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Introduction

Context In a time of economic austerity, one of the most daunting
questions is who decides on healthcare rationing? In the current
study, we sought to examine if the public can in fact provide
meaningful information regarding healthcare policy issues. Based on
theories of public policy, this paper tries to find out if patients
behave akin to ‘responsible citizens’ and can provide differentiated
expectations between three healthcare dimensions.

Methods One thousand two-hundred eleven individuals partici-
pated in a telephone interview. Participants were asked two series of
questions, one regarding their views on the primary care, prevention
and promotion practices they experience with their healthcare
provider and one regarding the importance of these practices to
them. We calculated a difference score representing the gap in each
healthcare dimension.

Findings In all three healthcare dimensions, the mean gap is in the
positive side of the axis indicating that the public does not receive
what it expects to receive, or in policy terms there is ‘a responsive-
ness deficit’. The mean gap in relation to primary care is significantly
lower than the mean gap in both preventive care and health
promotion.

Conclusions The public can provide meaningful information even
in areas of endless demand and can provide an addition point of
view to be considered by policy makers in complicated healthcare
rationing decisions.

sible for making the necessary decisions? Policy
makers, physicians, healthcare administrators

In a time of economic austerity and escalating
healthcare costs, one of the most daunting
questions facing governments, healthcare pro-
fessionals and the public alike is that of health-
care rationing. Experts and scholars who have
written on the issue agree that some form of
rationing is needed; but who should be respon-
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and taxpayers (i.e. the public) have all been
proposed as the most appropriate agents to set
healthcare priorities.' Often, the public denotes
patients, who, after all, are both the consumers of
healthcare services and those who typically
finance the healthcare system. Yet many policy
makers and, especially, healthcare providers
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have argued that the public cannot be responsi-
ble for healthcare rationing, because consumers’
demand for healthcare services is infinite.*> In
other words, the argument goes, the public is not
capable of prioritizing different healthcare needs,
as individuals will typically demand ‘only the
best’ in all areas. In the current study, we set out
to actually examine whether the public indeed
wants ‘only the best’ in all areas or if when called
attention to the fact that resources are scarce can
provide differentiations in expectations regard-
ing healthcare provision. Thus, we sought to
understand if data from the public can be con-
sidered input when policy makers seek to make
complicated priority decisions.

Healthcare experts, as well as social scientists
working in areas of public administration and
policy, value the democratic notion of being
responsive to public needs.®'! Democratic the-
ory holds that a responsive government is one
that takes into account public needs and expec-
tations when setting binding policy objectives,
and the quality of democratic government per-
formance depends on the extent to which there is
public influence on such policy decisions. Policy
outcomes that are distant from public needs and
expectations result in what political scientists
refer to as a ‘responsiveness deficit’.!*'® In
healthcare, such a deficit might occur where
differences exist between patients’ experiences
and their expectations. Yet, healthcare scholars
have largely overlooked the importance of
identifying the deficit in different healthcare
dimensions as a guide for setting healthcare
policy priorities.

The question of what role the public should
take in formulating healthcare policy has also
been influenced by the current trendy shift away
from the traditional, ‘paternalistic’ approach in
patient care towards one in which patients are
seen as autonomous decision makers. Propo-
nents of this approach envision a patient-centred
care which obliges doctors to respond to their
patients’ preferences, including their preferences
regarding treatment.'” Empirical evidence sug-
gests that in fact, only a small percentage of
patients subscribe to the autonomous patient
manifesto. In one study of some 2800 patients in

Canada, for instance, most expressed a prefer-
ence to share decision making with their doctors,
and nearly all the rest said they would prefer a
passive role.”’ However, the autonomous patient
debate is something of a red herring in terms of
the question raised in this paper. The degree to
which patients want to take part in decisions
about their own medical care is distinct from
their desire or ability to provide input to health-
care policy decision making. Based on their
experience as consumers of healthcare, citizens
learn the system, and can both provide infor-
mation in regard to the quality of the service they
received as well as what services are important to
them and thus would expect to receive. That is,
the question at issue here involves not micro-level
participation in medical decisions, but macro-
level civic conduct: are patients, as citizens, able
to provide differing expectations in different
health policy dimension that will constitute
meaningful information for policy makers
confronted with rationing decisions?

This paper examines whether patients are
indeed prepared to behave as ‘responsible citi-
zens’, by measuring the degree to which indi-
viduals empirically differentiate their
expectations between three healthcare dimen-
sions: primary care, preventive care and health
promotion. According to a recent conceptuali-
zation by the OECD,?' these three dimensions
comprise core functions of any healthcare sys-
tem. Primary care is regarded as ‘the provision
of integrated, accessible health care services by
clinicians who are accountable for addressing a
large majority of personal health care needs,
developing a sustained partnership with patients
and practicing in the context of family and
community’.?*> The preventive dimension focuses
on disease prevention and health maintenance,
and includes issues related to early diagnosis of
disease, identification of people at risk of
developing specific problems and interventions
designed to avert health problems. Screening
tests, health education and immunization pro-
grams are common examples of preventive
care.”® Health promotion denotes various pop-
ulation-based strategies that target major risk
factors for disease, primarily through efforts to
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change health-related lifestyles and behav-
iours.”’! This dimension includes any activity
that seeks to improve a person’s or population’s
health by providing information about and
awareness of ‘at risk’ behaviours associated with
various conditions.?*

One thousand two-hundred eleven Israeli
adults were surveyed regarding (i) their experi-
ence with the primary care, prevention-related
and promotion-related practices, and (ii) the
importance they attribute to each. In our analy-
ses, we aimed to identify whether there are gaps
between patients’ reported experiences and
expectations in these three healthcare dimen-
sions, indicating a healthcare responsiveness
deficit. We sought to examine whether any such
observed gap patterns vary as a function of the
distinct healthcare dimensions. Finally, we aimed
to examine whether any observed variations are
associated with respondents’ ethnicity by differ-
entiating in our sample between Jews and Arabs,
who constitute an ethnic minority in Israel.

Method

The setting

The study was conducted in Israel, which oper-
ates under a system of universal health coverage.
Under a National Health Insurance Law passed
in 1995, all citizens are required to enrol in one
of four not for profit sick funds, which compete
for members. Israel’s Ministry of Health regu-
lates the system and also owns some services,
including some hospitals, psychiatric health
services, and maternal and child health centres.
The government covers the cost of a Uniform
Benefits Package for all citizens regardless of
their financial means; individuals may choose to
pay for additional services and treatments not in
the basic package.

Sampling and data collection

Employees of a professional telephone survey
firm contacted a random sample of Israeli
households during October and November of
2010, using computer-assisted telephone inter-
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viewing. Interviewers asked the first person they
spoke to in each household who was 18 or older
if they would be willing to discuss their views on
healthcare. conducted in
Hebrew, Russian or Arabic, according to the
participant’s native language. A pilot study was
conducted in September with 43 participants to
make sure the questions were clear and that the
respondents indeed could prioritize the different
healthcare issues.

The sample comprised 1211 individuals above
the age of 18, with a response rate of 55%.
Respondents included 636 females and 575
males, with an average age of 47.5. Eight hun-
dred and three of the respondents were Jewish
and 408 were Arab. Arabs make up about 20%
of the Israeli population, meaning that a repre-
sentative sample comprising 1000 participants
would have included around 200 Arabs. As we
were interested in examining whether prefer-
ences regarding healthcare differ between Arabs
and Jews, we added an additional 200 Arab
respondents, enabling us to compare the two
populations based on statistically sufficient
samples. However, when examining the entire
sample, we used weights so as to make the
sample representative of the Israeli population
as a whole.

Interviews were

Measures

Demographic variables included participants’
age in years, sex, educational level, ethnicity
(Jewish or Arab) and religiosity (secular, tradi-
tional or observant).

Healthcare experiences and preferences

Participants were asked two sets of questions on
practices related to primary care (14 items),
preventive care (2 items) and health promotion
(3 items). The first set elicited respondents’ per-
ceptions of the practices they experience with
their healthcare provider, and the second elicited
the practices that are important to them, indi-
cating expectations. The first set was introduced
as follows: ‘T will read a number of sentences
regarding your healthcare provider. Please rate
on a scale from 1 to 7 to what extent you agree
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with each sentence with 7 indicating you com-
pletely agree and 1 indicating you completely
disagree’. The second was introduced in this
way: ‘As you know, healthcare providers lack
resources such as manpower and money, and
therefore cannot provide everything that is
required. Please rate what is important to you,
while thinking of your priorities (what is more
and what is less important to you). Take into
consideration that it is not realistic to receive the
best of everything in every area. I will read the
sentences again regarding your healthcare pro-
vider. Please rate from 1 to 7 to what extent each
one is important to you, with 7 indicating that it
is most important and 1 indicating that it is very
unimportant’. The items and their response rates
are presented in Table 1.

The items regarding primary care were
adopted from the Primary Care Assessment
Survey® and the SERVQUAL scale, which
measures perceptions of service quality.”® The
promotion-related items were adopted from
Mcavoy, Kaner, Lock, Heather and Gilvanry27
and Stott and Pill*®. Finally, the items dealing
with prevention were adopted from the ques-
tionnaire developed by Hutchison, Abelson,
Woodward and Norman.”

Results

As we were interested in the gap between expe-
riences and expectations for each item, we cal-
culated a difference score Q, defined as
Q = Expectation-Experience, of a given
respondent for a given item. We then averaged
the difference scores for primary care, promo-
tion and prevention for each respondent.
Table 1 shows the mean gaps for each item, and
Fig. 1 depicts the distribution of the gaps for
each of the three dimensions. We found that for
all three dimensions the mean gap was signifi-
cantly different from zero (mean gap primary
care = 0.68, ft1000 = 23.38, P < 0.001; mean
gap promotion = 1.12, t99r = 16.99,
P < 0.001; mean gap preventive care = 1.23,
togo = 18.03, P < 0.001), indicating that
indeed, the Israeli healthcare system is charac-
terized by a deficit in healthcare provision.

To examine whether the observed gap pat-
terns vary as a function of the different health-
care dimensions and whether the variations are
dependent on ethnicity, we conducted a repeated
measures ANOVA, with the gaps by dimension as
the within-subject effect and ethnicity as a
between-subject effect. The results showed that
at least two of the healthcare dimensions differed
significantly in terms of the gap between expe-
rience and expectations (F = 454, d.f. = 2,
1185, P < 0.001). Post hoc tests revealed a sig-
nificant difference between primary care and
both prevention and promotion in this respect:
Bonferroni multiple comparisons produced a
significant difference between the mean gaps for
primary care and promotion of 0.43
(SD = 0.06, P < 0.001), and a significant dif-
ference between the mean gaps for primary care
and prevention of 0.53 (SD = 0.06, P < 0.001).
No difference was found between the mean gaps
for prevention and promotion (mean differ-
ence = 0.10, SD = 0.06, NS). The comparison
between the three gap distributions is depicted in
Fig. 2 through box-plot graphs. Finally, no sig-
nificant effect was found for the ethnicity by gap
interaction (F = 0.35, d.f. = 2, 1185, NS),
indicating that the gap patterns do not vary
between Jews and Arabs.

Discussion

Our first objective was to examine whether there
is a deficit in required healthcare provision in
Israel, in the form of a gap between patients’
reported experiences and their expectations in
three core healthcare dimensions: primary care,
health promotion and preventive care. We found
that in all three dimensions there was indeed a
gap between expected and experienced care. As
in all three dimensions the mean gap is in the
positive side of the axis, it is apparent that the
public is not receiving what it expects — or in
policy terms, there is ‘a responsiveness deficit’.
Our second objective was to examine whether
the observed gap patterns vary as a function of
these distinct healthcare dimensions. We found
that the mean gap in relation to primary care is
significantly lower than the mean gap in both
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Figure 1 Distribution of the mean gap between expectations and experiences for each healthcare dimension.
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Figure 2 Box plots depicting the comparison between the
mean gaps for each healthcare dimension.

preventive care and health promotion (with no
difference between the two latter dimensions). A
possible implication of these findings is that
members of the public are capable of providing
varied expectations in areas of (theoretically)
endless demand. More specifically, patients can

© 2012 John Wiley & Sons Ltd
Health Expectations, 17, pp.593-601

distinguish between different functions or areas
of healthcare, understand the importance of
prevention and promotion, and identify a
greater deficit in prevention and promotion than
in primary care. From a public policy perspec-
tive, putting more emphasis on prevention and
promotion has been found to produce cost sav-
ings in the long run.*®3!' It thus appears that by
investing resources in preventive care and health
promotion, policy makers may be able to both
improve long-term results and adhere to the
public’s expectations.

The broader implication of these findings is
that despite the popular idea that patients will
always demand only the best in all areas of
healthcare, citizens are capable of providing
meaningful information to be considered when
forming healthcare policy regarding rationing.
In addition to the information provided by
professionals, politicians, economists and other
interest groups, taking account of ‘responsive-
ness gaps identified by citizens may add
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valuable information to be considered in health
policy-making processes. This information is
valuable for a number of reasons. First, con-
sidering the public’s voice strengthens demo-
cratic values. Second, if the policy makers
actually take into account this information, as
part of their policy decisions, it may revitalize
their legitimacy to continue to serve as health
policy makers in financially harsh times. Finally,
it provides an additional point of view, an
experience-based point of view which is less
influenced by political, economic and medical
considerations, in the complicated rationing
decisions.

Our final objective was to examine whether
any variations in the patterns we identified are
dependent on ethnicity. Our results show no
difference in these patterns between the majority
Jewish population and the minority Arab pop-
ulation in Israel. Both populations have similar
expectations and perceive the gaps between
experience and expectations in the three dimen-
sions in a similar manner. This finding is espe-
cially interesting, as researchers have identified
significant differences between the two popula-
tions in regard to both expectations and satis-
faction from public services in most other policy
areas.*”> Our findings suggest that healthcare is a
unique area in which divisions and conflict
between the Jewish and Arab populations
become insignificant, and do not affect the pro-
vision of healthcare on the one hand or per-
ceptions of the experience on the other.

One limitation of our study concerns the
generalizability of our findings. The Israeli
healthcare system differs from those of many
other nations in important respects, such as its
particular feature of public funding managed by
non-governmental sick funds. It therefore is
possible that our results are specific for the
Israeli population. However, while different
healthcare systems may perceive individuals in
different ways — e.g. as patients vs. customers —
there is no reason to expect that citizens cannot
demonstrate the ability to differentiate expecta-
tions no matter what healthcare system they
belong to. It is our belief that citizens should be
asked both about their experiences and about

their expectations and not merely regarding how
satisfied they are with what is delivered or simply
what they prefer.’*
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