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Background: A new institutional approach toward informal payments in healthcare views informal payments as arising when there is a misalignment between values/norms (informal institutions) and the formal rules (formal institutions) of patients. However, less knowledge is available on the effectiveness of this approach in tackling informal payments in healthcare. This study aimed to fill this gap by evaluating the trends in the effect of institutional misalignment on informal payments made by patients.

Methods: A quantitative study design with data extracted from the last three waves of special Eurobarometer surveys on corruption was used to model the propensity of European patients in 27 European Union countries and the United Kingdom to make informal payments. Multilevel logistic regression analysis was employed in order to test the relationship between the formal–informal institution misalignment and the likelihood to make informal payments. Sensitivity analyses were also performed to test the robustness of the findings.

Results: The finding is that there is a strong association between the formal–informal institution misalignment and the likelihood to make informal payments for public healthcare services. Similarly, social norms play a pivotal role. When patients perceive that informal practices are widespread in the public healthcare sector they are more likely to make informal payments themselves.

Conclusion: The outcome is a call for complementing deterrence measures toward informal payments in healthcare with measures aiming to reduce the formal–informal institution misalignment and to change the social norms. This can be achieved by improving the structural conditions at country level and by changing values/norms and beliefs of patients.
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INTRODUCTION

In the past decades, a growing literature reveals how patients make direct contributions in cash or in-kind for healthcare services to which they are entitled to. These contributions are additional to the required official contribution (1). Also defined as “unofficial payments,” “under-the-table payments,” or “under-the-counter payments” (2–4), the phenomenon is not a minority practice, affecting both developed and developing countries (5–10). However, the finding of the previous studies is that there is a high variance in the prevalence of patients who make informal payments, with a higher prevalence in the post-socialist countries [i.e., from 35 to 60% of patients accessing healthcare services in Bulgaria, Lithuania, Poland, Hungary, Romania, and Ukraine (11)]. The widespread practice of informal payments in healthcare is inefficient, and results in many patients being unable to pay for the care they need (7, 11–13). Tackling informal payments are essential for providing to the patients more equal access to the care they need and for building up a health system which does not rely on corruption and bribes. The phenomenon is, therefore, a core issue of public health and represents a top priority for both governments and supranational agencies (14).

When explaining informal payments by patients, previous literature found focused on determinants related mainly to economic conditions (e.g., lack of funding) or governance failures (e.g., lack of transparency, poor accountability) (15–18). Indeed, it has been revealed that these informal payments are made to obtain better treatment (19, 20), a supplementary service (4), to express gratitude (19, 21) because the “doctor demanded payment” (19) or due to their concern of being refused the treatment (22). Healthcare professionals usually accept informal payments due to their low salaries (23). As such, only a small number of studies aimed at explaining informal payments more deeply, beyond finding a range of motives and/or systemic determinants (15, 16, 21), and even fewer used some broader theorisations of this practice (i.e., the importance of values, norms, and beliefs) (24). One valuable theorisation of this practice that accounts for the role of the patients' values, norms, and beliefs is represented by the institutional asymmetry thesis, a new-cutting edge theorisation developed in 2017 (25, 26). Employing institutional theory framework, informal payments are considered to arise because the values, norms, and beliefs of the informal institutions (“civic morale”) are in misalignment with the formal rules (codified laws and regulations of the formal institutions of society—“state morale”). As such, this explanation captures the asymmetry between the patients' individual values/norms and the formal regulations in the public healthcare sector. Drawing from this theorisation, the following hypothesis is proposed to be tested:

H1: The higher the formal–informal institution misalignment the greater the propensity to make informal payments to healthcare practitioners in the public healthcare sector.

Surprisingly, despite a large number of studies investigating the informal economy which underline the important role of the social norms (27–31), this has been under-researched in respect of the informal payments made by patients (24). Social norms represent the trust between the actors in a society (32) and, in this context, amongst the patients and healthcare professionals. Thus, according to this view, the probability that healthcare professionals and patients accept/make informal payments is higher if they live in a community where this practice is deemed to be widespread and to represent a social norm. This is because they would worry less about the potential sanctions and also, they perceive that “everybody does it” (19). Therefore, the following hypothesis is proposed here to be tested:

H2: The higher the perceived widespread of informal practices in the public healthcare sector the greater the propensity to make informal payments to healthcare practitioners in the public healthcare sector.

In summary, up to date, there is less understanding on informal payments made by patients, and neither previous study sought to investigate the trends over time in the prevalence of this phenomenon nor to evaluate the trends in the effect of values, norms, and beliefs on the informal payments made by patients. This study aimed to fill this gap by reporting the results of three Eurobarometer surveys on the corruption in the European Union Member States and the United Kingdom (UK). As such, theoretically, by testing the proposed hypotheses, this paper reflects and develops a new cutting-edge theorisations toward the informal payments made by patients for further advancing the new institutional asymmetry thesis toward the informal payments by patients promulgated in 2017 (25, 26) by integrating the issue of social norms (i.e., expectations of patients and healthcare professionals about other peer citizens to behave in uncorrupted manner). Methodologically, the major contribution of this paper is the regression analysis conducted across three different waves of the Eurobarometer survey in order to test the robustness of the findings over the years. Empirically, this paper contributes to explaining and tackling this phenomenon. The next section describes in detail the employed data and methods. This is followed by the results section including both, descriptive statistics and multivariate analysis and finally, the conclusion section discusses the implication of the findings.



METHODS


Data

This paper uses the results of three Eurobarometer surveys on the corruption in the European Union Member States and the UK, namely, Special Eurobarometer No. 397 conducted in 2013 (27,786 respondents), Special Eurobarometer No. 470 conducted in 2017 (28,080 respondents), and Special Eurobarometer 502 conducted in 2019 (27,731 respondents). These surveys involved face-to-face interviews with adults aged over 15 years at the home of respondents. The sample design involved a multi-stage random (probability) approach and ensured appropriate coverage according to the population density in each country included in the sample. In order to ensure that the obtained sample reflects the universe structure, a national weighting procedure was employed based on gender, age, region, and locality size (33–35). The resultant sample ranges from ~500 respondents in smaller Member States to more than 1,500 respondents in larger countries. Those respondents who had been to a healthcare practitioner in a public healthcare facility in the past 12 months (before the survey took place) were used for analytical purposes, resulting in a sample of 21,121 patients for the survey conducted in 2013 and 21,623 and 20,763 patients for the surveys conducted in 2017 and 2019, respectively.

Although the face-to-face interviews in the three Eurobarometer waves covered various issues involving corruption practices, the discussion is here confined to questions related to the use of informal payments paid to healthcare practitioners in public healthcare institutions. This is based on a dummy variable with a coded value 1 if patients had to make informal payments and 0 otherwise. To evaluate whether there is an association among the values, norms, and beliefs of patient and the probability to make informal payments, a composite index measuring the misalignment between these norms (informal institutions) and the formal rules (formal institutions) is firstly constructed. Each patient rated the perceived acceptability of three examples of corrupt behaviors (to give gifts, money, and to do favors to get a “free” public service) on a scale from 1 (always acceptable) to 3 (never acceptable). Similar to other studies (25, 36, 37), these three attitudinal questions were used to compute the asymmetry index, a lower value indicating that informal institutions (values, norms, and beliefs of a patient) are in asymmetry with formal institutions (formal rules). Secondly, the perception on whether the abuse of power for personal gain as well as giving/taking bribes are practices that are widespread in the healthcare system is here evaluated (social norms). Based on this, a dummy variable is computed, with value 1 if patients consider that these informal practices are widespread in the healthcare system and 0 otherwise. In addition, akin to other studies on informality (38–40), fraud in healthcare (41) or informal payments (42–45), a range of individual-level socio-demographic variables are here used as control variables (gender, education, household type, financial status, and the size of the community; details in Supplementary Table 1 in the Supplementary Material).



Analytical Methods

In order to explore the relationship between patients' values, norms, and beliefs and the propensity to make informal payments over time, descriptive analysis on the variation of this practice across countries and multi-level logistic regression analysis are employed. Indeed, considering the hierarchical structure of the data (patients within countries), we tested whether a multi-level logistic regression analysis should be used. The tests showed that 28% of the variance in the likelihood to make informal payments is due to country-level characteristics. The null model ran with 2013 data from the Special Eurobarometer No. 397 showed statistically significant disparities between the evaluated countries in the prevalence of informal payments (Wald test = 12.01, p < 0.001). Similar results are obtained when running the null models with 2017 and 2019 data from the Special Eurobarometers No. 470 and No. 502 (Wald test = 11.79, p < 0.001; Wald test = 10.79, p < 0.005, respectively), revealing that multi-level logistic regression should be the one used. For the descriptive statistics, the sampling weighting scheme was used as recommended in the methodology of the Special Eurobarometer (33–35). However, for the multivariate analysis, various estimations were computed considering the debate in the literature overusing the weighting scheme (46, 47). Marginal effects of patients' values, norms, and beliefs and of socio-demographic variables as well as predicted probabilities to make informal payments are graphically displayed to provide a visual view of the magnitude of their impact on the likelihood to make informal payments over time. Moreover, a robustness analysis is conducted to further test the results obtained. Firstly, the multi-level logistic regression analysis is conducted (a) with weighting scheme and (b) with imputed missing data (for details: Supplementary Table 2 in the Supplementary Material). Secondly, considering that informal payments are observable only for those who had been to a healthcare practitioner in a public healthcare institution, a Heckman selection model is also estimated to control for the selection issue, with and without weighting scheme. Based on the results and the recommendations in previous studies (48, 49), a selection equation with variables related to the use of healthcare services (age, education, and household size) was included. Third and finally, logistic regression is conducted (a) without weighting scheme (clustered by country), (b) with weighting scheme (including country dummies), and (c) with imputed missing data (for details: Supplementary Table 2 in the Supplementary Material). The next section reports the findings.




RESULTS

Starting to analyse the trend in the prevalence of informal payments made by patients to healthcare practitioners in a public healthcare institution, and as Table 1 shows, at the European level, there is no clear-cut path. In 2019, about 5% of the patients declared that they made informal payments to the healthcare professionals from public healthcare institutions which represent an increase comparing to 2017 (when only 4% of patients declared making such payments) and similar figures in 2013. It is important to acknowledge that out of the 28 analyzed countries, only in three countries there is a descending trend in the percentage of patients making informal payments to healthcare, namely in Romania (19% in 2019 compared to 28% in 2013), Lithuania (10% in 2019 compared to 21% in 2013) and Sweden (0% in 2019 compared to 1% in 2013). In France, Estonia, Italy, the Netherlands, and Slovenia, the percentage of patients making informal payments to healthcare professionals remained unchanged between 2013 and 2019. Meanwhile, as Table 1 displays, most of the countries followed an increase in the percentage of patients making informal payments, such as Austria, Belgium, Bulgaria, Croatia, Czech Republic, Denmark, Finland, Greece, Ireland, Latvia, Luxembourg, Malta, and the United Kingdom. For the rest of the countries, the trend is not clear-cut, observing either an initial increase in 2017 followed by a decrease in 2019 (Cyprus, Hungary, and Poland) or the other way around (Germany, Portugal, Slovakia, and Spain).


Table 1. Trends in informal payments to healthcare practitioners in the EU-27 and the UK (%; 2013, 2017, 2019).
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In order to explore which policy measures could be more effective in reducing informal payments made by patients to public healthcare practitioners, Table 2 shows which of the individual characteristics of patients are significantly associated with the propensity of making such payments. The results of the multilevel logistic regressions show that while for the socio-demographic characteristics, the effect is not constant, being vanished in some of the survey waves, the attitudinal characteristics (values, norms, and beliefs) are strongly associated with the likelihood of making informal payments across the analyzed period (2013, 2017, and 2019). Indeed, according to the all models, the higher the asymmetry index of patients between the formal institutions and informal institutions (i.e., high misalignment), the higher the likelihood of making informal payments to healthcare practitioners in the public healthcare sector (confirming Hypothesis 1). Similarly, when patients consider that the informal practices are widespread in the healthcare system it is more likely that they, themselves, will make such informal payments (confirming Hypothesis 2).


Table 2. Multilevel logistic regression of the propensity to make informal payments for healthcare services in EU-27 and the UK—trends 2013, 2017, 2019.
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These results are robust when other types of regression analyses are employed, regardless, if weighting scheme, imputation of the missing values or sample selection issues are considered (details in Table 3). Moving to the socio-demographic characteristics, the results show that financial status plays an important role (consistent in all three analyzed survey waves), those who never or almost never face financial difficulties being less likely to pay informally healthcare practitioners. Similarly, consistent findings across the survey waves were found for the education level, those who ended education at 20 years old or later are more likely to informally pay healthcare practitioners. Meanwhile, for other characteristics such as gender, household size or community size, the association with the propensity of making informal payments is vanished in some of the survey‘s waves.


Table 3. Robustness analysis.
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To better display, the magnitude of the effect of the individual characteristics of patients on the likelihood to make informal payments over time, Figures A1–C1 provides the marginal effects of all the independent variables used in the analysis, while Figures A2–C2 shows the predicted probability of a “representative” patient in the EU-27 and UK to make informal payments in accordance with the value of the asymmetry index and view of patients on the widespread of the informal practices in the healthcare sector. According to Figures A1–C1, the misalignment between the formal and informal institutions has the largest effect on reducing the informal payments to healthcare practitioners in the public healthcare system. Indeed, in 2019, a low misalignment between patients' values/norms and formal rules decreases the probability of patients to make informal payments by approximately five percentage points. The perception on whether the informal practices are widespread in the public healthcare system has the second largest effect in 2013 and 2017, and slightly lower effect than the financial difficulties in 2019. As Figure C1 shows, perceiving that the informal practices are widespread in the public healthcare sector increases the probability to make informal payments by approximately two percentage points.
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FIGURE 1. Marginal effects and predicted probability to make informal payments in the EU-27 and the UK. (A1) Marginal effects (2013). (A2) Predicted probability (2013). (B1) Marginal effects (2017). (B2) Predicted probability (2017). (C1) Marginal effects (2019). (C2) Predicted probability (2019). After multilevel logistic regression; Asymmetry Index–norms, values and beliefs (informal institutions) in asymmetry with formal rules (formal institutions); Widespread IPH (Informal Practices in the Healthcare sector)–perception that giving/taking bribes and the abuse of power for personal gain are widespread in the healthcare system; Predicted probability: fixed portion only—by a “representative” patient in EU-27 and UK (mean and mode of the socio-demographic variables: female, 16–19 years when stopped education, having (almost) never difficulties in paying bills and living in a multiple household with children in a small/middle sized town). Source: own calculations based on data from Special EB 397/Wave EB79.1 (2014, fieldwork 2013), Special EB 470/Wave EB88.2 (2017, fieldwork 2017) and Special EB 502/Wave EB92.4 (2020, fieldwork 2019).


Figures A2–C2 shows the predicted probability to make informal payments by these two most salient factors, namely: the asymmetry index and the perception on whether or not informal practices are widespread in the public healthcare sector. Similar results are observed over the analyzed period. When patients have a high misalignment (i.e., they are tolerant to corrupt behavior and find acceptable to give gifts, money, and to do favors to get a “free” public service) the probability of making informal payments in the healthcare is much higher than when they have a low misalignment. However, the social norms or the perception on the spread of informal practices in the healthcare sector also plays a pivotal role in predicting informal payments made by patients to healthcare practitioners in the public healthcare system. The effect is higher when the asymmetry is high, for the highest misalignment level (i.e., asymmetry index value of 1 or finding the corrupt behavior always acceptable) the predicted probability of making informal payments being one third higher for those who perceive that the informal practices are widespread in the healthcare system as compared to those who do not have the same perception. The effect is lower when the asymmetry is low (i.e., index value of 2.8), with a small difference in the predicted probabilities of making informal payments between those who perceive that informal practices are widespread in the healthcare sector and those who do not have the same perception.



DISCUSSION

This paper has advanced the institutional theory toward informal payments in healthcare by evaluating the role of social norms in the propensity of making such payments. In addition, the paper investigated the trends over time in the prevalence of informal payments made by patients as well as the trends in the effect of values, norms, and beliefs on these payments. The results show that, amongst the European member states and the UK, the prevalence of informal payments to healthcare practitioners in 2019 remained the same as in 2013, with 5% of the patients declaring that they have made such a payment. Furthermore, in most of the countries, there is an increase in the percentage of patients making informal payments, and only in three countries, a descending trend is observed. This calls for more effective policy measures aimed at reducing this practice.

Drawing from institutional theory, both the role of the formal–informal institutions misalignment and the role of social norms in reducing informal payments were explored in this paper. The findings underlined that, indeed both, the formal–informal institutions misalignment—as well as the social norms (measured here using the perception on whether the informal practices in the public healthcare sector are widespread in the society or not) play a pivotal role in explaining the likelihood of informal payments occurrence. The results are robust across the three analyzed survey waves. Therefore, to tackle informal payments made by patients to practitioners in the public healthcare sector it is required to reduce the misalignment between the patients' values, norms, and beliefs and the formal rules and to change the social norms. This involves changes in both informal institutions and formal institutions in order to close the gap between them. As such, improvements of formal institutions could focus on issues identified in previous studies such as underfunding, lack of wider economic and social development (16–18, 25). Indeed, previous studies identified a direct link between the prevalence of informal payments and low health expenditure, low range and accessibility of healthcare services, low health outcomes, and low quality of government (25, 26). Meanwhile, as the results of this study show, the role of informal institutions should not be neglected or underestimated. Both, individual and social norms need to be altered. In order to achieve this, awareness and information campaigns could be used to inform the patients of the risks involved in making this type of payments, on the fact that such payments are not required for receiving a proper treatment, or to advertise that other patients and the medical staff behave in a compliant manner. These campaigns could be targeted at the socio-demographic categories identified in this study (i.e., those with financial difficulties and those who are better educated). Also, another measure that can contribute to altering the values, norms, and beliefs of patients is represented by the use of normative appeals aimed at reducing the tendency of patients and practitioners in the public healthcare sector to pay or receive such payments. Furthermore, tax education to inform the citizens that an ethical behavior in paying their taxes would benefit the public services, healthcare included, by providing better salaries and better equipment. If successful, then the patients and the practitioners in the public healthcare services would no longer feel necessary this type of payments. Nevertheless, this paper has limitations. Firstly, no longitudinal data were available to allow causality inferences. Secondly, the share of informal payments by patients might be underestimated. Indeed, some respondents might not answer honestly when asked about this practice. Thirdly, in some countries (i.e., Cyprus, Luxembourg, and Malta), there are less number of respondents (about 500) and, therefore, the results should be cautiously interpreted. Fourth and finally, other potential drivers of informal payments (e.g., cultural determinants, motives for making/accepting informal payments, initiator of this type of payment) were not available to be tested. As such, future research is required to explore why patients decide to make such payments and why healthcare professionals accept these payments.
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