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SUMMARY

There have been several attempts to improve the availability, quality, and the use of primary health care services in Turkey in recent years. In order to have a successful reform policy for the national health care system, policymakers need to have information about the alternative financing systems of health expenditures, including the out-of-pocket expenditures. The aim of this study is to explore the determinants of the out-of-pocket expenditures on health in selected hospitals of capital city Ankara, Turkey. Maximum likelihood logistic analysis is used to estimate the relationship between the likelihood of incurring out-of-pocket payments and a set of individual- and facility-level covariates, such as income, education level and wealth of the patient. Empirical findings indicate that as the level of education, age and income increases the likelihood of making out-of-pocket expenditures on health increases. Additionally the attitudes of patients towards the health care system and their possible impacts on the decision of out-of-pocket payments have also been considered. The distrust in the public health care system is reflected in patients’ choices regarding the first applied medical center. It appears that patients with high levels of income prefer private health care rather than the public health care services.

Key Words: Out-of-pocket payments, logistic analysis, Turkey.

INTRODUCTION
The financial and political constraints that Turkey has been facing are reflected in the amount of resources allocated to the health service. The health expenditure per capita grew at an annual average rate of 8.5% per annum in Turkey compared with an OECD average rate of 4.8% per annum between 1985 and 2006. The health expenditure share of GDP in Turkey rose from 2.2%, about one-third of the OECD average, in 1985, to 5.6%, approaching two-thirds of the OECD average, in 2006. According to the recent OECD data, the figures regarding the doctor-to-population ratio, nurses-to-population ratio, the number of beds per capita are below the OECD average. Despite the chronic problems of the health care system in Turkey, life expectancy at birth has been rising strongly in Turkey over the past 45 years and converging toward the OECD average. Life expectancy at birth in Turkey was 71% of the OECD average in 1960. By contrast, it stood at 91% of the OECD average in 2006 having risen to 71.8 years. Nevertheless, infant mortality in Turkey, at 21.7 per 1 000 live births in 2007, remained the highest reported in the OECD area in 2007.  

In addition to the increase in the share of health expenditures out of GDP, attempts have been made to improve the availability, quality, and the use of primary health care services in Turkey in recent years. Especially, the current levels, distribution, and determinants of alternative financing methods of health expenditures, particularly household out-of-pocket expenditures on health have great importance for policymakers. Traditionally out of pocket payments can be regarded as user fees as a supplementary tax to finance the public sector which are intended to manage and regulate the citizens’ behaviour. Economic arguments in favour of higher out-of-pocket payments suggest that patients make better and more cost-effective health care decisions when they pay for health services at the time they receive these services and when the amount they pay is related to the cost of these services. The out-of-pocket payments may allow patients to have access to health care and receive better or more care and obtain drugs. They can be regarded as institutionalized bribery, which taints the system as a whole. However gratuity payments from appreciative patients are exceptions, even though such payments can serve as insurance against a future need for care, particularly from individual physicians. 

Tatar et al. (2007) document the existence and the extent of the phenomenon of informal payments in Turkey employing survey data. However the socioeconomic determinants of out of pocket payments in Turkey have yet to be explored. Understanding the factors affecting the likelihood of making out of pocket payments could inform the policy makers and contribute to articulate new strategies to address the issue of out-of-pocket payments. The objective of this paper is to explore the determinants of the out-of-pocket expenditures on health in Ankara. This study is an attempt to identify and explain some of the key factors that can clarify the prevalence of out of pocket payments. This paper employs survey data that are obtained from the major hospitals of the capital city, Ankara. The survey had been undertaken during April 11-14th, 2006. Data relating to a wide range of demographic and socio-economic characteristics are collected from 500 patients. In order to investigate the determinants of out-of-pocket payments, maximum likelihood logistic analysis is employed. Preliminary empirical findings indicate that as the level of education, age and income increases the likelihood of making out-of-payment expenditures on health increases. Moreover, if an operation is needed then the patient is more likely to incur informal payments. However, if the patient does not have any kind of social security this likelihood decreases. The rest of the paper is structured as follows: The next section offers a brief review of existing studies concerning the out-of-pocket payments. Section 3 presents the patient characteristics of the survey participants. Empirical results are presented in Section 4. Finally Section 5 concludes. 
OUT-OF-POCKET PAYMENTS FOR HEALTH CARE
Health care financing in Turkey is complicated by the high number of agencies involved in providing and financing health care and the many transactions that take place among them. Even though the mechanisms for financing health care in Turkey have never been clearly defined, Turkey has three main sources of health care financing: the bulk of the health expenditure is financed by government by means of the tax revenues; the social security contributions obtained from the members of the Social Security Institution (SSI) and the Government Employees’ Retirement Fund (GERF), as well as the establishment of the Social Insurance Agency of Merchants, Artisans and the Self-employed (Bag-Kur) and out-of-pocket payments.
 There are three types of out-of-pocket payments definitions in the literature. The first one is the direct payments for goods or services obtained from the private sector in pure private transactions – for goods or services not covered by any form of pre-payment or insurance. Alternatively cost sharing / user charges require the individual covered to pay part of the cost of care received. Finally, informal payments are unofficial payments for goods or services that should be fully funded from pooled revenue; sometimes referred to as envelope or under-the-table payments
. They range from the ex ante cash payment to the ex post gift-in-kind, which is traditionally common in Turkey as a way to express gratitude for being recovered from an illness or after a successful operation.  Even though the informal payments are often referred as gratitude money, it is hardly descriptive as they are generally expected (Szende and Culyer, 2006). The level of out-of-pocket expenditures in any country reflects the quality of the health care system in that country, as failures in health care systems and health finance mechanisms often lead patients to resort to out-of-pocket payments.

Since private spending on health care is not well documented, it is quite difficult to make reliable estimates of the extent of the out-of-pocket payments in Turkey. According to the figures reported by Ministry of Health, out-of-pocket payments accounts for 28.1% of total expenditure on health care in 1998, which is close to 29.9% in 2000 reported by OECD. However in 2006 the share of out-of-pocket spending out of total health expenditure has declined to 19.3%. Consequently, formal and informal out-of–pocket payments are among the major sources of health financing in Turkey. However, one has to be cautious with the data since these reports are all based on data collected from private providers and they may not be reliable. As Lewis (2000) and Gaal et al. (2006) point out, the difficulties of measuring out-of-pocket payments can be attributed to the absence of a generally accepted definition in addition to the absence of an appropriate method for capturing the true extent and magnitude of a phenomenon that is sometimes informal and often illegal, or at least whose legality is unclear. It is generally argued that the Ministry of Health figures underestimate the amount of out-of-pocket payments. One of the reasons for this could be the increasing number of private care providers in Turkey, with a rising number of polyclinics and high-tech diagnostic centers and the establishment of laboratory networks. Moreover, many private enterprises declare lower revenue than their actual income due to tax considerations. Besides patients may prefer private to public health care, regardless of their income, due to a lack of confidence in public health services and a belief that private health care has better quality.
The major reason for the existence of out-of-pocket payments is scarcity of the public health care services in addition to human resource shortages. In some cultures, on the other hand, socio-cultural elements such as the lack of trust in government and a culture of tipping may lead to informal payments. Additionally, low salaries, lack of accountability and government oversight, and an overall lack of transparency may also help explain the prevalence of informal payments as Vian et al. (2006) report for Albania. The importance of the out-of-pocket payments, especially those informal payments, comes from the fact that they can undermine official payment systems, distort the priorities of the health system, reduce access to health services and impede health reforms. Furthermore they may encourage health care providers to unprofessional behaviour, including rent-seeking behaviour, by providing undesirable incentives. 
In countries where out-of-pocket, and hence informal payments, are a large component of the health expenditure, better measurement will clarify the extent of private expenditure and the true need for health care funding. Additionally, they are a part of the informal economy undermining the government’s ability to raise finances. Thus the measurement of out-of-pocket payments is of crucial importance for government financing. Empirical evidence indicates that informal payments are regressive implying that although poor individuals pay less in absolute terms than the rich, they pay more as a proportion of their income as reported by WHO Health Systems in Transition reports. Moreover, when informal payments lead to an uncertainty about prices, patients are deterred from seeking treatment of their illnesses. It is possible for health care providers to engage in price discrimination and make exemptions for low-income households. The evidence regarding equity is provided for example by Ensor and San (1996) for Vietnam and Lewis (2000) for Eastern European and former Soviet Union countries. Therefore, determinants of out-of-pocket payments such as who pays and when will provide information for policy makers to tackle the problems caused by out-of-pocket payments, for example corruption and inequalities in access to the health care. Ensor (2004) emphasizes the policy implications of informal payments regarding efficiency, impact on equity and policy. Out-of-pocket payments in the form of cost-sharing imply that those who are able to provide resources for drugs and other supplies will receive service first rather than those with greatest capacity to benefit from services. Then the allocation of resources is likely to be distorted away from a social optimum. 
Even though the implications of informal and out-of-pocket health payments for the access to health care and health status are examined in the literature, the evidence regarding the determinants of the out-of-pocket and informal payments is limited (See for example Falkingham (2004) for Tajikistan; Manzi et al. (2005) for Tanzania; Belli et al. (2004) for Georgia; Gaal et al. (2006) for Hungary; Vian et al. (2006) for Albania). A strand of the literature has a positive attitude towards informal payments claiming that informal payments create continuous relationships between patients and providers, improve staff morale, keep health workers from leaving the public system altogether, and allow patients to show respect to providers who please them (Chawla et al., 1998; Balabanova and McKee, 2006). Others argue that informal payments may lead health care providers to forgo or delay care, sell assets to seek care, or lose faith in the health system (Akashi et al., 2004; Falkingham, 2004; Lewis, 2000; Thompson and Witter, 2000 and Vian, 2005). Moreover, the quality of the medical care may adversely be affected when alternative treatments are resorted or when doctors recommend unnecessary procedures and tests in order to increase their income (Falkingham, 2004 and Di Tella and Savedoff, 2001).
Balabanova and McKee (2006) investigate the scale and determinants of informal payments in the health sector of Bulgaria and try to identify who benefits, the characteristics and timing of payments, and the reasons for paying using survey data. They report that wealthier, better educated, younger respondents tend to pay more often, as a means of obtaining better-quality treatment. Hotchkiss et al. (2005) examine the factors that determine individuals’ decision to pay for health care in Albania using survey data relating to three districts. They employ maximum-likelihood probit and ordinary least squares regression analysis to test the effects of health insurance status, socio-economic status and urban/rural residence on the prevalence and magnitude of several different types of health care expenditures. Empirical findings indicate that insurance coverage significantly reduces the likelihood of paying for medicines to treat acute and chronic health problems, but not of paying for consultations. Sari and Langenbrunner (2001), on the other hand, examine the factors affecting the consumer out-of-pocket spending for pharmaceuticals in Kazakhstan by employing a two part regression model. They report that out-of-pocket pharmaceuticals expenditures are positively affected by poor health status, chronic illness and rural area residence. Empirical analysis indicates that the upper income group spends more in absolute terms whereas low income groups pay a higher share of their income.
Tatar et al. (2007) report that 25 percent of total out-of-pocket payments are informal payments in Turkey. This figure is higher than in the Czech Republic and Poland, similar to Bulgaria, but lower than in Romania, implying that Turkey's total health expenditure might be higher than stated in official data. Moreover the results of their survey suggest that most informal payments are in the form of cash and that informal payments are not made to show gratitude or for cultural reasons but to ensure the receipt of services that are among patients' basic rights. The payments to physicians for medical and surgical services were the most important types of out of pocket payment. It is widely acknowledged that in Turkey patients who want to get the service to which their insurance entitles them, generally visit doctor's private office first. The patients pay cash if an operation is required. This practice is called "knife payments" and is also widespread. Regarding the equity issues their survey suggests that in the public sector, the poor paid more informal payments per capita than the rich.
CHARACTERISTICS OF PATIENTS

This paper aims to investigate the factors affecting the decision of out-of-pocket payments by employing survey data that are obtained from the major hospitals of the capital city, Ankara, namely Ankara Numune Hospital, Ankara Yüksek İhtisas Hospital, Ankara Eğitim ve Araştırma Hospital, Yenimahalle Medical Center and Abidin Paşa Medical Center. The survey had been undertaken during April 11-14th, 2006. A random sample of patients was selected in each of the five hospitals. In order to ensure that this sampling is a valid representative of the population, the data from the survey have been compared to the 2007 population data where population grouped according to the sex and education level. The comparison indicates that our sampling is a valid representative of the population in Turkey. The target number of patients sampled was based on household population estimates of the area where each hospital is located. A total of 500 patients have agreed to participate in the survey. The survey collected information on a wide range of topics such as economic characteristics, social security status, education level, out-of-pocket payments for health care and perceptions of health care quality. One of the questions asked whether the patients had ever made an out-of-pocket payment while accessing any form of health care. The out-of-pocket payments also include gifts and payments for an operation which are actually covered by the social security scheme. The remaining questions are designed to capture the economic and socio-economic as well as educational backgrounds of the patients, in addition to the history of the care seeking behaviour and social security status of the patients. 
Table 1 presents some of the characteristics of the patients. The sample is divided into two sections: Those who had made an out-of-pocket payment for health care and those who had not. It appears that the percentage of older patients who made out-of-pocket payments is greater than that of young patients. This could be due to the fact that older people tend to earn more compared to the young ones, as they usually have a job and possibly make plans for retirement. When the education level of the patients is considered the same pattern can be observed. The percentage of patients who made an out-of-pocket payment increases as the education level of the patients increases. This is also plausible since people with comparatively high levels of education tend to earn more income, some of which can be devoted to the out-of-pocket payments. The tendency to make out-of-pocket payments as age and the level of education increases can be verified when the income levels of the patients are examined. It emerges that the percentage of patients with comparatively higher monthly income who made out-of-pocket payments is greater than those with comparatively lower monthly income. Thus the likelihood of making an out-of-pocket payment increases as the level of income increases indicating a positive income effect. Personally owning a house in addition to the monthly income may also be considered as an indicator of the financial situation of the patient. Thus in order to examine the possible wealth effects, a question regarding the ownership of a house had been asked to the patients. It appears that owning a house positively affects the out-of-pocket payment decision.
INSERT TABLE 1 HERE

Moreover nearly 67.9 percent of the correspondents expressed that they had waited for a long time to get any medical care, nearly 36 per cent of which had made out-of-pocket payments. Those who had an operation accounts for 68.8 per cent of the correspondents and nearly 30 per cent of them paid for the operation. Additionally 86.6 per cent of them made an out-of-pocket payment. Moreover 27.61 per cent of the patients who did not pay for their operations made an out of pocket payment. Hence it appears that having an operation affects the decision to make an out-of-pocket payment, whereas a long waiting period to get medical attention marginally affects this decision. 

INSERT TABLE 2 HERE

INSERT TABLE 3 HERE

Table 2 and 3 present the attitudes of the patients in general, and inpatients in particular, towards making an out-of-pocket payment classified according to the first applied medical center, respectively. The percentage of patients and inpatients that made an out-of-pocket payment is only marginally lower than that of those patients and inpatients that did not make it. It emerges that the percentage of out-of-pocket payments made is higher if the patient has first applied and admitted to a public hospital, which is followed by those admitted to a private hospital. Only 6 percent of the applicants to a local GP made out-of-pocket payments. When the inpatients are considered, a similar pattern is observed though the highest percentage of out-of-pocket payments now belongs to the inpatients who first applied to a private hospital. Consequently survey results indicate that whenever a patient or inpatient applies first to a hospital, he is more likely to make out-of-pocket payments. Moreover it appears that the great majority of the patients in Turkey generally apply to public GPs or hospitals (75 per cent) compared to the private health care services (25 per cent). A similar situation prevails for inpatients as well. 
INSERT TABLE 4 HERE

Table 4 provides information considering the first applied medical center classified according to the income level. The majority of the patients stated that they first applied to a state hospital, which is followed by the local GP. The least favoured medical center is the private clinics. Patients with low monthly incomes chose to apply local GPs and state hospitals. However as the level of income increases patients opted for private medical centers. Even though health care provided by state seems to be first option for patients at low levels of income, private health care is favoured by patients with high income levels. This may be due to the lack of confidence in the public health care system, so those who have the means tend to seek private medical care. 
INSERT TABLE 5 HERE

Additionally beliefs about the health care services have also been investigated in this analysis. Only 1.2 per cent of patients surveyed believe that everyone equally benefits from health care system in contrast to 98.8 per cent of the patients (Table 5). Of those who have faith in the health care system only 33.3 per cent made an out-of-pocket payment, compared to 66.7 per cent of the patients who did not. The majority of the people who made out-of-pocket payments (99.13) do not believe in equal benefits from the health care system. Furthermore only 11.15 per cent of the patients surveyed believe that it is possible to get quality health care services whereas 88.6 per cent of them do not share this belief (Table 6). However there does not seem to be any difference in their attitudes towards making out-of-pocket payments, compared to the patients who negatively answered this question. Figures in Table 7 suggest that only 8.8 per cent of the patients surveyed believe that there are enough health care providers in Turkey. Even though there does not appear to be a difference within the attitudes of those who negatively answered this question towards out-of-pocket payments, only one third of those who think that the number of health care providers are sufficient made out-of-pocket payments.  Finally the hopes about the future of the health care system are investigated (Table 8). Unfortunately majority of the correspondents (82.6 per cent) do not believe that there will be any improvements in the health care system. The majority of the patients who are optimistic about the future of the health care system did not make any out of pocket expenditure. However only 18.4 per cent of patients who believe that there will be improvements, made out-of-pocket payments. Accordingly the inequalities in benefiting from health care services seem to be the reason for making out-of-pocket payments. But patients with positive beliefs about the health care system are less likely to make out-of-pocket payments.
INSERT TABLE 6 HERE

INSERT TABLE 7 HERE

INSERT TABLE 8 HERE

EMPIRICAL RESULTS
This section presents the empirical results from the maximum likelihood logistic regression analysis that investigates the possible factors affecting the probability of making out-of-pocket payments. The logistic regression establishes very useful functional relation with independent variables (it may be cross sectional, continuous and categorical) when the dependent variable is categorical or dichotomous such as successful- unsuccessful, ill-not ill, good-fair-bad. Thus, it gives opportunity for the categorical classification by using the regression analysis structure. The logistic regression model relates the dependent variable y to explanatory variables x in assuming that 
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 denotes the logistic function. The unknown regression coefficients βi are directly interpretable as logs odds ratio, or in terms of exp(βi) as odds ratios. The odds ratio for a given independent variable represents the factor by which the odds (event) change for a one-unit change in the independent variable. If β has a positive value, odds ratio will increase, if β has a negative value, the odds ratio will decrease, and if β is zero odds ratio will not change. An odds ratio of 1 indicates that the condition or event under study is equally likely in both groups. An odds ratio greater than 1 indicates that the condition or event is more likely in the first group. While an odds ratio less than 1 indicates that the condition or event is less likely in the first group. As the odds of the first group approaches zero, the odds ratio approaches zero. As the odds of the second group approaches zero, the odds ratio approaches positive infinity. Additionally Nagelkerke goodness-of-fit statistic is a widely accepted criterion to assess the goodness of fit for logistic regression particularly for models with continuous covariates and studies with small sample sizes. 

One of the questions in the survey asked is whether the patients did make any out-of-pocket payments while accessing the health care services or not. The answer to this question forms the dependent variable in our analysis. In addition to the factors suggested by previous literature such as age, sex, level of education, level of income, social security status, this study attempts to investigate the effects of the beliefs about the health care services on the likelihood of making an out-of-pocket payment. The logistic estimates of the probability of making out-of-pocket payments are presented in Table 9, where the odds ratios, 95% confidence intervals and p-values are presented, respectively. In Table 9, Model 1 gives estimation results for the model where all variables mentioned above are included in the analysis. However only the statistically significant variables from Model 1, are included in Model 2 and the estimation results of Model 2 are offered at the last three columns of Table 9. 
Empirical analysis indicates that all variables are statistically significant other than sex and the variables assumed to capture the effects of patients’ beliefs about the health care system, namely equal treatment, quality of health care and waiting long at the health care centre, which are mentioned in descriptive analysis section. The analysis indicates that women are more likely to make out-of-pocket payments even though the coefficient is not statistically significant. There is not a significant difference in the likelihood of making out-of-pocket payments for patients who are either literate, illiterate or has primary education. As the patients get older their likelihood of making out-of-pocket payments increase, without any significant difference in the likelihood considering the age groups. A similar pattern can be observed when the monthly income of the patients are considered, as the likelihood of making out-of-pocket payments increase with increases in the level of monthly income. However owning a house, included in the analysis in order to capture any possible wealth effects, negatively affects the likelihood of making out-of-pocket payments. Having any kind of social security positively affects the decision of making an out-of-pocket payment. But patients with no social security and those who have a green card, which is issued to people with no or limited income, enabling the holder to get public health care free of charge, are less likely to make such payments. Additionally waiting a long time to get any medical care and paying for an operation positively affect the out-of-pocket payment decisions. When the statistically significant belief variables are considered, it appears that patients who think that there are enough health care providers and those who have hope for the future of the health care system incline to make out-of-pocket payments compared to those who think otherwise. Overall the empirical findings seem to be consistent with the descriptive analysis and the previous research. Moreover regarding the overall performance of the model, the Nagelkerke coefficient of determination suggests that the model explains a high percentage of variation in the out-of-pocket expenditure making decision.
CONCLUSION  
The improvements of the health care system have been one of the principal objectives of the policymakers in Turkey. Considering that the public health expenditures are limited in Turkey, information about the alternative health care financing systems is essential. Especially, the current levels, distribution, and determinants of household out-of-pocket expenditures on health have great importance for policymakers. This is the first study that examines the determinants of out-of-pocket health expenditures for Turkey.
This study investigates the factors affecting the patients’ decision to make out-of-pocket payments using logistic regression analysis, where the explanatory variables are derived from the answers of the patients to a questionnaire. Our survey had been undertaken during April 11-14th, 2006 in the major hospitals of the capital city, Ankara. Data relating to a wide range of demographic and socio-economic characteristics were collected from 500 patients. Empirical results indicate that as the level of income, education and age increases the likelihood of making out-of-pocket payments increases. These findings are consistent with those reported by Balabanova and McKee (2002) for Bulgaria. In addition to a long waiting time at the health care centre, having an operation and paying for it also positively affect the likelihood. Moreover, the attitudes of patients towards the health care system and their possible impacts on the decision of out-of-pocket payments have also been considered. The distrust in the public health care system is reflected in patients’ choices regarding the first applied medical center. It appears that patients with high levels of income prefer private health care rather than the public health care services. Even though it is surprising, having a positive opinion about the health care system also enhances the chances of making an out-of-pocket payment.
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	Table 1. Descriptive Statistics

	
	Total
	Out Of Pocket Expenditure

	Variable
	 
	 
	No
	Yes

	 
	N
	%
	N
	%
	N
	%

	Sex
	
	
	
	
	
	

	Female
	228
	45.6%
	116
	43.1%
	112
	48.5%

	Male
	272
	54.4%
	153
	56.9%
	119
	51.5%

	Education
	
	
	
	
	
	

	Illiterate
	18
	3.6%
	13
	4.8%
	5
	2.2%

	Literate
	35
	7.0%
	32
	11.9%
	3
	1.3%

	Primary Education
	81
	16.2%
	66
	24.5%
	15
	6.5%

	Secondary Education
	229
	45.8%
	127
	47.2%
	102
	44.2%

	University
	112
	22.4%
	27
	10.0%
	85
	36.8%

	Graduate Level
	25
	5.0%
	4
	1.5%
	21
	9.1%

	Age
	
	
	
	
	
	

	Between 18-24
	92
	18.4%
	56
	20.8%
	36
	15.6%

	Between 25-30
	125
	25%
	79
	29.4%
	46
	19.9%

	Between 31-44
	155
	31%
	60
	22.3%
	95
	41.1%

	Between 45-60
	97
	19.4%
	49
	18.2%
	48
	20.8%

	Between 61-74
	24
	4.8%
	21
	7.8%
	3
	1.3%

	     Over 75
	7
	1.4%
	4
	1.5%
	3
	1.3%

	Social Security
	
	
	
	
	
	

	SSI working
	156
	31.2%
	91
	33.8%
	65
	28.1%

	SSI  retired
	37
	7.4%
	17
	6.3%
	20
	8.7%

	GERF working
	103
	20.6%
	15
	5.6%
	88
	38.1%

	GERF retired
	30
	6.0%
	7
	2.6%
	23
	10.0%

	Bag-kur working
	25
	5.0%
	13
	4.8%
	12
	5..2%

	Bag-kur retired
	12
	2.4%
	10
	3.7%
	2
	0.9%

	Green Card
	48
	9.6%
	47
	17.5%
	1
	0.4%

	No social security
	61
	12.2%
	60
	22.3%
	1
	0.4%

	Other
	28
	5.6%
	9
	3.3%
	19
	8.2%

	Monthly Income
	
	
	
	
	
	

	Less than $150 
	42
	8.4%
	41
	15.2%
	1
	0.4%

	$150-299 
	40
	8.0%
	40
	14.9%
	0
	0.0%

	$300-499 
	112
	22.4%
	80
	33.1%
	23
	10.0%

	$500-749 
	169
	33.8%
	80
	29.7%
	89
	38.5%

	$750-1119 
	59
	11.8%
	12
	4.5%
	47
	20.3%

	$1200-1499 
	42
	8.4%
	4
	1.5%
	38
	16.5%

	OVER $1500 
	36
	7.2%
	3
	1.1%
	33
	14.3%

	Wait long at the health care centre
	
	
	
	
	

	Yes
	338
	67.9%
	216
	80.3%
	122
	53.3%

	No
	160
	32.1%
	53
	19.7%
	107
	46.7%

	Own house
	
	
	
	
	
	

	Yes
	185
	37.0%
	55
	20.4%
	130
	56.3%

	No
	315
	63.0%
	214
	79.6%
	101
	43.7%

	Paid for operation  
	
	
	
	
	
	

	Yes
	105
	21.0%
	14
	5.2%
	91
	39.4%

	No
	239
	47.8%
	165
	61.3%
	74
	32.0%

	Did not have any     operation
	156
	31.2%
	90
	33.5%
	66
	28.6%


Table 2. OOP payments at the first application to a medical center

	
	First application to
	Total 

	 
	Local GP (%)
	Public  hospital
(%)
	Private clinic

(%)
	Private hospital
(%)
	 

	Out-of-pocket payment

 
	Yes
	14

(6.06)
	110

(47.62)
	26

(11.26)
	81

(35.06)
	231

(46.20)

	
	No
	98

(36.43)
	152

(56.51)
	8

(2.97)
	11

(4.09)
	269

(53.80)

	Total (N)
	112

(22.40 %)
	262

(52.40)
	34

(6.80)
	92

(18.40)
	500

(100)


Table 3. OOP payments of inpatients at the first application to a medical center

	
	First application of inpatients 
	Total 

	 
	Emergency
(%) 
	Public

Hospital
(%)
	Private hospital
(%)
	Never been an inpatient
(%)
	 

	Out-of-pocket payment
	Yes
	39

(16.88)
	64

(27.71)
	72

(31.17)
	56

(24.24)
	231

(46.20)

	 
	No
	67

(24.91)
	98

(36.43)
	14

(5.20)
	90

(33.46)
	269

(53.80)

	Total (N)
	106

(21.20)
	162

(32.40)
	86

(17.20)
	146

(29.20)
	500

(100.00)


Table 4. First application according to income level (%)
	
	Income level ($)

	First Application to
	<150
	150-299
	300-499 
	500-749 
	750-1199
	1200-1499
	>1500
	Total

	Local GP
	30

(26.8)
	21

(18.8)
	32

(28.5)
	21.4

(28.6%)
	3

(2.7)
	2

(1.8)
	0

(0)
	112

(22.4)

	State Hospital
	12

(4.6)
	19

(7.3)
	73

(27.9)
	110

(42)
	32

(12.2)
	11

(4.2)
	5

(1.9)
	262

(52.4)

	Private clinic
	0
	0
	2

(5.9)
	9

(26.5)
	8

(23.5)
	6

(17.6)
	9

(26.5)
	34

(6.8)

	Private hospital
	0
	0
	5

(5.4)
	26

(28.3)
	16

(17.4)
	23

(25)
	22

(23.9)
	92

(18.4)

	Total (N)
	42

(8.4)
	40

(8.0)
	112

(22.4)
	169

(33.8)
	59

(11.8)
	42

(8.4)
	36

(7.2)
	500

(100)


Table 5.  Beliefs about the health care services: Equal benefit

	 
	Do you think everyone gets benefits from the health services equally? (%)

	
	Yes 
	No
	Total 

	Out-of-pocket payment
	Yes
	2

(0.87)
	229

(99.13)
	231

(46.20)

	 
	No
	4

(1.49)
	264

(98.51)
	268

(53.80)

	Total (N)
	
	6

(1.20)
	493

(98.80)
	499

(100)


Table 6.  Beliefs about the health care services: Quality health care    

	 
	Do you think is it possible to get quality health care service? (%)

	
	Yes 
	No
	Total 

	Out-of-pocket payment
	Yes
	27

(11.7)
	203

(88.26)
	230

(46.00)

	 
	No
	30

(11.2)
	239

(88.8)
	269

(53.80)

	Total (N)
	
	57

(11.15)
	442

(88.60)
	499

(100)


Table 7.  Beliefs about the health care services: Sufficiency of health care providers

	 
	Do you think the number of the health care providers is sufficient? (%)

	
	Yes 
	No
	Total 

	Out-of-pocket payment
	Yes
	14

(6.1)
	217

(93.9)
	231

(46.2)

	 
	No
	30

(11.15)
	239

(88.84)
	269

(53.8)

	Total (N)
	44

(8.8)
	456

(91.2)
	500

(100)


Table 8.  Beliefs about the health care services: Hopes for the Future

	 
	Do you believe that the health care system will improve? (%)

	
	Yes 
	No
	Total 

	Out-of-pocket payment
	Yes
	16

(6.93)
	215

(93.07)
	231

(46.20)

	 
	No
	71

(26.39)
	198

(73.61)
	269

(53.80)

	Total (N)
	87

(17.40)
	413

(82.60)
	500

(100)


	Table 9. Logistic Regression Results

	
	Model I
	
	Model II

	Variables
	Odds Ratio (OR)
	95% CI
	p-value
	
	Odds Ratio (OR)
	95% CI
	p-value

	Gender
	0.752
	[0.410, 1.380]
	0.357
	
	
	
	

	Education
	
	
	0.258
	
	
	
	0.258

	Illiterate
	5.238
	[0.365,75.199]
	0.223
	
	4.366
	[0.302, 63.096]
	0.279

	Literate
	4.339
	[0.504, 37.345]
	0.181
	
	4.213
	[0.484, 36.653]
	0.193

	Primary Education
	3.920
	{0.569, 26.001]
	0.165
	
	3.848
	[0.553, 26.793]
	0.174

	Secondary Education
	8.014
	[1.146, 56.069]
	0.036**
	
	8.064
	[1.130, 57.551]
	0.037**

	University level
	Reference
	
	
	
	
	
	

	Age
	
	
	0.001*
	
	
	
	0.001*

	Between 18-24
	0.023
	[0.001, 0.963]
	0.048**
	
	0.013
	[0.00, 0.583]
	0.025**

	Between 25-30
	0.008
	[0.00, 0.356]
	0.012**
	
	0.005
	[0.00, 0.236]
	0.007*

	Between 31-44
	0.018
	[0.00, 0.775]
	0.036**
	
	0.011
	[0.00, 0.479]
	0.019**

	Between 45-60
	0.004
	[0.00, 0.196]
	0.005*
	
	0.003
	[0.00, 0.130]
	0.003*

	Between 61-74
	0.001
	[0.00, 0.028]
	0.000*
	
	0.000
	[0.00-0.019]
	0.000*

	      Over 75
	Reference
	
	
	
	
	
	

	Social Security
	
	
	0.000*
	
	
	
	0.000*

	SSK working
	5.821
	[1.156, 29.309]
	0.033**
	
	5.497
	[1.149, 26.285]
	0.033**

	SSK retired
	28.960
	[3.823, 219.390]
	0.001*
	
	26.481
	[3.640, 192.633]
	0.001*

	GERF working
	22.897
	[4.332, 121.033]
	0.000*
	
	21.688
	[4.195, 112.119]
	0.000*

	GERF retired
	30.732
	[3.540, 266.774]
	0.002*
	
	29.514
	[3.490, 249.566]
	0.002*

	Bag-kur working
	5.575
	[0.7477, 41.604]
	0.094***
	
	4.624
	[0.631, 33.873]
	0.132

	Bag-kur retired
	1.706
	[0.085, 34.085]
	0.727
	
	1.413
	[0.072, 27.894]
	0.820

	Green Card
	0.736
	[0.014, 38.720 ]
	0.880
	
	0.612
	[0.012, 30.872]
	0.806

	No social security
	0.063
	[0.003, 1.200]
	0.066***
	
	0.075
	[0.004, 1.284]
	0.074***

	Other
	Reference
	
	
	
	
	
	

	Monthly Income
	
	
	0.304
	
	
	
	0.316

	Less than $150
	0.018
	[0.000, 1.257]
	0.064***
	
	0.019
	[0.000, 1.321]
	0.067***

	$150-$500
	0.078
	[0.008, 0.806]
	0.032**
	
	0.084
	[0.009, 0.804]
	0.032**

	$500-$749
	0.096
	[0.011, 0.840]
	0.034**
	
	0.095
	[0.011, 0.790]
	0.029**

	$750-$1119
	0.096
	[0.010, 0.910]
	0.041**
	
	0.099
	[0.011, 0.888]
	0.039**

	$1200-$1499
	0.303
	[0.039, 2.354]
	0.254
	
	0.270
	[0.035, 2.080]
	0.209

	OVER $1500
	Reference
	
	
	
	
	
	

	Wait long at the health care centre
	0.430
	[0.142, 1.300]
	0.135
	
	
	
	

	Own house
	3.184
	[1.899, 7661]
	0.000*
	
	3.850
	[1.940, 7.638]
	0.000*

	Paid for operation  
	
	
	0.002*
	
	
	
	0.001*

	No
	0.539
	[0.233, 1.250]
	0.15
	
	0.527
	[0.230, 1.204]
	0.128

	Yes
	2.789
	[0.889, 8.753]
	0.079***
	
	2.865
	[0.936, 8.764]
	0.065***

	Did not have any operation
	Reference
	
	
	
	
	
	

	Equal Service
	3.724
	[0.063, 220.119]
	0.528
	
	
	
	

	Quality
	1.233
	[0.259, 5.865]
	0.792
	
	
	
	

	Number of Person
	0.151
	[0.024, 0.928]
	0.041**
	
	0.205
	[0.052, 0.807]
	0.023**

	Hopes about the future
	0.277
	[0.102, 0.752]
	0.012**
	
	0.302
	[1.121, 0.754]
	0.010*

	First Application to a Medical Center
	
	0.192
	
	
	
	0.005*

	Local GP
	0.203
	[0.042, 0.976]
	0.047**
	
	0.104
	[0.027, 0.396]
	0.001*

	Public Hospital
	0.414
	[0.095, 1.802]
	0.240
	
	0.189
	[0.063, 0.560]
	0.003*

	Private Clinic
	0.865
	[0.186, 4.033]
	0.854
	
	0.661
	[0.144, 3.035]
	0.595

	Private Hospital
	Reference
	
	
	
	
	
	

	First Application of Inpatients
	
	0.091***
	
	
	
	0.080***

	Emergency
	0.953
	[0.350, 2.597]
	0.925
	
	0.902
	[0.336, 2.420]
	0.838

	Public Hospital
	0.843
	[0.342, 2.074]
	0.710
	
	0.844
	[0.348, 2.051]
	0.709

	Private Hospital
	3.193
	[0.981, 10.387]
	0.054***
	
	3.103
	[0.988, 9.747]
	0.053***

	Never been an inpatient
	Reference
	
	
	
	
	
	

	Constant 
	103.686
	
	0.032**
	
	160.326
	
	0.020**

	Chi-Square
	382.788
	
	0.000*
	
	383.475
	
	0.000*

	loglikelihood
	
	
	301.585
	
	
	
	306.781

	Nagelkerke R2
	
	
	0.719
	
	
	
	0.715


Note:  *, **and *** denote significance at 1, 5 and 10 per cent level of significance, respectively.
* An earlier version of this paper has been presented at the International Health Economics Association 6th World Congress, which was held on July 8-11, 2007 in Denmark. The authors would like to thank all the participants of the congress.


† Corresponding author. Tel.: + 90 312 216 1301; fax: + 90 312 212 20 36. E-mail address: julide@gazi.edu.tr.


� Additionally health care entitlements known as green cards are issued to Turkish citizens who cannot pay for health services. The aim of the green card system is to provide equal access to health care.


� WHO Regional Office for Europe’s Health Evidence Network (HEN) (2004).


� See for example Lewis (2002), Balabanova and McKee (2002), Belli et al. (2002) and Shahriari et al. (2001). 
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