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ABSTRACT

Objectives Previous research highlighted that in the early
2000s a significant share of the Italian population used
and paid out of pocket for private healthcare services

even when they could potentially have received the same
treatments from the National Health Service (NHS). The
decrease in public investments in healthcare and the
increase in health needs due to the population ageing may
have modified the use of private health services and equity
of access to the Italian NHS. This study aims to investigate
the change in the prevalence of individuals who have fully
paid out of pocket for accessing healthcare services in
Italy between 2006 and 2019 and the main reasons behind
this choice.

Design Cross-sectional comparative study.

Participants and comparison Two representative
samples of the Italian population were collected in 2006
and 2019.

Outcome measures Prevalence of access to fully paid
out-of-pocket private health services; type of service of
the last fully paid out-of-pocket access; main reasons for
the last fully paid out-of-pocket access.

Results We found an increase in the prevalence of people
who declared having fully paid out of pocket at least one
access to health services during their lifetime from 79.0%
in 2006 to 91.9% in 2019 (adjusted OR 2.66; 95% Cl 1.98
to 3.58). ‘To avoid waiting times’ was the main reason and
it was significantly more frequent in 2019 compared with
2006 (adjusted OR 1.75; 95% Cl 1.45 0 2.11).
Conclusions This comparative study, conducted the year
before the outbreak of the COVID-19 pandemic, highlighted
an increase in the prevalence of Italian residents who have
fully paid out of pocket for access to health services to
overcome long waiting times. Our findings may indicate

a reduced access and possible worsening of the equity of
access to the public and universalistic Italian NHS between
2006 and 2019.

INTRODUCTION

The Italian National Health Service (NHS or
Servizio Sanitario Nazionale (SSN)) is a public
universalistic health system funded through

.! Federico Toth,? Carlo de Pietro,®
1,4,5

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study compared two representative samples of
the Italian population between 2006 and 2019.

= A multiple logistic regression model was estimated
to adjust for confounding factors (eg, differences in
sociodemographics and health status).

= This study used individual data and ad hoc collected
data.

= Due to the survey methodology (ie, online for the
2019 cohort), the maximum age was limited to 70
years old.

= This survey does not investigate the specific type of
services used (eg, specialty for medical examination
or CT/MRI for diagnostic examinations).

general taxation' * and built on the original
postulate of providing equitable access to
healthcare services, regardless of the resi-
dents’ ability to pay.”* The 20 Italian regional
governments are responsible for providing
‘essential levels of care’ (Livelli Essenziali di
Assistenza, LEAs) to the entire Italian popula-
tion (60359546 in December 2019) through
autonomous planning and delivery of health-
care services.” LEAs include most primary,
outpatient specialist, hospital, emergency
and preventive care services.

The Italian SSN is also characterised by a
form of copayment, called ‘ticket’, through
which citizens contribute to the cost of
specific services they receive.” The introduc-
tion of this copayment system (introduced in
1982) was intended by the policymaker as a
barrier to access for potentially inappropriate
specialist care.*

About two-thirds of the healthcare services
financed by the SSN are provided by public
providers  (full public/directly provided
public services), while a third is provided by
agreed-upon private providers.! Patients can
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Figure 1 Italian healthcare delivering system according to
the type of funding source and the type of delivery facility.

freely choose between public SSN providers and agreed-
upon private providers, without additional charges.
These two options are part of the Italian healthcare deliv-
ering system that can be defined according to both the
type of funding source (columns in the figure) and the
type of delivery facility (rows in the figure) as depicted in
figure 1.

In addition to their public practice, physicians
employed by the NHS have the option of private prac-
tice.” Such private practice may be carried out within the
public facility where the physician is employed (in this
case, private practice is referred to as ‘intra-moenia’, ie,
internal to one’s own company), or in a private facility.
Since patients who use private intramoenia services are
required to pay the full price of the service, this type of
activity—although it is performed by public employees
within publicly owned facilities—must be considered
private practice.”

The right to access health services without any barrier
(eg, economic, cultural, geographical) is considered a
key determinant for health and a milestone in the road
to social justice.'” " In accordance with these principles,
numerous studies have analysed the patterns of use of
publicly and privately financed health services, consid-
ering the ability to pay out of pocket for private services
as a proxy of inequality in healthcare access.'*™

Previous research highlights how a significant share
of the Italian population prefers to use and pay out of
pocket for private healthcare services (even when they
could receive the same treatments from the NHS) for
the following reasons:' ® * ' skip waiting lists (which
in public facilities are usually much longer than in the
private sector); choosing the individual health profes-
sional to be treated by (the NHS allows patients to choose
the health facility, but not the doctor to be treated by);
in some cases, private providers may have equipment
and offer therapies that are not available in facilities
financed by the SSN; private facilities may be closer or
more convenient to reach; the greater ease of access to
private providers (the latter are usually more user-friendly
than the SSN in booking and payment methods); in some
cases, the cost of a private consultation is comparable to
the copayment charged by the NHS.

In 2006, Domenighetti et al carried out a survey to
investigate out-of-pocket healthcare expenditure in Italy
and the UK.’ The authors compared two countries with
similar public, universalistic and free-of-charge health-
care systems to verify to what extent citizens paid for
private services that they would be entitled to receive
from their respective public health services. The authors
highlighted a strong difference between the two coun-
tries, reporting a higher recourse to private out-of-pocket
healthcare in Italy (78%) compared with the UK (20%).
Domenighetti et al suggested that such differences could
be the result of specific national policies addressing the
problem of waiting lists for accessing SSN/NHS-provided
health services. Of note, the long waiting lists for health
services provided by the Italian SSN were the main issue
for Italian citizens, according to national studies carried
out on public perception of the Italian SSN.**’

Thirteen years later (2019), the Italian national health
system was in very different conditions.” The 2008 finan-
cial crisis disrupted the global economy and, conse-
quently, the financing of welfare systems in many Western
countries, including Italy.® *' In the time span between
2006 and 2019, public health spending in Italy went
from 6.6% to 6.4% of gross domestic product (GDP).***
Thus, one can speak of a decrease in public investment in
healthcare, and a structural underfunding of the Italian
NHS. Conversely, over the same period, private health-
care spending increased from 1.9% of GDP (year 2006) to
2.3% of GDP (year 2019).” Itis plausible that the increase
in the private component stems largely from the reduc-
tion in the public component.” Moreover, in the same
time period, the number of staff employed by the SSN
has reduced by more than 5%;** the number of copay-
ments for public healthcare services has increased;* *
and the prevalence of private health insurance policies
has tripled.*

In addition to these transformations in the Italian
healthcare system, it has been observed an increase in
the general population health needs due to the ongoing
population ageing.*

These changes in the context may have determined a
greater tendency of Italians to go private for healthcare
services they should be able to obtain free of charge or at
lower cost from SSN.

Building on this hypothesis, this study aims to investi-
gate the change in the prevalence of individuals who have
fully paid out of pocket for accessing healthcare services
they could have obtained from SSN in Italy between 2006
and 2019. In addition, this study investigates the type of
private service used and the reasons that led individuals
to make this choice.

METHODS

Study design and participants

This cross-sectional study analyses two representative
samples of the Italian population: one sample was orig-
inally included in the study conducted by Domenighetti
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et al (cohort2006) and the other one was specifically
collected for this study in 2019 (cohort2019). A profes-
sional panel provider with experience in market research
and public opinion polls (Doxa) was hired to recruit
participants and administer an online survey in July 2019.
Sampling was conducted on a panel of 100000 Italian
residents aged 18-70 years using a quota-based strategy
to ensure representativeness of the Italian population
by sociodemographics (ie, age, gender and educational
level) and geographical distribution. Due to the survey
methodology (ie, online), the maximum age was limited
to 70 years old. The reason behind this choice was that
older Italian people had limited access to the internet
and digital tools, hence the sampling of people over 70
years of age could have been biased. For consistency,
individuals aged <18 or >70 years were excluded from the
cohort2006.

Consent to participate in this study was requested upon
access to the questionnaire, if the interviewee denied
consent, data were not collected and the questionnaire
page closed. The Doxa data management was performed
in accordance with the General Data Protection Regu-
lation of the European Union. This study follows the
Strengthening the Reporting of Observational Studies
in Ep;;iemiology reporting guidelines for observational
study.

Patient and public involvement

The public was involved in the design of this research.
During the questionnaire drafting stage, priority of
the research questions and choice of item levels were
informed by discussions with the public. Once the study
has been published, participants will be informed of the
results and will be sent details of the results in a study
newsletter suitable for a non-specialist audience.

Study variables
Among other variables, the survey included the same
items explored in the work by Domenighetti et al’: (1)
the prevalence of access to fully paid out-of-pocket private
health services in place of public ones during lifetime
(at least one access, between one and five, more than
five times) and in the latest 2 years (at least one access);
(2) the type of service of the last fully paid out-of-pocket
access; (3) the main reason for the last fully paid out-of-
pocket access; and (4) the degree of tolerance towards
waiting lists for health services. In c¢ohort2019, we also
investigated the prevalence of use of intramoenia services
in the last year. The specific questions included in both
the surveys are reported in the online supplemental file.
The following socioeconomic characteristics were
collected in both cohorts: age, sex, educational level
(elementary, middle school, high school, university
degree), household income (low, medium, high),
employment status (employed, unemployed, retired,
student, housewife or other), marital status (single,
married/in a domestic partnership, separated/divorced,
widower), presence of children (<14 years), number of

family members and geographical area of residence
(North-West, North-East, Centre, South, Islands). The
2006 survey’s household income variable was divided
into three classes. In the 2019 survey, we derived the
same classes using 2006 cut-offs (in euro) adjusting for
inflation.”® Ownership of private health insurance and
perceived health status were also gathered.

Statistical analysis

Categorical data were summarised as relative frequencies,
continuous data (ie, age) were described using mean
and SD. The Pearson’s y” test was used to compare the
two cohorts with respect to categorical variables and the
Student’s t-test was used to compare mean age. Cohort2019
and cohort2006 were compared with respect to sociode-
mographic characteristics and other survey items.

Based on the survey questions, the following dichoto-
mous dependent variables were defined: private access
(yes/no), private access for medical examination by a
specialist (yes/no), private access for diagnostic tests
(yes/no), private access to have the medical service as
quickly as possible (yes/no), private access to choose the
physician or hospital (yes/no) and waiting lists perceived
as an important problem (yes/no). The answer ‘did
not remember’ was coded as ‘No’. For each dependent
variable a univariate logistic regression model (‘simple
model’) was estimated to determine the unadjusted
odds of cohort2019 compared with cohort2006. A multiple
model was then estimated adjusting for confounding
factors (ie, sociodemographics, perceived health status,
owning a private health insurance). The multiple model
was simplified using the backward stepwise variable selec-
tion method. Results from logistic regression analyses are
reported as ORs and 95% CI.

A sensitivity analysis was carried out considering the
answer ‘did not remember’ as missing and excluding
missing observations from the analysis. Consistency
between main results and sensitivity analysis results were
considered indicative of robustness of findings.

Statistical analysis was performed using Stata V.15
(StataCorp. 2017. Stata Statistical Software: Release 15.
College Station, Texas: StataCorp), statistical significance
was set as p<0.05.

RESULTS

Study populations

The study sample includes 1006 individuals from
cohort2019 and 879 individuals from cohort2006. The two
cohorts were significantly different except for gender
(p=0.229) and geographical area distribution (p=0.928).
Both mean age (45.8+13.1and 44.1+15.1 years, respec-
tively; p=0.011) and the number of people with a univer-
sity degree (33.2% vs 14.0%; p<0.001) were higher
in cohort2019 than cohort2006. The perceived health
status was also significantly different (p<0.001), with
7.6% reporting ‘very good’ health conditions in 2019
compared with 20.8% in 2006. The prevalence of private
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health insurance was higher in cohort2019 than cohort2006
(25.3% vs 19.0%; p<0.001). The complete comparison
between the two cohorts with respect to sociodemo-
graphic characteristics is reported in table 1.

Survey items and logistic regression analysis

During their lifetime, 91.9% of cohort2019 have declared
having fully paid out of pocket at least one access for
health services they could have obtained free of charge
or at a lower cost from the SSN, while this percentage was
79.0% in cohort2006 (adjusted OR 2.66; 95% CI 1.98 to
3.58). Considering only the 2 years before completing the
survey, 88.1% of cohort2019 had at least one private out-
of-pocket access to healthcare versus 78.8% in cohort2006.

In addition, in cohort2019, 21.4% of people reported to
have used an intramoeniaservice (ie, out-of-pocket services
provided by the NHS staff).

The request to perform a diagnostic testin 2019 (41.3%)
was significantly higher than in 2006 (33.1%) (adjusted
OR 1.79; 95% CI 1.47 to 2.20). On the other hand, the
prevalence of fully privately paid medical examinations
by a specialist was not statistically different in cohort2019
compared with cohort2006 (OR 0.87;95% CI 0.72 to 1.05).
In addition, in both the cohorts the percentage of private
surgical intervention was very low at <3%.

According to the reasons for purchasing out-of-pocket
services, the most prevalent in 2019 (68.5%) and 2006
(63.1%) was to avoid waiting times. This proportion
was significantly higher in 2019 compared with 2006
(adjusted OR 1.75; 95% CI 1.45 to 2.11). Differently, in
cohort2019 the prevalence of individuals purchasing out-
of-pocket services to be able to choose a particular doctor
or hospital was lower than in cohort2006 (17.3% vs 25.7%;
adjusted OR 0.73; 95% CI 0.58 to 0.93).

In addition, in both the cohorts a high percentage
of individuals perceived waiting times as an important
problem (83.6% and 87.7% in cohort2006 and cohort2019,
respectively), with a significant difference (adjusted OR
1.33;95% CI 1.02 to 1.75).

The complete list of survey items, the respective answers
and crude and adjusted ORs are reported in tables 2
and 3. See online supplemental tables S1-S6 for further
details on initial full and final simplified multiple regres-
sion models. Results of sensitivity analysis were consistent
with these (see online supplemental table S7).

DISCUSSION
In this study, we compared the prevalence of Italian resi-
dents who paid out of pocket for health services, their
reasons and the type of service used in 2019 and 2006.
Specifically, this study aimed to evaluate whether and how
the share of Italian residents who decided to pay out of
pocket for health services which they could have obtained
free of charge or at a lower cost from the SSN changed
between the two time points.

The study sample reflects the demographic and
epidemiological transition that the Italian population

Table 1 Sociodemographic characteristics of the 2006 and
2019 samples
ITA 2006 ITA 2019
(n=879) (n=1006)
% % P value
Gender Men 46.5 49.3 0.229
Women 53.5 50.7
Age (years) Mean+SD 441+151 45.8+13.1 0.011
Age in <24 11.6 8.5 0.007
CREES 25-34 19.3 16.2
(years)
35-44 21.1 20.5
45-54 18.8 24.5
>55 29.2 30.3
Educational  University 14.0 33.2 <0.001
level degree or
higher
High school 51.3 52.7
Middle school 26.4 30.3
Elementary 8.3 0.6
Marital status Single 28.9 24.2 <0.001
Married/in 64.4 68.5
a domestic
relationship
Widower 4.3 1.9
Separated/ 2.4 5.4
divorced
Family 1 8.9 10.2 <0.001
MEMEER G 20.6 29.0
3 25.1 28.9
4 34.6 25.7
>5 10.8 6.2
Presence of  Yes 46.3 29.0 <0.001
children (<14 No 53.7 71.0
years)
Household Low 14.6 241 <0.001
LI Medium 36.6 39.9
High 21.6 18.1
Refuse to 27.2 18.0
respond
Occupation  Employed 50.1 64.0 <0.001
Housewife 15.4 9.8
Retired 19.0 10.9
Unemployed 4.8 7.2
Student 10.8 8.1
Are_a of North-West 26.7 25.4 0.928
residence  North-East  19.2 18.5
Centre 19.1 20.2
South 24.0 25.0
Islands 10.9 10.9
Continued
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Table 1 Continued
ITA 2006 ITA 2019
(n=879) (n=1006)
% % P value
Perceived Very good 20.8 7.6 <0.001
health status Good 47.5 49.9
Discrete 26.6 33.6
Not good 3.6 7.8
Bad 1.5 1.1
Private health Yes 19.0 25.3 0.001
insurance No 81.0 74.7
ITA, Italy.

underwent in the last decades.”® * Indeed, we regis-
tered an ageing and a worsening of the perceived health
status of the Italian population between 2006 and 2019.

In addition, our data show a significant increase in the
population’s educational level as confirmed by Eurostat.”
The most important finding of our study is the signifi-
cant increase between 2006 and 2019 in the proportion of
residents who, during their lifetime, have fully paid out of
pocket for a medical care they could have obtained from
the SSN that reached 91.2% in 2019. This finding is also
confirmed in the multivariate analysis, net of confounding
factors influencing private spending on healthcare, such
as sociodemographic characteristics, perceived health
status and owning private health insurance.
Furthermore, our results show a partial change in the
type of healthcare services for which residents decided
to pay fully out of pocket. In fact, in 2006, 59.0% of
respondents declared that they purchased out-of-pocket
‘medical examination by a specialist’, while in 2019 this
value dropped to 48.5%. Conversely, in 2019, there was
a clearer and more significant increase in spending for
‘diagnostic tests’ (from 34.1% to 41.8%), confirmed

Table 2 Survey items and responses (2006 and 2019)

Cohort2006 Cohort2019
(n=879) (n=1006) P value
Excluding medicines and dental care, have you ever fully paid out of pocket for your medical care that you could have obtained <0.001
free of charge or at a lower cost within the SSN?
Yes 694 79.0% 925 91.9%
No 174 19.8% 50 5.0%
Did not remember 11 1.2% 31 3.1%
And was any of these medical care within the last 2 years?* <0.001
Yes 547 78.8% 815 88.1%
No 139 20.0% 80 8.7%
Did not remember 8 1.2% 30 3.2%
Last time you fully paid out of pocket for private medical care, which of the following did you pay for?* <0.001
Diagnostic test 230 33.1% 382 41.3%
Medical examination by a specialist 398 57.3% 443 47.9%
Surgical intervention 16 2.3% 26 2.8%
Other service 30 4.3% 62 6.7%
Did not remember 20 2.9% 12 1.3%
Last time you fully paid out of pocket for private medical care, what was the main reason you decided to pay?* <0.001
To have the medical care as quickly as possible 438 63.1% 634 68.5%
To be able to choose the specialist or the hospital 178 25.7% 160 17.3%
| was not aware that the NHS could provide the 16 2.3% 26 2.8%
same service free or at a lower cost
Other reason 62 8.9% 92 10.0%
Did not remember 0 0% 13 1.4%
Generally speaking, what do you think about the waiting list problem of the SSN? 0.013
It’s very important 735 83.6% 882 87.7%
It’s acceptable 109 12.4% 104 10.3%
It almost does not exist 16 1.8% 13 1.3%
Don’t know 19 2.2% 7 0.7%

*Percentages are calculated among those people who reported to have fully paid out of pocket for a medical service they could have obtained free of

charge or at a lower cost within the SSN (answer ‘Yes’ to first question).

NHS, National Health Service; SSN, Servizio Sanitario Nazionale (National Health Service).
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Table 3 Logistic regressions models

Simple model

Multiple model

OR (95% CI) P value Adj OR (95% ClI) P value
Private access 3.04 (2.30 to 4.02) <0.001 2.66 (1.98 to 3.58) <0.001
Private access for diagnostic tests 1.73 (1.42 t0 2.10) <0.001 1.79 (1.47 to 2.20) <0.001
Private access for medical examination by a specialist 0.95 (0.79 to 1.14) 0.588 0.87 (0.72 to 1. 05) 0.150
Private access to have the medical service as quickly as possible 1.72 (1.43 to 2.06) <0.001 1.75 (1.45 to 2.11) <0.001
Private access to be able to choose the physician or the hospital 0.74 (0.59 to 0.94) 0.014 0.73 (0.58 to 0.93) 0.011
Waiting lists perceived as an important problem 1.39 (1.08 to 1.81) 0.012 1.33 (1.02 to 1.75) 0.037

Adj OR=adjusted for confounding factors.

also after adjustment for possible confounders. In Italy,
public-provided CT, MRI, Rx and laboratory tests often
have long waiting times, usually much longer than those
for specialist visits.”’ The increased demand for private-
provided diagnostic tests probably reflects on the one
hand the long waiting lists for public health services, and
on the other hand the willingness to obtain a quicker
response to a suspected diagnosis. This interpretation
is supported by the results concerning the main reason
behind the choice of turning to the private sector.
Indeed, the proportion of people who made their choice
based on ‘waiting time’ increased while ‘being able to
choose the specialist’ reduced. The ‘waiting time’ issue
has been probably exacerbated by the fact that the Italian
public healthcare spending has failed to keep pace with
the increased population needs determined by the demo-
graphic, epidemiological and technological evolution.
This interpretation is consistent with the public health-
care spending reduction, in terms of share of Italian GDP,
observed in the study period.*

To reinforce our findings regarding the increase towards
the use of private health services, it is important to under-
line that the proportion of residents who reported having
private health insurance increased significantly between
2006 and 2019, thus probably favouring the switch from
public to private. As a matter of fact, in the period between
2006 and 2019, the prevalence of private health insur-
ance policies has greatly increased. One study™ estimates
that in 2004, 4.9 million Italians had a private health
insurance policy. In 2019, Italians with supplementary
private health insurance are no less than 14.7 million.”
Thus, the number of Italians with private health insur-
ance has tripled since 2006. Such an impetuous expan-
sion of private health insurance is also confirmed by the
Organisation for Economic Co-operation and Develop-
ment:*> in 2006, spending on private health insurance
(€21 of expenditure per capita) accounted for 0.9% of
total health expenditure, while in 2019 it corresponded
to (€73 of expenditure per capita) 2.8% of total health
expenditure. This increase in health insurance coverage
is probably linked to the growing ability of insurance
companies to penetrate the Italian market due to a series
of incentives promoted by various Italian governments
between 2008 and 2017.%

Two Ministry Decrees (31 March 2008 and 27 October
2009) provided for a tax benefit for insurance funds
and mutual aid societies that offered substitutive health
coverage and established their national registry. Later,
the 2016 and 2017 Finance Acts made it possible to
transform, for employers and employees, the job-related
performance bonuses into contributions to supplemen-
tary healthcare insurance plans without the application
of any tax.®

All this considered, the concomitant spread of private
health insurance and the increased demand for health
services may have contributed to the reinforcement of a
‘parallel private health system’ in Italy.

Moreover, the organisational framework of the Italian
SSN leaves some room for fully paid out-of-pocket
services. In fact, the increase in patient Copayment4 % has
pushed private providers to lower the economic threshold
of some services, in particular of diagnostic tests, which
almost have prices equal to or slightly higher than the
copayment requested by the public NHS/SSN. This
competition, which has led to greater accessibility of
private services, has probably contributed to the increase
in their use.

In addition, a population increasingly conditioned by the
speed of daily life claims to have a rapid diagnostic response
to specific health needs. This may determine the individual’s
choice to obtain that diagnostic service as quickly as possible
by paying privately. Of note, many private providers, agreed
upon with health insurance companies, offer advantageous
health service packages, such as comprehensive check-ups,
cardiovascular risk profiles, etc. The consequences of these
types of offers are to favour both selfmanagement and
potentially inappropriate demand, which ultimately can
lead to healthcare overconsumptjon.36

The continuous increase in out-of-pocket spending,
mainly due to waiting lists, should be considered as a red
flag for an SSN whose original postulate was to provide
equitable access to healthcare services, regardless of the
citizens’ ability to pay. As reported above, the Italian SSN
in recent years has undergone constant underfunding
and budget reallocations, mainly due to political choices
and the double impact of the economic crisis in 2008 and
2011,37—41 which influenced the quality and quantity of
health services provided by the Italian SSN.*2
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All the above can be clearly framed as a problem of
equity of access, ability to pay or possibly inappropriate
requests. Our results show that the possibility to have
medical care as quickly as possible has been identified as
the main reason the citizens decided to pay out of pocket
for private medical care both in 2019 and in 2006. More-
over, the SSN waiting list issue was considered as a priority
by both the cohorts. This confirms that the main driver
for individuals to pay out of pocket for private medical
care is to avoid long waiting times. Therefore, people
value the higher availability, convenience, speed and flex-
ibility of private services.

Limitations

Our study has several limitations. (1) Despite the repre-
sentativeness of the sample, the results cannot be gener-
alised to the entirety of the Italian population because the
age range was limited to 18-70 years. (2) The proportion
of service type and reason for private access cannot be
interpreted as population prevalence because they refer
to the last time the participant fully paid out of pocket for
a health service. (3) The survey did not investigate the
specific type of service fully paid out of pocket, both for
diagnostic examinations (eg, MRI and CT) and medical
examination specialty (eg, cardiology, ophthalmology
and pulmonology). (4) When talking about equity of
access to care, it is important to consider that people can
forego a visit or a diagnostic examination for economic
reasons. However, this element was not investigated in the
original survey and, consequently, in this study. (5) The
questionnaire’s content could be considered a limitation
by itself as it does not consider every possible reason for
shift towards the use of private healthcare services. More-
over, the questionnaire did not allow to fully determine
the true prevalence of out-of-pocket healthcare services
utilisation since it only focused on the access to private
health services in place of public ones. Further studies are
needed to investigate this phenomenon.

CONCLUSIONS

This comparative study, conducted the year before the
outbreak of the COVID-19 pandemic, highlighted an
increase in the prevalence of Italian residents who have
fully paid out of pocket for access to health services. Our
findings indicate an increase in private health service
utilisation and a reduced access to the public and univer-
salistic Italian NHS between 2006 and 2019. The main
reason associated with this phenomenon is to overcome
long waiting times. This increased use of private providers
may indicate a possible worsening of the equity of access
to the public and universalistic Italian SSN between 2006
and 2019.

Given that inequalities in access to care and conse-
quently in health outcomes were exacerbated during the
COVID-19 pandemic, when regular services were paused
for several weeks, resulting in a backlog of services not
regularly provided to citizens, we advocate the need to

further investigate whether these aspects persist or have
worsened in recent years, even in comparison with other
high-income countries.
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