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Abstract

Purpose. The paper focus on the patient-side factors tatrchine access to health care and analyzes
the issues of unmet needs and reasons for unmes meehealth care in Western EU countries. The
paper has two main objectives: first, to study thiegninants of unmet health care needs (UN) with a
particular hub on social capital and social sups@tond, to analyze whether social capital anthksoc
support are predictors of the reasons for unmed@RUN).

Methodology. A probit model is estimated from the whole pofiola sample accounting for the
possibility of individual selection in unmet neefis health care (UN) (selection equation). Then
expanded probit models (including inverse Millsapare used on the reasons for unmet needs (RUN)
with social capital and social support as determtand using the European Union Statistics on
Income and Living Conditions (EU-SILC) dataset matrout in 2006.

Findings. In UN equation, results indicate higher unmetltheeare needs for younger, people with
tertiary education, low economic situation, unengplb and in poor health status. Moreover, the
frequency of visiting relatives and friends and #idlity to ask for help are correlated with a lowe
likelihood of declaring unmet needs, instead vadening and participation in formal organizations
present a higher probability of not visiting a dwcivhen needed. In RUN equations, findings show
that female, large households, people with low ecoic situation and financial constraints,
unemployed and in poor health status have a highavability of declaring unmet needs due to
economic costs. Additionally, people with tertimgucation, high income and employed have a higher
probability of not visiting a doctor when needecda time availability. Furthermore, the frequency
of contact with friends and the ability to ask fwlp are related with a lower probability of unmet
needs due to economic costs, while the frequenogonfact with relatives is related with a lower
probability of unmet needs due to time availabidityd distance. However, the ability to ask for help
also correlated with a higher probability of notvimg medical care due to time availability and
wait and see.

Resear ch limitationg/implications. The paper is unable to prove causality. EU hgadifties should
look to the demand side of health care accesspaiiby designed to support individuals to parti¢ga
fully in employment and social life.

Originality. This is the first empirical studies that addrestee role of social capital and social
support as predictors of RUN in EU countries.

Keywords. Unmet needs for healthcare, reasons for unmatsnemcial capital, social support, EU
Western countries, EU-SILC data, Heckman selectiodel
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1. Introduction

Access to health care — whether individuals whalresee get into the health care system
or not - is a fundamental determinant of healtdgy»and Andersen 1975). Access to health
care and universal coverage characterize manyhheait systems in Europe (McKee et al.
2013; Toth 2016). Nevertheless, more than 1,5 onilof European people declared unmet
needs for health care at the beginning of the evanorises in Europe (Reeves et al. 2015).
The concept of unmet needs, defined as individgalkjective assessments that they have not
received the care that they need (Allin et al. 30i€presents a measure used to monitor the
accessibility to health care (Herr et al. 2013,eFjat al. 2017). The use of subjective unmet
needs for health care allows both to account fosg¢hperceived medical needs that do not
turn into demand and to investigate the subjediaiers that individuals with health needs
meet in accessing to medical care (Cavalieri 20IBg literature explains unmet needs for
health care with both the features of the healtte cstem and the characteristics of the
individuals seeking care. The former considers lalkdity of service, waiting times before
receiving care, referral patterns, booking systets,.. The latter judges patients socio-
economic status, lifestyle, health status, soagital and social support (Allin and Masseria
2009; Bryant et al. 2009; Herr et al. 2013).

This study focuses on the patient-side factors teérmine access to health care and
analyzes the issues of unmet needs (UN) and tlenwmifor unmet needs for health care
(RUN) with a focus on social capital and social gup for 14 EU countries using the
European Union Statistics on Income and Living Goowls (EU-SILC) dataset carried out in
2006. While in health economics and public heatdrdture there are huge studies who hold
the role of social capital and support in improvingalth status (see Kumar et al. 2012,
Fiorillo and Sabatini 2015), in heath care accisgkure only few papers have paid attention
to social capital and social support as predic{@srose and Varda 2009). Indeed, social
capital and social support can play a role in @nguaccess to health care services and
facilities through economic, material and psychaabsupport.

This paper has two main objectives: first, to stilydeterminants of UN with a particular
hub on social capital and social support; secam@éntlyze whether social capital and social
support are predictors of RUN. In pursuing its githe paper uses bivariate probit models to
take into account for the possibility of individusglection in unmet needs for health care by a

Heckman selection model.



To the best of our knowledge this is the first emopl studies that addresses the role of
social capital and social support as predictolRdN in EU countries.

The remainder of the paper is as follows. “Relditgtature and hypotheses’ reviews the
related literature focusing on social support andiad capital and provides our empirical
hypotheses. “Data” and “Methodology” describedadand the descriptive statistics and sets
up the empirical models used in the analysis. Th#mation results are presented in

“Results” and summarized in “Summary” and “Cafusion” concludes.

2. Related literature and hypotheses

In the health economics and public health liteathe positive association between health,
social support and social capital, such as sodaist,t social relations and membership in
various kinds of associations, is one of the mobust findings (Fiorillo and Sabatini 2015).
Following Song (2011) social support representsouarforms of aid individuals receive or
perceive from their network members such as ematisapport (e.g. care), instrumental
support (e.g. goods and services) and informatisugport (e.g. knowledge and skills).
Following Putnam (1993) social capital is usuabiferred as “features of social organisation
such as trust, norms and networks that can imptiogeefficiency of society by facilitating
coordinated actions” (Putnam 1993, 167). Socialitahgan be both an individual and
collective attribute and presents a cognitive angtractural component (Uphoff 1999;
Kawachi et al. 2004). On the one hand, while comityigocial capital regards the aggregate
level of trust, interactions and networks in thenoaunity, individual social capital indicates
the social capital of a particular individual. Gretother, cognitive social capital derives from
individuals’ perceptions resulting in norms, valwesl beliefs while structural social capital
concerns individuals’ behaviors and mainly takes fitrm of networks (Fiorillo 2016). The
literature has proposed several mechanisms foptitential positive relationship between
social support, social capital and individual hea(fl) Social capital and social support may
provide information regarding the appropriate docémd treatment fostering matching
procedure, as a result of more intense socialioakt(2) Social capital and social support can
play a role in ensuring access to health care aes\and facilities through financial assistance,
transportation services and help in dealing witbtdis. (3) Social capital and social support
may provide moral and effective support which naites the psychological distress related to
sickness (buffering effect) (Fiorillo and Saba@@ill).

In the health care access literature, measuredtiaagh unmet needs, much of research

has focused on individual characteristics suctoamdemographics and health status. Studies
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have reported lower health care access for femalanger, people with secondary and
tertiary education, low income, unemployed and gaalth status (Ahs and Westerling 2006;
Allin et al. 2010; Chaupain-Guillot and Guillot 281l itaker and Ezra Love 2005; Lee et al.
2015).

However, recently, there has been increasing istténethe role of social factors, such as
social capital and social support, above e beyondividual factors (Derose and Varda 2009).
Derose and Varda (2009) present the first system@view of the literature on the
relationship between social support and socialtabpnd access to health care. Focusing on
structural and cognitive social capital at indiatllevel Lindstrom et al (2006), for Sweden,
and Wan and Lin (2003), for Kazakhstan, find tmatividual structural and cognitive social
capital (membership in organizations and geneusittris positively correlated, respectively,
with access to regular doctor and health serviee Moving on aggregate level, Greenberg
and Rosenheck (2003) and Hendryx et al. (2002)UfSr show that indexes of aggregate
structural and cognitive social capital (membershiprganizations and general trust) are
related, respectively, positively and negativelyhwthe regularity of health care and access
problems. Moreover, Perry et al. (2008) for US fadhegative relationship between social
support and barriers to health care. Finally, Btyetnal. (2009) for Canada show a negative
relationship between individual structural sociapital (membership in organizations) and
unmet healthcare needs while the association bataeeal support and unmet needs is not
statistically significant.

The present paper tries to fill two gap existingprmevious investigations. The first lack is
connected to the researches conducting on Eurapeantries. Indeed, there are few previous
studies which have analyzed the link between saeipital, social support and unmet needs
for health care in European countries.

The second gap is associated to the reasons foetumerds. The literature considers three
categories including accessibility (related to casd proximity), availability (related to
timely provision of health service) and accept&pil{related to personal attitudes and
circumstances) (Pappa et al. 2013). While someieduexamine the correlates of these
categories (Chen and Hou 2002; Cavalieri 2013;rrea@l. 2017), they do not regard social
capital and social support as determinants.

Our hypothesis is that networks of social relatians a place to share economic, material
and psychological support able to cope with healiéssues. Indeed, economic support may
cover the out-of pocket costs of health care, natsupport may face lack of time as well as

transportation services, while psychological suppmay overcame “wait and see” attitude in
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taking medical appointment and treatment. Hence,poediction is that social capital and
social support variables are associated with ad@s@bability of unmet needs for health care

due to economic costs, time availability, proximatyd personal attitudes.

3. Data and descriptive statistics

The data come from the Income and Living ConditiBnsvey carried out by the European
Union’s Statistics on Income and Living Conditio(BU-SILC) in 2006. The EU-SILC
database provides comparable cross-section andudimmal information on income, poverty,
social exclusion and living conditions in the Eugap countries. The 2006 wave of EU-SILC
contains cross-sectional data on income, educatiealth, demographic characteristics,
housing features, neighbourhood quality, size oficipality, social and cultural participation.
Information on social and cultural participatiorgaeds respondents aged 16 and above. No
panel dimension is available.

We accomplish the empirical investigation on 14 NdemState of the EU: Austria (AT),
Belgium (BE), Germany (DE), Denmark (DK), Spain JESnland (Fl), France (FR), Greece
(GR), Ireland (IR), ltaly (IT), the Netherlands (NLPortugal (PT), Sweden (SE), United
Kingdom (UK). These EU countries shared Universal riear universal) Health Coverage
(UHC) in 2006 (OCSE 2013). The UHC is in place veh@) there is legislation explicitly
stating that the entire population is covered lefined health plan and (ii) that population
has access to at least skilled attendance at &mh90% of them have insurance coverage
(Stuckler et al. 2010; McKee et al. 2013).

Unmet needs

Access to health care is addressed through a qoesti subjective unmet needs for health
care. The phrasing is as follows: “Was there ametduring the last twelve months when, in
your opinion, you needed a medical examinationr@atinent for a health problem but you
did not receive it?”. Individual who answers in @sjlive way — “Yes, there was at least one
occasion when (he/she) really needed examinatidoreatment but did not” — is then asked to
report the main reason why he/she did not accebgdtih care. Eight possible answers are
provided: (1) “Could not afford to (too expensive]2) “Waiting list”; (3) “Could not take
time because of work, care for children or for ogtie(4) “Too far to travel/no means of
transportation”; (5) “Fear of doctor/hospitals/exaation/ treatment”; (6) “Wanted to wait
and see if problem got better on its own”; (7) “Didknow any good doctor or specialist”; (8)

“Other reasons”.



Our first dependent variables dnmet needs coded 1 if the individual reported that, at
least once in the past 12 months, he/she needeedecah examination or treatment but did
not consult, whatever the reason was. Furthermmeeause our hypothesis is that social
capital and social support provide economic, maltemd psychological support able to cope
with healthcare issues, we restrict the analysithéoreasons of unmet needs related to cost,
proximity, personal attitudes and circumstancesiddewe build the following variables:

Expansive coded 1 if the reason for unmet needs is “Couldafford to (too expensive)”.

No time equal 1 if the reason for unmet needs is “Couldtake time because of work,
care for children or for others”.

Distance coded 1 is the reason for unmet needs is “Tootdatravel/no means of
transportation”.

Wait and see equal 1 if the reason for unmet needs is “Wantegdit and see if problem

got better on its own”.
Social capital and social support

Social capital and social support are measuredigiivahe module on social participation
in which an individual is asked to report frequemdygetting/being in contact with relative
and friends, ability to ask for help, participatian formal voluntary activities and
participation in activities of other formal orgaations.

Four (structural) social capital variables are touRelatives, Friends, Volunteering and
Group. Relatives and Friends are dummy variable that are equal to 1 if the sadpnt got,
respectively, with relatives and friends every dhying a usual yeaNolunteering is a
dummy variable that is equal to 1 if the respondemrked unpaid for charitable
organizations, groups or clubs during the previmeve monthsGroup is a dummy variable
that is equal to 1 if the respondent, during tls¢ taelve months, participated in an activity of
at least of the following organizations: politigarties or trade unions, professional, religious
recreational and other organizations.

Social support is evaluated considering the indigldability to ask for help whether the
individual has needed it or ndtbility to ask is a dummy variable equal to 1 if the respondent
had the ability to ask for help from any relatifeéend or neighbor (who do not live in the

same household as the respondent should be cardjider



Control variables

In order to account for factors that may influest@ultaneously health care access and
social capital and support, we include in the asialya full set of control variables:
demographic characteristics as well as socioecanteatures.

We account for gendefefmale), marital statusrfarried), age ége 30-39, age 40-49, age
50-59, age 60-69, age 70-79, age 80), the number of individuals living in the housathol
(household size) and the respondent country of birtBU( birth). Based on the International
Standard Classification of Education (ISCED), thiresicators are built to represent the level
of educational attainedofv secondary, secondary, andtertiary), while four variables account
for economic feature: the natural logarithm of adnoet household incoméhdqusehold
income(In)), tenure statushbmeowner), arrears on utility billsgrrears utility) and incapacity
to face unexpected financial expensaseXpected expenses). We further control for self-
defined current economic statuenployed, unemployed, inactive) and for health status: self-
perceived good healtfSRPGH), self-perceived bad healtlsHBH), chronic (long-standing)
illness or condition@C) and limitations in activities of daily livingi(nits ADLs). We also
control for categories of the size of municipaljtkensely populated area, intermediate area)
and for country fixed effects to account for thghiheterogeneity in health care access

existing in EU countries.
Sample selection variables

Individuals’ recognition of their needs for senscand their decisions to seek medical care
form the first step in the process of accessingices. The probability of utilising care
services depends on the balance between individpaiseptions of their needs and their
attitudes, beliefs and previous experiences withltheservices. Access to health services
implies that individuals accept their need for sm¥g and acknowledge socially generated
resources that they are willing to utilise. Thesaecpsses of access are subject to social and
cultural influences as well as environmental caists (Gulliford et al. 2002). Hence, in
order to identify the exclusion variables that naagount for the possibility that an individual
selection himself in unmet needs for health carevans (selection equation), we use two
variables of subjective perception of the qualifytie surrounding environment where an
individual lives -noise andcrime — and a variable that considers general practitsofer
1000 population)Gps. These variables are supposed to discourage heaiéhaccess and

uncorrelated with the reasons of unmet needs dftheare.



Descriptive statistics

The international sample includes about 260000amrdents. After removing not selected
respondents and missing variables (about 5% ofstHmple) on the key dependent and
independent variables, the final data-set is a sesestion sample of about 205000
observations of which about 12000 regards unmetsfe health care.

Table 1 presents the summary weighted statistidhefunmet needs, social capital and
social support variables while Table 2 reportswhegghted correlation matrix. In the whole
sample 7 percent of individuals aged 16 and ovdicated that, at least once in the last
twelve months, they needed a medical examinatidreatment but they did not receive it. In
terms of the key independent variables, respegt®8lpercent of individuals have the ability
to ask for help (from any relative, friend or ndigh), 57 and 63 percent of individuals meet
relatives and friends every day during a usual,ye&aa 43 percent participate in an activity of
at least one organizations. Finally, 8 percenthaf sample supply volunteering in formal
organizations. Note that the dependent variable ted key independent variables are
negatively correlated (Table 2).

Among respondents who experienced unmet needsthodereported that they did not
access care becauBgpansive. The other reasons quoted &kkit and see (21%), No time
(12,9%). Less mentioned Bistance (Table 3). The weighted correlation matrix between
reasons of unmet needs and social capital andlsagiport is shown in Table 4. Table 5

presents weighted descriptive statistics of coranal sample selection variables.

4. Methodology

To study the relationship between social capitatiad support and reasons for unmet
needs we need to reflect on the self-selectiomahdividual in the health care services. An
individual may choose to stay out of the healtrecservices because of perceived problems
regarding the quality of the surrounding environtaémvhere he/she lives. Thus we use a
selection model which takes into account the pd#gimf selection of an individual into
health care services (selection into the samplie¢. Model consists of two probit equations:
unmet need (UN) equation and reasons for unmet (RedN) equation (Maddala 1983;
Cameron and Trivedi 2005; Green 2012).



Table 1. Weighted descriptive statistics of unnestds, social capital and social support

Mean Std. dev. Min Max
Unmet needs 0.071 0.257 0 1
Relatives 0.571 0.494 0 1
Friends 0.634 0.482 0 1
Volunteering 0.083 0.275 0 1
Group 0.435 0.496 0 1
Ability to ask 0.843 0.363 0 1
Observations 205832
Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)
Table 2. Weighted correlation between unmet nesmisal capital and social support
Relatives Friends Volunteering Group Ability to ask
Unmet needs -0.036** -0.045** -0.008** -0.021** @9**
Note: ** Significant at 5% level
Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)
Table 3. Weighted descriptive statistics of reagonsinmet needs
Mean Std. dev. Min Max
Expansive 0.326 0.469 0 1
No time 0.129 0.336 0 1
Distance 0.013 0.113 0 1
Wait and see 0.208 0.406 0 1
Observations 11783

Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)

Table 4. Weighted correlation between reasons ofaimeeds, social capital and social support

Relatives Friends Volunteering Group Ability to ask
Expansive -0.007 -0.064** -0.065** -0.094** -0.038*
No time -0.013 -0.062 0.027** 0.024** 0.082**
Distance -0.014 0.006 0.007 0.009 0.010
Wait and see -0.011 0.018 0.006 0.031** 0.129**

Note: ** Significant at 5% level
Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)

Suppose thal N;" is a dichotomous latent variable associated vighdecision to access in

health care services. This can be expressed as

UNi* =Ziip1 +0$ +6SS T &,

(1)



Table 5. Weighted descriptive statistics of contnodl sample selection variables

Mean Std. dev. Min Max
Female 0.527 0.499 0 1
Married 0.541 0.498 0 1
Age 30-39 0.178 0.382 0 1
Age 40-49 0.187 0.390 0 1
Age 50-59 0.154 0.361 0 1
Age 60-69 0.136 0.343 0 1
Age 70-79 0.103 0.305 0 1
Age 80 0.051 0.220 0 1
Household size 2.765 1.327 1 16
EU birth 0.013 0.113 0 1
Low secondary education 0.226 0.418
Secondary education 0.393 0.488 0
Tertiary education 0.231 0.422 0 1
Household income (In) 10.130 0.719 1.098 14.664
Homeowner 0.666 0.472 0 1
Arrears utility 0.063 0.243 0 1
Unexpected expenses 0.307 0.461 1
Employed 0.518 0.500 0 1
Unemployed 0.053 0.224 0 1
Inactive 0.205 0.404 0 1
SPGH 0.652 0.476 0 1
SPBH 0.100 0.298 0 1
CcC 0.316 0.465 0 1
Limits ADLs 0.254 0.435 0 1
Densely populated area 0.499 0.500 1
Intermediate area 0.283 0.450 0 1
Noise 0.250 0.433 0 1
Crime 0.170 0.375 0 1
GP$ 0.972 0.365 0.3 2.1
AT 0.025 0.158 0 1
BE 0.032 0.175 0 1
DK 0.010 0.100 0 1
ES 0.136 0.343 0 1
Fl 0.008 0.091 0 1
FR 0.052 0.222 0 1
GR 0.034 0.182 0 1
IR 0.008 0.088 0 1
IT 0.188 0.390 0 1
NL 0.027 0.162 0 1
PT 0.033 0.179 0 1
SE 0.016 0.127 0 1
UK 0.167 0.373 0 1
Observations 205832

Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)
a. OECD (2007) (Author computations)



where Z;; is a vector containing individual characteristibsittinfluence the decision to

enter in health care serviceS(;, SS are individual social capital and social supporiatales,
p1,aand y are vectors of parameters to be estimated&nsl a random error ternd/N;" is

unobservable but relates to the observable binangaMeUN;, that takes the value of 1 if the
individual chooses to stay out of the health camices and 0 otherwise.

The reason for unmet need equation can be wrigen a

RUN =2Z, 8, + &G + ¢85 +¢, (2)
where RUN: is the dichotomous latent variable indicating the oeafor unmet needs for
health careSC, SS are individual social capital and social supportalzes;Z, is a matrix
of all control variabless,, J, ¢, are parameters to be estimated aigla random-error term.
Equation (2) is the equation of primary interesawdver, RUN, is observed only when

UN, = 1. Hence, Fitting (2) to the observed data ratkesquestion of selection bias. The

proposed solution involves two steps
Step 1. Estimate the probit model (1) by likelihdedhniques.
Step 2. Fit the expanded probit model

P(RUN, =1) =®(Z, 53, + &8C + ¢85 +9A) 3)

to the data on individuaiswith UN, = 1. This timeA = ¢(Z1iB1))/ ®(Z1iBy)) is the inverse

Mills ratio for unmet need equation whelg) is the normal probability distribution ai|.)

is the normal cumulative distribution.

5. Results

In this section we present estimations of the eicgdimodels described in Section 4. We
start by estimating the unmet need equation (1vadompute the inverse Mills ratio. The
estimates are shown in Table 6. Then we fit theaedpd probit model (3) fdtxpansive, No

time, Distance andWait and see. For all estimates, we compute the robust stanelals.

5.1. Unmet needs for health care

11



Table 6. Results for unmet need equation

dy/dx Robust Std. Err.
Noise 0.013*** 0.001
Crime 0.010*** 0.001
GPs -0.101*** 0.004
Relatives -0.002** 0.001
Friends -0.006*** 0.001
Volunteering 0.005*** 0.001
Group 0.006*** 0.001
Ability to ask -0.010%** 0.002
Female 0.001 0.001
Married -0.001 0.001
Age 30-39 0.012*** 0.002
Age 40-49 0.010*** 0.002
Age 50-59 0.000 0.002
Age 60-69 -0.006*** 0.002
Age 70-79 -0.011 % 0.002
Age 80 -0.016*** 0.002
Household size 0.000 0.000
EU birth 0.001 0.003
Low secondary education -0.005*** 0.001
Secondary education -0.005*** 0.001
Tertiary education -0.003** 0.001
Household income (In) -0.006*** 0.001
Homeowner -0.002** 0.001
Arrears utility 0.045*** 0.002
Unexpected expenses 0.024** 0.001
Employed 0.015*** 0.002
Unemployed 0.013*** 0.003
Inactive 0.003** 0.002
SPGH -0.026*** 0.001
SPBH 0.003** 0.001
CcC 0.003*** 0.001
Limits ADLs 0.025*** 0.002
Densely populated area 0.002** 0.001
Intermediate area 0.001 0.001
AT -0.010*** 0.002
BE
DK -0.038*** 0.001
ES -0.023*** 0.001
FI -0.039*** 0.001
FR 0.063*** 0.008
GR -0.04 1%+ 0.001
IR -0.039*** 0.001
IT -0.025*** 0.001
NL -0.042*** 0.001
PT 0.047*** 0.006
SE -0.009*** 0.002
UK -0.038*** 0.001
Observations 190486
Pseudo R 0.121
Log likelihood -36141.52

Note: *, ** *** Significant at 10, 5 and 1 percetgvel, respectively.
Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)
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Looking first to the demographic and socioeconorharacteristics, gender and marital
status are not statistically significant. Sameifigd are found for household size and country
of origin.

The probability of reporting unmet needs is negdyivand significantly correlated with
age. The youngest age groups remain at the higis&sbf unmet needs. By contrast, old
people are more likely to see a doctor when theltfeey need do.

The probability of not visiting a doctor when neéde weaker among individuals with
higher education than individuals with lower edumat Moreover, individuals with tertiary
education have higher likelihood of declaring unmeéds than individuals with secondary
education. Following the literature a possible arplion is that individuals with tertiary
education have greater time constrains which magl taem to postpone medical visits and
treatments (Chaupain-Guillot and Guillot 2015).

The likelihood to forgo medical examination or treant is correlated with the economic
situation of the household. Individuals living ingher-income household with home
ownership are less likelihood to report unmet maldeare. Individuals who have arrears on
utility bills and are unable to face unexpectedficial expenses present, respectively, a 4.5
and 2.4 percent higher probability to declare unnestids for medical care. Hence, the poor
household economic situation is a burden in thétlhesre access. Furthermore, the likelihood
to declare unmet needs for medical care is alsiiyeyg correlated with occupational status:
employed, unemployed and inactive. While for emptbya feasible explanation of unmet
needs may be that they have “time constrains” uf@mployed unmet needs may be due to
economic burden (Lee et al. 2015). Finally, thebphnlity of declaring unmet needs has a
strong positive relationship with poor perceivealtte Individuals perceiving to be in bad or
very bad health are more likely to declare unmetiica¢ need (the opposite occurs for
individuals who perceive good and very good healltdving chronic conditions is also
positively correlated with the probability of exparcing an unmet medical need, as the fact
of being hampered in daily activities because @lltheproblems. These results may reveal the
fact that less healthy people have multiple or mesu care needs but they might decide to
forgo or delay some examinations or treatmentgeéonomic burden.

These findings on demographic and socioeconomicactexistics are overall consistent
with previous studies mentioned in Section 2 (Ahd &Vesterling 2006; Allin et al. 2010;
Chaupain-Guillot and Guillot 2015; Litaker and Ezxave 2005; Lee et al. 2015).

Looking to social capital and social support, wedfithat all variables are statistically

significant but with mixed sign. On one hand, induals with higher frequency of visiting
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relatives and friends, and the higher ability t« &sr help have smaller probability of
reporting unmet needs. On the other hand, indivsddweho offer voluntary work and
participate in at least one formal organizationkileix higher likelihood to forgo medical
examination or treatment. The former findings mag fan explanation in the observation that
networks of social relations (friends and familyg a place to share economic, material and
psychological support able to cope with healthaaseies. By contrast, volunteering and
participation in formal organization may operate tasporal, economic and psychologic
constrains in health care access. We test thesatmitexplanations in section 5.1

Looking to sample selection variables, we show thHt variables are statistically
significant with different sign. The quality of thsurrounding environment where the
individuals live, measured hyise andcrime, enter in the unmet need equation with positive
sign. This means the lower is perceived the enwemtal quality where an individual lives
higher is the likelihood of not visiting a doctohen needed. Instead, the number of general
practioners (per 1000 inhabitants) presents a ivegsaign, indicating that as the number of
GPs rises the probability of declaring unmet needsekeses.

Finally, looking to country fixed effect, taking @eany as reference category, we show
that France and Portugal have higher probabilityrofhet need, respectively, with 6.3 and 4.7
percent while the Netherlands and Greece the ltladihood (4.2 and 4.1 percent).

5.1. Reasons for unmet needs

Regarding demographic and socioeconomic charatsriSemale is found positively
associated witlexpansive and negatively related Mait and see. These evidences show that
women are more likely to face unmet needs due aoauic cost but they are less willing to
wait and see when they need to visit a doctor. mhetal status is correlated with negative
sign toDistance, indicating that a spouse is a material supporwheeded. Age is shown
negatively associated with the likelihood of deiclgrunmet needs due to economic costs (70
years and over) and time availability (50 years awdr). These results seem point out that

old people have more economic and time availalttign younger individuals.

14



Table 7. Results regarding reasons for unmet needs

Expansive No time Distance Wait and see
dy/dx Robust dy/dx Robust dy/dx Robust dy/dx Robust
Std. Err. Std. Err. Std. Err. Std. Err.
Mills ratio 0.039 0.059 -0.049 0.037 -0.000 0.010  .150%*** 0.048
Relatives 0.017* 0.009 -0.012** 0.006 -0.004*** 0D0 -0.007 0.007
Friends -0.021** 0.010 -0.013* 0.006 0.001 0.002 .omt 0.008
Volunteering 0.012 0.018 -0.013 0.009 -0.000 0.003 0.010 0.013
Group -0.015 0.010 -0.000 0.006 0.002 0.002 0.010 .00®
Ability to ask -0.102*** 0.017 0.028*** 0.009 0.004 0.002 0.028** 0.012
Female 0.034**=* 0.009 0.007 0.006 0.001 0.001 -0}02 0.007
Married -0.010 0.011 0.007 0.007 -0.005*** 0.002 .o@e 0.009
Age 30-39 0.019 0.019 0.003 0.011 0.005 0.004 @.01 0.014
Age 40-49 0.008 0.018 -0.007 0.010 0.003 0.003 @.00 0.014
Age 50-59 0.021 0.019 -0.039%** 0.009 0.002 0.003  0.004 0.014
Age 60-69 0.001 0.022 -0.049*** 0.011 -0.000 0.036 -0.009 0.017
Age 70-79 -0.070*** 0.022 -0.059*** 0.012 0.003 0% 0.003 0.022
Age 80 -0.130%** 0.020 -0.039* 0.019 0.018** 0.012 0.021 0.031
Household size 0.015*** 0.004 -0.000 0.003 -0.002**  0.001 -0.001 0.003
EU birth 0.083** 0.042 0.006 0.023 0.011* 0.009 oo+ 0.024
Low secondary education -0.020 0.014 -0.005 0.010 0.002 0.002 -0.005 0.012
Secondary education -0.020 0.014 0.008 0.010 -0.003 0.002 -0.013 0.012
Tertiary education -0.051*** 0.016 0.027** 0.012 .805** 0.002 -0.017 0.013
Household income (In) -0.070%** 0.009 0.021%*=* 0.60 0.003* 0.001 -0.001 0.007
Homeowner -0.030*** 0.011 0.006 0.007 -0.000 0.002 0.008 0.009
Arrears utility 0.128*** 0.027 -0.031** 0.013 0.000 0.004 0.005 0.021
Unexpected expenses 0.193*** 0.017 -0.042%** 0.011  0.001 0.003 -0.015 0.014
Employed -0.050** 0.020 0.128*** 0.015 -0.007** ma 0.002 0.017
Unemployed 0.042* 0.026 0.039* 0.023 -0.006** 0.002 -0.022 0.019
Inactive -0.034** 0.016 0.056*** 0.018 -0.001 0.002 -0.002 0.015
SPGH -0.011 0.019 0.010 0.012 -0.000 0.003 -0.020 .019
SPBH 0.058*** 0.015 -0.024** 0.010 0.003 0.002 -0 0.010
CcC 0.020* 0.012 -0.011 0.007 -0.000 0.002 -0.018* 0080.
Limits ADLs 0.019 0.018 -0.013 0.011 0.001 0.003 032** 0.015
Densely populated area 0.018 0.012 0.013* 0.008 01z 0.002 -0.041%* 0.009
Intermediate area 0.033*** 0.012 0.003 0.008 -0¥96  0.001 -0.030*** 0.009
AT -0.162*** 0.021 0.218*** 0.064 0.005 0.014 -0.88* 0.022
BE 0.065 0.104 0.048 0.084 0.038 0.061 -0.147** 08.0
DK -0.077 0.062 0.581*** 0.100 0.003 0.017 -0.154*  0.004
ES -0.272%* 0.007 0.227%** 0.021 0.006 0.005 -080 0.014
FI -0.058 0.038 -0.092*** 0.010 -0.007 0.002 -0.183 0.004
FR -0.076*** 0.023 0.124%**= 0.033 0.023** 0.015 @O 3*** 0.014
GR 0.150*** 0.029 0.071*** 0.023 0.015** 0.009 -BE** 0.006
IR -0.026 0.041 -0.027 0.031 0.004 0.010 -0.150*** 0.006
IT -0.012%** 0.017 0.073*** 0.015 -0.002 0.003 -@B4rr* 0.009
NL -0.196*** 0.013 0.108** 0.062 -0.001 0.008 -095* 0.004
PT 0.128*** 0.041 0.043 0.032 0.006 0.009 -0.169*** 0.005
SE -0.198*** 0.011 0.057**= 0.021 -0.002 0.003 0m3 0.022
UK -0.250%** 0.006 -0.070*** 0.011 -0.003 0.004 IO+ 0.007
Observations 10646 10646 10646 10646
Pseudo R 0.291 0.177 0.130 0.139
Log likelihood -4626.28 -3675.44 -700.71 -4555.6

Note: *, ** *** Significant at 10, 5 and 1 perceftdvel, respectively.
Source: EU-SILC UDB 2006 — version 1 of March 2088thor computations)
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Size of the household is found to be positivelyoasged toExpansive and negatively
correlated tdistance. These findings seem to indicate that living irgéafamily generates to
opposite effects: it increases the household afstealth care and it decreases the distance-
related costs for accessing to health care. Beorg ln EU countries is found to have a
positive correlation witlExpansive andDistance while a negative relationship witait and
see. So, individuals born in EU countries have a highieelihood of declaring unmet needs
due to economic costs and proximity but a smallebability due to personal attitudes.

Tertiary education and household income are bothndo negatively correlated to
Expansive and positively associated tdo time. Hence, people with more individual and
household economic resources are less likelihoothdée unmet needs due to economic
constrains. However, more time spend to get econoesources means less time to use for
visiting a doctor when needed. These explanatieemsalso supporting results on employed,
which is negatively related t&xpansive and positively toNo time. Furthermore, tertiary
education and homeowner are found negatively mdlatespectively, toDistance and
Expansive. Financial constrain, i.e. arrears utility and xpected expenses, are found
positively correlated to the probability of unmetexls due to costs and negatively related to
the likelihood of not visiting a doctor when needéat lacking of time availability.
Unemployed is shown positively correlated with ghtar likelihood of declaring unmet needs
for cost and lack of time and with a smaller praligtof unmet needs for proximity. Inactive
is found to be associated wibyistance andNo time, respectively, with negative and positive
sign.

In terms of health status, self perceived bad haath chronic conditions are associated
with higher probability to have unmet needs due@emic costs. Moreover, self perceived
bad health is related to a lower probability ofldeog unmet needs for lacking of time and
personal attributes. The last result is also folamcchronic conditions. Finally, limitations in
ADLs is shown to be associated with higher liketilaf being unmet needs due to wait and
see.

The findings indicating that female, younger, induals with tertiary education, low
income, financial constrain, unemployed and lowithestatus present a higher likelihood of
declaring unmet needs due to economics costs @buig) are in line with previous studies
(Cavalieri 2013; Fjaer et al. 2017).

Looking to social capital and social support, ttegiency of visiting friends and ability to
ask for help are negatively correlated with theslitkood of declaring unmet needs due to

economic costs, respectively, at 2.1 and 10.2 pérdastead the frequency of visiting
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relatives is positively associated with the probgbof stating unmet needs due to economic
costs at 1.7 percent. These results seem to iedibat friendship and ability to ask are
important features in shearing economic suppor &blcope with economic costs related to
healthcare. Instead, visiting relatives seemsde economic constraints of visiting a doctor
when needed.

The frequency of visiting relatives is correlatedhwa lower probability to have unmet
needs due to time availability and distance whiddits to ask is found correlated with a 2.8
percent higher likelihood of not visiting a docthre to time constrains. The former findings
indicate that relatives are a place to share nahtsupport in case of healthcare issues. The
latter results show that ask for help is a timesconing activity which has the effect of
postponing medical care.

Furthermore, ability to ask is found correlatedhwié 2.8 percent higher probability of
declaring unmet needs due to wait and see. Thigtresems point out that ask for help has
another downside: individuals who ask for help ¢@npersuaded to postpone a medical
examination or treatment while waiting and seeitgthappens.

Volunteering and participation in formal group arever statistically significant in RUN
equations. Soyolunteering andGroup are not correlated with unmet needs due to economic
costs, time availability, proximity and wait andesé\s doing unpaid work and participate in
formal group is found significantly correlated wikiigher likelihood of declaring (overall)
unmet needs, we have to conclude that other pdrattitades and motivations are driving
the results in UN equation.

The inverse Mills ratio marginal effect is only ts#ically significant inWait and see
equation and it is positive meaning that thererisuaderestimation of the probability of
declaring unmet needs due to personal attitudes ilo not account for the possibility that an
individual selection himself in unmet needs forltreaare.

Looking to country fixed effect, taking Germanyraserence category, Spain and United
Kingdom have lower probability of unmet needs doestonomic costs, respectively, with
27.2 and 25.0. Denmark and Spain show higher pilityatf declaring unmet needs due to
time constrain with 58.1 and 22.7 percent whiletethiKingdom exhibits lower probability
with 0.70 percent. Portugal and Italy present loWeslihood of unmet needs due wait and

see with 16.9 and 16.4 percent.
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6. Summary

The aims of the present analysis were to identiky tole of social capital and social
support in overall unmet needs for health care ianthe main causes for unmet needs,
considering the demand side. The analysis idedtifiepositive role for the frequency of
contact with relatives and friends and for the igbtb ask for help but not for volunteering
and participation in formal group. In UN equatitime frequency of contact with relatives and
friends and the ability to ask for help are conedflawith a lower probability of not visiting a
doctor when needed. In RUN equations, the frequefcpntact with friends and the ability
to ask for help are related with a lower probapibf unmet needs due to economic costs,
while the frequency of contact with relatives isated with a lower probability of unmet
needs due to time availability and distance. Howetlge ability to ask for help is also
correlated with a higher probability of not havingedical care due to time availability and
wait and see. Nevertheless, the overall margirfatesf of Ability to ask is that to reduce the
probability of unmet need for healthcare. Thesealifigs seem to support the hypothesis
according to which the network of social relatiqfemily, friends and ability to ask) is a
place to share economic and material support abtmpe with healthcare issues. However,
the results seem also to point out that ask fgp el time consuming activity as well as a
psychological activity whose consequences are $tppoe medical care.

The results on demographic and socioeconomic cteaisteccs confirm for the Western EU
countries the findings of previous studies. Youmglividuals, with tertiary education,
economic and financial constraints, unemployed iandoor health status present a higher
likelihood of reporting difficulties in meeting thihealth care needs.

For women, people living in large household, witomomic and financial constraints,
unemployed and in poor health status the highebghility of declaring difficulties in
meeting their health care needs is due to econoosits. Additionally, for people with tertiary
education, high income and employed the higher ghibly of not visiting a doctor when
needed is due to time availability.

The objective of facilitating access to better aader health care for Union citizens is a
part of the EU Health Programme which is the maistrument used by European
Commission to implement the EU health. In spitehef European Commission efforts, the
findings of this paper showed, first of all, thae &till high the health inequalities among EU
citizens and, secondly, that it is relevant to c&rs economic and social factors that

contribute in important ways to the difficulties HElitizens encounter in accessing to health
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care. Hence, EU health policies should also loakéodemand side of health care access with
policy designed to support individuals to parti¢cgtully in employment and social life.

A limitation of the paper is reverse causality.iliduals who do not visit a doctor when
needed might be forced to use their network ofadaeiations against their will. Because the
paper uses cross-sectional data it cannot ruléheypossibility of reverse causality in driving

the findings. Hence, it cannot prove causality.

7. Conclusion

Even though access to health care and univers&rage characterize many health care
systems in EU countries, economic costs and tinmealability appeared as barrages for
European citizens in accessing to health care. ndteork of social relationships (family,
friends and ability to ask) to which the individusipart plays a role in sharing economic and

material support able to cope with healthcare besri
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