) in collaboration with specialists. Although the general population has demonstrated the increase in satisfaction
with health care after the reform, it has been questioned if people with chronic diseases have been left on a more disadvantaged
position in the new system with some restrictions in the access to specialists.

Objective: To investigate the satisfaction of people with chronic conditions with the access to the health services and compare
them to those who did not have a chronic illness.

Method: In November 2005, a random sample of Estonian residents aged 15-74 were personally interviewed using structured
questionnaires (n = 1446), 29% of them reported to have a chronic illness.

Results: The people with chronic conditions were less satisfied with the access to the health services. They were more satisfied
with their family doctors, but less with the health insurance system and they often reported their problems in seeing the specialist.
Compared to other respondents, the people with chronic conditions visited their FDs and specialists more often, but no significant
differences were found between their waiting times to see the FD or a specialist.

Conclusion: In Estonia, the people with chronic conditions do not have organisational barriers in their access to the health
services. As frequent users of health services, they perceive the shortages of the health system more obviously than the rest of
the population and it may reflect their satisfaction with the different aspects of the health system as well as the access to the
health services.

Published by Elsevier Ireland Ltd

Keywords: Chronic conditions; Access; Health services; Estonia

1. Introduction the health system, it influences their well being through

improvements in health. People’s well being and sat-

The main goal of every health system is to improve
the population’s health. When individuals interact with

* Corresponding author.
E-mail address: kaja.polluste @ut.ee (K. Polluste).

0168-8510/$ — see front matter. Published by Elsevier Ireland Ltd
doi:10.1016/j.healthpol.2006.08.004

isfaction with the health system are also related to the
way they are treated, how easily they get the health
services needed, and the environment where they are
treated [1]. One particular group of the population who
needs and uses many and various health services are
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people with disabilities and chronic conditions and the
elderly [2—4]. Chronic conditions are increasingly the
primary concern of health care systems throughout the
world [5]. Chronic conditions are the leading reasons
why people seek medical care, yet the current health
care systems may not address the needs of those people
[3,6-8]. It has been argued that health care systems are
mostly designed for acute care, and patients with acute
symptoms and concerns may crowd out the less urgent
needs of chronic patients [9]. Also, in several studies
people with chronic conditions have been found to be
less satisfied with the quality as well as the access to
health services [3,10-12]. The reasons for dissatisfac-
tion might be limited access to health services, dissatis-
faction with the costs of care, or also the fragmentation
of care, the lack of continuity and the coordination of
care for chronically ill people [10,12-15].

In different health systems the solutions how
patients with chronic diseases are handled may be
different. Before the 1990s, the Estonian health care
system was rather specialist-oriented, and people with
chronic diseases were mostly treated by specialists.
Within the reorganised primary health care (PHC) sys-
tem since the early 1990s PHC doctors have taken over
a number of responsibilities which earlier belonged
to the area of specialised outpatient care, including
management of the care of chronically ill people. The
implementation of gate-keeping functions of PHC doc-
tors, as well as the patient list system, also changed the
principles of care of chronic patients. The role of spe-
cialists in the management of chronic patients is mostly
defined as a consultant, and most patients who need to
see specialists need referrals from their family doctors
(FD). A referral from a FD is not obligatory if the spe-
cialised medical care is provided in connection with
an injury, tuberculosis, eye disease, dermatological or
venereal disease or in the case when gynaecological or
psychiatric care is provided [16]. To guarantee access
to the health services, the Estonian Health Insurance
Fund (EHIF) has established the standards for waiting
time for the FD, as well as for outpatient specialised
care. According to the contracts concluded between the
providers of health services and the EHIF, FDs should
be available in one working day for patients with acute
diseases and in three working days for patients with
chronic diseases. The scheduled appointment time for
specialised outpatient care should be no longer than 4
weeks.

As demonstrated in previous studies, the Estonian
people have accepted the new PHC system, and dur-
ing the first years after the formal implementation of
the PHC reform, satisfaction rate with family doc-
tors has increased [17-19]. Access to PHC services
is good, for elderly and people of the lower social class
as well [4]. Improved management of some chronic
conditions by family doctors has been found [20]. How-
ever, the results of another study demonstrated that
large differences in the use of health services were
observed in relation to socio-economic status, with
a more favourable socio-economic status being asso-
ciated with a higher probability of using health care
services which may indicate the possibility of limited
access [21].

Assurance of the availability of high-quality health
services to all the persons in need of them is one of
the objectives of the health policy in Estonia [22]. As
it is known from previous studies, access to the health
services in Estonia has been rather good in general and
people have been satisfied with the services provided
[4,17]. At present, it is not known whether people with
chronic conditions have the same access to the health
services as others, or if they are in a more disadvantaged
position in their access to health services as reported
by researchers from other countries [3,6—12]. Thus, in
this study we investigated satisfaction of people with
chronic conditions with access to health services and
compared them to those who did not have a chronic
illness. The results of this study might support the
implementation of the national health policy as well
as the further development of the primary health care
system to improve the continuity and coordination of
care.

2. Methods

In November 2005, a random sample of Esto-
nian residents aged 15-74 were personally interviewed
using structured questionnaires (n = 1446). The sample
of the study was formed by self-assessment: a propor-
tional model of the total population aged 15-74 was
used, where all the respondents represented equally
sized groups. A two-staged stratification was made in
order to form the sample. First, the population was
divided into six strata on the basis of their localisation,
while the size of the sample in each stratum was based
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on a proportional division of the population. After that,
a two-staged selection was made in each stratum. The
primary sampling units were settlements (cities, towns,
urban settlements, and villages). The sampling points
(100 in total) were chosen at random according to the
size of the settlement (the number of residents who
qualified for the survey’s age group) on proportional
probability bases.

In each primary sampling unit, the secondary sam-
pling units — individuals — were chosen. In urban settle-
ments, the choice was made by using randomly selected
addresses from the national population register. In rural
settlements, the systematic sampling of individuals was
based on the population register of the local munici-
pality. To select the individuals in selected households
the so-called young-men rule was used. In each of the
houses or apartments of the sample, the youngest man
among the family members aged 15-74 being at home
was interviewed or the youngest woman if no male
family members were living there or were not at home.
This method of the selection of individuals will give
an additional chance to get into the sample for those
categories of the respondents who commonly stay at
home more rarely than others, and thereby form the
structure by gender and age of the empirical sample
more similarly to the real structure of the population.
A socio-demographic structure of the sample (age, gen-

der, and place of residence), which was formed during
the interviewing process, was compared to the total
population and assessed if necessary. The structure of
the respondents by gender, age and place of residence
in comparison with the structure of the total population
of Estonia aged 15-74 years is presented in Table 1.

Face-to-face interviews were conducted by 89
trained interviewers of the Faktum research company.
To obtain the representative sample of the required size,
3536 contacts were made with respondents. The final
number of interviews was 1446. In 923 cases nobody
was at home during two visits, in 288 cases the person
who was home did not meet the criteria of the study
(he/she was younger or older), and 879 persons refused
to answer.

The regular population surveys to investigate the
population’s opinion about the health services initiated
by the Ministry of Social Affairs in Estonia and the
Estonian Health Insurance Fund have been conducted
in Estonia since 1998, and the methodology of these
studies has also been described previously [4,17-19].
However, the number of questions has varied, they are
based on the previous results, some questions were
added and some were removed. The questionnaire was
revised by the specialists from the Ministry of Social
Affairs along with the researchers from the Univer-
sity of Tartu. The data set used in this study included

Table 1
Structure of respondents by gender, age and place of residence in comparison with the structure of the total population of Estonia (aged 15-74
years)
Sample Number of total population aged
15-74 years (1 January 2005)*
n % N %
Gender
Male 674 47 489,603 47
Female 772 53 559,883 53
Age
15-24 282 20 209,916 20
25-34 256 18 187,652 18
3549 393 27 279,990 27
50-64 333 23 239,113 23
65-74 182 12 132,815 12
Place of residence
Urban area 1016 70 735,795 70
Rural area 430 30 313,691 30
Total 1446 100 1,049,486 100

& Source: Statistical Office of Estonia.
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demographic data (gender, age, nationality, education,
income, place of residence), self-assessment of health
status, the number of visits to doctors, and the evalua-
tion of the various aspects of the health system: overall
satisfaction with access to health services, satisfaction
with the PHC system, which makes it possible to see
the FD with any health problems; satisfaction with the
existing health insurance system (satisfaction with the
range of health services financed by health insurance);
satisfaction with the FD and the specialist. Satisfac-
tion rates were measured using a five-point scale—1:
very satisfied; 2: fairly satisfied; 3: fairly dissatisfied;
4: very dissatisfied; 5: do not know. To analyse the use
and the accessibility of health services, the respondents
were asked how many times they had visited FDs and
specialists and to specify the length of their waiting
time to see doctors. If they had had the problems with
access, they were also asked to explain it. All respon-
dents (n=1446) were also asked if they had a chronic
illness or long-term health problem. If yes, they were
asked to specify to what extent their illness or health
problem would restrict their everyday life activities: (1)
to a great extent; (2) to some extent; (3) not at all. Based
on the answers, the respondents were divided for fur-
ther analysis into two groups: (1) people with chronic
conditions (respondents who reported having a chronic
illness which has restricted their everyday life activities
very much or to some extent); (2) healthy population
(respondents who did not report having a chronic con-
dition, or their illness did not affect their everyday life).
The presence or absence of chronic illness was based on
the respondents’ self-assessment, similarly to the other
study [12]. The reliability of their evaluation was tested
by analysing the relationship between the respondent’s
statement about the absence or presence of chronic ill-
ness and the respondent’s age and self-assessment of
the health status as well as the use of medical services.

The data were analysed by using SPSS 10.0 statis-
tical software for Windows. The x2-test was used to
compare the background characteristics and opinions
about the health services between the people with and
without chronic conditions. To estimate the relations
between variables, the Spearman correlation coeffi-
cient was used. The predictors of satisfaction were
calculated by using binary logistic regression. The
models of satisfaction with access to health services
were developed as follows: the dependent variable was
taken as satisfaction with access to health services (0:

satisfied; 1: not satisfied) and independent variables
(socio-demographic variables, health conditions, satis-
faction with providers of health services and different
aspects of the health system, and the number of visits
to doctors). All statistically non-significant variables
were excluded from the final model. The respondents
who answered “do not know” about satisfaction were
left out when performing the correlation and regression
analyses.

3. Results
3.1. Sample description

Out of 1446 respondents, 419 or 29% reported hav-
ing a chronic illness which had restricted their every-
day life activities. Some differences existed in demo-
graphic characteristics and the health status between
the respondents who had a chronic illness and those
who did not (Table 2). The people who reported having
a chronic illness were likelier to be women (p <0.05),
older persons (p <0.0001), less educated (p < 0.05) and
persons with lower income (p <0.0001). Of those peo-
ple who reported having a chronic illness, 35% rated
their health status as bad or very bad, which was signif-
icantly higher compared to the respective percentage of
healthy respondents (3%, p <0.0001). The proportion
of persons covered by national health insurance was
significantly higher among the chronically ill people
(p<0.05).

The age of the respondent was significantly corre-
lated with the evaluation of health status (the Spearman
correlation coefficient p=—0.45, p<0.0001), level of
education (p=-0.12, p<0.0001) and income level
(p=—0.12, p<0.0001). Significant correlations were
found between the evaluation of health status and
income (p=—0.19, p<0.0001) and the evaluation of
health and level of education (p=—0.09, p<0.0001)
as well as between income and level of education
(p=0.27, p<0.0001).

3.2. Use of health services

People with chronic conditions use health services
more often than the people who did not report hav-
ing a chronic illness. During the last 12 months 82%
of people with chronic conditions had visited the fam-
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Table 2
Demographic and health characteristics of respondents (n=1441)* by the presence of chronic conditions (in %)
People with chronic People not having chronic Total
conditions conditions
n % n %o n %
Gender”
Female 245 58 527 49 772 53
Male 174 42 500 51 674 47
Age™
15-24 46 11 236 23 282 20
25-34 45 11 211 21 256 18
35-49 93 22 300 29 393 27
50-64 131 31 202 20 333 23
65-74 104 25 78 7 182 12
Native language
Estonian 305 73 701 68 1006 70
Other 114 27 326 32 440 30
Education”
Elementary 98 23 211 21 309 21
Secondary 255 61 597 58 852 59
Higher 66 16 219 21 285 20
Income per family member”™ (1= 1243%)
<EEK 1000 25 7 43 5 68 6
EEK 1001-2000 78 20 146 17 224 18
EEK 2001-3000 151 40 237 27 388 31
EEK 3001-4000 67 18 169 20 236 19
>EEK 4000 57 15 270 31 327 26
Place of residence
Capital 127 30 311 30 438 30
Urban area 153 37 425 42 578 40
Rural area 139 33 291 28 430 30
Self-reported health status™
Very good 5 1 143 14 148 10
Rather good 58 14 457 45 515 36
So-so 211 50 392 38 603 42
Rather bad 114 27 32 3 146 10
Very bad 31 8 3 0 34 2
Covered by national health insurance” 406 97 965 94 1371 95

*p<0.05; " p<0.01.

2 Out of the respondents, 203 did not report their income per family member.

ily doctor (FD) and 65% the specialist, and of other
respondents 53% and 31%, respectively (p <0.0001).
The reported average number of visits during the last
12 months to the family doctor was 4.5 and to the spe-
cialist 3.7 for the chronically ill people, and 2.8 and
2.6, respectively, for other respondents (p <0.0001).
When comparing the waiting times to see the FD or
the specialist, we did not find a statistically significant
difference in the waiting time for people with chronic

conditions compared to other respondents (Table 3).
The majority of all respondents who visited the FD
were admitted within 1-2 days. To see the special-
ist, two-thirds of all the respondents were admitted
within 1-2 weeks. However, 14% of chronically ill
and 5% of healthy respondents reported experiencing
problems seeing the specialist, and most of them (89%
and 78%, respectively) referred to the long waiting
time.
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Table 3

Waiting times to see the family doctor and specialists by the presence of chronic conditions (in %)

People with chronic conditions

People not having chronic conditions

Waiting time to see Total

Family doctor
On the same day when requested 52 48
1-2 days 32 31
3—4 days 11 15
5-7 days 4 4
More than 1 week 1 2

Specialist
Up to 1 week 50 47
1-2 weeks 16 18
34 weeks 15 13
More than 4 weeks 19 22

3.3. Satisfaction with access to health services

Respondents with chronic conditions were less
satisfied with access to health services than those
who did not report having a chronic illness (p <0.05,
Table 4).

There was a weak, but statistically significant neg-
ative correlation between the number of visits to
the specialist and satisfaction with access to health
services—people who visited a specialist more often
were less satisfied (p=—0.08, p <0.002). Satisfaction
with access to health services was also found to cor-
relate with the length of the waiting time to see the
FD (p=-0.14, p<0.0001) and specialist (p=—0.18,
p<0.0001).

While checking for variables presented in Table 2
(demographic background, coverage with health
insurance and the frequency of visits to the FD
and specialists) having a chronic illness still had an
independent effect on satisfaction with access to health
services (Table 5). Also, self-reported health status,
level of education and age of the respondent were
found to be predictors for satisfaction with access to

health services—people with better health status, older
respondents and those with lower education were more
satisfied. The bigger number of visits to specialists had
a negative effect on satisfaction with access to health
services; on the other hand, a bigger number of visits to
the FD had positive effects on satisfaction with access
(Table 5).

In general, satisfaction with different aspects of
health services and service providers was high, and
there was a statistically significant correlation between
these items and satisfaction with access to health ser-
vices (Table 6). Compared to other respondents, we
found people with chronic conditions to be more sat-
isfied with their family doctors, but less satisfied with
the existing health insurance system. No statistically
significant differences between respondents with and
without chronic conditions were found when compar-
ing satisfaction with the PHC system and specialist
care.

‘When analysing the influence of the factors describ-
ing satisfaction with the different aspects of the health
system and which were found to correlate to satisfac-
tion with access to health services (satisfaction with the

Table 4

Satisfaction with the access to the health services by the presence of chronic conditions (in %)

Satisfaction with the access to People with chronic conditions People not having chronic conditions Total
the health services

Good 10 11 11
Rather good 33 40 38
Rather bad 41 35 36
Bad 12 9 10
Do not have a personal opinion 4 5 5
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Table 5
Factors having an effect on the level of satisfaction with the access to the health services
Predictors Satisfaction with the access to the health services p-Value

B OR (95% CI)

Age of the respondents® —0.20 0.82 (0.74-0.92) 0.000
Level of education” 0.39 1.48 (1.21-1.81) 0.000
Self-reported health status® 0.26 1.30 (1.14-1.48) 0.000
Having a chronic illnessd —0.54 0.59 (0.43-0.79) 0.016
Frequency of the visits to the specialist® 0.13 1.12 (1.02-1.23) 0.024
Frequency of the visits to the FD® —0.15 0.87 (0.79-0.95) 0.002

a
b

1: youngest age group to 5: oldest age group.

1, lowest level of education to 3: highest level of education.
¢ 1: very good to 5: very bad.

d . yes; 2: no.

€ 0: has not visited to 4: visited four times or more.

PHC system, with the health insurance system, satis-
faction with the FD and the specialist, access to health
services: waiting time to see the FD and the specialist,
having problems seeing the specialist) along with the
background variables, we found five factors for predict-
ing satisfaction with access to health services (Table 7).
Satisfaction with the health insurance system and the

Table 6

PHC system, as well as an older age of the respondents,
had positive effects on satisfaction, at the same time a
bigger number of visits to the specialist and experienc-
ing problems seeing the specialist had negative effects
on satisfaction with health services. Additionally, three
factors were included in the model with borderline sig-
nificance: satisfaction with the specialist, satisfaction

Satisfaction with the family doctor, the specialist, and the organisation of primary health care and health insurance systems in the opinion of the

people with chronic conditions and other respondents (in %)

Most Rather Rather Most Do not Correlations between the
satisfied satisfied dissatisfied dissatisfied know® satisfaction rates and
satisfaction with the access
to the health services
(Spearman’s, p)
Family doctor”
Total 33 55 6 2 4 0.26™"
People with chronic conditions 38 51 6 3 2
People not having chronic conditions 32 56 6 2 4
Specialist
Total 39 51 7 2 1 0.24™"
People with chronic conditions 39 51 5 4 1
People not having chronic conditions 39 51 7 2 1
Primary health care system
Total 14 60 12 5 9 0.30™"
People with chronic conditions 15 59 13 6 7
People not having chronic conditions 14 61 11 4 10
Health insurance system™
Total 3 43 22 9 23 035"
People with chronic conditions 3 42 24 12 19
People not having chronic conditions 3 43 22 7 25

Ak

"p<0.05; " p<0.01; " p<0.0001.

# The respondents who answered about the satisfaction “do not know” were left out when performing the correlation analysis.
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Table 7

Predictors of the satisfaction with the access to the health services, all the respondents

Predictors B OR (95% CI) p-Value
Satisfaction with the existing health insurance system® 0.82 2.27(1.56-3.32) 0.000
Problems experienced to see the specialist” —1.21 0.30 (0.14-0.63) 0.002
Satisfaction with the PHC system® 0.52 1.67 (1.08-2.63) 0.021
Age of the respondents® —0.26 0.77 (0.61-0.97) 0.026
Frequency of the visits to the specialistd 0.23 1.26 (1.03-1.55) 0.028
Gender® —0.52 0.60 (0.35-1.02) 0.059
Satisfaction with the specialist* 0.41 1.50 (0.99-2.28) 0.056
Satisfaction with the family doctor® 0.43 1.54 (1.00-2.38) 0.052

4 1: very satisfied to 4: very dissatisfied.

by yes; 2: no.

¢ 1: youngest age group to 5: oldest age group.
4°0: has not visited to 4: visited four times or more.
¢ 1: male; 2: female.

with the family doctor and gender (male respondents
were less satisfied).

4. Discussion

Chronic diseases are a major cause of death and
disability worldwide. According to the WHO non-
communicable diseases now account for 46% of the
global burden of disease [23]. The results of the present
study demonstrated that almost one-third of the Esto-
nian adult population suffers from chronic conditions
which have in some way restricted their daily activi-
ties. As expected, people with chronic conditions also
reported poor health status more often compared to
other respondents. Comparing to respondents without
a chronic illness, people with chronic conditions were
older, less educated, and had a lower income. Similar
results were found in previous studies as well [12,19].
Also, the more frequent use of health services among
people with chronic conditions was anticipated while
disease or symptom severity has been found to be pre-
dictors for health care utilisation [24].

In general, access to the PHC and specialised out-
patient services in Estonia is rather good. Also, sat-
isfaction with the PHC system and the providers of
health services is continuously high. Previous studies
about the implementation and progress of PHC reform
in Estonia demonstrated that 73-82% of PHC patients
were admitted within 2 days [4,17]. The results of the
present study confirmed that access to PHC services
is as good as before, and there was no difference in

waiting times for people with chronic conditions or
other members of the population. Also, the waiting
time to see a specialist was the same for both groups of
respondents, but compared to other respondents peo-
ple with chronic conditions still argued more often
that they had difficulties seeing the specialist. Thus,
it seems to also be one reason why people with chronic
conditions were less satisfied with access to health ser-
vices. The presence of a chronic condition was found
to be an independent predictor of lower satisfaction
with access to health services. When analysing the
co-effect of different factors (respondents’ background
variables, use of health services, satisfaction with var-
ious aspects related to the health services and waiting
times), the effect of a chronic illness as an indepen-
dent predictor for satisfaction with access diminished
significantly. Factors like satisfaction with the health
insurance and PHC system, experiencing difficulties
seeing the specialist, frequency of visits to the spe-
cialist and age of respondents were found to have a
more expressed effect on satisfaction with access to
health services than having a chronic condition. How-
ever, it seems that the presence of a chronic condi-
tion still has an indirect effect on satisfaction with
access, while people with chronic conditions were
less satisfied with the health insurance system, vis-
ited specialists and experienced problems seeing the
specialist more often than other respondents. On the
other hand, higher satisfaction with the PHC system,
as well as an older age among the respondents with
chronic conditions, may balance the effect of negative
predictors.
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Thus, objectively we did not find many considerable
differences in access to health services for people with
chronic conditions and those without a chronic illness.
The factors describing access to health services, e.g. the
waiting time to see the doctor did not have an influence
on satisfaction with access to health services. Satisfac-
tion with access to health services seems to correlate
first of all to subjective matters: general satisfaction
with the different aspects of the health system, pre-
vious experience and the self-determined need to see
the doctor. It is possible that people who use health
services more often also have a higher probability of
experiencing several problems, e.g. a longer waiting
time. Other researchers have found similar results, too
[10,12]. Also, different matters related to chronic ill-
ness like additional costs due to illness, limitations in
everyday life, not accepting the presence of the illness,
etc., may affect expectations for health services and
satisfaction with the health system.

On the other hand, the Estonian health care system
has been rather specialist-oriented for a long time, and
people with chronic conditions were mostly treated by
specialists. Today, the PHC system has taken over a
number of activities which earlier used to belong to the
area of specialised outpatient care. Many patients with
chronic conditions are successfully managed by family
doctors, as it was found previously [20], and they no
longer need to see a specialist as often. Still, as demon-
strated in the previous study, people may accept the
PHC system, but more than half of the population still
preferred direct access to the specialist [19]. Although
people with chronic conditions are satisfied with their
FDs, they were used to consulting specialists as well.
So they may feel that the existing health insurance sys-
tem limits their possibilities to see the specialist as often
as they believe they need. As argued by @vretveit [25],
people may not be satisfied with access in compari-
son to what they want from the health system, and they
may feel that the system should provide more. People’s
expectations play a role in forming their satisfaction
with health services, and the gap between their expec-
tations and present experience may have an effect on
the level of satisfaction [25,26].

It is important to mention that the factors related
to the PHC services (satisfaction with the PHC ser-
vices and the FD and the frequency of visits to FDs)
were found to have positive effects on satisfaction with
access to health services. Being satisfied with the exist-

ing health system, people found it to be likelier in
accordance to their need and they were more satisfied
with access to health services, too.

Our study also has some limitations. As it was a
study which covered the whole population, there was a
shortage of questions to look in detail into the problems
of chronically ill people related to different aspects of
access, including financial aspects, which have been
found to be an essential problem by other researchers
[12]. As people with chronic conditions were likelier
with a lower income, they may also experience finan-
cial barriers as reported in previous studies [4,21]. Also,
people aged 75+ were not included in the sample.
Although due to health conditions older people may
need more health services. They are not considered as
a homogenous group, they may under-utilise or over-
utilise health care services and therefore while using
the usual survey technique the results might be biased
[27].

The reorganisation of the medical care system
devoted to the treatment of chronic conditions will be
a challenge of the 21st century, and health care leaders
around the world face the task of managing the qual-
ity of health services for chronically ill people [5,6].
This is the challenge for the Estonian health care sys-
tem as well. The aging of the population and a high
level of life-style-related risk factors among the adult
population [28] would probably urge the growth of
the number of chronically ill people and demand for
health services even more. To improve the quality of
care for people with chronic conditions, several models
for chronic care have been developed and implemented
[9,13]. Still, resulting from the present study, a well-
functioning primary health care system and satisfaction
with the FD would promote satisfaction with access to
health services, too.

The results of this study have indicated that objec-
tively at present in Estonia access to health services
for people with chronic conditions is comparable with
other people. Health services, including specialised
care, are available to them if they need it, and access to
health services for chronic patients in Estonia is more
open than in some other countries [12]. For example, in
Great Britain, as reported by Gask [7], most people with
chronic illnesses are never seen by a specialist. Also,
the results of an international study demonstrated that,
for example, in the United Kingdom, New Zealand, the
USA, Australia and Canada 36-53% of sicker adults
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reported having difficulties seeing a specialist [14].
Compared to these results, in Estonia the share of those
having difficulties seeing a specialist was much lower
— 14%, although the dominant reason for difficulties
was the same — a long waiting time.

The results of this study demonstrated that people
with chronic conditions compared to others do not have
any organisational barriers to access to health services.
However, chronically ill people as frequent users of
health services perceive the shortages of the health sys-
tem more obviously than the rest of the population. It
may generate a gap between their expectations and real
experience, and this matter is expressed by lower sat-
isfaction with access to health services, too. Therefore,
access and satisfaction with health services for people
with chronic conditions in Estonia should be studied
more carefully hereinafter to explain the possible rea-
sons for dissatisfaction and to make the health system
more responsive to their health needs.
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ABSTRACT

Objective. The purpose of this study was to examine the Estonian people’s
attitudes towards the health insurance system in 2002 and 2005. Additionally, in
2005, the people’s awareness of their rights concerning the access to the health
services was also studied.

Methods. A random sample of Estonian residents aged 15-74 were personally
interviewed using structured questionnaires in November and December 2002
(n=999) and in November 2005 (n=1446).

Results. In 2002 43% and in 2005 46% of the respondents were satisfied with
the range of services financed by the health insurance. The relative importance
of very dissatisfied persons decreased from 17% in 2002 to 9% in 2005, and the
proportion of respondents who did not have a personal opinion about the health
insurance system increased from 16% to 23%. The most important predictor of
the satisfaction with the health insurance was the satisfaction with the existing
primary health care system. The satisfaction with the health insurance was
higher in 2002 as well as 2005 among those respondents who had visited a
family doctor or specialist or had been admitted to a hospital during the last 12
months before the survey, but lower among those who had visited a dentist.
More than three quarters of the respondents were informed about their rights
concerning the access to the health services. Personal contacts with family
doctors and specialists had a positive impact on the level of awareness.

Conclusions. People’s attitudes towards the health insurance and their
awareness of rights to health services were related to personal contacts with the
providers of such services.

Key words: health insurance reform, satisfaction, awareness, Estonia
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INTRODUCTION

In the beginning of the 1990s, the policy directions in most of the Central and
Eastern European countries were targeting decentralisation and privatisation,
moving away from state financed systems to private or public insurance
systems.! The people’s attitudes to the reforms in the health sector have been
both positive and negative.”® At the same time, many people also have a lack of
information about health insurance and patient rights.’

In Estonia, the first reform in the field of health care was the implementation
of social health insurance in 1992. It was based on a political consensus to
establish an earmarked health insurance fund, independent of the state budget.
In 1992, the administration of health insurance was devolved to 15 county
funds, six city funds, and one fund for seamen resembling a self-budgeting
insurance company. In 1994, the number of funds was decreased to 17, and,
since 2001, health insurance is provided by the Estonian Health Insurance Fund
(EHIF), which is the only fund in the country. Since the beginning of the health
insurance reform, a 13% payroll tax has been paid by the employers to the
health insurance fund(s). The earmarked payroll taxes have been the main
source of health care finance. In 2002, for example, the health care spending
was financed 65.6% from social health insurance and 10.7% from state and
municipal taxes. The private proportion of health care financing was 23.7%,
including 19.9% out-of-pocket payments and 1% private health insurance.®

Since the health insurance system was introduced in Estonia, the coverage of
the system has not significantly changed, incorporating approximately 95% of
the population. According to the Health Insurance Act, the following persons
are covered: employees and self-employed persons, specific groups (e.g. un-
employed persons and persons in military service) covered by contributions
from the state budget, and persons eligible for coverage without any contri-
butions (e.g. children, retired persons and students). People who are not covered
by health insurance have to pay for health services themselves. Still, ambulance
services and emergency care are guaranteed to them, and these services are paid
by the state budget.

The health insurance fund is responsible for contracting of health care pro-
viders and paying for health services, but also for reimbursing pharmaceutical
expenditures and paying sickness and maternity benefits. Approximately 2/3 of
the health insurance budget is spent on health services every year, 13—15% on
reimbursing pharmaceutical expenditure, and 16—-17% on sickness and mater-
nity benefits.® According to the law, all the insured people have the same rights
and equal access to the health services.

In October 2002 a new Health Insurance Act was introduced.” In this law,
the package of health services covered by health insurance as well as the rate of
coverage was more clearly defined. The new act regulated the co-payment of
insured people as well as the principles behind waiting lists. The range of



benefits covered by health insurance is rather broad. Approximately 82% of the
health insurance benefits cover the provision of preventive and curative health
services, drugs and medical devices. Some of those benefits are subject to cost
sharing, as regulated by law, for example outpatient prescription drugs, out- and
inpatient specialised care (co-payment up to 50 EEK per visit and up to 25 EEK
per day in hospital), and some health services like abortion (co-payment 30%),
IVF treatment (co-payment up to 30%), rehabilitation (co-payment 20% per
day) etc. Dental treatments for persons younger than 19 are totally covered by
health insurance, while the adults have to pay for their treatments and dentures
themselves.®

Since the beginning, health insurance in Estonia has been based on solidarity
and characterised by high levels of financial and risk protection and equity. Like
in some other countries, e.g. Croatia, the Czech Republic, Hungary and
Slovenia, a high level of financial protection has been maintained.' In order to
guarantee access to health services according to proven medical need, every
provider of health services is obliged to have a waiting list. According to the
contracts concluded between the family doctors (FD) and the EHIF, the FDs
shall be available in one working day for patients with acute diseases and in
three working days for patients with chronic diseases. The scheduled appoint-
ment times for specialised outpatient and inpatient care are respectively four
weeks and six months.

Most of the time, health service providers can follow the standards of
waiting lists fixed by the EHIF, and, in general, health services have been rather
accessible. In 2005, however, 19% of the adult population found that the
waiting lists for the out-patient specialised care were longer than the fixed
standards.'” An insured person has the right to obtain a service outside the
waiting list, but only on the condition that this does not prejudice the opportu-
nities of persons on the waiting list to obtain that service. In this case, however,
the health insurance fund will not pay for the service. It has to be paid by the
insured person.’

Although the health insurance reform was introduced more than 10 years
ago, there is very little evidence of whether the Estonian people are satisfied
with the current health insurance system and the solidarity principles it is based
on. The aim of this article is to examine the people’s attitudes towards the
health insurance system. Specifically, the satisfaction with the health insurance
among the Estonian people will be assessed and the satisfaction rates in 2002
and 2005 compared. Additionally, the people’s awareness of their rights
concerning the access to the health services will also be studied.

METHODS

Survey sample
A random sample of Estonian residents aged 15-74 were personally inter-
viewed using structured questionnaires in November and December 2002
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(n=999) and in November 2005 (n=1446). The samples of the both studies were
formed by self-assessment: a proportional model of the total population aged
15-74 was used, where all the respondents represented equally sized groups.

A two-staged stratification was made in order to form the sample. First, the
population was divided into six strata on the basis of their localisation, while the
size of the sample in each stratum was based on a proportional division of the
population. After that, a two-staged selection was made in each stratum. The
primary sampling units were settlements (cities, towns, urban settlements, and
villages). The sampling points (100 in total) were chosen at random according
to the size of the settlement (the number of residents who qualified for the
survey's age group) on proportional probability bases.

In each primary sampling unit, secondary sampling units — individuals —
were chosen. In urban settlements, the choice was made by using randomly
selected addresses from the national population register. In rural settlements, the
systematic sampling of individuals was based on the population register of the
local municipality. A socio-demographic structure of the sample (age, gender,
and place of residence), which was formed during the interviewing process, was
compared to the total population and assessed if necessary. The structure of the
respondents by gender, age and place of residence in comparison with the
structure of the total population of Estonia aged 15—74 years is presented in
Table 1.

Table 1. Structure of respondents by gender, age and place of residence in comparison
with the structure of the total population of Estonia (aged 15-74 years), in %.

2002 2005
Number of total Number of total
Sample polpsuli‘jon aged Sample polpsulz;tion aged
- —74 years - —74 years
(0=999) " January 1, 2001, =140 janvary 1% 2005,
n=1046921)" n=1049486)’'
Gender
Male 46 46 47 47
Female 54 54 53 53
Age
15-24 19 19 20 20
25-34 18 18 18 18
35-49 28 28 27 27
50-64 23 23 23 23
65-74 12 12 12 12
Place of
residence
Urban area 70 70 70 70
Rural area 30 30 30 30

'Source: Statistical Office of Estonia



Face-to-face interviews were conducted by trained interviewers (50 in 2002 and
89 in 2005) from professional research companies. The sampling procedure is
presented in Table 2.

Table 2. Sampling procedures in 2002 and 2005.

2002 2005
Number of people interviewed (sample size n) 999 1446
Number of people unavailable for interviews during two visits 603 923
Number of people staying beyond those interviewed (due to age) 88 288
Number of people declining interview 455 879
Total number of contacts 2145 3536

Questionnaire

The regular population surveys to investigate the population’s opinion about the
health services initiated by the Ministry of Social Affairs in Estonia and the
Estonian Health Insurance Fund have been conducted in Estonia since 1998,
and the methodology of these studies has also been described previously.'' ™
Data collected in the same studies have also been used previously to explain the
satisfaction with the primary health care (PHC) reform"'* and the access to
medical services among people with chronic conditions in Estonia.'’

The data set used in this study included demographic data (gender, age,
nationality, education, income, place of residence), insurance status, self-assess-
ment of health status, use of health services, and satisfaction with the range of
health services financed by health insurance as well as with the PHC system.
The satisfaction rates were measured using a four-point scale: 1 — very satisfied;
2 — fairly satisfied; 3 — fairly dissatisfied; 4 — very dissatisfied; with an addi-
tional item “do not have a personal opinion”.

In addition, attitudes to health care financing options were assessed by
asking respondents to choose between two options: “Would you prefer situation
A (health insurance would finance all health services, even if there would be
long waiting lists) or situation B (waiting lists would be short, but only a part of
the services would be financed by health insurance)?” The respondents were
asked to choose one of the following answers: certainly A, rather A, rather B,
certainly B, do not have a personal opinion.

In 2005, additionally six items describing the people’s awareness about their
rights in relation to the access to the health services were used. The respondents
were asked whether the following statements were correct or incorrect: (1) in
case of acute illness the FD must admit the patient within one working day; (2)
every person has right to change his/her FD; (3) the provider of specialised out-
patient health services may ask the fee for the visit; (4) the provider of in-
patient health services may ask the fee for bed-day; (5) every health professio-
nal has to provide emergency medical aid to all patients, including uninsured
persons; and (6) ambulance service provides the health services to all people,
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including uninsured persons. Based on their answers, the respondents were
divided for further analysis into two groups: (1) informed persons — the
respondents who reported that these statements were correct; (2) persons not
informed — respondents who have chosen the answers “incorrect” or “do not
know”.

Statistical analysis

The respondents were grouped by their health status, age, gender, place of
residence, education, and monthly income as well as by their contacts with the
providers of health services. The differences between groups of respondents
were tested using chi-square tests. To estimate the relations between variables,
the Spearman correlation coefficient rho (p) was used. The impact of different
factors on the level of the satisfaction with the health insurance system was
explained by a binary logistic regression analysis.

The model of satisfaction with health insurance was developed as follows:
the dependent variable was taken as satisfaction with health insurance (0 —
satisfied; 1 — not satisfied) and independent variables represented socio-demo-
graphic background, health condition, and satisfaction with PHC system. All
statistically non-significant variables were excluded from the final model. The
respondents who answered “do not know” about satisfaction were left out when
performing the correlation and regression analyses.

The statistical analysis was performed by using the SPSS (Statistical
Package for the Social Sciences) 10.0 for Windows.

RESULTS

Self-assessed health status and use of health services

The self-assessed health status and use of health services in 2005 were almost
the same as in 2002. In 2002 and 2005, respectively, 43% and 46% of the
respondents in the population survey evaluated their health as good or very
good; 43% and 42% as average; and 14% and 12% as bad or very bad. In 2005,
the respondents visited more often their FDs and dentists, but the use of health
services provided by specialists, hospitals and ambulance service was the same
as in 2002 (Figure 1).
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Figure 1. Use of health services among the Estonian population aged 15-74 in 2002
and 2005.

Satisfaction with the health insurance system

The proportion of respondents who were satisfied with the range of services
financed by the health insurance was almost the same in 2002 and 2005. The
relative importance of very dissatisfied persons decreased from 17% in 2002 to
9% in 2005, and the proportion of respondents who did not have a personal
opinion about the health insurance system increased from 16% to 23% (Figure
2).
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Figure 2. Satisfaction with the health insurance among the Estonian population aged
15-74 in 2002 and 2005.



The satisfaction or dissatisfaction with the health insurance was more often
expressed by those respondents who had had contact with the providers of
various health services during last 12 months before the survey. The satisfaction
with the health insurance was higher in 2002 as well as 2005 among those
respondents who visited a FD or specialist or were admitted in a hospital during
the last 12 months before the survey, but lower among those who visited the
dentist or called the ambulance (Tables 3 and 4).

Table 3. Satisfaction with the health insurance depending on the previous contacts with
the providers of health services in 2002 (n=999, in %).

Having the contacts with the Satisfaction with the health insurance
providers of health services during  Very or fairly ~Fairly or very ~ Do not have
the last 12 months before the satisfied dissatisfied  personal opinion
survey

Family doctor (p<0.01)

yes 45.1 40.9 14.0

no 40.8 37.7 21.5
Specialist (p<0.01)

yes 46.3 41.2 12.4

no 41.3 38.4 20.4
Dentist (p<0.01)

yes 43.6 44.6 11.7

no 43.2 37.3 19.5
Staying in the hospital (p=0.001)

yes 49.6 453 5.1

no 42.6 38.7 18.7
Calling the ambulance (p<0.05)

yes 37.0 51.0 12.0

no 44.0 383 17.7

All respondents 433 39.5 17.1




Table 4. Satisfaction with the health insurance depending on the previous contacts with
the providers of health services in 2005 (n=1434", in %).

Having the contacts with the Satisfaction with the health insurance
providers of health services during ~ Very or fairly Fairly or very ~ Do not have
the last 12 months before the survey satisfied dissatisfied  personal opinion
Family doctor (p<0.0001)

yes 50.2 324 17.4

no 38.1 28.7 332
Specialist (p<0.0001)

yes 47.6 34.6 17.8

no 441 28.4 27.5
Dentist (p<0.0001)

yes 45.4 36.0 18.7

no 45.6 27.3 27.1
Staying in the hospital (p=0.053)

yes 50.9 32.9 16.2

no 44.8 30.7 24.5
Calling the ambulance (p<0.05)

yes 43.7 40.1 16.2

no 45.7 29.9 243

All respondents 45.5 31.0 23.5

'12 respondents did not answer the question about their satisfaction with health insurance

Both in 2002 and 2005 the satisfaction with the health insurance system was higher among those
people who were more satisfied with the organisation of the PHC system (p=0.33, p<0.0001 and
p=0.25, p<0.0001).

When analysing the influence of the background factors (age, gender, health
status, native language, place of residence, education, and income), contacts
with the providers of health services (FD, specialists, dentist, hospital,
ambulance services) and satisfaction with the PHC system on the satisfaction
with the health insurance, three factors in 2002 and five factors in 2005 were
included in the models. The most important predictor of the satisfaction with the
health insurance in both years was the satisfaction with the PHC system. The
higher level of the education was found to be a predictor of lower satisfaction,
too. In 2002, Estonian-speaking respondents were less satisfied than others. In
2005, older respondents as well as respondents with the higher income level
were found to be less satisfied. Also, personal contacts with the dental health
services had negative impact on the satisfaction with the health insurance (Table
5).
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Table 5. Predictors of satisfaction with the health insurance in 2002 and 2005.

95.0% C.I. for
EXP(B)
Lower Upper

EXP

B SE  Sig g

Model I (2002)
Satisfaction with the primary 0.842

health care system ' 0.117 0.000 2322 1.846 2.921

Education 0.585 0.143 0.000 1.795 1357  2.375
Native language > ~0.565 0.199 0.005 0.568 0385 0.839
Model II (2005)

Satisfaction with the primary

health care system ' 0.581 0.107 0.000 1.787 1.448  2.205

Age 0012 0005 0010 1013 1003 1022
Education > 0282 0.122 0021 1326 1043  1.685
Visiting the dentist during last 355 146 0028 1384 1.036  1.848
12 months

Income 3 0126 0.64 0048 0881 0.777 0.999

The dependent variable was taken as satisfaction with the services of the health insurance (0 —
satisfied; 1 — not satisfied);

"1 — very satisfied ... 4 — very dissatisfied;

21— lowest ... 3 — highest

3 1 — Estonian, 2 — other languages

*1—yes,2—no

1 —lowest ... 5 —highest

Preferences regarding financing principles

In 2005, the proportion of those respondents who preferred a situation where
health insurance would finance all the health services, even if there would be
long waiting lists (Option A) was a little bit higher compared to the year 2002.
The relative importance of the respondents who would prefer shorter waiting
lists even if only a part of the services would be financed by health insurance
(Option B) decreased from 43% in 2002 to 38% in 2005 (Figure 3).
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Figure 3. Preferences concerning financing principles of health services.

In 2002, the shorter waiting lists were preferred by younger respondents
(p=0.09, p<0.02), but also by respondents with higher education (p=0.13,
p<0.0001) and higher income level (p=0.14, p<0.0001). Those who evaluated
their health status lower preferred a more comprehensive financing of health
services regardless of longer waiting lists (p=0.16, p<0.0001). In 2005, no
statistically significant correlation between the preferences concerning the
financing principles and the respondent’s socio-demographic characteristics
were found.

In 2002, the respondents’ preferences were not related to their satisfaction
with the existing health insurance. Still, in 2005, the option A was more likely
preferred by the respondents who were less satisfied with the health insurance
(p=0.08, p<0.02).

In 2005, the respondents’ views on the financing principles were related to
their personal contacts with the health services. Respondents who had visited a
dentist or specialist doctor during the previous 12 months preferred more likely
the option B. However, people who visited a FD or called an ambulance
preferred more often the option A (Table 6). In 2002, the difference was found
only in comparison of opinions of those people who had a contact with a
dentist, and those who had not. Of those respondents, who had visited a dentist,
50% preferred the option B and 38% the option A. The respondents who did not
have a contact with a dentists, more often preferred the option A (43%), the
option B was preferred by 41% of those respondents (p<0.05).
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Table 6. Preferences concerning financing principles of health services in 2005
(n=1426", in %).

Having the contacts with the Respondents’ preferences concerning the
providers of health services during financing principles of health services
the last 12 months before the Option A2 Option B Do not ha.v§
survey personal opinion
Family doctor (p<0.01)

yes 473 38.2 14.5

no 41.8 36.6 21.6
Specialist (p<0.01)

yes 45.4 41.3 13.3

no 45.0 351 19.9
Dentist (p<0.01)

yes 45.4 413 13.3

no 45.0 349 20.0
Staying in the hospital (p=0.872)

yes 44.6 36.7 18.7

no 453 37.7 17.0
Calling the ambulance (p<0.05)

yes 56.4 29.3 14.3

no 44.0 38.5 17.5
All respondents 45.2 37.6 17.2

120 respondents did not answer the question about their preferences

% Option A: all health services financed by health insurance, even if there would be long waiting
lists.

? Option B: short waiting lists, but only a part of health services would be financed by health
insurance

Awareness of rights in relation to health services

The awareness of the patients’ rights to get health services was rather high.
Most of the respondents (87%) were informed that in case of acute health
problems they have the right to see their FD within one working day. Almost all
people (96%) were informed that they had right to change their FD. If the
person would visit a specialist or would be admitted in a hospital, the providers
of specialised medical care may ask a fee for the visit and for staying in the
hospital. About those matters, 76% and 73% of the respondents were informed.
Most of respondents (94%) also knew that in an emergency case every person
must receive health service irrespective of the presence or absence of health
insurance, and every person in Estonia has the right to call an ambulance and
get the needed emergency services. When comparing the level of awareness by
the respondents’ by the socio-demographic variables, there were not any
significant differences. However, having personal contacts with FDs and
specialists had some impact on the level of awareness (Table 7). At the same
time, contacts with in-patient or emergency care (ambulance services) did not
have any impact on the people’s awareness of their rights.
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Table 7. Percentage of the respondents informed about their rights to health services
depending on their contacts with a family doctor or specialist.

Personal contact with

the provider of health
Having the contacts with the providers of health services  services during 12
during the last 12 months before the survey months before the
survey

yes no
Family doctor
In case of acute disease the family doctor must admit the 388 84.9
patient within one working day (p<0.05) ' '
Every person has right to change his/ her family doctor 97 .4 945
(p<0.01)
There is fee for visit to see the specialist (p<0.01) 78.3 71.2
There is fee for day during the stay in hospital (p=0.078) 74.2 69.9
Every health professional has to provide emergency help to 943 93 8
all patients, incl. non-insured persons (p=0.729) ’ '
Ambulance service provides the health services to all people 93 8 95 1
(incl. uninsured persons) (p=0.350) ’ ’
Specialist
In case of acute disease the family doctor must admit the 89.9 85.4
patient within one working day (p<0.05) ) '
Every person has right to change his/ her family doctor

97.8 95.3
(p<0.05)
There is fee for visit to see the specialist (p<0.0001) 80.5 72.1
There is fee for day during the stay in hospital (p<0.05) 75.9 70.3
Every health professional has to provide emergency help to 94.0 942
all patients, incl. non-insured persons (p=0.909) ' ’
Ambulance service provides the health services to all people 94.0 94 6

(incl. uninsured persons) (p=0.642)

Several sources of information about the health insurance were reported by the
respondents. The FD as a source of information was reported most often, by
47% of the respondents, while the Internet was reported by 25%. Television and
newspapers as sources of information were reported by 22% and 20% of the
respondents.
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DISCUSSION

The mandatory social health insurance in Estonia was implemented more than
10 years ago. The basic principles of new financing system were agreed already
in 1992, when the health insurance system was introduced. Ten years later, in
2002, the new health insurance act stated more clearly some aspects of
mandatory social health insurance, including the co-payment for insured people.
This longitudinal study has shown that, directly after the implementation of
these changes almost half of the Estonian adult population was satisfied with
the benefits of the existing health insurance system. Three years later, the
proportion of satisfied respondents remained on the same level, but the
proportion of persons who were dissatisfied was decreased and much more
people took a neutral stance.

The explanation could be that the first study was carried out a month after
the new Health Insurance Act was enacted, and before that a number of public
discussions were held about the changes planned in health insurance. Probably
these discussions in media raised the public interest toward the health insurance
and its benefits, and people were therefore more active to express their
opinions.

Often enough, the people’s opinions about health care and health care
reforms are related to their socio-economic background, as found in previous
studies conducted in Estonia'""*'* as well as in other countries.>>*"> However,
in the current study, only a few background factors were found to be related to
the satisfaction with the health insurance, e.g. age and level of education.
People with older age and higher level of education were found to be less
satisfied with the health insurance.

This finding is supported by previous results, where people with higher
education were less satisfied with the changes in PHC system'* and the access
to the health services.'” The older age of the respondents was also previously
found as a predictor of lower satisfaction with the access to the health
services.'"” The same study also indicated that satisfaction with the health
insurance itself was the most considerable predictor of the satisfaction with the
access to the health services, and so the lower satisfaction among the older
respondents was expected as well.

Beside the health insurance reform, the implementation of the primary health
care reform has also played an important role in the development of the
Estonian health care system. Therefore, an analysis of the people’s satisfaction
with the health insurance system has to take into consideration the achievements
of the primary health care reform.

The results of the current study indicate that the level of satisfaction with the
health insurance was strongly influenced by the opinion about the organisation
of PHC system. The Estonian population has accepted the new system of PHC,
the satisfaction with the FDs is rather high, and the access to PHC services can
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be considered good."*'* All of these changes have had impact on the access to
health services, and also on the people’s satisfaction with the health care system
and the services provided."

Based on the results of the current study, it seems that one factor which may
have an influence on the satisfaction with health insurance is the level of co-
payment for the health services. As the co-payment for the PHC services,
specialised out- and in-patient care has been very small or nonexistent, the
satisfaction with the doctors rather high and the access rather good, the people
who have used these services were also more satisfied with the existing health
insurance.

The most remarkable change for the adult population was related to the
payment for dental care. Prospectively, this change could limit the access to
those services, but, in comparison to the year 2002, the proportion of the
respondents visiting the dentist was increased, not decreased. Still, the
satisfaction with the range of services financed by the health insurance was
lower among those people who had a recent personal experience of dental care,
so the out-of-pocket payment for the dental health services may be one reason
for dissatisfaction with the health insurance.

The preferences regarding the financing options were related to the socio-
demographic factors in 2002, but to personal contacts with the health services in
2005. The results of the survey in 2002 were expected, since other researchers
had come to similar results. Younger, healthier, more educated and wealthier
people would prefer a more limited health insurance financing of health
services.”'” However, three years later, these relations between socio-economic
background factors and preferences were not found. Instead, the attitudes
regarding financing principles were related to the personal contacts with the
health services.

The respondents who had used the PHC or ambulance services preferred a
more comprehensive financing of health services. The FD or the ambulance
services are usually the first contacts with the health system. In case of acute
disease or accident, the essential health services are provided to everyone
without any co-payment, which brings out the advantages of the health
insurance financing. On the other side, people who had visited specialists
usually had to wait 2—3 weeks or more and pay a small fee for the visit. In this
case, based on the personal experience one may prefer shorter waiting lists and
pay additionally for the health services.

People’s awareness of their rights concerning the access to the health
services can be considered as good. For example, compared to Russia’, Estonian
people are better informed about their rights. The awareness was not related to
the socio-economic background of the respondents, which can be seen as
evidence that the information is equally accessible for all groups of the
population. The most preferred source of information was the FD, and people
who had contacts with their FDs were better informed about their rights. Some
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aspects related to the specialised care were better known by those people who
had recently visited out-patient specialists. Thus, both the opinion and the
knowledge of the people about the health system was related mostly to their
personal experiences.

The implementation of the health insurance system was the first reform in
Estonian health care. Unfortunately, there are no reliable data about the public
opinion about the health insurance before 2002. However, the study performed
in 2002 allows assessing the people’s attitudes directly after the change was
implemented, and the follow-up study assessed the attitudes three years later.
As reported previously, rapid changes in health care can bring dissatis-
faction.”>® Such evidence was found in this study as well. The level of dissatis-
faction was more emphasised directly after the implementation of the changes
than three years later.

This study has shown that the satisfaction with the health insurance system
has been sustained and even increased at the same time as the dissatisfaction has
been decreased, which indicates that the situation in the Estonian health care
system is becoming more stable. Due to the solidarity principles and the
comprehensiveness of the financing mechanism, a high level of financial
protection has been maintained and the co-payment for insured people is rather
small. Regardless of the dissatisfaction with the current system, expressed by
one third of the respondents, it seems that the mandatory social health insurance
is in accordance with the needs and expectations of many people. Due to the
solidarity principles, the health services are mostly accessible when people need
them, and there are no organisational barriers for those who need the services
most. "

At the same time, the people’s attitudes to the financing mechanisms show
that the cost sharing could be acceptable conditionally, if it would be
accompanied with better access to the health services. However, this area
should be studied more deeply in the future. The health insurance financing
mechanism is a tool to achieve the main objectives of health system, universal
and equal access for all members of the society, effective care for better health
outcomes, and responsiveness to patient concerns.'®!” The achievement of these
objectives and the satisfaction with the health insurance is perceived through
personal contacts with the health services and availability of the services most
needed.
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Appendix 2. Questionnaires used for the interviews in population surveys
in 1998, 2002 and 2005.

Questionnaire of the population survey in 1998

1.

2.

3.

How do you evaluate your health status?

1) Generally good

2) Normal (medical aid is some-times needed)
3) Rather poor, medical aid is often needed

Did you visit any doctor during the last 12 months?

Did you visit your primary health care doctor (district doctor or family doctor)

during the last 12 months? If yes, how many times?

4.

S.

Did you visit specialist doctor during the last 12 months? If yes, how many times?

Have you registered on the patient list?
1) Yes
2) No

How did you register on the patient list?

1) Personally at the family doctor

2) Personally at the registration desk of the policlinic/ PHC centre

3) At the registration desk of the policlinic/ PHC centre by a family member

Where does you family doctor work?

1) He/ she has a solo praxis

2) In a small centre (up to four FDs are working together)

3) In a bigger centre or polyclinic (with more than four FDs work together)

Usually, how long do you wait for an appointment to see your FD?
1) Usually, I am admitted on the same day I requested

2) 1-2 days

3) 3-4days

4) 5-7 days

5) More than one week

6) Difficult to say

. How satisfied you are with your FD?

1) Very satisfied

2) Rather satisfied
3) Rather dissatisfied
4) Not satisfied at all
5) Difficult to say
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10.How do you feel are you sufficiently informed about changes that go along with the
transition to the FD-based PHC system?

1) Yes, I am sufficiently informed

2) Yes, more or less

3) No, not enough

4) No, not at all

5) Difficult to say

11.1f you have health problems, do you prefer first to consult with your FD or
specialist?

1) FD

2) Specialist

3) Difficult to say

12.1f you compare the previous PHC system with the existing, how do you think about
the changes?

1) Situation in PHC has improved a lot

2) Situation has improved somewhat

3) Situation in PHC has become somewhat worse

4) Situation in PHC has become remarkably worse

5) Thave not perceived any change

6) Difficult to say

13.1f your child would have health problems, you usually consult with

1) FD

2) District paediatrician

3) Specialist

4) Hospital doctor

5) Difficult to say
This question was asked only from those respondents who had children aged less than
16 years

14.How relevant are for you the following aspects of PHC services?

Not Very
relevant relevant
at all
Location of the GP centre / clinic 1 2 3 4 5 6 17
Cleanliness and comfort of the clinic 1 2 3 4 5 6 17
Modern equipment 1 2 3 4 5 6 17
Easy of appointment access 1 2 3 4 5 6 17
Waiting time in the PHC centre / clinic 1 2 3 4 5 6 17
Punctuality of physician 1 2 3 4 5 6 17
Understanding the patient problem 1 2 3 4 5 6 17
Competence of physician 1 2 3 4 5 6 17
Effectiveness of prescribed therapy 1 2 3 4 5 6 7
Comprehensibility of explanations given by 1 2 3 4 5 6 7

physician
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15. How satisfied are you with the following aspects of PHC services?

Very Very

dissatisfied satisfied

Location of the GP centre / clinic 1 2 3 4 5 6 7
Cleanliness and comfort of the clinic 1 2 3 4 5 6 7
Modern equipment 1 2 3 4 5 6 7
Easy of appointment access 1 2 3 4 5 6 7
Waiting time in the PHC centre / clinic 1 2 3 4 5 6 7
Punctuality of physician 1 2 3 4 5 6 7
Understanding the patient problem 1 2 3 4 5 6 7
Competence of physician 1 2 3 4 5 6 7
Effectiveness of prescribed therapy 1 2 3 4 5 6 7
Comprehensibility of explanations given by 1 2 3 4 5 6 7

physician

Questionnaire of the population survey in 2002

1. In your opinion the access to the health services is
1) Good
2) Rather good
3) Rather bad
4) Bad
5) Difficult to say

2. In your opinion the quality of health services is
1) Good
2) Rather good
3) Rather bad
4) Bad
5) Difficult to say

3. How do you evaluate your health status?
1) Very good
2) Rather good
3) So-so
4) Rather bad
5) Very bad
6) Difficult to say

4. Do you have any long-time/ chronic disease/ health problem?
1) Yes
2) No

5. Did you visit any doctor during the last 12 months?

6. Do you know who is your family doctor?
1) Yes
2) No
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7. During the last 12 months

1) Did you visit your family doctor?

2) Did you visit specialist?

3) Did you visit dentist?

4) Were you admitted to the hospital?

5) Did you call ambulance service?
If the answer was yes, the respondents were asked also how many times did they visit
the doctor, were admitted to the hospital or did call the ambulance service.

8. How satisfied were you

Very Rather Rather Very Do not have
satisfied  satisfied dissatisfied dissatisfied personal opinion
With FD?
With specialist?
With dentist?
With hospital care

The question about the satisfaction was asked only those respondents who had the
contact with service provider during the last 12 months.

9. How long do you wait for an appointment to see your FD?
1) Iwas admitted on the same day I requested
2) 1-2 days
3) 3-4 days
4) 5-7 days
5) More than one week
6) Difficult to say

10. How long do you wait for an appointment to see the specialist?
1) I was admitted on the same day I requested
2) 1-2 days
3) 3-4 days
4) 5-7 days
5) 1-2 weeks
6) 3—4 weeks
7) More than one month
8) Difficult to say

11. If you have health problems, do you prefer first to consult with your FD or
specialist?

1) FD (and if necessary to get referral to the specialist)

2) Specialist

3) Patients should decide themselves — either to see the FD or specialist
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12. How much would a possible visit fee affect your decision to see the doctor?

25 EEK 50 EEK 100 EEK | 200 EEK

Not at all

Not significantly
Rather affects
Affects a lot
Difficult to say

13. How much would a possible home visit fee affect your decision to call a doctor
home?

25 EEK 50 EEK 100 EEK 200 EEK

Not at all

Not significantly
Rather affects
Affects a lot
Difficult to say

14. If there is a need, do you have possibility to contact with you family doctor by
phone?

1) Yes

2) No

3) Do not know

15. Where does you family doctor work?
1) He/ she has a solo praxis
2) In a small centre (up to four FDs are working together)
3) In a bigger centre or polyclinic (with more than four FDs work together)

16. How satisfied you are with the opportunity to see your FD in any case of health
problems?

1) Very satisfied

2) Rather satisfied

3) Rather dissatisfied

4) Very dissatisfied

5) Difficult to say
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17. How relevant are for you the following aspects of PHC services?

Not Very
relevant relevant

at all
Location of the GP centre / clinic 1 2 3 4 5 6 17
Cleanliness and comfort of the clinic 1 2 3 4 5 6 7
Modern equipment 1 2 3 4 5 6 17
Easy of appointment access 1 2 3 4 5 6 7
Waiting time in the PHC centre / clinic 1 2 3 4 5 6 17
Punctuality of physician 1 2 3 4 5 6 17
Understanding the patient problem 1 2 3 4 5 6 17
Competence of physician 1 2 3 4 5 6 17
Effectiveness of prescribed therapy 1 2 3 4 5 6 17
Comprehensibility of explanations given by 1 2 3 4 5 6 7

physician

18. How satisfied you are with the following aspects of PHC services?

Very Very
dissatisfied satisfied
Location of the GP centre / clinic 1 2 3 4 5 6 7
Cleanliness and comfort of the clinic 1 2 3 4 5 6 7
Modern equipment 1 2 3 4 5 6 1
Easy of appointment access 1 2 3 4 5 6 7
Waiting time in the PHC centre / clinic 1 2 3 4 5 6 7
Punctuality of physician 1 2 3 4 5 6 1
Understanding the patient problem 1 2 3 4 5 6 1
Competence of physician 1 2 3 4 5 6 1
Effectiveness of prescribed therapy 1 2 3 4 5 6 17
Comprehensibility of explanations given by 1 2 3 4 5 6 17

physician

19. If you would compare the existing PHC system with the previous system based on
the district physicians in your opinion

FDs deal witha Diagnostics and tests Treatment methods
bigger number of opportunities of FDs of FDs have become
health problems have improved more modern

Totally agree
Generally agree
Generally do not
agree

Do not agree at all
It is difficult to say
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20. If you would face with the health problem in the evening, at night, or in the
weekend, would you prefer

1) Call your FD?

2) Request for a home visit by your FD?

3) Call an ambulance?

4) Go to the emergency department of the hospital?

5) Any other possibilities?

21. How satisfied are you with the range of services financed by the health insurance?
1) Very satisfied
2) Rather satisfied
3) Rather dissatisfied
4) Very dissatisfied
5) Difficult to say

22. Which of the following options would you prefer? A: Health insurance would
finance all health services, even if there would be long waiting lists; or B: Only a part of
the services would be financed by health insurance, but the waiting lists were short.

1) Certainly A

2) Rather A

3) Rather B

4) Certainly B

5) Difficult to say

Questionnaire of the population survey in 2005

1. In your opinion the access to the health services is
1) Good
1) Rather good
2) Rather bad
3) Bad
4) Difficult to say

2. In your opinion the quality of health services is
1) Good
2) Rather good
3) Rather bad
4) Bad
5) Difficult to say

3. How do you evaluate your health status?
1) Very good
2) Rather good
3) So-so
4) Rather bad
5) Very bad
6) Difficult to say
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4. Do you have any long-time/ chronic disease/ health problem?
1) Yes
2) No

5. Did you visit any doctor during the last 12 months?

6. During the last 12 months
1) Did you visit your family doctor?
2) Did you visit specialist?
3) Did you visit dentist?
4) Were you admitted to the hospital?
5) Did you call ambulance service?
If the answer was yes, the respondents were asked also how many times did they visit
the doctor, were admitted to the hospital or did call the ambulance service.

7. How satisfied were you

Very Rather Rather Very DO;(S)E)E:;] ©
satisfied | satisfied | dissatisfied | dissatisfied perso
opinion

With FD?

With specialist?

With dentist?

With hospital care

The question about the satisfaction was asked only those respondents who had the
contact with service provider during the last 12 months.

8. How long do you wait for an appointment to see your FD?
I was admitted on the same day I requested

1)
2)
3)
4)
5)
6)

1-2 days

3—4 days

5-7 days

More than one week
Difficult to say

9. How long do you wait for an appointment to see the specialist?
1) I was admitted on the same day I requested
2) 1-2 days
3) 3-4 days
4) 5-7 days
5) 1-2 weeks
6) 3-4 weeks
7) More than one month
8) Difficult to say

10.How satisfied you are with the opportunity to see your FD in any case of health
problems?
1) Very satisfied
2) Rather satisfied
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11.

3) Rather dissatisfied
4) Very dissatisfied
5) Difficult to say

How satisfied are you with the range of services financed by the health insurance?
1) Very satisfied

2) Rather satisfied

3) Rather dissatisfied

4) Very dissatisfied

5) Difficult to say

12. Which of the following options would you prefer? A: Health insurance would
finance all health services, even if there would be long waiting lists; or B: Only a part of
the services would be financed by health insurance, but the waiting lists were short.

13.

1) Certainly A

2) Rather A

3) Rather B

4) Certainly B

5) Difficult to say

In your opinion, are the following statements correct?

Yes No Do not know

In case of acute illness the FD must admit the
patient within one working day

Every person has right to change his/her FD

The provider of specialised out-patient health
services may ask the fee for the visit

The provider of in-patient health services may
ask the fee for bed-day

Every health professional has to provide
emergency medical aid to all patients, including
uninsured persons

Ambulance service provides the health services
to all people, including uninsured persons
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