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CHAPTER 1.

GENERAL INTRODUCTION

Parts of this chapter are published as:

Stepurko, T., Pavlova, M., Gryga, ., Muraskiene& Groot, W. (2013). Informal payments
for health care services: the case of post-sogmiblics Lithuania and Ukraine. In: Morris, J.
& Polese, A. (eds). The Persistence of Informal Meooic Practices in Post-Socialist

Societies (Ashgate series in Urban Anthropologg)giRave Macmillan. Forthcoming.



1.1. Scope of the dissertation

The funding of health care systems in Central andtdétn European (CEE) countries has
changed considerably since the late 1980s. Majormes in most of these countries have led
to the introduction of social health insurance thegplaced the tax-based system funding
established during the communist petioddditionally, new patient payments policies and
practices appeared which turned the out-of-pocginents into a major source of health care
funding in this region (Rechel & McKee, 2009). Amwn in Figure 1.1, the share of out-of-
pocket payments in total expenditure on health (@aek shadowed areas) varies from 16.3%
in the Czech Republic to 76.4% in Georgia (WHO,201n virtually all countries, this share
is higher than the European average.

Out-of-pocket payments in CEE countries take d#férforms, namely formal, quasi-
formal and informal payments. Formal payments rédeofficial patient charges for public
and private health care services and are regulbjedational legislation. Quasi-formal
payments are also official but they are set byhibaith care provider in the absence of clear
government regulations. Informal payments (alsovkmas “under-the-table” or “envelope”
payments) comprise all unofficial patient paymeotspublicly-funded health care services.
They are unregistered and hidden, and are not alwegjuded in the estimates of private
health care expenditure (like those shown in Fiduig. Still, analyses indicate that informal
payments constitute about 1.5-4.6 % of total experelon health in Hungary (Gaal, 2006;
Baji et al., 2011; Pavlova et al., 2012), about@% % in Poland (Golinowska et al., 2008;
Pavlova et al., 2012) and about 2% in Bulgaria (atova et al., 2011; Pavlova et al., 2012).

Compared to formal and quasi-formal charges, infbrpatient payments claim more
attention as ignoring these payments causes arrastueation of total health expenditure
and their hidden nature imposes a great challengbetlth care provision in terms of
accessibility as well as accountability and transpay. These payments are a threat to public
health since they jeopardize efficiency, qualityl aguity of health care provision (Bonilla-
Chacin et al., 2005; Gaal, 2010; Gaal & McKee, 2@B&lormino et al., 2011; Gordeev et al.,
2011; Szende & Culyer, 2006). Most importantly,savho cannot afford to pay informally
might receive inadequate care, or even delay sgekeatment (Balabanova et al., 2004;

YIn this dissertation, the term “communism” is ugedlabel the political ideology that governed BEE
countries before 1989/91, and the term “socialissnised to label the economic arrangements thaajed in
these countries during that period. Thus, throughine dissertation, the phrases “communist period”,
“communist context”, “communist regime” and “comnmtnpast” reflect the political system, and “former
socialist countries” reflects the economic systar€EE countries before 1989/91.
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Burak & Vian, 2007; Gaal & McKee, 2004; Tambor kf 2010). This dissertation focuses on
the phenomenon of informal patient payments andpanticular on the cross-country
comparison of the determinants, level and scopkesfe payments in the CEE region.

Informal patient payments in CEE countries are ofidti-dimensional nature. They
include both cash and in-kind contributions giverptblicly-funded health care providers by
patients or patients’ relatives before, during fierathe service is provided. Such payments
are observed in both out- and in-patient care.Algh the existence of informal payments is
publicly known, the specific informal transactioakés place in secret without divulging
detailed information about the individuals involvé@ohen, 2012). Still, informal patient
payments are not always perceived as illegal (Er&a04; Gaal et al., 2006; Lewis, 2000)
especially when the legislation and codes of etfegen the moral codes) in the country fail
to prescribe proper conduct and behavior. As atraatormal patient payments are typically
not prosecuted in the CEE countries. Besides, #adtth care sector is not unique for such
behavior. Informal payments are also present iro#lneas, e.g. in education, police, court
and custom offices (Miller et al., 1998). Thus, ge&h moral dispositions in society such as
“everything that is not forbidden is allowed” maeMpredispose the existence of informal
payments in the health care sector.

In fact, there are various explanations for thetexice of informal patient payments in
the CEE region (Balabanova & McKee, 2002; Gaal &de, 2005; Lewis, 2007; Thompson
and Witter, 2000). The culture of giving gifts seerto be the most straightforward
explanation that applies beyond the borders ohglsicountry. However, in the context of
inadequately funded public health care servicdsynmal payments also provide a means for
CEE patients to receive services with quicker axeasl better quality, as well as for health
care providers to obtain a respectable reimburserwmnservices provided (Belli, 2002;
Chawla et al., 1998; Cockroft et al., 2008; Tataale 2007). Governments who are unable to
adequately reform and fund their health care seoften neglect and condone the existence
of such payments (Lewis, 2006; Shahriari et al01220hompson & Witter, 2000). Therefore,
informal payments are seen as an indicator of prohtic areas in health care funding and
organization. Hence, when the government failsisuee the provision of adequate health
care, patients and providers resort to informahpayts (Cohen, 2012).

This dissertation studies informal patient paymentsix CEE countries — Bulgaria,
Hungary, Lithuania, Poland, Romania, and Ukrainke Tountries present an interesting
context for a cross-country comparison given th& ganilarities in their health care sectors

(the Semashko type of health care systems) anbeirgéneral socio-political environment



during the communist period. All of these countriesperienced radical economic and
cultural changes in the era after the fall of thexlid wall (Berend, 2007; Rechel & McKee,
2009). However, the pace of the reforms was differfaster in Central European countries
(e.g. Hungary and Poland) and in Baltic countreeg.(Lithuania), slower in Balkan countries
(e.g. Bulgaria and Romania), and especially slowformer Soviet republics in Eastern
Europe (e.g. Ukraine). This brought an analogowerdity not only in the economic and
socio-political development of the CEE countrieg blso in their health care sectors (see
Appendix A). Overall, the health care system penfmnce in Eastern European countries is
lagging behind that in Central European countrideafth Consumer Powerhouse, 2010).
Nevertheless, informal patient payments remainyackaracteristic of nearly all CEE health
care sectors. A cross-country analysis of the detemts, level and scope of these payments
in the CEE region, which is the main goal of thissdrtation, enables a better understanding
of the informal payment phenomenon in the contdxtiferent health care policies and

systems.

1.2Research on informal payments for health care serges

Researchers’ interest in informal patient payméassbeen increasing during the last decades
(Cohen, 2012). Although cross-country comparisores sparse, the scope and scale of
informal patient payments in single countries, @il &s the determinants of these payments,
are widely studied. Also, theories from the fieldeconomics, management and psychology
are applied to explain why informal payments eaistl how they affect health care provision
(Burak & Vian, 2007; Gaal & McKee, 2004; McPakeakt 1999; Ozgen et al., 2010).

1.2.1 How pervasive are informal patient payments?

Studies show that informal patient payments areumique for CEE countries. They are a
well-known phenomenon around the world. The practt small gifts (flowers, chocolates,
wine) given by the thankful patient to health cst&f after service provision, exists in many
countries (Abbasi & Gadit, 2008; Barr, 1996; Chiwak, 2007; Lyckholm, 1998). Such gifts
are not typically expected by providers. Althouglisirecognized that such gifts should be
regulated and monitored, they are not seen asldgmnoin health care provision as long as
patients, who do not give gifts, are not deprivexht adequate health care services (Dodge,
1978; Greenberg, 1990; Orentlicher, 1994). Rub0122 even argues that such small gifts to



physicians should not be forbidden since gift rafumay hurt the tender affection of the
patient. Therefore, in exceptional cases, medicafepsionals have asserted their right to
accept small gifts from patients. However, wheneggive in-kind gifts to physicians in
exchange of better or quicker services, becomemammmn practice and when informal cash
payments appear, concerns about equity in acceasldquate health care start to emerge
(Allin et al., 2006; Barber et al., 2004; Ensor &5 1996).

A huge variety in the nature and patterns of infalratient payments is reported
across countries. Studies provide evidence on dhni@tion of payment type (cash or in-kind
gifts given by patients or their families), timirfgefore, after or during service provision),
subject (out- or in-patient service), purpose (wig better quality or access), and
motivation (physician’s request or patient’s irtitia) (Balabanova & McKee, 2002; Belli et
al., 2004; Cockcroft et al., 2008; Delcheva et ®97; Ensor, 2004; Falkingham et al., 2010;
Gaal & McKee, 2005; Lewis, 2002; Shishkin et abDp3; Tediosi et al., 2008; Thompson &
Witter, 2000). By and large, informal payments albbserved in all patient groups irrespective
of socio-economic status (Belli, 2002; Falkingharale 2010; Tomini et al., 2011).

Ensor (2004) defines three main groups of inforpetient payments, which can be
linked to the key health care actors: (1) inforrpayments related to the inability of health
policy-makers to reform the failing health careteys (i.e. payments that cover the costs of
medical supplies and personnel when health cargdisicat the health care facilities are
insufficient); (2) informal payments that resulbrin the providers’ misuse of market power
(because of monopoly or principle-agent relatiomswieen providers and patients); (3)
informal payments that result from the consumett®napt to access better services or
services that are not included in the benefit pgekge.g. better hotel services, innovative
treatment and procedures, for example laparoscapiccontrast to invasive). The
differentiation between these groups of informalmants is essential because it can show the
roots of the informal payment phenomenon (Ensor &eByeva, 1998; Gaal & McKee,
2005).

As empirical evidence suggests, developing andsitian countries are more often
affected by informal payments because the econamtcsocio-cultural environment is more
conducive to “gifts” exchange as a means to mainthe underfunded health care system
(Allin et al., 2006). Overall, the boundaries betwenformal payments and true gifts are not
always easy to determine (Polese, 2008; Wanneg)2@&iill, in countries like France, Italy
and Greece informal payments for health care sesvace also known (Bellanger & Mossé,
2000; Calltorp et al., 1994; Mossialos, 2002; He&bnsumer Powerhouse, 2008). The level



and incidence of informal payments are difficult compare across studies because of
different methodological approaches used, as welldidferences in the timing of data
collection. However, previous research has showah ithcountries, such as those in Central
Asia, the size of informal payments is substantigierms of both the share of GDP and the
share of total health care expenditure (Baschiefatkingham, 2006; Lewis, 2002; Lewis,
2007; Gaal et al., 2006; Rechel & McKee, 2009). Esample, about 84% of total
expenditure on health care in Azerbaijan is regbttebe informal (Lewis, 2000). In some
instances, physicians are found to earn as much fadl additional salary from informal
payments (Baji et al., 2011; Betliy et al., 200nskr & Savelyeva, 1998; Falkingham, 2004,
Kornai, 2000).

1.2.2 How do informal patient payments affect tealtt care system?

Empirical evidence suggests that informal patieynpents affect the health care system in a
complex and interrelated manner. Their impact oalthecare provision is revealed at the
macro (system) level as they impede health camrmef, and at the micro (service) level by
creating barriers to adequate care.

Informal patient payments present a problem foricgahaking since they are
unregistered and thus, they hinder the estimatidheoactual size of private expenditures in a
country (Chawla et al., 1998). Furthermore, inforpetient payments can distort policies that
aim to improve the efficiency of health care seegicFor example, the physician may be
reluctant to provide detailed information about thiagnosis and treatment, or may avoid
referring the patient to the most suitable spestiabr even ignore the patient if no informal
payment is offered (Allin et al., 2006; Cohen, 20ERAsor, 2001; Gaal et al., 2006; Lewis,
2002; Lewis, 2007; Pavlova et al., 2010). Consetiyieimformal payments may affect the
physician’s decision on what services to provide &m whom to provide them. Informal
payments given by consumers are seen as incorgonatentives to a certain group of
physicians. Parallel to the informal payment howgpbysicians or health care facilities also
receive a formal reimbursement (public funds) fervges provided. Thus, although at first
sight both providers and informal payers beneditrfrthe informal exchange, the allocation of
public resources is also affected by the individuglingness to pay informally, not just the
social value of the use of these resources. Intiaddio allocative efficiency, the cost-
effectiveness of health care provision can be afsmermined if there are patients willing to

receive (and willing to pay informally for) less steeffective services. In view of this,



informal patient payments can become a major impedt for health care delivery and
reforms that aim at the efficient use of publicltieaare resources.

Although informal payments may help individual eatis to obtain services with
better quality (Maestad & Mwisongo, 2011; Thomsod Xiavier, 2004), there is no evidence
that these payments significantly contribute to tm@rovement of clinical quality in the
health care sector in general (Gaal & McKee, 20@npirically tested (e.g. quasi-
experimental) findings that support or refute tmpact of informal payments on the attributes
of services provided (including quality attributes® lacking. It is recognized however that
health care providers may artificially provide sstandard care in order to extract informal
payments for a return to the usual quality starslé@hal & McKee, 2005). Also, health care
providers are not interested in reinvesting thenmial payments in the public health care
system (e.g. purchasing new medical equipmentiabeitmore likely to invest them in their
own private practices or use them to supplemernt theome (Belli et al., 2004; Gaal et al.,
2006; Kornai, 2000; Maestad & Mwisongo, 2011). le fbng-run, this may lead to better
quality of services provided in the private sedfor those who can afford to pay the fees)
than in the public sector, even if provided by #ane physician. Thus, public health care
provision remains under-funded and of low qualigre when informal patient payments are
widely spread (Ensor & Witter, 2001; Lewis 2000e&ker et al., 2002).

The most adverse effects of informal patient paysieancern equity. When informal
patient payments are established as a practicenpaivho lack funds or social protections,
and cannot afford to pay informally, either avorddelay seeking treatment (Lewis, 2007).
Frequently, they use personal savings, take ouslaad sell assets to cover these payments.
The ultimate effect is the same as referring p&ti¢ém the private health care sector. In some
instances, low-income patients are found to pagrmélly proportionally more in relation to
their income than high-income groups. In fact, infal patient payments are highly
regressive even when compared to formal co-paym@asdp, 2012; Mastilica & Bozikov,
1999; Ozgen et al., 2010; Thompson & Xavier, 20002k idea that physicians (guided by a
“Robin Hood” principle) charge rich patients infaaty and provide free-of-charge service to
poor patients, is not supported by empirical figgiiSzende & Culyer, 2006).

Given the above, informal payments are considevebet a key challenge to health
policy-makers. A better understanding of the couspecific context and the roots of
informal patient payments is essential for the glesif adequate strategies for the elimination
of these payments, as well as for the successfullcation of these strategies (Vian et al.,
2006; Vian, 2008).



1.2.3 Why do informal patient payments exist?

The literature suggests a variety of interrelatackdrs which are associated with informal
payment practices. Different authors (Gaal & McKeep5; Thompson & Witter, 2000;
Tomini & Maarse, 2011) argue that the presencenddrinal patient payments can be
explained by the tradition of giving gifts, as wel by other cultural, social and ethical
factors that do not directly affect the health csystem. However, solely cultural and moral
factors can not fully explain the variety of infoahpayments. The term “multiple moralities”
(Wanner, 2005, p.530) emerged during the transpienod. The collapse of the restraints and
the strong punishment system on the one hand angdiitical and economic changes in the
former soviet countries (especially those relatex fublic services provision, its
accountability and transparency) on the other hamdseen as key factors of resorting to
informal exchanges during the transition. The infal exchanges serve as a means for
individuals to achieve at least individual welfavben the state fails to ensure social welfare
(Wanner, 2005).

Under these cultural and moral conditions, it igpamant to take into account the
double nature of informal patient payments sinas¢hexplanations do not fully apply to
informal payments requested by health care prosider particular, payments requested by
health care providers, do not necessarily refleethical provider's behavior. Low salaries
for health care staff seem to be a good excustéze solicited payments (Miller et al., 2000;
Balabanova & McKee, 2002), so they are more widssprin situations of chronic
underfunding of the health care system (includak lof medical supplies, commodities, and
sanitary aids). In other words, when certain goodservices (like health care) have to be
accessed, it is not only morality or values integtiwithin primary socialization that rule
human actions. Economic factors, such as low plarsigalaries and low health care funding,
as well as managerial and legal aspects, and my@rigance also matter (Ensor 2004; Gaal &
McKee 2005; Tomini et al. 2012).

Overall, four basic dimensions mentioned in ther#éture (Gaal & McKee, 2005;
Mossialos, 2002; Tambor et al., 2010; Tomini et2011) — socio-cultural factors, economic
and labor factors, political and regulatory fact@sd health care systems in particular — can
be used to classify the factors that shed a lighthe causes of informal payments. Table 1.1
presents the key factors and possible indicatarslipgension together with an explanation of
their relation to the presence of informal patigayments.



It should be pointed out however that the dimersi@factors and their indicators)
presented in Table 1.1, are rather interwoven lpileading to the existence of a specific
pattern of informal payments in a country. For eglanthe existence of informal payments is
associated with insufficient health care systending and low physicians’ salaries (health
care system dimension in Table 1.1). This offerggpanation of why health care providers
request informal payments and emphasizes the mvitble in the informal payment chain.
However, insufficient health care system fundinglasgely a result of poor economic
circumstances (economic and labor dimension in &dbl). Low earnings in the country
imply low general tax revenues and low social iasge contributions, which in turn limit the
resources available for public health care prowisithus, the two dimensions, the health care
sector and the economic and labor environmentjrdeerelated and it might be difficult to
distinguish their intertwined influence in practice

Similarly, the socio-cultural factors (including disators such as attitudes and
perceptions in Table 1.1) indicate the role of stycbut also the role of the patient as a key
element of the informal payment chain (health rstem dimension in Table 1.I)hus,
even when the informal payment is requested, thierganakes the final decision to resort to
an informal transaction with the provider or naot.other words, the patient is able to pour oil
in the flame of the defective regulatory mechanismd the economic climate that leads to
informal payments. But it is also the patient whdiates informal payments as a means to
obtain the desired services. Cohen (2012) describiss behavior as a ‘do-it-yourself’
approach - an adaptive strategy of an individuab vghunsatisfied with government services
and is willing to apply different (e.g. informal Gextra-legal’) approaches to fulfill health
care needs. Therefore, theoretical discussions| (&adcKee, 2004) and empirically tested
theories (Burak & Vian, 2007) offer a deeper lodkiradividual’s motives for informal
payments.

Still, authors recognize that informal paymenteihadominate under well-designed
regulations and good governance of the health sacéor (Cohen, 2012; Gaal & McKee,
2004; Tomini & Packard, 2010). This indicates tloéerof health policy-making for the
existence of informal payments (health care systenension in Table 1.1). Thus, the “do-it-
your-self” approach described I§ohen (2012) is applied when a clear health poiscy
lacking. Stated differently, it plays the role alternative politics” in the health care sector.

Additionally, the general political and regulatognvironment (Mossialos, 2002;
Pavlova et al., 2012) is also essential (politiaa regulatory dimension in Table 1.1).

Indeed, the lack of transparency and accountalfditylitates corruption in many areas, not

10



Table 1.1.Dimensions, factors and indicators that explainpiesence of informal payments

Dimensions Factors Example indicators Explanation
Health Health care Total/government expenditure on health Inadequate levels of health
care system fur;_dmg and | ayel and structure of user charges care funding, efficiency, and
policy . . -
Allocation and management of funds equrFy of_servpe provision
provides incentives to health
Health care Range and reach of services care providers and patients to

organization
and provision

Health care
providers

Patients

GP practice functioning

Range of competing health facilities

Type of provider payment mechanism
Providers’ aspirations and expectations

resort to informal payments in
order to achieve their
expectations for a reasonable
income and service quality
respectively. Low level of
physician salaries and line-

Moral standards of the medical professiopg, budgets lack incentives

Willingness and ability to pay
Patients’ preferences

increase productivity and
satisfy patient’s needs.

Socio-cultural
environment

Demographics

Social factors

Age structure of the population
Dependency ratio

Level of education and literacy
Civil society functioning

Wide-spread informal
payments can be associated
with deeply rooted gift-giving
culture and social acceptance
of undeclared (informal)
transactions. The abilities of

Socu’;l | Attitudes towards corruption individuals (and the society in
gﬁﬁcm%ij Attitudes towards informal transactions general) to change their
Moral standards of citizens attitudes and perceptions may
depend on education level a
Culture Culture and cultural belief in gifts demographic factors (for
Perception of tipping and gratitude monegxample, age structure).
Economic Labor Employment opportunities Economic growth reduces the
ZESirlggcr;:ent Levels of unionization need of a grey economy and
Level of capital mobility |nforr.nalltransact|ons. A ngl-
functioning labor market give
Economic Rate of economic growth alternatives to physicians who

circumstances

Size of the informal economy
Income rates

are not satisfied with work
conditions and reimburseme

Political and
regulatory
environment

Politics

Governance

Ethics

Appointment of new ministers
New governments
Joining to unions, e.g. to the EU

Stability of political institutions

Control, accountability, transparency

Levels of corruption

Political will to combat corruption

Clear professional and ethics codes

Good practices in politics and
governance facilitate a bribe-
free environment. Adequate
regulations are reflected in
proper performance (e.g. no
informal payments). Lack of
regulations in terms of ethics
(e.g. Code of Ethics) can
create atmosphere conductive
for informal payments.

SourceCohen, 2012; Ensor, 2004; Gaal et al., 2006; Gadli&Kee, 2005, 2006; Leichter, 1979; Lewis, 200I¢Pake €
al, 1999; Mossialos, 2002; Thompson & Witter, 2000mini & Maarse, 2011; Walt, 1998.

11



only between patients and physicians but also otyrements, and in the administration-
physician relation (Vian, 2008). Even further, iresence of informal practices and the depth
of their roots also influence the pace and quatitythe general reforms in the country
(Thompson & Witter, 2000). The lack of consensusoiagn policy-makers in following
common political values, in the recognition of infal patient payments as a problem, and in
the introduction of relevant measures to eraditia¢en, is often noticed (Allin et al., 2006;
Balabanova & McKee, 2004; Cohen, 2011; Lewis, 2000)

Thus, the four dimensions presented in Table liritljoshed a light on the informal
payment phenomenon. The monitoring of key indigatelated to each dimension is essential
when attempting to eradicate the practice of infdrrpayments. In particular, policy
interventions in this direction should be primarifpcused on the most problematic
dimensions. However, the rest of the dimensionsilshbe also taken into account to assure

the effectiveness of the intervention.

1.3. The escalation of the problem of informal paéint payments in CEE countries

In CEE countries, informal patient payments havenbebserved to exist since the 1970s
(Mossialos, 2002; Gaal, 2004). However, the phemumeof informal payments emerged
much earlier and existed also in Western Europeamtdes. It seems that in the past,
patients in any country brought in-kind donations family doctors on a regular basis in
order to show thankfulness for their work (Adam 398986 in Gaal & McKee, 2005; Levene
& Sireling, 1980). As Winslow (1946) has noticedeosgixty years ago, “the tribute from one
“g.p.” (the grateful patient) to another “g.p.” étlgeneral practitioner) is a supplement to - not
a substitute for - an assured income” (p.316). Mdistious, in Western European countries,
informal payments diminished or even disappearedh agsult of a drive towards more
transparency, as well as accountability and con@obt greater emphasis on professional
norms and conduct (Bovi, 2003; Williams, 2005). lteaare reforms, most notably the
introduction of universal and generous health iasoe systems which ensured physicians of
a stable and adequate income have also contridotezimination of informality in the
patient-physician relation (except for small gifggven occasionally by some thankful
patients). Gradually, a culture emerged in whidbrimal payments were wiped out from the
patient-physician relation (Bass & Wolfson, 1980génberg, 1990; Orentlicher, 1994). At

the same time, informal patient payments flourisimeithe CEE communist context.
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Until the 1990s, market regulatory mechanisms faglprices and competition were
not applied in CEE countries due to the existingspolitical arrangements. However, the
low public health care funding in the CEE regiom ffie absence of private spending) led to
insufficient health care resources and inequalitresiccess to public services and goods.
Hence, a variety of informal strategies dominatedhéalth care and other ‘non-productive’
sectors (Ensor, 2004). Indeedyldt (the attainment of public goods through personal
connections often anchored in long-term socialtiaiahips) became a ruling approach in
social life and relations (Ledeneva, 1998; Pat@@02; Rivkin-Fish, 2005; Salmi, 2003).
Because of shortages in goods (rather than monaygithe communist period, informal
payments in the form of gifts like perfumes andobhtd, were especially appreciated in
contrast to cash payments. The health care sea®ma exception to the “ideologies of gift
exchange” (Patico, 2002, p.346). Similarly to otbectors (Ledeneva, 2006), gifts and barters
supported by reliable connections, dominated irdthe&are provision. Patients relied on these
strategies mainly to motivate the underpaid hee#tre staff and to receive better medical
attention.

In the late 1980s, the CEE societies started a&itran process, which brought drastic
changes in social values, social life, economigagibn and in political arrangements (Berend,
2007). In particular, the collectivism with its kiio wider social networks gave way to more
individualistic approaches based on personal dapikso, health care systems in CEE
countries were faced with a dramatic decrease blipfunding despite that the excessive
health care infrastructure and large benefit pagkagtablished during the communist period,
were preserved.

These changes affected informal patient paymentidanhealth care sector as well.
During the transition period, cash informal paynsestiarted to play an important role since
they facilitated the maintenance of living standasfithe health care staff who received them.
Items that were valuable before, lost their impactabecause they became available at the
market (Patico, 2002). During this period, the terfunder-the-table”, “envelop” payments
but also “bribes” or “corruption” became commondtbfor “gratitude” money to physicians
(Kornai, 2000; Rogers, 1997). Although informalipat payments are not exclusively seen as
a transition feature, the prevalence of informalmpants is thought to be higher in the post-
communist period compared to the past (Gaal, 2004).

Currently, new trends in health care services pioni (establishing social health
insurance and emerging formal and quasi-formalepatcharges) have resulted in new

purposes for informal patient payments in the C&dtan. For example, after the introduction
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of official waiting lists, attempts of patients avoid such lists or at least reduce waiting time
through informal payments are noticed in some CBEntries (Gaal, 2004; Tymowska,
2001). Informal patient payments are also seentaslao obtain more specialized services,
which provision is restricted by the health insweasystem (Chawla et al., 1998; Shishkin et
al., 2003). Although informal patient payments arest often reported for services included
in the basic health care package, services outsglbasic package are also affected. Hence,
informal patient payments became widespread inQBE region and their diverse patterns

reflected the difficulties in accessing certainltieaervices in the public sector.

1.4 Health care systems of the six CEE countriesdluded in the study

The transition from a state-planned to a markenheot has created a mix of contrasting
political and social values, and a continuouslyngfiag socio-economic environment in the
countries in the CEE region (Deppe & Oreskovic,@)99hough, the CEE countries have a
lot in common, they also show some diversity inmerof economic development,
demographic patterns, and health indicators. Hetheeinfluence on consumers’ perceptions
and their spending decisions varies. The charatiefeatures of the six countries included in
this study (Bulgaria, Hungary, Lithuania, Polandonfania, and Ukraine) are briefly
described in this section.

Generally, a shortage of resources, a lack of ggodernance (e.g. lack of
transparency and accountability) as well as otheadyantageous trends (poor health
indicators, unemployment, low salaries of medidaffslack of trust) are considered to be
characteristics of all countries included in thedstas shown in Appendix A (Kuszewski &
Gericke, 2005; Gaal, 2004; Lekhan et al., 2010)weier, the extent of these problems
differs between countries. In particular, the rates political stability, government
effectiveness, and per capita government expemrdiarhealth are higher in Hungary, Poland
and Lithuania than in Bulgaria, Romania and Ukraldewever, maternal mortality index in
Hungary is quite high and comparable to that in Roia and Ukraine.

In order to compare the context of the six coustriee draw upon the SPACE-matrix
analysis. The SPACE-matrix (Strategic Position actlon Evaluation Matrix) analysis is a
management tool to determine the competitivenesmairganization at the market place. It
uses a set of pre-selected indicators of four keyedsions of competitiveness, namely the
organization’s financial strength, the organizasaompetitive advantage, the stability of the

external environmental and the general strengthhefindustry. The exact indicators per
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dimension depend on the type of organization asdndustry. Based on the value of the
indicators for a given organization, an averageresqeer dimension is calculated for that
organization. The average scores are used to pdheaorganization’s profile. The shape of
the profile indicates the competitiveness of thgaaization and possible strategies for the
improvement of its market position. Profiles offdient organizations are used to compare
the competitiveness of these organizations (foremaetails regarding the SPACE-matrix
method see Swayne et al., 2008). Although the SRAGEix method is usually applied at an
organizational level, applications of the methoccadintry level are also reported (see e.g.
U.S. Government Assistance to and Cooperative hAietsv with Eurasia 2007). Country-level
applications can help to highlight the positiongttgic goals and barriers) of a given country
compared to others.

We apply this tool to determine the conducivenesshe environment in the six
countries to informal payments. We use the fouretisions of the presence of informal
patient payments described in Table 1.1, namelyp@oic and labor factors, socio-cultural
factors, political and regulatory factors, and teahare system factors. For each dimension,
we select five key quantitative indicators whosdugsa are readily available for all six
countries from a single source though from difféngrars (see Appendix A). This means that
important indicators (such as average physiciankirg per country) are omitted because
their values are either not available or are ablabut from different sources, which
questions their comparability. The indicators ahdirt values per country are presented in
Table 1.2.

The values of the indicators are used to calcdttedardized scores per indicator per
country. In particular, for each indicator, we sumthe six country values and then for each
country, we divide the country value by this surs.&result, the country values are rescaled
and the new values fall in the range from 0 to ightbriginal values of an indicator indicate
low conduciveness to informal payments (e.g. ireadsGDP, health expenditure, etc.), but in
the new rescaled values these are reversed. Thhighatandardized score per country per
indicator in Table 1.2 indicates a relatively higbnduciveness to informal payments, i.e. a
relatively problematic area in the country. The sofrall country standardized scores per
indicator equals 1. Thus, the standardized scolless &omparison across countries and
across indicators. An average standardized scorecpentry per group of indicators

(dimension) is also calculated, i.e. four averagaedardized scores per country.
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The average standardized scores (see Table ligated relatively similar economic,
regulatory cultural and health care system enviremnm all countries except for Ukraine and
in some occasions Romania. The scores for Ukraieealnost always the highest and for
Poland are almost always the lowest. Based onubmge standardized scores per country,
the country graphic profile is drawn (see Figur2).1lThe area within the country profile
indicates the conduciveness of the country enviemtnto informal payments. A larger area
indicates a relatively more conductive environméltianges in the set of indicators do not
change the relative order of the countries baseth@mronduciveness of their environment to
informal payments.

Thus, Figure 1.2 shows that the environment in Wikraand Romania is relatively
most conductive to informal payments and that itaRa is relatively least conductive to
informal payments. Bulgaria, Hungary and Lithugmiasent in-between cases. Therefore, the
same cross-country pattern in informal patient pawyts can be expected. This expectation is
studied in the dissertation.

Figure 1.2. Six CEE country profiles based on the average stawkd scores from the
SPACE-matrix analysis (see Table 2.1)
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Notes: EL= economic-labor factors; SC= socio-cutlifactors; PR= political-regulatory factors; HC=dalth
care system; BG= Bulgaria; HU= Hungary; LT= Lithuam PL= Poland; RO= Romania; UA= Ukraine;
S= area size
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The country profiles in Figure 1.2 lack some qadiMe indicators. In particular, it is
worth to underline important changes that occuirednost of the countries. Specifically,
Hungary, Lithuania and Poland joined the EU in 2@@fbwed by Romania and Bulgaria in
2007. EU membership is considered to provide a dramd stimulus for the countries to
improve regulations, to achieve better living s&mad, more transparency and accountability.
It also requires the eradication of corruption.c8ifRomania and Bulgaria were late with the
achievement of the EU requirements, especially vatgard to the control of corruption, their
EU membership was delayed. Ukraine is a non-EU neemith doubtful chances to achieve
this membership in the near future. Ukraine’s disadlaged situation is also visible in our
SPACE-matrix analysis, the same for Romania anddid.

In addition to this, one or two decades ago, alintnes except for Ukraine switched
from the system of central planning and free-ofrghahealth care to a decentralized system
with a health insurance fund. All six countries espnced numerous appointments of
ministers of health during the last decade (eig.lBungary and Lithuania, 10 in Ukraine and
13 in Poland with an average length of stay of 8-ykar), which partly explains the uneven
character of their health care reforms. Nevertlseleshievements such as strengthening
primary healthcare (GPs practice), reducing hosp#tpacity, improving quality and equity in
health care provision as well as cost-effectivemegsovements, are observed in virtually all
countries. The systems of patient payments fortinezdre services are considered to be
unclear in most of the countries except for Bulganhere formal service charges were
introduced in 2000. Also, most of the countriescépt for Poland and partly Bulgaria) did
not succeed to implement anti-informal paymentsast Though, informal patient payments
were considered as subject of intensive policy gela Hungary, Poland and Bulgaria
(Atanasova et al., 2011; Gaal & McKee, 2005; Gokeka, 2010; Holt, 2010Db). In the other
countries, informal patient payments are not alwagsognized by policy-makers as

essentially problematic.

Despite the absence of these qualitative aspdetscdauntry profiles in Figure 1.2
highlight the strengths and weaknesses of the emwient in each country with regard to
informal patient payments. These profiles can ls® alsed to elaborate a single-country
strategy for an effective elimination of informahtent payments. This is considered in the

general discussion of this dissertation.



1.5. Aim and objectives of the dissertation

As outlined in this introductory chapter, inform@tient payments present a policy problem
in CEE countries. The problem has been growingséweral decades despite the health care
reforms in most of these countries during the iteoms period. Although empirical studies
underline the need to eradicate informal patientrmnts, these studies mostly focus on a
single country. Recent cross-country comparisoadauking. The few cross-country studies
on informal payments for health care services ire@Buntries were conducted a decade ago
although published quite recently (Belli, 2002; &wdt et al., 2008). Such cross-country
studies are deemed to be important because theyatano identify country-level factors that
influence the size of these payments and theiresa@allin et al., 2006; Gaal & McKee,
2006). This way, the mechanism of informal patjggyments as well as good practices in the
CEE region can be highlighted.

Therefore, the aim of this dissertationtesstudy informal payments for health care
services in CEE countries and to compare the lesape and consumer’s perceptions of
informal patient payments in the regioks mentioned at the outset, the focus is on &k C
countries at different stage of social and econateielopment:
= Economically advanced Central European countries@dry and Poland).
= Less advanced countries from Eastern Europe (Balgad Romania).
=  Economically advanced former Soviet republic indp (Lithuania).

= Less advanced former Soviet republic in Europe &ia).

To achieve the aim of the dissertation, the follogwesearch objectives are defined:

Objective 1.To critically review previous empirical studies iofiormal patient payments

Since informal patient payments are a potentiadiysttive issue and are characterized by a
complex and diverse nature, the first objectiveoaf study is to find the most suitable
approach for studying informal patient paymentse Tdcus is on the question “What are the
most appropriate research designs available wHermial patient payments are examined?”
Moreover, a methodology review for the systemaéeedlopment of a research instrument to
study informal patient payments, has not yet begonted in the literature. In order to study

difficulties in collecting data on informal patiemayments, desk study is applied. Data
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collection modes, research methods and instrumbatacteristics applied in published
empirical studies are systematically reviewed amdlitpatively analyzed in the light of
scientific attainments in research methodology. Tdsults provide a base for developing a

research instrument for collecting data for thigigt

Objective 2.To study perceptions and attitudes towards inforpggiments in CEE countries

Despite the methodological challenges, the leveard attitudes towards informal patient
payments should be known to be able to design mmplement strategies for dealing with
informal patient payments. By and lardpealth care reforms especially those focused on the
introduction of formal fees can be impeded if paise(and more generally, the society) accept
informal payment practices. Therefore, we inveséigaublic attitudes and opinions as well as
individual beliefs and perceptions of informal pati payments in the six CEE countries. The
analyses carried out for this objective are basedlata from 1 000 effective face-to-face
interviews conducted in each of the six countrire2010. Data have been collected using a
multi-stage sampling method (for more details s@@ekhdix B-D). Taking into account the
lack of multi-country and up-to-day studies, ousulés provide evidence on patients’
inclination to make informal patient payments coltimg for socio-demographic features and

country context.

Objective 3.To study the scope and patterns of informal papayiments in CEE countries

The problematic areas in health care provisionbmeasily detected when the type and scale
of informal patient payments is considered. Withthis information, the use of official
statistics on out-of-pocket expenditures (if thare any) can be misleading. Also, since a
common methodological approach is not availableglsicountry studies cannot be used for
a cross-country comparison. We provide data onethed of informal patient payments in the
six CEE countries based on the analysis of the stateset as that for objective 2 though it is
supplemented by second-wave 2011 data on Bulgdtagary and Ukraine. The informal
patient payments in Bulgaria, Hungary and Ukraireeexamined in detail with regards to the
country and year of occurrence, type of serviceluge purpose and initiator of the payment.
We also consider countries’ specificities in tHesalth care system and general environment.
In addition, as the literature suggests differeqmi@nations for informal payments for services

and for supplies, we analyze them separately.



Objective 4.To study the case of informal payments for matgwate in CEE countries

Previous research has revealed higher informal paysnfor services of a surgeon,
gynecologist, urologist and obstetrician compapedther services (Kornai, 2000; Vian et al.,
2006). Since these services are not considereauéise procedures, more anxiety and fear of
the patient and higher qualification of the providsually explain the higher scope and scale
of informal payment for these services. Given theyliarities of obstetric services and taking
into account the UN Millennium Development Goals take a deeper look at informal
payments and behavioral patterns related to childbiherefore, this dissertation provides
quantitative results on maternity care (specificédtlr objective 3) from Bulgaria, Hungary
and Ukraine combined with a qualitative study ie ttapital of Ukraine that explores the
experience of consumers and providers with infonpagiment for childbirth. Insufficient data
on maternity care provision in CEE countries (alstkraine) have attracted our attention to
the qualitative aspects of the process of inforp@yments. Hence, our analysis of the
bargaining process in maternity care in Ukraineva as how patients, obstetricians and
experts understand, apply and experience infornatments, discussed together with
Ukraine’s environmental peculiarities, allow a bettinderstanding of the presence of certain

patterns of informal patient payments for childirt

1.6. Dissertation outline

Overall, the design of the dissertation is not ditianal”, but a so-called “dissertation
prepared to facilitate publishing”. Instead of sepiag methods, results and a discussion in
different sections, the chapters of the dissematan be read independently, each presenting a
specific part of the study.

The dissertation includes seven chapters, thedirathich is this general introduction.
The next five chapters serve to study the speolfiectives listed above. Chapter 2 focuses
on objective 1, and contains the results of a syatie literature review focused on the
research design when informal patient payments examined. These findings were
considered and applied for the methodology desigthe next three chapters. In Chapter 3,
we investigate public attitudes, perceptions andiops on informal patient payments in six
CEE countries illustrated with payment experierd torresponds with objective 2. Chapter
4 also focuses on objective 2, though patientsiefseland perceptions of informal patient

payments are analyzed. The scope, scale and gatieinformal payment for out- and in-
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patient services are a focus of part of the stugggnted in Chapter 5 that relate to objective
3 and 4. Besides the two-waves multi-country surth&t is the basis of analysis in three
previous chapters, the results of a single cougtlitative study is described in Chapter 6,
focused on informal payments for childbirth in thapital of Ukraine. The dissertation

concludes with Chapter 7 where key findings are manzed and discussed as well as

concluding remarks are made.



CHAPTER 2.

EMPIRICAL STUDIES ON INFORMAL PATIENT PAYMENTS

FOR HEALTH CARE SERVICES:

A SYSTEMATIC AND CRITICAL REVIEW OF RESEARCH
METHODS AND INSTRUMENTS

Published as:

Stepurko, T., Pavlova, M., Gryga, I., & Groot, VE0{0). Empirical studies on informal
patient payments for health care services: A syatierand critical review of research
methods and instruments. BMC Health Services Relséd), 273.



Abstract

Empirical evidence demonstrates that informal patgayments are an important feature of
many health care systems. However, the study dethmayments is a challenging task
because of their potentially illegal and sensitrature. The aim of this chapter is to provide a
systematic review and analysis of key methodoldgitHiiculties in measuring informal
patient payments. The systematic review was basedhe following eligibility criteria:
English language publications that reported on epgbistudies measuring informal patient
payments. There were no limitations with regartheyear of publication. The content of the
publications was analyzed qualitatively and thailteswere organized in the form of tables.
Data sources were Econlit, Econpapers, Medline Medh ScienceDirect, SocINDEX. The
results suggest that informal payments for healtle cervices are most often investigated in
studies involving patients or the general publigt providers and officials are also sample
units in some studies. The majority of the studipply a single mode of data collection that
involves either face-to-face interviews or groupadissions. One of the main methodological
difficulties reported in the publication, concertise inability of some respondents to
distinguish between official and unofficial paym&nAnother complication is associated with
the refusal of some respondents to answer questiongformal patient payments. We do not
exclude the possibility that we have missed studieg were reported in non-English
language journals as well as very recent studiasate not yet published. Given the recent
evidence from research on survey methods, a seifrastrated questionnaire during a face-
to-face interview could be a suitable mode of aiig sensitive data, such as data on

informal patient payments.
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2.1. Introduction and background

In many countries around the world informal patipayments are seen as part and parcel of
health care systems (Ensor, 2004; Thompson & Wi&800). As discussed in Chapter 1
(section 1.2.3), the persistence of this phenome&aonbe explained by cultural perceptions,
insufficient funding of the health care sector dack of control and accountability in the
health care system (e.g. Balabanova & McKee, 2@¥3l & McKee, 2004; Thompson &
Witter, 2000). However, despite the different explons, informal patient payments are
overall seen as a negative feature of health canggion. Informal patient payments can have
adverse effects on equity and can hinder the detation of future funding requirements of the
health care sector (Delcheva et al., 1997; Lewi§)02 Lewis, 2007; Thompson & Witter,
2000). Empirical studies on informal patient payitseprovide evidence on the scope and
scale of this phenomenon. Such information coultpel and enable policy-makers to look
for solutions to the problem of informal patientypeents (World Health Organization, 1996).
This is particularly relevant to countries wherormal patient payments are condoned by the
government mainly because they are filling gapseduy insufficient health care budgets
(Ferman & Berndt, 1981; Harding & Jenkin, 1989; i\2000).

Although the importance of data on informal patiggayments is universally
recognized, the collection of such data is a chglleg task given their informal and
potentially sensitive nature (Miller et al., 2000zgen et al., 2010; Vian et al., 2006).
Moreover, Dabalen and Wane (2008) state that irdbrpatient payments are a sensitive
research topic due to their illegal character imsccountries. This implies difficulties in
estimating their real scope and magnitude, and alal difficulties in determining the
frequency of their occurrence. Furthermore, veaifmn and validation of the estimates on
informal payments are usually difficult. To assuadidity and reliability, empirical studies on
informal patient payments need to pay special atteron the research design applied (Ensor
& Savelyeva, 1998).

Methodological difficulties in collecting sensitiviata (as well as data that indicate
potentially illegal behavior) are an important ph research on survey methods (e.g.
Dillman, 2000; Holbrook et al., 2003; Roberts, 200@urangeau & Smith, 1996). In this area
of research, a sensitive topic is defined as atthat “seems to be threatening in some way to
those being studied” (Renzetti & Lee, 1993). Engairiresearch on a sensitive topic requires
special attention to two main issues: the developimé an adequate research instrument as
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well as an adequate data collection process (etmsdn & Clarke, 2003; Onsembe, 2002).
To respond to these methodological challenges,ethpirical studies on informal patient
payments have employed a variety of solutions. Thus studies considerably differ with
regard to the methodology used. These differenagswell affect the results of these studies

and this creates difficulties in comparing thestcomes (e.g. Szende & Culyer, 2006).

The aim of this chapter is to critically review thesearch designs applied to the
investigation of informal patient payments folloginhe method of a systematic literature
review. Our review is expected to facilitate thevelepment of future research designs for
collecting valid and reliable data on informal pati payments. Such critical review has not
yet been reported in the literature. To achieve ainr, we first define the term “informal
patient payments®. Based on this definition, wenidg keywords to search systematically for
relevant publications. The following sections preseur definition of informal patient

payments and the methods of data collection, falbly the results and their discussion.

2.2. Definition of informal patient payments

Empirical studies on informal patient paymentsilattie different characteristics to this type
of payments. As a result, informal patient paymetds not have a universal definition

although the definitions used by researchers paviylap.

For example, Adam (1989) who reported on one offit® analyses on informal
patient payments, uses the term “gratuity for dattoeferring to “a financial or other
material benefit, given to the doctor voluntary &ypatient or his/her relatives after the
treatment has been terminated”. More recent stygli@ade a broader definition of informal
patient payments. Lewis (2000) defines these patgnas “payments to individual and
institutional providers, in kind or in cash, thae anade outside official payment channels or
are purchases meant to be covered by the health ssamtem”. This definition includes
“envelope payments to physicians” and “contribusiaa hospitals”, as well as payments for
medical supplies and pharmaceuticals purchasedhdyatient privately but intended to be
covered by the government-financed health careesysThompson and Witter (2000) also
provide a broad definition of informal patient pagmbs but add other dimensions: “tips for
health workers”, “bribes to obtain access to certsérvices or better quality care”, and
“payments demanded by health workers or institgtiomhey also refer to informal patient

payments as payments that “are not sanctionedebguthorities”.
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Other recent studies add the moment of paymertaaléfinition of informal patient
payments. According to Allin and colleagues (2006jormal payments range from the ex
ante cash payment to the ex post gift-in-kind”. @éhors also outline some synonyms of the

term “informal patient payments”, including “undire-table payments™ or “envelope
payments”. Other synonyms used, include “unofficat-of-pocket payments”, “under-the-
counter payments” and “corruption in health caegy( Chawla et al., 1998; Cockcroft et al.,
2008; Delcheva et al., 1997; Falkingham, 2004). e\mv, corruption in health care has a
wider meaning and includes not only informal pdtipayments, but also informal (illegal)
payments to physicians and/or officials initiateg lpharmaceutical companies (or other
actors) for own, mainly financial benefits. Allint al (2006) as well as Balabanova and
McKee (2002) define patient payments as direct magmby patients for services that should

in principle be provided free-of-charge and ususlithin the public health care system.

Despite the difference in definitions, it is gerdlgraccepted that informal patient
payments could take monetary and non-monetary foand could express patient’s gratitude
but could also be requested by the health careigenvOverall, informal patient payments
are accepted to be unofficial, i.e. they are ngistered by the state and are made without an
official receipt of payment, and remain outside tifécial payment channels. However,
confusion arises when these payments are alsoedeéis illegal. This is because informal
payments are sometimes — but not always — illelgalvis, 2000). These payments are not
illegal as long as the existing laws and regulatiare not contravened. Moreover, if informal
payments — like gifts and donations — are not tiraelated to treatment received they are
usually legal and frequently even tax deductatliles blso possible to define quasi-official
payments, which include those payments that agallbut for some reason tolerated by the
government (Ferman & Berndt, 1981; Harding & JenkB89; Lewis, 2000).

Based on the definitions of informal patient paytsafiscussed above and reported in
other publications (e.g. Gaal et al., 2006; Kilbmgprth, 1999), it is possible to define several
key characteristics of informal patient paymentgjclr can provide a base for a universal
definition. These key characteristics include:
= Who initiates the informal payment? The patient whishes to express gratitude, the

provider (individual or institution) who requesketpayment, or both?
= What is the nature of informal payment? In cashkimd (e.g. candies, jewelry), or in a

form of services (e.g. dinners, trips, and sporsp)3
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= What is the moment of informal payment? Beforejrdyror after the health care service,
medical supplies or pharmaceuticals are providetdgatient?

= Who receives the informal payment? The health gaséitution (incl. quasi-official
payments that are not official but where the patreceives a kind of receipt), medical
staff (incl. physicians and nurses), or the adnai®n of the health care institution?

=  Who actually makes the informal payment? The pabethe relatives of the patient?

= What is the purpose of the informal payment? Exgpoesof-gratitude, fee-for-service, fee-
for-commodity, fee-for-access, fee-for-quicker-as;er fee-for-better-quality?

=  What is the amount of the informal payment? The etanry value of the informal patient
payment is usually compared to the household’snreco

= How is the informal payment perceived? Normal b&racorruption, illegal behavior, or
tradition (due to cultural perceptions)?

= What is the attitude toward the informal paymen&gative (especially, if requested) or
positive (if an expression of gratuity), usuallypdading on the moment of payment?

The characteristics of informal patient paymentspnted above, cannot be analyzed
separately because they may correlate among ebeh at one characteristic may even be a
cause of another characteristic. For example, whenpayment is requested, it is usually
observed as a cash payment to medical staff irrgicall department, and the amount of the
payment can be higher than the monthly income efgdtient. At the same time, a gratuity
payment that is in kind has a value that correspdondthe patient’s income. Despite the
possibility of such correlations, to be able to emstiind the phenomenon of informal patient

payments, all characteristics listed above shoalthken into account.

We take these characteristics as a definition @drimal patient payments for our
analysis. However, we focus solely on informal @attipayments for health care services

excluding informal patient payments for medicaligs and pharmaceuticals.

2.3. Methods

In order to indentify the research techniques usdtie study on informal patient payments
for health care services, we conducted a systerit@tiature review using the method of desk
research. The combinations of keywords used fos#taech of relevant literature, consisted of
two components. The first component contained ¢h@ tinformal patient payments” or one
of its synonyms (see previous section), namely fiizial out-of-pocket payments”, “under-
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the-counter payments”, “under-the-table paymeritsiyelop payments”, and “corruption in
health care”. The second component consisted ofetime “empirical research” or one of its

synonyms, namely “survey” and “study”.

Using all possible combinations of keywords in eaththe two components, the
following databases were searched: Econlit, EcomqzapgMedline, PubMed, ScienceDirect,
SocINDEX. Only English language publications wesdested for further analysis. There
were no limitations with regard to the year of pcdion or publication status. Each
publication identified in the systematic search literature, was checked for its relevance
with regard to our research questions. Only pubboa that reported on empirical studies
were included in the list of relevant publicatiomfsit was obvious that the same empirical
study was reported in more than one publicatiotly one publication was included in the
final list but all publications that reported thtedy were taken into account to identify details
related to the study design. We also reviewed éference lists of the publications that we

identified for other relevant studies.

The content of the publications was analyzed cutal#ly and the results were
organized in the form of tables. The main objectf¢he analysis was to outline the research
designs reported in these publications. The focas W extract information on the data
collection process (i.e. sample characteristics daid collection mode) and the research
instrument (i.e. groups of questions, pilot and-test, cross-national specificity and recall
period). The research results reported in the studvere also summarized (using the
definition outlined in the previous section) to icate the type and incidence of informal
payments for health care services reported initbature. The results reported in the tables,

were assessed in view of findings reported in iteedture on research methods.

2.4. Results

In total, 31 publications were identified as relevan the systematic literature review. The
publications are presented in Appendix E accordinthe year of their publication starting

with the most recent ones. This section preseetgémeral study description, data collection
process, research instruments, as well as typesnardents of informal patient payments

reported in these publications.
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2.4.1 General description of the publication

The general description of the studies includedun review is presented in Table 2.1. As
indicated in Table 2.1, we identified 24 articlesl&/ reports/books relevant to our analysis.
Most of the field work reported in these publicagdhad taken place over the period 1990 —
2005, while the publications date from 1995 to pinesent. None of the papers contains an
analysis of data collected before 1990. We obsetiiatl the number of publications was
continuously growing: specifically, 7 publicatioappeared in the period 1995 — 2000 and a
twice higher number appeared after 2005.

Research on informal payments for health care sesvivas conducted in virtually all
continents. This includes countries with low-, lovmeiddle-, upper-middle- and high-income
economies (country classification by the World Ba2B09). Moreover, we observed that the

Table 2.1.General description of publications included in amalysis (31 publicatiorns)

Classification category = Sub-categories N Refer@mdex in Appendix E
st 2T R
Reports, books 7 6,9,19,21,22,23,24
After 2005 13 1,2,3,4,5,6,7,8,9,10,11,12,13
Year of publication 2001-2005 11 14,15,16,17,18,19,20,21,22,23,24
1995-2000 7 25,26,27,28,29,30,31
After 2005 1 6
2001-2005 12 1,2,5,8,9,10,11,13,15,16,17,24
Year of data collection 1996-2000 9 12,14,18,19,20,21,22,25,26
1990-1995 4 27,29,30,31
Not clear 5 3,4,7,23,28
Low-income countries 8 5,6,9,11,16,18,26,28
Origin of the study Lower-middle-income countries 10  7,8,9,13,14,15,16,17,22,25
(type of country
by World Bank) Upper-middle-income countries 12 1,2,10,16,19,20,21,23,25,27,29,30
High-income countries 9 2,3,4,12,16,21,24,25,31
Number of countries ~ Single country 26 %63?242'?2'2:3218,'2160,’2171,'%5:532%3:%?’17’18'19’
included in the study Several countries 5 2916,21,25
Descriptive 15 gél,g’lll’13’15’19’20'21’22'23’24’25’27'
Objective of the study Analytical 18 %ésjgléf;étl)z’13’14’15’16’17118’19’20’23'24'
Predictive 3 7,13,19
Not stated explicitly 3 2,6,9

1 One publication can be associated with more thansarecategory.
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phenomenon was reported mostly in former-sociabsintries but also in some countries that
had not been socialist (e.g. Peru, Uganda, andeyurkerom all 31 publications, only 5
publications reported cross-national studies. Tést of the studies reported results from a
single country. One third of the studies had a mdigsee aim and half of the studies had an
analytical aim. Only in three cases, the resealjactives could be described as predictive.
None of the studies (even earlier studies) couldléssified as having an exploratory aim.

2.4.2 Specificity of the data collection process

The specificities of the data collection procegsoreed in the publications that we reviewed,
are presented in Table 2.2. We found that the topimformal payments for health care
services was analyzed from the perspective of mesrdfenouseholds and patients, as well as
from the perspective of health care providers afftimls. The combination of several
sampling units was also reported. The sampling aaead greatly: from a city and district to
a single country and even several countries. Mbstliess reported probabilistic sample
designs (e.g. random, stratified or stratified @ndsample), although studies operated also
with snowball and convenience samples. In totalutof 31 publications had a sample size of
less than thousand respondents and 12 out of 3licatidns reported thousand to three

thousands respondents.

Of all studies included in our review, 18 publicais reported one type of data
collection mode. In the case of consumers, the rfneqtiently used mode of data collection
was face-to-face interview. In the case of pro\sdémce-to-face interviews were also widely
used, but besides them, focus-groups interviewssatfeadministrated questionnaires were
also used to gather data. Focus-group discussiods gaiestionnaires were applied to
consumers as well. Overall, self-administrated jolesaires were seldom used as a research
instrument. Few publications reported a mixing motidata collection combining interviews
and group discussions. Respondents were not tlyesontce of data. For example, one article

provided content-analysis of printed media.

Additional analysis suggested that the collectibdaia on informal patient payments
had changed over the years. At the beginning, tmygeneral public and providers were
involved in the studies, while later, patients affiitial were also included as sampling units.
The number of sampling areas and sample selecgohnigues applied in the studies
increased over the years. Thus, researchers irtthuoteonly probabilistic sample designs but

also purposive, snowball and convenience samplethenrecent years, as well as larger
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Table 2.2.Specificities of data collection (31 publications)

Classification Sub-categories N Reference index in Appendix E
General public: households 13 1,2,3,4,9,10,11,15,18,21,22,29,30
General public: individuals 10 7,12,13,14,16,20,21,24,25,27
Sampling Patients 5 5,17,23,26,28
unit Providers 10  2,6,13,17,19,20,23,25,28,31
Officials 3 2,19,24
Other (newspapers) 1 8
Cities 9 1,7,10,14,21,22,23,27,30
Districts 7 5,13,15,17,19,26,28
) Single country non-representative 7 3,4,8,24,25,29,31
Sampling ) ]
area Single country representative 7 2,6,11,12,16,18,20
Multiple country non-representative 4 292125
Multiple country representative 1 16
Random sample 8 4,12,13,15,20,21,27,30
Stratified random sample 9 2,3,10,16,22,25,26,29,31
Stratified sample 5 1,5,6,14,24
Sample .
. Purposive sample 8
selection
Convenience sample 7,13,17
Snowball sample 2 17,23
Not presented 5 9,11,18,19,28
Higher than 10000 3 2,9,16
_ 2000 - 3000 5 11,14,18,24,29
airirtf)le size 1000 — 2000 9 3456,12,20,26,30,31
Less than 1000 12 1,7,8,10,13,17,19,22,23,26,27,28
Not presented 2 15,21
1,3,56,7,8,10,11,12,16,19,21,22,24,2¢
One type 18 30.31
Number of data Two types 3 13,17,23
collection Three t 3 220 25
modes applied ree types e
in the study More than three types 1 28
Not clear 6 4,9,14,15,18,29
Self-administrated questionnaire 3 711,24
Data collection  Face-to-face structured interview 13 1,2,5,10,12,16,20,22,25,26,27,28,30
mode applied  tglephone interview 3 3421
for general _ . . .
public and Semi-structured/in-depth interview 5 13,17,20,23,25
patients Focus-group discussion 6 2,13,17,23,25,28
Not clear (interview/questionnaire) 5 9,14,15,18,29
Self-administrated questionnaire 2 2431
Data collection  |nterview 8 6,13,17,19,20,23,25,28
mode applied . :
for providers Focus-group discussion 2,13,23,26,28
and officials Stakeholder workshop 1 2
Diary 1 28

! One publication can be associated with more tham sub-category.
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sampling areas. The samples in some recent stugiesvery large (more than 10000 units)
compared to earlier studies. The data collectiahdao become more varied with the years
including more types of data collection modes. Ateliesting example is the stakeholder
workshop applied in one recent study.

We also considered the response rate reporteceipublications but we found that
only 9 out of 31 publications indicated this featwf the data collection. When reported, the
response rate was quite high ranging form 70% gbdrithan 90%. Only one study based on
telephone interviews reported a response rate ldten 20%. Nevertheless, the limited
number of publications that report the response paécludes a meaningful comparison in
this direction.

2.4.3 Specificity of the research instrument

Table 2.3 presents the specificity of the researstrtument applied in the 31 studies that we
reviewed. We divided the questions on informal pagta for health care services described
in the publications into questions to consumers. (ihe general public and patients) and
guestions to the providers and officials. Thereby19 studies, consumers were asked to
estimate the size of informal patients for healihecservices. In 20 publications they recalled
incidents of such payments. Moreover, the typenédrmal payments, beneficiary of these
payments, reasons for making informal paymentssgdeed effects of payments and attitudes
toward the presence of informal payments were ialgestigated. With regard to the officials
and providers, other types of questions besidesettior consumers were included, namely:
reasons for receiving informal payments, mechanishrllecting informal payments from
patients, and methods of reducing the unofficigihpants.

Although, we could identify groups of questionsioformal payments for health care
services included in the studies, the content efrésearch instrument was rarely described in
detail. The recall period and piloting/pre-testimgre also not mentioned in any of the
publications. With regard to the recall periode@shers frequently appealed to the memory
of respondents when the experience with payingrinétly was the objective of the survey.
There were only two options of the recall perioghlegal to the providers and officials: last
week and two years ago. However, we found a vaoétsecall periods applied in studies
among consumers. Respondents were asked to rememakarg payments during a year or
more, as well as during one to five months. Nexitvand last visit were also used as

reference points in the studies.
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Table 2.3.Specificities of research instruments (31 publirag)*

Classification Sub-categories N Reference index in Appendix E
: - 1,2,3,7,9,10,12,15,16,17,18,20,21,22,23,
Incidence of informal payments 20 24.26.27'29.30
Types of informal payments 14 1,2,3,10,11,15,17,18,20,21,23,24,26,27
Groups of
questFi)ons Beneficiary of informal payments 16 5521’33610‘11’12‘15’17’18'20’21’23'24'26’
ggt:gxrmal Moment of informal payments 4  210,17,20
payments for Magnitude of informal payments 19 12345910,12,14,15,16,18,20,21,22,
- 23,24,29,30
general public
and patients Reasons for informal payments 10 2,3,10,13,17,20,21,23,24,28
Perceived effect of informal payments 3 213,20
Attitudes towards informal payments 7 2,7,10,20,21,22,23
Incidence of informal payments 2 2425
Types of informal payments 4  20,24,25,31
Moment of informal payments 1 20
Groups of )
questions Frequency of informal payments 1 31
ont?nfcirmal Magnitude of informal payments 2 631
patien .
payments for Reasons for informal payments 6 13,19,20,23,24,25
p][fQY'dlerS and  Attitudes toward informal payments 6 17,19,20,23,24,25
officials
Perceived effect of informal payments 1 13
Mechanism of informal payments 3 17,1924
Reduction of informal payments 1 13
P||Ot and pre_ P||Ot Study 10 1,7,13,16,20,21,25,26,28,30
tests of the Pre-test 2 7,17
research
instrument 2,3,4,5,6,9,10,11,12,14,15,18,19,22,23,
Not presented 19 24.27 2931
Cross-national  Backward translation 3 216,25
specificity of g
2,16
the research Country specific part 2 ;
instrument Not presented 2 9,21
Less than 1 month 1 18
. 1-5 months 9 1,2,5,7,9,11,14,15,17
Recall period of
the experience 6-11 months 5 15,18,20,26,27
or the general 12 months and more 11 3,45,9,11,12,16,18,22,29,30
nggﬁt"ﬁs‘nd the  Other (last visit, 3 last visits) 2,7,24
No recall period (next visit) 2 7,20
Not clear 6 10,13,21,23,25,28
Recall period of - previous week 1 31
']Ehe experience years 1 25
or providers
and officials Not clear or not applicable 9  6,13,17,19,20,23,24,26,28

10One publication can be associated with more thansutecategory.
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Two publications stated that the questionnaire wastested and 10 publications
provided information that the questionnaire wastpill. In cross-national studies, a backward
translation was usually applied to ensure the properding of the questions. The

introduction of country specific questions was alsed in these studies.

2.4.4 Description of the main findings

Tables 2.4 and 2.5 contain the key empirical figdipresented in the publication with regard
to the type and incidence of informal payments Health care services. The findings are
presented systematically in the tables based ordeiimition of informal patient payments
outlined at the outset of this chapter. Both pasieand providers were reported as the ones
that initiate the informal payments for health caeevices. Informal payments in cash and in
kind were equally reported. However, some earlylipations also reported informal patient
payments in the form of service, e.g. car repgiambing, sponsorship for conference
participation. Informal patient payments that wigreash, were mainly paid before or during

the treatment and gifts were mainly presented #fieeservice was provided.

Researchers reported a variety of beneficiariemformal payments for health care
services, e.g. general practitioners, medical sgfists, other medical staff, and
administration. Overall, respondents reported higimdormal payments for services of
medical specialists (notably surgeon and dentish tfor services of general practitioners
although we observed that researchers appealed aftereto informal payments to general
practitioners. Expression of gratitude was ideetifias a motivation for informal patient
payments in about a quarter of the studies whileentiban a quarter of the studies reported
improved service provision (better quality and #eicaccess) as the main reason for such

payments.

The magnitude of informal patient payments was lyameported (only in 5
publications). Nevertheless, this characteristicirdbrmal patient payments was hardly
comparable since researchers were using differeagsarement units: monthly household

income, or monthly household expenditure, or heaibenditures.

The few studies that investigated the perceptiah attitude of respondents towards
informal patient payments, reported quite contr@stesults. Informal patient payments were
perceived by respondents as tradition and grabig/studies, and in the other 3 studies they

were perceived as illegal behavior and corruption.
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Table 2.4.Types of informal payments reported (31 publicatjdn

Classification category  Sub-categories N Reference index in Appendix E
Who initiates Patients (expression of gratitude) 9 11,15,17,20,21,22,23,24,25
the informal payment?  pqyider (demanded by a provider) 9  3,11,17,20,21,22,23,24,25
: 1,2,3,5,10,11,15,16,17,18,20,21,
Payments in cash 20 55 334,35,27,29,30,31
What is the nature I . 1,2,3,5,10,11,15,16,17,18,20,21,
of informal payment?  2YMents in kind (gifts) 18 332435272031
Payments in a form of services 4  17,20,24,31
What is the moment  Before/during treatment (mostlyinca 5 2,10,17,20,23
of informal payment?  after treatment (mostly gifts) 3 2,20,23
General practitioner 10 2,5,11,12,17,21,23,24,27,30
Medical specialist 6 2,3,6,12,21,24
e.g. Surgeons 7 1,10,11,19,20,21,23
e.g. Dentists 4 21,24,29,30
Who receives ; ;
; e.g. Obstetrics-gynaecologist 4  11,19,20,23
the informal payment? g 9y g
Other medical staff 3,11,30
e.g. Nurses 3,6,17,21,25,30
e.g. Emergency staff 1 24
Health care institutiof 3 10,25,29
Expression-of-gratitude 10 1,2,8,13,17,20,21,22,24,25
Fee-for-service 6 13,20,21,22,23,27
Fee-for-commodity 4 17,21,23,27
What is the purpose of
the informal payment? Fee-for-access 4 8,13,17,27
Fee-for-quick-access 6 2,3,13,17,23,24
Fee-for-better-quality 10 1,2,10,13,17,20,21,22,23,24
Fee-for-psychological-comfort 4 3,13,20,28
What is the amount of ~Less than 30% 3 2,20,30
informal payment?
(% of monthly income) More than 80 % 2 17,30
Tradition/gratitude 4 3,17,20,23
How is the informal .
payment perceived? lllegal behavior 1 22
Corruption 3 2,20,22
What is the attitude of Negative (requested) 6 7,10,19,20,21,23
the respondent toward
the informal payment? Positive (gratuity) 5 7,19,20,21,23

10One publication can be associated with more thansutecategory.
2 Heallth care institution (Incl. quasi-official pagmts when the patient receives a kind of receipt)
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The incidence of informal patient payments reporiedhe publications that we
reviewed (see Table 2.5), differed significantlyth&ugh the studies offered the percentage
of respondents that had made informal paymentldalth care services, this percentage was
estimated in different manners: percentage of edpondents, percentage of health care
consumers, or percentage of patients who paid Her tteatments. This precludes the

possibilities for further conclusions based on €&hb.

Table 2.5.Incidence of informal payments reported (31 pulbiices)*

Informal Gifts or Cash payments
% respondents i?\aggqneer;gsl gr?)wli;ies or %szlr? fee Reference index
in Appendix E
N N N
1-10% 3 1 3 2,9,11,21,24,26,27
11-20% 4 2 1 2,3,9,12,18,20,21,27
21-30% 2 3 2 1,10,15,18,20,24
31-40% 4 - - 3,7,10,16,
41-50% 1 1 2 18,24,29,30
51-60% 2 - - 12,24
61-70% 2 - 1 1,7,15
More than 71% 1 2 - 7,20

10One publication can be associated with more thansutecategory.

2.4.5 Methodological difficulties and limitationsported in publications

The publications included in our review, reportedl aliscussed methodological difficulties
and limitations. One of the main research probleorscerns the respondents’ understanding
of the concept informal payments. In particulasp@dents were often not able to distinguish
between official and unofficial payments, which redthe estimation of the magnitude of
informal patient payments very approximate (Cockaoebal., 2008; Dabalen & Wane, 2008;
Vian et al., 2006).

Another problem related to data validity, was tledusal of some respondents to
answer questions on informal patient payments wikmg in a questionnaire or asked by
interviewer (Anderson, 2000). Nevertheless, Bé&llptsadze and Shahriari (2004) provide
evidence that users’ and providers’ answers wexnekfand open, and Barr (1996) observed
that providers did not look confused while fillimgthe questionnaires. Some researchers (e.g.

Szende & Culyer, 2006) indicated possible unceaabout the accuracy of responses to
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guestions on informal patient payments when amim@eer was present. Methodological
limitations such as sample design, units of analgpplied, memory recall bias, and under- or

over-estimation of the informal payments were alsbed by the authors.

2.5. Discussion and conclusions

Informal patient payments are a multi-face phenamnenith different features even within a
single country (i.e. in the frame of the same lheatire system, regulations and traditions).
Therefore, a universal definition is not availabldne key characteristics described at the
outset of this chapter provide a more appropriatsebfor studying this phenomenon than
pursuing an all-inclusive definition. Still, couptspecific features should be taken into
account to make sure that the unit used to measfoemal payments is meaningful to the

population being sampled.

The results of our review suggest that the studynfidfrmal patient payments for
health care services is rather new, though theghenon has been in existence for a number
of decades (Adam, 1989). Most of the studies thatidentified were conducted between
1990 and 2005 mostly in former-socialist countrikds likely that during the communist
period, it was not possible to collect and repatadon informal patient payments in these
countries. Ideology also made it difficult to dissuthe issue openly. Moreover, these types of
payments might have been perceived as illegal. Wighend of the communist period, the
socio-political changes resulted in more publiemrtibn for social problems, such as informal
payments for health care services, which motivatesr investigation. In addition, data
collected since 2005 might still be in the stagedata analysis and therefore, not yet
published. Overall, the dynamics of publicationsimfiormal payments indicates the growing
research interest in this topic including new resleéechniques and larger sampling areas.

Our findings confirm that informal payments exist countries of all levels of
economic development, and in different parts ofwioeld. However, we did not find studies
reporting informal patient payments in high-incoomntries in North-West Europe, North
America and Australia. The phenomenon is most afteserved in former-socialist countries
and developing countries (in Africa, South Ameracal Asia), although it also exists in some
high-income European countries that were not forseeralist countries (ltaly, Greece, and
Turkey) (Health Consumer Powerhouse, 2008; Liartgmoat al., 2008). As mentioned at the
outset of this chapter, the literature offers vasiexplanations why informal patient payments

exist in these countries. This includes under-fngdof the health care system, the specific
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organization and governance of the health careduaiit also culture and social perceptions
(Belli et al., 2004). Still, these are only hypattseand they need to be tested to explain the

existence of informal patient payments in somespairthe world and their absence in others.

When we look at the study designs that we reviewed, can outline several
discussion points relevant to research. The fisstu$sion point refers to the study objectives.
We differentiated between exploratory, descriptaealytical and predictive aims. However,
we did not find studies with an explicit explorgt@im even among the earlier studies. We
expected that an exploratory aim would be typicat the early studies when scant
information was available because then, the rekemnterest would be concentrated on
exploring the phenomenon. Although some earliedistihad an explicit descriptive aim,
other earlier studies had an analytical aim. Dpsige and analytical objectives allow finding
determinants of informal patient payments and tbeirelation.

The second discussion point refers to the samp@gyleThe sample design is part of
the entire research design and it may minimize sbmases in case of a well-developed
sample. To estimate the level of informal patieayrpents, a probabilistic sample strategy is
commonly implemented as it gives equal chanceseofgoincluded in the study. Moreover,
triangulation of the data is feasible when all artparticipate (e.g. consumers, providers,
officials) in the research. For instance, Cockinft colleagues (2008) present quantitative
data collected from households, where the mainirfgglare discussed with physicians and
nurses, as well as with stakeholders, to defingtiiey implications of the results. However,
in the studies that we reviewed, the sample isahsiys constructed to avoid biases and to
get valid data for the analysis. More pragmaticoss, such as available research funds, are
also reported (Cartwright, 1983; De Leeuw, 200B)view of this, it is not surprising that
some recent studies on informal patient paymentpliegp purposive, snowball and

convenience samples.

Another discussion point is the data collection emothe mode of data collection can
be especially problematic when sensitive data tudiesd. This is because each single mode
of data collection has its own pros and cons wlegsiive questions are asked. The mode of
data collection might even be a determinant of thkie of indictors estimated based on
sensitive data (e.g. Holbrook et al., 2003; Toueang& Smith, 1996). According to our
results, the response rate (when reported) wasesiigh face-to-face interviews with both
consumers and providers. Face-to-face intervie@<ansidered the most adequate approach
in gaining understanding of what respondents mela@nvwanswering questions (De Bruin et
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al., 1996). However, face-to-face interviews migiat be very effective in assuring the
validity of the data when such a sensitive topidrdsrmal patient payments, is addressed.
Respondents might be less willing to reply trutlyfub questions on illegal expenditures if
asked by an interviewer since the level of configity is lower. In contrast, self-completion
methods are usually preferred when the subjectemistisensitive (Cartwright, 1983; Saris &
Gallhofer, 2007) even though some questions mighleli unanswered by the respondents.
The issue of confidentiality plays a key role. Raggents may be unwilling to describe their
informal payments in front of an interviewer, andyrfeel more comfortable to express such
behavior when the pen in hand is the only “eyeveitiie To overcome this difficulty, mixing
modes of data collection could be used. De Leel@@%pgives an example of U.S. National
Survey on Drug Use and Health where respondents usenputer for answering sensitive
questions while several non-sensitive questionsagked by an interviewer. This could also
increase the response rate (Dillman et al., 20@dence from research on survey methods
confirms the importance of combining various modésiata collection in surveys where
potentially sensitive issues are investigated. dbjective should be to help respondents to
exert the necessary cognitive efforts and to ansisequestions carefully. At the same time,
the objective should be to make the respondentdartable enough to answer openly and
honestly the questions that might be of a sensitatere (Roberts, 2007). Thus, using mixing
modes of data collection, specifically the introtiloic of a self-administrated part during a
face-to-face interview could be suitable for cdileg valid data on informal patient
payments. To the best of our knowledge, such angiriode of data collection has not been

used in studies on informal patient payments.

Virtually all publications that we reviewed are bdson retrospective research, thus
another relevant discussion point is the recaliogerrThe human memory can be a source of
bias in research (De Bruin et al., 1996). Consumeght not remember the exact number of
visits to health care providers/facilities if thexall period is long (e.g. one or two years). This
holds all the more so for the amount of paymengy thave made. Overall, respondents
remember the event for a longer period of time i§ important to them (Cartwright, 1983).
Thus, the experiences of utilization of health ceeevices can be different in case of less
severe health complications (e.g. out-patients)isaihd more severe health problems (e.g. in-
patient services). Therefore, we recommend intridudifferent recall periods for questions
on out-patient and in-patient services could endfiderespondents to make less cognitive
efforts. In particular, Baschieri and Falkinghan®@g) apply a 30 days recall period for

utilization of health care services and expendguassociated with visits to physicians and
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one year period for hospitalizations. There is aspulity to avoid the use of a recall period.
For example, the researcher’'s choice may lay onirttrteduction of diaries, which could
allow collecting all household expenditures on tieahre at the time of payment. The choice
of an adequate recall period is especially impadrfan the valid measurement of informal

patient payments.

Our findings on the response rate were surprigirgdertain extent. The response rate
reported in the publications that we reviewed, veder high. This could suggest that people
are willing to talk about informal patient paymemsspite their informal and potentially
illegal nature. However, it should be recognizedtthnly few publications presented this
characteristic. It might be that the response watg presented in these publications because it

was favorable for the study and indicated the iegrtativeness of the data.

To enrich the methodological approaches to the sitiyation of informal patient
payments, researchers can appeal to methods faunreg corruption in society. Although
informal patients are not always illegal, our reviesuggests that they are sometimes
perceived by respondents as corruption and illégddavior. The literature on measuring
corruption suggests that corruption can be studiedugh the measurement of perceived
corruption, as well as perceived willingness to pafpes and bribe payments (Jones et al.,
2006). Specifically, studies that focus on corraptinclude questions on the respondents’
perception about level of corruption in a counttg,well as hypothetical questions about the
amount of money that a respondent would be willmgay as a bribe in a given context. The
latter technique could be useful to study respotsieattitude toward corruption. The
measurement of both perceived corruption and théngmess to pay bribes and bribe
payments could be especially appealing for thestigation on informal patient payments to

gain a better understanding on why informal patgyments exist.

The key results on the type of informal patientrpawts indicate that informal patient
payments are a multifaceted phenomenon. All chanatits of informal patient payments
included in our definition, appeared relevant fascribing the pattern and magnitude of
informal payments for health care services. Ovgetladl results indicate a great variety in the
types of informal patient payments reported. Theeds to be considered when designing a
research instrument for the investigation of thesg@ments. In particular, the researcher needs
to clarify in advance what types of informal patigrayments should be studied and thus,
what type of questions to be included. It is alsgportant to decide how to measure the

incidence of informal patient payments since vagimeasurement units are possible.
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Our attempt to compare the empirical results presea significant challenge. This is
mainly due to the great variety of research methaudied. However, the overall findings
indicate that informal patient payments are a suligtl phenomenon in terms of both scope
and scale, and cannot be neglected. Moreover,tsestihousehold surveys would be more
meaningful if considered against the backgroundmafcro-level data at a national level
(whenever available). For example, the NationalltHe&ccounts could be a useful source of
macro-level data since they report total healtheexiitures as well as formal transactions in
the health care sector (e.g. expenditures by vauiiggtitutions, external financing and out-of-
pocket spending). Moreover, little is known on whiormal patient payments exist and how
the specific patient-providers relationship detewsi them. This indicates the need to
combine quantitative and qualitative research nagthehen studying this type of payments.
The need of deeper understanding of the informaémpapayments has already captured the
attention of researchers who are trying to prowigeoretical explanations to the existing
empirical findings (Burak & Vian, 2007; Gaal & McKg2004).

We searched systematically for relevant publicatiddowever, we can not exclude
the possibility that we have missed some studigsrted in non-English language journals as
well as very recent studies that are still not regmh Despite this shortcoming, our results and
discussion are relevant to future research onnmébpatient payments. As mentioned above,
the investigation of the phenomenon is interwoveéth ywmethodological complexities related
primarily to the data collection and research unsients. We have outlined and discussed
most of these complexities. However, other peatiksr (e.g. wording of the questions and
the length of the interview) also require attention

Based on our findings in combination with the cosains of a recent methodological
review presented in Roberts (2007), the followiray lstrategies could be recommended to
researchers who choose to study informal patieptnpats: (1) considering a broad county-
specific definition of informal patient payments @vhdesigning the questionnaire and an
adequate measurement unit that is meaningful tpdpelation being sampled; (2) opting for
face-to-face interviews at the respondents’ homertsure that the interview situation is
adequately conducive to respondents but simultatgoto enable a high response rate; (3)
administrating the questions on informal patiengrpants as an anonymous self-completion
component within the face-to-face interview; (4swing respondents on the issues of

confidentiality and explaining why the data on mh@l patient payments are important.
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CHAPTER 3.

INFORMAL PAYMENTS FOR HEALTH CARE SERVICES -
CORRUPTION OR GRATITUDE?

A STUDY ON PUBLIC ATTITUDES, PERCEPTIONS AND OPINIO NS
IN SIX CENTRAL AND EASTERN EUROPEAN COUNTRIES
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Abstract

Governments in Central and Eastern Europe searchtr@egies that can help to eliminate
informal patient payments. However, insight in theitude towards these payments is
lacking. Still, public opinion plays an essentialerin dealing with informal payments since
they reflect culture, social norms and historical&lopments in a country, and as a result,
they influence individual attitudes and behavidneTacceptance of informal patient payments
by the public enables the existence of these patgrard may hinder the measures for their
elimination. This study contributes to the knowledgy providing new insights on public
attitudes towards informal patient payments. We gam public attitudes, perceptions and
opinions regarding informal patient payments basedecent data for six Central and Eastern
European countries. The results indicate that oppisn of informal patient payments
compose more than half of the country samples.rimfb cash payments are more often
associated with corruption compared to in-kindgitftt medical staff. However, significant
differences among countries are observed. The ardiegression results show that
irrespective of the country, respondents who haxe been requested to pay informally have
more negative attitudes towards informal patieryinpents. At the same time, those who have
ever given cash and in-kind gifts express lessalgcdesirable attitudes and perceptions.
Also, three fourths of respondents support the ieaidn of informal payments. Hereby,
governments should meet public expectations andemmgnt a strategy for dealing with
informal patient payments, applying information qegns aimed at negative attitudes to
both cash and in-kind gifts given to medical staff.
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3.1 Introduction

In many Central and Eastern European (CEE) cowntidormal (under-the-table) patient
payments are an important payment channel (Stepairkb, 2010, see Chapter 2). They help
patients to avoid waiting lists and reduce waitimge, as well as to obtain more attention,
better care or more specialized services (Lewi8728hishkin et al., 2003\ growing body

of literature has studied the patterns and detemtgnof these payments (Gaal & McKee,
2005; Rechel & McKee, 2009; Shishkin et al., 2083ende & Culyer, 2006; Vian & Burak,
2006).Overall, the literature suggests that the existevfcauch payments is problematic
because they affect not only households’ standéidd/iog (especially of low-income and
vulnerable households) but also the overall efficieand equity of health care provision

Although countries have made efforts to eradicatéormal patient payments
(Atanasova et al., 2010; Baji et al., 2012), publxnions have not been considered broadly
in these efforts. Still, public opinion plays arsesstial role in dealing with informal payments
(Ensor, 2004) since they reflect culture, sociatnmo and historical developments in a
country, and as a result, they influence individaiitudes and behavior (Gatti et al., 2003).
The acceptance of informal patient payments bypiglic enables the existence of these
payments and may hinder measures for their elimoingt Moreover, public opinions towards
a social phenomenon (such as informal paymenthéaith care) may affect behavior of
individual patients and providers, and thus, thec#g patient-provider relation where
informal payments originate from.

Therefore, it is not surprising that empirical sasdon informal patient payments
focus on this issue. Two cross-country studiesjeramout in CEE countries about 10 years
ago, confirm the variation in attitudes acrossrdmgion (Belli, 2002; Cockcroft et al., 2008).
In particular, Hungary and Poland are indicatec@sntries where negative feelings about
informal out-of-pocket payments prevail while atties among the Romanian population are
less negative (Belli, 2002). Also, a study in tredtl® countries reports that half of households
perceive informal payments to a health care prajaatas a form of corruption (Cockcroft et
al., 2008).

This chapter contributes to the literature by pdowy new insights on public attitudes,
perceptions and opinions regarding informal patigamgments based on recent data for six
CEE countries. More specifically, the chapter aitnscompare the public opinions on
informal patient payments in six CEE former-sosiatiountries, namely Hungary and Poland

(developed Central European countries), Bulgarid &omania (less advanced Eastern
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European countries), Lithuania (former Soviet rdpuliEU-member) and Ukraine (non-EU
member, former Soviet republic).

The subsequent section provides additional infaonato the previously presented
background information (see Chapter 1) about cesincluded in the study and about the
circumstances that accompanied informal patientesys. This is followed by the sections
on methods and results. The discussion of theteesulised to draw conclusions about policy

and research.

3.2 Background

Across the CEE region, health care systems prooeetheir own road of development,
failures, and achievements. As described in Chdpgerd illustrated by Table 1.1, Figure 1.2
and Appendix A, this is accompanied by notableetdéhces in other areas: governance, laws,
economic and socio-political situation, includireyéls of corruption, cultures of moral and
financial incentives in obtaining services at sfatglities. Thus, theéransition period resulted
in a mixture of values as well an absence of djeals, an obsolete institutional base, a crisis
of public trust, and passive civil opposition (Baae 2007; Gorobets, 2008). The prevalence
of public moods of nostalgia for lost security dcev versa the intention to escape the
communist past urgently (e.g. joining EU) also eliff among countries (Berend, 2007).
Despite these general differences across the regigrof-pocket payments have become a
common feature of health care delivery (as preWougentioned in Chapter 1). Although
some governments in the region continue to ignloeeetxistence of informal practices in the
health care sector, others have employed varynagesfies (although not always effectively)
to eliminate informal payments. For example, in blany, official charges for physician visits
and hospitalizations were introduced in 2007 anel @intheir main policy objectives was to
replace the informal payments by formal ones. Thmél charges were later abolished due to
strong opposition of the public expressed in aomatvide referendum (Baji et al., 2010).
Nevertheless, the practice of informal paymentdinaaes to exist (Baji et al., 2012).

Another strategy for dealing with informal patigretyments relates to anti-corruption
campaigns. Although for Bulgaria, evidence is lagkiit is suggested that in the case of
Poland, this campaign (in combination with othetigyo measures) has contributed to a
substantial reduction of informal patient paymemtsrecent years (Golinowska, 2010).
Indeed, the Corruption Perception Index in 201@gpnted in Appendix A) confirms the
existence of moderate corruption in Poland, whileBulgaria this problem is not under
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control and still extensive. This questions theeeizeness of the anti-corruption campaigns
in the Bulgarian health care sector.

The introduction of official charges and anti-cqution campaigns are not the only
strategies for the eradication of informal patipatyments. The literature suggests several
important reasons for the prevalence of informainpents (Allin et al., 2006; Belli, 2001;
Gaal et al., 2010; Lewis, 2007; Rechel & McKee, 200hompson & Witter, 2000)
= health care, e.g. poor quality, access and admatist, as well as insufficient funding;
= state, e.g. lack of accountability and transpargasywell as poor governance resulting in

a failure to establish the rule of law and to adegly enforce patient rights;
= consumers, e.g. tradition of “gifts giving” expredsby patients and the specific supply-
demand relation in health care.

Thus, only drastic measures can be effective toedse the scope and the scale of
informal patient payments. Each country should bgwvea wise and well-organized
combination of strategies in order to achieve thisi. In order to contribute to the
development of such strategies, we provide evidendde consumer perceptions of informal
payments. Such evidence is essential for undernsigintie general public attitudes and
opinions regarding informal patient payments andifesigning effective government policies

to eradicate informal payments.

3.3 Data and methods

The data for our analysis are collected in July®ilidentical household surveys conducted
simultaneously in Bulgaria, Hungary, Lithuania, &al, Romania, and Ukraine. During this
period, the political and economic situation incalntries was relatively stable.

For the purpose of the surveys, a national reptagea stratified random sample was
drawn in each country following a multi-staged ramd probability method. Firstly, the
sampling points in each country were distributedpprtionally to regional, urban/rural and
ethnic characteristics of the population. Secon8h,0 addresses/households per sampling
point were selected using the random route méthBirdly, one adult member (older than
18 years) per household was selected using thé¢ Bighday” principle (Gaziano, 2005;

2 For each sampling point, a starting point andatioe were determined. The household selectechiostrvey,
was every fourth address on the left-hand siddefstreet in urban areas, turning left at intersastand, after
reaching a dead end, going back to the last crgssid further proceeding at random. In a blocktaifsfof up to
four floors, every fifth apartment household wakested, counting from the first apartment on thié ¢ the

ground floor.
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Oldendick et al., 1988). If the respondent ideetifat stage 3 refused or was unable to take
part in an interview after two call backs, a replgaespondent was identified following stage
2-3. The objective was to have 1000 completedvidwis per country.

Prior to the data collection, the interviewers wdrained. A high number of
interviewers were involved in the surveys to avanderviewer bias. The face-to-face
interviews were based on a standardized questimntiat was identical for all countries. The
guestionnaire was developed in English and thersta#ed in local languages. The translation
was verified using the method of backward transfatOn average, the interview lasted 30
minutes. The English wording of the questions useour analysis is presented in Table 3.1
and Table 3.2 as well as in Appendix D.

Respondents are asked detailed information abeirt aktitude toward informal cash
payment and gifts in-kind (public attitudes), andether they associate cash or in-kind gifts
with corruption and gratuity (public perceptions opinions on corruption). In these
qguestions, we separate cash payments and in-kiftel gince the perception of gifts is
expected to be dissimilar to that of cash paymeRéespondents are also asked to indicate
their opinions about the acceptability of infornpaltient payments. In particular, respondents
are asked whether they agree with the frequentsexéor the existence of informal patient
payments describing them as inevitable due todhehealth care funding, and whether they
agree with the need of eradicating informal pataments (public perceptions or opinions
on acceptability). Additionally, we ask respondesit®ut their past experience with informal
payments: whether they have ever given cash oriniah-lgifts to medical staff (incl.
physicians) as well as whether they have been peeonally requested by medical staff to
pay informally.

We compare the data for a country to the averagmates for all countries using
tests (p < .05). In addition to this, we compare ttata across the countries using Mann-
Whitney test (p < .05). Two-step cluster analysialso applied to identify meaningful groups
of public attitudes, perceptions and opinions me¢buntries. This method is chosen instead of
hierarchical analysis or k-means clustering becaofsdhe large sample size and the
binary/ordinal nature of the variables (Norusis120 Three cluster analyses are carried out
each using one group of perception variables: {titudes towards cash informal payments
and in-kind gifts; (2) perceptions of informal pagnts as corruption or gratuity; (3) opinions
about the acceptability of informal patient paynsenthe clustering procedure is repeated

several times in order to check the stability & thusters.

48



Based on the three cluster analyses, three vasiatdigcating cluster membership per
respondent are created. The cluster membershigbkesi are recoded to order the clusters of
respondents from less in favor to more in favomdbrmal patient payments (i.e. from less
problematic to more problematic form a policy poinit view). Thus, the first cluster
membership variable ranges from 1 — more negatiteides to 4 — more positive attitudes,
while the second cluster membership variable rarfg@® 1- stronger association with
corruption to 4 — stronger association with gratguThe third cluster membership variable
ranges form 1 - lower acceptance of informal patmayments to 4 — higher acceptance of
informal patient payments. Ordinal regression asialys used to investigate the association
between the value of the cluster membership vasabhd a set of independent variables
(country variables, individual and household sadéorographic characteristics, and past
experience with informal payments). The correlatioetween the independent variables
included in the regression analysis is weak (cati@h coefficient < .6) or insignificant (p>
.05).

3.4 Results

Response rates vary between countries from theskowd?oland and Ukraine (38% and 42%
respectively) to the highest in Bulgaria and in Bany (67% and 76% respectively). For

Romania and Lithuania, the response rates are 5686 52% respectively. Still, the

percentage of those who refused to participateuimstudy is low (1-6% of non-respondents).
The rest of the non-respondents were either urtalgparticipate or could not be contacted by
the interviewer at all. As explained above, all mespondents were replaced by other
respondents. The initial analysis of the samplesgmted in Appendix C indicate that the
sample characteristics related to age, genderg p&cesidence and household income, are
comparable to the countries’ national statistidsisTsuggests that the procedure applied for
the selection of respondents, resulted in sampgies are fairly representative for the

countries.

3.4.1 Experience of making informal patient paymsent

Table 3.1 shows the valid percentage of responderite report that they have ever paid
informally in cash or in the form of in-kind gift3.his percentage of those who have ever

given cash to medical staff is the lowest in Poléhtl3%) and Bulgaria (19.5%) and around
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three times higher in Hungary and Romania. In lathia and Ukraine, this percentage is
virtually the same as in the latter two countries: all countries except for Hungary, a higher
percentage of respondents report that they haveneaée informal payments to medical staff
in the form of in-kind gifts compared to cash pawtse This is especially visible for Bulgaria
and Poland where two times more respondents répatrthey have ever given in-kind gifts
to medical staff. For the rest of the countries, plercentage of those who have ever given in-
kind gift is about or slightly more than half oktihespondents.

Table 3.1 also shows that each third respondethieitukrainian sample and each fifth
respondent in the Romanian sample has been eved dskpay informally for health care
services, while in other countries (except for Hanyy about 15% of respondents report such
requests. The Hungarian sample shows the lowesemige of respondents who have been
asked to pay informally (6.6%). Nevertheless, insed countries, a major part of the sample

does not know where or how to complain in caserméd payments are requested.

3.4.2 Public attitudes, perceptions and opiniong@drmal patient payments

Table 3.2 contains the valid percentage and nurobegspondents per country, who stated
their perceptions and attitudes toward informaligudt payments. Generally, the attitudes
towards informal cash patient payments are ratlegrative in all countries (72% of the
respondents on average). The attitudes towardsahgifts are also negative but to a lesser
extent (51% of the respondents on average). It ldhba noted however that negative
attitudes towards informal cash payments are mfish stated by respondents in Bulgaria
and Poland (85% and 78% respectively) and leashddy respondents in Hungary (48% of
the respondents). For Lithuania, Romania and Ukraannegative attitude towards informal
cash payments is reported by 72-75% of the respusdethese countries.

With regard to in-kind gifts, another pattern ofuotries appears. Respondents in
Romania and Poland most often have a negativei@dtitowards these gifts (65% and 61%
respectively), followed by Bulgaria and Ukraine ¥b5and 52% respectively), and by
Lithuania and Hungary (45% and 32% respectivetyaddition, we observe a relatively large
percentage of Hungarians (about 35-37%) who havendifferent attitude towards both
informal cash payments and in-kind gifts.

Approximately 67% of all respondents agree thabrmfal cash payments are similar
to corruption. For Bulgaria and Poland, this petaga is much higher than the average for all

countries. Nearly four-fifth of the respondentsnirdghese two countries perceive informal
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cash payments as corruption. Less drastic arediegptions in Romania and Ukraine, where
slightly more than half of the respondents supfitg statement, and even less in Hungary,
where only 47% support the statement. Overall,imatlgifts are less often associated with
corruption (40% of all respondents), especiallyPimland, Bulgaria and Romania, and to a
lesser extent in Hungary and Ukraine.

Concerning the perception of cash payments or nd-lgifts as an expression of
gratitude, 40% of the respondents accept such adsopain case of in-kind gifts and
practically the same percentage disagrees in dasesb payments. Bulgarians seem to be the
most confident that informal cash payments canretabh expression of gratitude (64%
disagree), while for Ukraine, Romania and Hung#mg percentage is two times lower.

Most respondents (70% on average) support thenstate that informal patient
payments should be eradicated, and only about 9%enh think that this is not necessary.

This pattern is observed for all countries, bua fesser extent for Hungary and Ukraine (only

Table 3.1.Experiences with informal patient payments — &sfoountry comparison

. Bulgaria Hungary  Lithuania Poland Romania Ukraine rezofglc-i:::ts
Data collection year: 2010 N=1003  N=1037  N=1012  N=1000  N=1000 ~ N=1000 '°{PorC
General population -
N % N % N % N % N % N % N %
Q.1.1. Have you ever No 794 80.5* 435 41.9* 525 520° 801 827 410 41.2* 467 47.0° 3432 57.3

personally paid informally in
cash to physicians, medical

slaft or olher personielin  Yes 192 195 602 58.1° 484 48.0° 167 17.3* 586 58.8" 527 53.0° 2558 42.7

Q.1.2. Have you ever No
personally given any gift in
kind to physicians, medical

staft or olher personielin  Yes 446 456° 569 549* 539 533 339 35.1° 620 624" 576 58.0° 3089 517

531 54.4* 468 451* 472 46.7 627 64.9* 373 37.6* 417 42.0* 2888 48.3

Q.1.3. Have you been ever

personally asked by No 806 829 969 93.4* 887 87.9* 843 86.6* 774 78.3* 689 69.5* 4968 83.2
physicians, medical staff or

other personnel to pay

informally in cash orto give  Yes 166 17.1 68 6.6+ 122 12.1* 130 13.4* 215 21.7* 303 30.5* 1004 16.8
a giftin kind? ¢

Q.1.4. Do you know where

to complain if physicians, No 650 64.8* 665 63.9* 757 74.8* 635 63.5* 734 73.4* 787 78.7* 4228 69.9
medical staff or other

personnel in health care

facilities ask you to pay

informally for medical Yes 353 35.2* 372 36.1* 255 25.2* 365 36.5* 266 26.6* 213 21.3* 1824 30.1

services? d

* Statistically significant difference between the country estimate and the average estimate for all countries (x2 p < 0.05)

aNo significant differences between Bulgaria — Poland and Hungary — Romania (Mann-Whitney U test; p > 0.05)

b No significant differences between Hungary — Lithuania and Hungary — Ukraine (Mann-Whitney U test; p > 0.05)

¢No significant differences between Poland — Lithuania (Mann-Whitney U test; p > 0.05)

d4No significant differences between Hungary — Poland, Hungary — Romania and Poland — Romania (Mann-Whitney U test; p > 0.05)
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55% and 66% respectively supporting the stateméntptal, 27% of all respondents accept
the statement that informal payments for healtle eae inevitable because of the low health
care funding. This percentage is especially highUkraine. About 44% of all Ukrainian
respondents are inclined to find an excuse foritiiermal patient payments in the low
funding of the health care system, while this stetet is least often accepted in Poland and
Bulgaria, around 14% and 12% of respondents reispéct

3.4.3 Results of the cluster analysis

In order to outline country specific patterns refjag attitudes, perceptions and opinions we

perform three cluster analyses:

- cluster analysis 1: to create attitude clustersethasn two variables that indicate the
attitude towards informal cash payment and giftkind respectively (Q.2.1 and Q.2.2 in
Table 3.2);

- cluster analysis 2: to create corruption or grdsticlusters based on four perception
statements about informal cash payment and giftkind respectively being either
corruption or gratitude (Q.2.3-Q.2.6 in Table 3.2);

- cluster analysis 3: to create acceptability clssteased on two opinion statements about
the possible inevitability of informal payments dwelow funding levels and the need of
their eradication (Q.2.7 and Q.2.8 in Table 3.2).

For all three cluster analyses, four clusters appeagive the most meaningful
solution. Table 3.3 presents the description of ¢hesters per cluster analysis and the
distribution of the samples among these clustens.dach cluster analysis, the clusters are
ordered in Table 3.3 starting with the cluster thaticates perceptions least in favor of
informal patient payments to the cluster that iaths perceptions most in favor of informal
patient payments.

As indicated in Table 3.3, the largest cluster he first cluster analysis based on
attitudes, is cluster 1 that indicates a predontlparegative attitude towards both informal
cash payments and in-kind gifts. This cluster rgdat for Romania, Poland and Bulgaria
(62.3%, 58.7% and 54.5% of respondents respecjjvahgd it is smallest for Hungary (only
29.6%). The last cluster (cluster 4) that indicaaegredominantly positive attitude towards
both types of informal payments is smallest foraRdl- 5.4% and largest for Hungary (27.0%
of respondents).
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With regard to the second cluster analysis basedhenfour corruption/gratitude
statements, a large part of the Polish, Bulgariash Romanian samples (more than 50% of
respondents) falls into the first two clusters. Sihelusters imply (to a different extent) that
informal patient payments (cash and in-kind) amilar to corruption. For Hungary, these
two clusters represent only 37.7% of respondemtsl{sst across the countries). At the same
time, a considerable part of the Hungarian samptealso of the Ukrainian and Romanian
samples falls in the last cluster (cluster 4) wHawth types of informal patient payments are
considered an expression of gratitude (44.9%, 3&B#632.1% of respondents respectively).
This last cluster is smallest for Poland and Bulgéaround 15%).

Regarding the third cluster analysis based onrstés related to the acceptability of
informal patient payments, three out of four clusi@e populated by those who support their
eradication. Nevertheless, the opinion about th&sibte inevitability of informal payments
due to the low funding level, ranges in these elsstfrom a predominant disagreement
(cluster 1) to predominant agreement (cluster 3)e Tast cluster (cluster 4) represents a
predominant agreement with the inevitability ofarhal payments and mixed answers on
their eradication. This fourth cluster is largest Hungary (45%). But it is also relatively

large for the other countries ranging from 24%Rotand to 34% for Ukraine.

3.4.4 Results of the regression analysis

Table 3.4 presents the results of three ordinalessjpon analyses each of them using the
cluster membership variable of one cluster analgsisdependent variable. The cluster
membership variables range from 1 (cluster leasawor of informal patient payments) to 4
(cluster most in favor of informal patient paymén#ss explained in the method section, we
use three groups of independent variables: couiiithuania is taken as a base country
category because the results for Lithuania arenoflese to the average, see Table 3.2),
individual and household socio-demographic charesties, and past experience with
informal payments (ever made informal paymentsashcor as in-kind gifts, and ever being
requested to pay informally).

The regression results show that in all three nmdEblish respondents express
attitudes and perceptions that are less in favarfofmal patient payments compared to those
in Lithuania. In contrast, Hungarians are more amof of informal payments in all three
models. Also, compared to Lithuania, more negasttéudes towards informal payments

prevail in Bulgaria, Romania and Ukraine.
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Table 3.4.0rdinal logistic regression on cluster analysigaldes

Attitude

Data collection year: 2010 clusters

Corruption or
gratitude
clusters

Acceptance
clusters

[From 1- less in favor of informal payments to
4- more in favor of informal payments]

Coefficient (S.E.) Co(esffizc')e“t Cc’g‘cg"f”t
Bulgaria [0 — other countries; 1 - Bulgaria] -0.409* (0.096) -.138 (.093) -.231* (.096)
Hungary [0 - other countries; 1 — Hungary] 0.546" (0.089) .551*(.089) .709* (.089)
Poland [0 - other countries; 1 — Poland] -0.479* (0.098) -.272* (.093) -.263* (.096)
Romania [0 - other countries; 1 — Romania] -0.548 (0.092) .055 (.089) .291* (.089)
Ukraine [0 - other countries; 1 — Ukraing] -0.160** (.095) 483" (.092) 793" (.094)
Have you been ever personally asked by physicians,
medical staff or other personnel to pay informally in cash -0.740% (.079) -.736* (.074) -441* (.075)
or to give a gift in kind? [0 - No; 1 - Yes]
Have you ever personally given any gift in kind to physicians,
medical staff or other personnel in health care facilities? 0.244* (.065) .262* (.063) 337* (.064)
[0- No; 1- Yes]
Have you ever personally paid informally in cash to physicians,
medical staff or other personnel in health care facilities? 0.703* (.060) 749" (.059) 458" (.059)
[0-No; 1- Yes]
Age [Years] -.004* (.002) .000 (.002) -.002 (.002)
Gender [0 - Male; 1 - Female] -.124* (.054) -.048 (.052) -.027 (.053)
Residence place [0 - Village; 1 - Town; 2 - Small city; 3 - Large % o *
city: 4 - Capital] 063" (.022) .039* (.022) 130% (.022)
Level of current education or current study [From 0 -
Uncompleted primary education to 5 - Tertiary education] ~035(.027) ~001(.026) 039 (.026)
Health problems confirmed by a physician (e.g. diabetes, stroke, %
etc.) [0 - No; 1 - One or more health problems] 1317(.060) 080 (.058) 056 (.056)
Number of adults in the household .011(.031) -.008 (.030) .017 (.030)
Number of children under the age of 18 in the household -.014 (.032) -.023 (.031) -.011(.031)
Net average household income per montha [From 0 - Less than .
50 Euro to 17 — More than 3000 Euro] 013(010)  .018°(009) .010(010)
Threshold =1 .025 (.170) -1.121 (.167) -.024 (.169)
Threshold =2 1.071 (171) .664 (.166) J77 (.169)
Threshold =3 1.874 (173) 1.668 (.168) 1.554 (171)
Number of observations 5379 5287 5196
Pseudo R Square A17 103 106

*p < 0.05; ™ p<0.10.

a Net average household income per month (i.e. after tax income) — considering all household members and all sources -

wages, pensions, rents, efc.
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When the labels of corruption or gratitude are give informal patient payments,
perceptions in Romanian and Bulgarian do not diffem those in Lithuania. Ukrainians,
similarly to Hungarians, are more inclined to asstecinformal payments with gratuity and to
accept the low health care funding as an excuséh@ér existence. The latter applies to the
Romanian sample as well. Bulgarian respondentslasito the Polish respondents, less often
agree with the inevitability of informal paymentsdamore strongly support their eradication.

Irrespective of the country, respondents who haver ébeen requested to pay
informally have more negative attitudes and peroapttowards informal patient payments.
At the same time, those who have ever given caghrakind gifts (the latter having a higher
effect) express attitudes and perceptions thatare in favor of informal payments (i.e. less
socially desirable attitudes and perceptions).

With regard to individual and household socio-derapfic characteristics, only
residence place is positively associated with @pehdent variables (citizens of more
populated sites show more positive attitudes/ léssirable perceptions). Other socio-
demographic features do not show consistent assmsaacross the countries. More
specifically, having one or more health problemsssociated with more positive attitudes
towards informal patient payments whereas being Ineeraf a poorer household is related to
a stronger association of informal payments withigation.

3.5 Discussion

This chapter has explored the public perceptiomgatds informal patient payments using
recent data from six CEE countries — Bulgaria, HuggLithuania, Poland, Romania and
Ukraine. Overall, we observe variation in publicgeptions towards these payments across
the countries. In particular, public perceptionsame countries (especially in Poland but also
in Bulgaria) are less in favor of informal patigrggyments than in other countries (especially
in Hungary and Ukraine). The less positive attisidad perceptions towards informal patient
payments in Poland can be attributed to the amtiiption policies in the country, as
described in the background section and in Chaptdsee Figure 1.2, SPACE matrix
analysis). The same explanation holds for Bulgasiavell.

Nevertheless, as our results suggest, in all siMntt®s, there are groups of
respondents who favor informal patient paymentsclvimight enable their existence. The

challenges these public perceptions present taypale subsequently discussed.
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3.5.1 Informal payments — corruption or an ‘expressof gratitude?

Irrespective of the country, we observe consistegative attitudes towards informal cash
payments. Also, as the results of our cluster amalguggest, informal cash payments are
generally perceived as corruption, which is evidemd their social undesirability. The
attitudes towards in-kind gifts are less negatind emore mixed. These payments are more
often perceived as gratitude than informal cashmmats. Moreover, in the regression
analysis, more positive perceptions of informal rpapts in general are observed among
those who have ever given in-kind gifts than amthragge who have ever paid informally in
cash. This difference in perceptions regardingrimiéd cash and in-kind payments is reported
in previous studies as well (Balabanova & McKee)20Tatar et al., 200@nd it confirms
the importance of distinguishing between them ilncganalysis and research (Balabanova &
McKee, 2002; Stepurko et al., 2010).

There are two factors that could explain the highdgslic acceptance of in-kind gifts
compared to informal cash payments. First, somwishgals might not see in-kind gifts as a
paymen{Gaal & McKee, 2005) because in some instances giftshare a true expression of
gratitude (Adam, 1989), i.e. they have a negligimlenetary value and are given after the
service provision by the thankful patient withoutyarequest or hint by the staff (e.qg.
chocolates, flowers). Such gifts can be observedirimally any country around the world
although the extent might differ (Abbasi & Gadi@B; Spence, 2005). Second, true gratitude
payments seem to be sustainable for the patienttledoatient’'s family. Although such
informal gifts should not be encouraged, they dbautversely affect efficiency in health care
provision. Nevertheless, expensive in-kind gifteircat be generally seen as true gratitude
payments.

Another perspective on gift types is given by Diavd colleagues (1983) based on the
time of giving the gift and its nature. The authoffer a distinction between gifts as 'tips’
aiming to receive more personalized servigits to address the status imbalance in the
doctor-patient relationship, and gifts as a sawifiThus, among other things, in-kind gifts,
like cash payments, can be used by patients asaasiie obtain better and quicker services
when the system fails to offer adequate serviaedstas to all patients.

Still, the patient’s intention to benefit from aeking important service attributes
through informal payment is not the only reasonthed presence of bribes in health care
provision. Medical staff can also ask for an infatpayment (Balabanova & McKee, 2002;
Shishkin et al., 2003; Vian et al., 2006). Thislso indicated by our results for Romania and
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Ukraine where more patients report that they haxe been requested to pay informally and
more patients report ever having made such payntentpared to other countries (therewith
very few citizens know where to complain). Morequéere is evidence that higher amounts
of informal payments are given on the medical ®a#quest (Tomini et al., 2011). Thus, it is
not surprising that in our study we observe a nmagative attitude and opinion on informal
payments among those who have ever been requesteaytinformally. Such findings are
also discussed in other publications (Balabanowddee, 2002; Cockroft et al2008). The
existence of requested informal payments is intieatf the financial troubles in the health
care system rather than a cultural specificity @pH012). Hence, urgent policy measures
should include well designed financial and orgatnireal health care reforms.

Meanwhile, irrespective of whether the informal pet is requested or not, and
whether it is in cash or an in-kind gift, if theaee no regulations on what a “thankful” patient
should present to medical staff after the servieévery, expensive gifts may become
customary. Such gifts might become expected or exguested (e.g. by giving a hint) by the
medical staff. Since the differentiation “betweenimple respectable gesture and underlying
vested interests” (Abbasi & Gadit, 2008, p.281l)ishallenging task, it would be more
adequate to prohibit any type of in-kind gift inder to avoid favoritism (Abbasi & Gadit,
2008; Spence, 2005). Polite refusals, keeping dscaith the view of creating transparency,
and mandatory training on ethics and law coulddgarded as key strategies for physicians
(Abbasi & Gadit, 2008)Strategies for dealing with corruption should als® followed
(Shishkin et al., 2003; Vian, 2008). Also, patieat®uld know that they have the right to
health care service with adequate quality withawt extra gifts. Raising social awareness in
this direction is an important (although not thagét) remedy for dealing with informal

payments in general.

3.5.2 Social acceptance of informal payments asliaypchallenge

Despite the difference in the general perceptiomganrding cash and in-kind informal
payments discussed above, we find positive andf@ndnt attitudes towards both types of
payments in all six countries (though the largdesters are based on negative attitudes).
Indifferent attitudes by respondents do not seeraah expression of a lack of interest. In
Shahriari, Belli and Lewis (2001), an ambivalertitadle is described as an expression of a
deadlock situation (when payments for health caeeparceived as a necessity) rather than

lack of interest. Vian and Burak (2006) also previelidence for respondents’ feeling that
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informal patient payments are unavoidable. In paldr, the authors report that from the
patients’ perspective informal payments are “bagt important” (Vian & Burak, 2006,
p.399). Our analysis also confirms this. In patacuthe results show that despite the overall
public support for the eradication of informal eati payments, around half of the sample in
each country perceives these payments as inevithldeto the low funding of the public
health care sector. It is true that in all six does, per capita government expenditures on
health care is lower than in other countries in thgion where informal payments are
negligible, namely the Czech Republic and Slovefliive, 2010; World Health
Organisation, 2010). Thus, informal payments may filegaps in public health care funding
in the six countries studied. Ensuring adequatdttheare provision and adequate salaries of
physicians and other medical staff in public heatdre facilities are important policy
measures to eliminate the need of informal paymenkss is especially important for
countries (e.g. Romania and Ukraine) where salafienedical staff are below the national
average and where the private sector is undevel@atl 2010a; Lekhan et al., 2010).

An underfunded health care sector and inadequat@qras to medical staff provide
an excuse for health care staff to request infomagments (as some respondents believe), as
well as for policy-makers to remain passive whenoines to dealing with the problem of
informal patient payments. However, when this isoathe message for the public from
policy-makers and health care providers, citizetextsto perceive these payments as
inevitable (as reported in our study). Our reg@ssanalysis suggests that the urban
population (irrespective of the country) is mordling to accept informal patient payments
than respondents living in rural areas. This caexyained by a lack of economic, social and
cultural capital endured by village inhabitantstthekes centralized health care services in
urban areas less acceptable for the rural popual@8skou et al., 2008; Tomini et al., 2011).

Positive and indifferent attitudes towards infornpaltient payments, as well as the
acceptance of these payments as inevitable, anapethe most challenging findings of our
study from the point of view of policy-making. Stgies aiming at dealing with informal
patient payments may not be successful if sometheate consumers accept or do not mind
paying informally for health care. This means thpatblic campaigns to create social
opposition towards all types of informal payment®wdd be an important part of policy
actions against these payments. However, the experiin Bulgaria suggests that isolated
public campaigns are not sufficient. To be effegtithey should be combined with other anti-
corruption measures as was done in Poland (GolikewZ010). Indeed, the good governance

case of Poland as noticed in Chapter 1, Figurecbidd be a good example to follow.
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Possibly, anti-communist public moods, lack of atgga as well as the intention to join the
EU has supported such responsiveness resultingaiketoriented reforms in virtually all
sectors (Leven, 2005). In particular, we obsereecé negative attitudes and strong public
perceptions against informal patient payments itafh as well as the lowest number of
those who have ever made informal payments. Antuption actions of the government in
all sectors, supported by mass-media, seem to efbektively against informal payments.
Mass-media could help to shed a negative light rdarinal patient payments and create
public opposition towards these payments, as weltoaraise social awareness about the
patient right to adequate health care without imfalrpayments. The knowledge and opinion
of the public should be involved in a study of tée of the mass-media during health care
reforms and information campaigns.

Meanwhile, neighbor countries such as BulgariaRadhania demonstrate contrasting
results on informal payments. However, they siyldabel informal patient payments as
gratitude or corruption in our study. EU incentiesr/e facilitated improving the institutional
base in Bulgaria and Romania, as well as its efficy (Spendzharova & Vachudova, 2011).
As described in Chapter 1 (Table 1.2. and Figu?g, ithe two countries have similar scores
on the socio-cultural and political-regulatory dimsens, though Bulgarian’s scores for
economics and health systems indicate an environless conducive to informal payments.
Also, Bulgarian policies have changed with the ne@hanges among the political elites and
policies to improve health care provision have bsencessful (Atanasova et al., 2010;
Bartlett & Bozikov, 2012). This again confirms timeultidimensional nature of informal
payments where improvements in a single dimensamat guarantee the eradication of
informal payments.

Furthermore, Hungary and Lithuania show acceptables of governance and
expenditures on health as presented in Table HZFeyure 1.2 (see Chapter 1). However, we
observe a high rate of respondents who have evde iméormal payments and more positive
opinions on these payments. This is evidence ofirtigortance of public attitudes. Thus,
similar to measures taken in Poland, creating pudgpositions can improve the effectiveness

of policy strategies to eradicate informal patipayments in these countries.

3.6 Concluding remarks

Our study does not go without limitations. Althoughlf-administrated research tools are

recommended when a sensitive issue (such as infatiant payments) is studied (Stepurko
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et al., 2010, see Chapter 2), we have chosen tm-ttaface interviews to assure a good
understanding of the questions and properly fillecanswers. We observe an insignificant
number of refusals to answer the questions, whdfcates that the sensitivity of the research
topic is not a problem in the six countries incldde the study. Moreover, we consider that
the respondents’ wish for discussing informal pdtgayments is not reflected in the response
rate since the research theme contained more j3seiasis presented to potential respondent
as “willingness and ability to pay for medical sees”. Moreover, the share of non-
respondents who refused to participate was rathver |

Our results indicate that across the countriegrimél cash payments are perceived
negatively, mostly as corruption, while in-kindtgifare often seen as gratitude. Despite the
public support for the eradication of informal pagmts, there are groups of respondents who
favor their existence and this should be in theusoof policy-makers. Unless there is an
effective system to distinguish the nature of theormal payment (bribery/corruption or
gratitude), it is important to prohibit the acceqta or request of any “gift”. In parallel to this,
there should be measures to assure a respectaipefaranedical staff and to improve health
care provision. Even when health care resourcesnatdficient and when medical staff's
salaries are low, it is unethical when health qamviders request/accept informal payments
from patients, and when policy-makers overlookgreetice of charging patients informally.

Also, previous research has shown that informalkepapayments mostly prevail in
countries with poor governance where well-desigaed respectable rules that reflect
performance are absent (Fiszbein et al., 2011k bdadequate regulation opens possibilities
for patients to apply a “do-it-yourself approaci@ohen, 2012) in ensuring adequate access
and quality of public services. In addition to ththe topic of patient rights as well as
population involvement in health policy developnseliteen as a pressing issue in good-
governed countries) appears irrelevant in countsiesre the law is not followed (Grgdeland
& Aasland, 2011). The need of creating regulatimnsvider issues is questionable if existing
rules are not complied with. Thus, the governmant<CEE countries should take the
responsibility to secure adequate governance amdsion of basic health care services, and
eliminate informal patient payments. Our study dolbé useful in this direction. Still, it is
only focused on the consumers’ perspective of midrpatient payments (public opinions).
The government’s and providers’ point of view shibalso be studied. Results of opinion
research combined with other important financirrgaaization and governance strategies can

help to set up effective strategies to deal witbrimal payments.
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CHAPTER 4.

TO PAY OR NOT TO PAY?

A MULTI-COUNTRY STUDY ON INFORMAL PAYMENTS FOR
HEALTH CARE SERVICES AND CONSUMERS’ PERCEPTIONS

Submitted for publication.



Abstract

Although the literature offers a variety of thedral explanations for the existence of
informal patient payments, empirical research hastiy focused on socio-demographic
features as determinants of these payments. The ablpatients’ perceptions (beliefs)

concerning informal payments is rarely taken introant especially in multi-country

surveys. We examine the association between infopagments for health care services
(actual behavior) and perceptions of health careswmers about paying informally

(perceived behavior statements) as well as soamedeaphic characteristics. The data are
collected in 2010 based on national representatmamples in six Central and Eastern
European countries. The results of the cross-cpurimparisons suggest that health care
users in Bulgaria and Poland are less inclined a&arinformal payments, while health care
users in Romania and Ukraine most often report pagiments. The informal payment rates
for Hungary and Lithuania fall between these twougs. In all six countries, individuals who

feel uncomfortable when leaving the physician’soeffwithout a gratuity and who feel unable
to refuse the request of medical staff to pay mialty, more often make informal payments.
Such consumers’ perceptions can undermine poliéyrtefto eradicate these payments.
Public information campaigns combined with improesis in health care provision

(organization, financing, and ethics) can reinfosoeial resistance to informal payments for

health care services.
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4.1 Introduction

The context of health care reforms contributeshihterest in the topic of informal patient
payments. Empirical studies on informal (under4higle) patient payments provide evidence
on their diverse patterns in Central and Easterrofigan (CEE) countries (Cohen, 2012;
Stepurko et al., 2010; Lewis, 2007). The resultsa ahulti-country comparison, conducted
about 10 years ago, indicate that at that timegormél patient payments presented a
comparatively minor problem in the Czech Republiowever, in Poland, Hungary and
Romania, they were significant even though a nega#ttitude towards these payments
prevailed in the countries (Belli, 2002). Virtualgt the same time, another cross-country
study in Estonia, Latvia, and Lithuania reporteftsg{by 14% of health care users) and
informal payments (1-8% of users) to health caadf sit government facilities (Cockroft et
al., 2008). Only about half of the general publidhese countries stated that such payments
can be a form of corruption. Although informal eati payments are still the focus of
research, cross-county studies are solitary. Tmeenous single-country studies on informal
patient payments (e.g. Ozgen et al., 2010; Liartgsoat al., 2008; Vian et al., 2006) do not
allow for cross-country comparisons due to diffeesnin the methodology used (Lewis,
2007; Allin et al., 2006).

Nevertheless, single-country studies are impott@ctuse they provide an indication
of the scale of informal payments in a country (Bet al., 2004; Chawla et al., 1998;
Delcheva, 1997), or of their determinants (Tomihiak, 2011; Tomini & Maarse, 2011;
Ozgen et al., 2010). Overall, respondents’ socinabgaphic features rarely appear
significant in predicting whether an individual neskinformal payments and in determining
the size of the payments (Liaropoulos et al., 2@xili, 2002). Occasionally, age, education
and household expenditures (or income) have afigignt relation with the incidence of
informal payments (a negative association with aige a positive association with the level
of education and income/expenditure) (Tomini et 2011; Ozgen et al., 2010; Cockcroft et
al., 2008; Szende & Culyer, 2006). Besides, a Bagmt positive relation is found between
the levels of formal and informal out-of-pocket pegnts for health care (Belli, 2002).
Although there are a number of descriptive studiespatients’ attitudes and perceptions
regarding informal payments in the public sectoillgvi 2006; Belli, 2004; Balabanova &
McKee, 2002; Shahriari et al., 2001), attitudes gredceptions are rarely included in
quantitative explanatory studies (Burak & Vian, 200ian & Burak, 2006).
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In view of the above, this chapter contributeshi® turrent literature by presenting a
guantitative cross-country study that aims to itigase the relation between informal
payments made by an individual (actual behaviod perceptions of health care consumers
related to making such payments (perceived behastatements) as well as socio-
demographic characteristics. We define informalgpatpayments as payments for health care
services in the public sector that occur outsigeftrmal payment channels (i.e. patients do
not get receipts for these payments). We considén bash payments and in-kind gifts
paid/given by the patients on the providers’ retpies initiated by the patients’ as a means to
obtain better service or as an expression of tmagéitgde. With regard to perceptions, we
focus on perceptions (beliefs) about making anrméd payment stated by respondents given
a hypothetical situation. We use these statementsdicators of individual acceptance or
willingness to pay informally for health care. Bxé# about probable future behavior appear to
be part of a disposition (Broko et al., 2007) thasures specific behavior to occur in a given
situation. Thus, we expect that patients’ belidfsud making informal patient payments have
more explanatory power than socio-economic chanatitss. In contrast to previous studies,
we combine quantitative data on individual peraapiand socio-demographic characteristics
to explain variations in informal patient paymerioreover, we apply the same analysis to
data for six CEE countries, which allows for a srgsuntry comparison and for establishing
the robustness of our findings.

The data for our analysis are collected in 201(Buigaria, Hungary, Lithuania,
Poland, Romania and Ukraine as it is describedr@vipus chapter. First, we compare the
past experience of paying informally for healthecaervices and respondents’ perceptions
about making informal payments across countries.udferegression analysis to investigate
whether individual perceptions and socio-demogmapharacteristics are associated with the
experience of paying informally. These and othedifigs are presented in the results section,
preceded by the description of the methods. Finalyliscussion of the key findings and

conclusions are presented.

4.2 Methods

As in Chapter 3, we use cross-country data colleoteCEE countries in 2010 via national
representative samples based on structured fafaed¢ointerviews (more details on research
and sample design as well as wording of the quessi@vailable in Appendix B). Although

we recognize that self-administrated modes of daliaction would have been more suitable
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for collecting data on a potentially sensitive tgguch as informal patient payments, we have
used the face-to-face interview mode due to respaist needs in interviewer's assistance
that appeared during the pre-test. Neverthelesd)jave considered strategies to improve the
validity of data collection, such as the involvermen skilled interviewers (on average 100
trained interviewers per country), pre-tests of warding of the questions, inclusion of the
guestions on perceptions (i.e. the most sensitiestipns) in the middle of the questionnaire.

The response rate varies from 38% and 42% in P@addJkraine respectively, about
55% in Romania and Lithuania, till 67% and 76% udaria and Hungary respectively. The
initial analysis of the samples prior to our studylicated that the sample characteristics
related to age, gender, place of residence andehoigs income, were comparable to the
countries’ national statistics. This suggests thvagspective of the non-response, the
procedure applied for the selection of respondémésnely replacing the respondents who
refused or were unable to participate), resulteddamples that are representative for the
countries.

This chapter analyzes data related to informalepatpayments made by respondents
(or respondents’ families) for out- and in-patiesetrvices that they used during the last 12
months, in addition to data on respondents’ pergeptabout making informal patient
payments and socio-demographic data. Both in-kiftd gnd cash payments are included in
the wording of the question when respondents deedaabout the size of informal payments
during the last 12 month. Respondents are alsalaskeonfirm, deny, or express ambiguity
about five perception statements that indicateviddal acceptance or willingness to pay
informally for health care (e.g. feeling uncomfdie when leaving the physician’s office
without a gratitude payment, or being unable taigefto pay informally if asked). For
comparative purposes, respondents are also askg@éda positive or negative answer on
questions about ever being requested to pay inlbyraad about ever giving cash or in-kind
gifts to medical staff. The inclusion of these digs allows us to examine two recall periods
— last 12 months and an unlimited time period. Wenarily focus on the last-12-months
period, and we use the infinite recall period fatidation purposes. The English wording of
the questions and the five perception statememd unsour analysis is presented in Appendix
D.

We carry out binary regression analysis to deteentire extent to which individual
perceptions about making informal payments, as asllsocio-demographic features, are
associated with actually making informal patiengmpants. We include only respondents who

used out- or in-patient services during the lastrighths. Our binary dependent variable is
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coded with 0 when the service user did not payrmédly during the last 12 months and with
1 when the user paid informally during the lastmi@nths. The independent variables include
socio-demographic indicators as well as two indiatfor each of the five perception
statements presented in Appendix D (thus 10 indisah total). The first indicator (for each
perception statement) has the value 1 for respdsdehose response to the statement
suggests a certain acceptance/willingness to paynirally and otherwise, the value of the
indicator is 0. Similarly, the second indicatortbé perception statement has a value 1 for
respondents whose response to the statement ssiggesgrtainty about making informal
payment (i.e. ‘'somewhat’ or ‘don’t know’ responsad otherwise, the value of the indicator
is 0. Respondents, whose responses to a givermstattesuggest a certain resistance to
informal payments, are taken as base categoritbgiregression analysis (see Table 4.2). The
correlation between the independent variables deduin the analysis is weak (correlation
coefficient < 0.6) or insignificant (p>0.05).

In addition to this, we carry out a second regm@ssinalysis using the same set of
independent variables, but with a different bindgpendent variable: whether any of the
respondents in the sample has ever made infornyatguats (either in cash or as gifts in-kind)
assuming that each respondent has ever used ltaadth(e.g. having at least one visit to a
physician — GP or specialist). We also carry ouedr regression analysis to examine
variations in the size of informal patient paymemtade by an individual during the last 12

months.

4.3 Results

4.3.1 Experience with informal patient payments

Our preliminary analysis shows that the level oéltie care consumption is the lowest in
Ukraine and Romania (59% and 65% of respondentheakh care users respectively). This
number is the highest for Hungary, where four dutwve respondents report consumption of
out- and in-patient services during the last 12 tmofor other countries, about 75% of
respondents report using health care services (aatshown).
Despite the comparatively low number of Romaniad dkrainian respondents, who

used out- and in-patient services during the l8snbnths, the share of health care users who
report informal patient payments (see Table 4.1héshighest in these two samples (34.5%

and 41% of health care users, with a total medayment of 36.6 and 15.3 Euro per health
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care user per year respectively). This share isldivest for Poland (8.4%) and Bulgaria
(12.5%). In case of Bulgaria, the total medianise &he lowest (12.8 Euro informal payments
per health care user per year) compared to the othtries. However, for Poland, the total
median is one of the highest (43.7 Euro informainpants per health care user per year).
About 25% of all health care users in Hungary amttiuania report to have made informal
payments during the last 12 months, with a medfat3oand 43.5 Euro informal payments
per health care user per year respectively. ItIshioe noted however, that the median values
are not adjusted for the variation in purchasingvgroacross countries. Also, within the
countries, the median values hide a wide variatione the mean values for all countries are
much higher than the median values. For some desntthe standard deviations are much
larger than the mean values (especially for Bugg&iomania and Ukraine).

For validation purposes, we include a second rguilod by asking all respondents
whether they have ever given either cash or in-gifitd to medical staff (assuming that each
respondent has ever used health care). Hence, thhaecall period is extended to infinity,
the cross-country pattern of respondents repoitifgmal payments (either cash payments

or in-kind gifts) virtually does not change (seeblEa4.1). Specifically, Ukrainians and

Table 4.1.Informal patient payments reported in the six caaat

Bulgaria Hungary Lithuania Poland Romania Ukraine Total

Sample size N =1003 N=1037 N=1012 N=1000 N=1000 N=1000 N =6052

1. Number of users No (N) 650 625 551 667 414 341 3248
during the last 12

months who paid Yes (N) 90 206 185 61 218 237 997
informally Yes (Valid%) 12.2 24.8 25.2 8.4 34.5 41.0 23.5
2. Amount of informal Median 12.8 53.0 43.5 43.7 36.6 15.3 30.6
payments by those who

paid during the Mean 739 1124 1203 80.6  119.0 62.6 98.0
last 12 months [Euro]  St.Dev. 203.7 1829  200.6 93.6 348.7 1309 223.0
5. Number of No (N) 487 326 340 608 286 296 2343
respondents who have

ever paid informally ~ Yes (N) 486 719 669 356 708 700 3630
(either cash or ]

in-kind gift) Yes (Valid%) 49.9 68.6 66.3 36.9 71.2 70.3 60.8
6. Number of No (N) 806 969 887 843 774 689 4968
respondents who have

been ever personally Yes (N) 166 68 122 130 215 303 1004
asked to pay informally ves (valid%) 17.1 6.6 12.1 13.4 21.7 30.5 16.8
7. Number of No (N) 650 665 757 635 734 787 4228
respondents who know ¢ 353 372 255 365 266 213 1824

where to complain if
asked to pay informally ves (valid%) 35.2 36.1 25.2 36.5 26.6 21.3 30.1
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Romanians considerably more often report ever beiggested to pay informally (30.5% and
21.7% respectively) in contrast to the lowest odteequests noted in Hungary (6.6%).

In all six countries, a major part of the sampleegsioot know where or how to
complain in case informal payments are requestethéyproviders (ranging from 78.7% in
Ukraine to 63.5% in Poland).

4.3.2 Perceptions about informal patient payments

Table 4.2 presents data on respondents’ percepiomst making informal patient payments
measured through their responses to the five peoceptatements included in our analysis.
The Bulgarian and Polish samples have rather simp#aceptions about paying informally.
For instance, 3 per 4 respondents in these coardivenot feel uncomfortable to leave the
physicians’ office without any gratuity (the highesate when compared to the other
countries). Each second respondent in these ceardtates that he/she prefers to use private
health care services instead of making informalnpayts for such services provided by
public facilities (the same rate as in Lithuaniad &omania).

Table 4.2.Behavior statements regarding informal paymentséapondents)

Bulgaria Hungary Lithuania Poland Romania Ukraine Total

Sample size N=1003 N=1037 N=1012 N=1000 N=1000 N#HaA0 N=6052

Valid% Valid% Valid% Valid% Vald% Valid % Valid %

No [base] 77.9 69.6 61.0 73.2 52.3 56.3 65.1
Feels uncomfortable
to leave without Yes 6.8 14.4 16.4 12.6 221 14.7 14.5
) 18 it
giving grits Uncertain 153 15.7 22.6 14.2 25.6 200 204
Would recognize theNo [base] 54 14.8 16.0 21.8 13.1 10.5 13.6
hint for informal Yes 64.7 62.0 63.5 46.7 65.2 57.5 60.6
payments Uncertain 29.9 23.2 20.5 31.4 21.7 320 264
No 11.7 25.9 28.0 14.7 34.6 41.1 26.0
Would refuse to pay
informally if asked t' Yes [base] 54.8 45.8 35.1 57.8 35.8 26.6 42.6
make such payments  ain 335 28.3 37.0 275 20.8 322 314
Prefers to use priva No 17.4 42.9 24.1 21.3 20.0 32.7 26.1
health care because
of the informal Yes [base] 50.7 34.1 51.9 50.4 49.4 34.0 45.0
payments Uncertain 31.9 23.0 26.7 28.3 30.6 33.3 28.9
Ready to pay No 15.8 18.5 10.1 17.3 11.7 12.4 14.3
informally in
case of Serious Yes [base] 42.7 50.5 56.0 38.6 60.4 54.9 50.5
health problems  uncertain 415 31.0 33.9 44.0 27.9 32.7 35.1
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Also, more than 2 per 4 respondents in Bulgaria Bothnd would refuse to pay
informally when requested (the highest rate for @untries), and less than 2 per 4
respondents are willing to pay informally if thegMe serious health problems (the lowest rate
for all countries). However, in Bulgaria, 64.7% respondents believe that they are able to
recognize the hint for informal payments while feweolish respondents (46.7%) are
experienced in recognizing hints. The rest of tlwuntries do not demonstrate such
similarities in respondents’ perceptions. It shoble noted however, that 41.1% of the
respondents in Ukraine and 25-35% in the otheretlo@untries (Hungary, Lithuania and
Romania) would not refuse to pay informally if adk@lso, 32.7% of Ukrainians and 42.9%
of Hungarians (the highest rate among countriegg lchosen the “no” answer on preferences
for paying officially in the private health carectar instead of making informal payments in

the public one.

4.3.3 Results of the regression analysis

Table 4.3 shows the results of the binary regressoarried out on data for respondents who
report that they used out- and/or in-patient sewiduring the last 12 months. We divide all
respondents into respondents who used servicespaiadinformally (coded with 1) and
respondents who used services but did not paynrdlly (coded with 0). As explained in the
method section, we use two groups of independentablas: socio-demographic
characteristics as well as perception indicators.validate these results, we also carry out
binary regression analysis considering an infimgeall period (i.e. ever making informal
payments). We include in this analysis all respotgl@ssuming that every person has ever
used health care services. The results of thigssgyn are presented in Table 4.4.

Based on the models for the 12-months recall pen@dfind some consistent patterns
across countries. In particular, those who feelounfortable to leave without a gratitude
payment and who feel unable to refuse to pay in&dlymf asked (certain and uncertain
responses to both perception statements) more dpeEnt making informal payments during
the last 12 months than the rest of the respondeioisever, the statistical significance of the
corresponding coefficients varies among the coestrivhich indicates differences in the
explanatory power of these perceptions dependinghencountry. Only for Hungary and
Poland, we find that respondents who are readyayoas much as they have when they have
serious health problems, significantly more oftepart paying informally for health care

services compared to the rest of the sample. Alsly, for Lithuania and Romania, we find a
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Table 4.3.Binary logistic regression for informal patient pagnts experiences (recall period:

last 12 months; 0=did not pay informally, 1=paitbrmally)

Recall period: last 12 months

Bulgaria Hungary Lithuania Poland Romania Ukraine
Feelln%uq(cor]nfortable to leave without giving a gift 1.257* 1.449* 1.134* 750 1.031* 1.203*
-Yes . . . . . .
Std.Error 405 248 242 471 247 282
Feeling uncomfortable to leave without giving a gift * * * * " ok
ﬁ_mcertainl givinga g 782 1.124 724 1.179* 756 420
Std.Error 299 245 230 401 230 223
s able fo fecagnize the hint A2 373 s 514 948" 282
Std.Error 694 319 .306 494 333 332
Is able to recognize the hint
| [1-Uncgrtain] 154 -.052 106 -.082 607 -435
Std.Error 707 .365 .360 542 .383 .358
Read) oy 5e to pay asked 1814  1.293*  1.088* 2105 .492*  1.051*
Std.Error .385 245 240 415 239 .256
Ready to refuse to pay if asked * * * *
W Uncerain] 1142 813 195 1.026* 006 673
Std.Error 304 245 245 437 253 270
Prlvat%sarv]lces preferences as response to IPP -580 520* 256 -137 528 422+
"No . . . . . .
Std.Error 401 245 249 474 290 249
Private services preferences as response to PP *% ok
g _Uncenaﬁ’n] P -.538 115 259 533 408 -194
Std.Error 313 263 231 .385 233 243
Ready to pay the last penny if serious health problem occurs * *
y[1 s $e¥] penny P -.069 1.528 -.051 1.664 -.056 .023
Std.Error 464 .326 332 672 .328 .331
Ready to pay the last penny if serious health problem occurs * *k
Tneer] e P -064 793 -187 1438 -063  -077
Std.Error 452 .358 345 672 .349 343
Age [Years] -.009 .006 -.005 -.020 -.020* -.005
Std.Error 01 .006 .008 013 .008 .007
Gender [0-Male; 1-Female] .551* .393* 444* -.346 -.287 -.186
Std.Error .265 201 205 .336 199 213
Residence @ -.098 .051 -.164* 118 .280* -.033
Std.Error 114 079 077 A74 .086 .085
Education ® -.186 132 .064 .053 -.079 -.097
Std.Error 138 .085 .097 A73 104 100
Health problems [0-No; 1-One or more health problems] .952* 1.110* .706* 1.834*  .816* .755*
Std.Error 337 222 225 435 233 224
Number of ADULTS in household -.035 -.223 -.049 .049 -.246** .000
Std.Error 157 124 128 AT72 133 A21
Number of CHILDREN in household -.100 -.076 .034 221 139 A21
Std.Error 200 116 19 215 128 130
Income ¢ .061 074* .061* -.094 .067** -.026
Std.Error .053 043 031 072 .038 .044
Constant -2.882*  -5.659* -3.334* -4.661* -1.613* -781*
Std.Error 1.155 749 147 1.264 .822 .796
Number of Observations 667 803 720 638 586 537
The Nagelkerke R Square 181 344 .198 .360 189 185

*p <0.05; ** p<0.10

The coding of the questions is: 2 4-Capital; 3-Big city; 2-City; 1-Town; 0-Village; ® From 0-uncompleted primary education to 5-Tertiary
education; ¢ From 0 -less than 50 Euro till 17 — more than 3000 Euro
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Table 4.4.Binary logistic regression for informal patient pagnts experiences (recall period:
infinity; 0=did not pay informally, 1=paid informig)

Recall period: infinity

Bulgaria Hungary Lithuania Poland Romania Ukraine
Feelln%uq(cor]nfortable to leave without giving a gift 744* 923 1616+ -199 1.206* 1.916*
~Yes . . . . . .
Std.Error 314 .268 273 .296 239 .380
Feelln?1 ?Gﬁg?r{gﬁble to leave without giving a gift 1.302* 1.120* 846" 1613+ 1.325* 1.331*
Std.Error 241 .259 201 284 224 221
s able fo fecagnize the hint 576" 729 894"  1.075* .897*  1.093*
Std.Error 341 213 215 248 231 272
s able 1o fecognize fhe hint 036 .02 600 .697*  .609* 120
Std.Error .353 241 251 .262 271 281
Read) oy 5e to pay asked 964* 615+ .993*  1.857* 1.116*  2.057*
Std.Error 264 207 207 .268 210 235
Readl 10 ohuse iopay asked 946+ 546+  .697* 765"  .684*  1.048*
Std.Error A73 .196 A77 .208 202 218
Prlvat%sarv]lces preferences as response to IPP -148 235 .368"  -937* 505+ - 684
No . . . . . .
Std.Error 234 192 210 253 .256 233
Prlvat%s_%rr\]ncceer?aﬂ:fferences as response to PP -150 044 111 T8 244 712
Std.Error . 187 217 193 224 210 230
Ready[g? gg)sllthe fast penny if serious health problem occurs 555+ 887 957 713 293 344
Std.Error . 248 217 .289 267 .288 .268
Ready[g? lj)nacyetrit1]e last penny if serious health problem occurs 337 427 501" 362 2122 090
Std.Error 237 218 292 .258 301 274
Age [Years] .010 .012% .013* .033* -.002 .005
Std.Error .006 .005 .006 .007 .006 .006
Gender [0-Male; 1-Female] 229 .553* .610* 217 .297* .542*
Std.Error 152 .155 157 A75 169 185
Residence @ 011 -.186* .031 118 A181* 195*
Std.Error .068 .059 .063 .085 .083 .080
Education ® .093 191% .162% .295* 145 .091
Std.Error .082 073 .082 .095 .091 .09%4
Health problems [0-No; 1-One or more health problems] .885% 1.002* .694* .947* 338 .692*
Std.Error 182 A77 A72 207 199 .208
Number of ADULTS in household .031 -133 - 157 -.130 -.108 -.011
Std.Error .086 .095 102 .091 103 102
Number of CHILDREN in household 121 .059 .218* .236* .090 116
Std.Error 108 .097 .096 .098 .095 A7
Income ¢ .067* 034 A101% .026 073" .082*
Std.Error 031 .030 025 .037 .030 .040
Constant -3.219*  -2.153* -2.935¢ -5.166* -2.187** -2.902
Std.Error 626 499 587 .655 675 683
Number of Observations 880 997 980 832 915 927
The Nagelkerke R Square 240 270 280 .360 .255 379

*p <0.05; ** p<0.10

The coding of the questions is: 2 4-Capital; 3-Big city; 2-City; 1-Town; 0-Village; ® From 0-uncompleted primary education to 5-Tertiary

education;

¢ From 0 -less than 50 Euro till 17 — more than 3000 Euro
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significant association of the ability to recognitee hint for an informal payment and
actually paying informally. Specifically, those whecognize the hint, more often make
informal payments. The direction of the regressamefficient (when significant) is not
consistent across countries in case of the statethah indicates preferences to consume
private services in order to avoid informal paynselior public ones. Certain negative and/or
uncertain responses to this statement are assbawte a significantly higher probability of
being an informal payer in Hungary and Romaniavith a significantly lower probability of
being an informal payer in Bulgaria and Ukraine.

The models for the infinite recall period suggeshilar results however more
significant relations are observed compared to risofie the 12-months recall period. For
example, in the infinite-recall-period models aduatries show significant associations with
the ability to recognize a hint. Also, the prefarenfor private health care services
consumption as a response to informal payment atalicappears to be significant in case of
Poland and Lithuania. Regarding the willingnespdg the last penny, we observe a negative
relation in Lithuania and positive relations in etltases.

In addition, as shown in Table 4.3 and Table 4ofnes socio-demographic features
show consistent effects Thus, being female (in &u#g Hungary and Lithuania) and having a
chronic or major health problem (in all countriesdaboth recall periods), as well as
belonging to a household with a higher income @secof Hungary, Lithuania and Romania)
and fewer family members (most countries) incredBesprobability of reporting informal
payments during the last 12 months. However, beldgr and higher educated in Hungary,
Lithuania and Poland, belonging to a household witiher income (Bulgaria, Lithuania,
Romania and Ukraine) and being a woman (Hungarfhubnia, Romania and Ukraine)
increases the probability of a positive answerh@avé you ever paid informally’ questions.

Although we apply linear regression to analyze \thgation in the size of informal
patient payments during the last 12 months, we atopresent these results because of the
small number of observations for some countriesn@ig Bulgaria and Poland) and because
of the few significant associations for the otheumtries. Thus, our data do not show any
cross-country pattern regarding the relation betwbe size of informal payments on the one
side, and behavioral perceptions and socio-dembgrapariables on the other side. However,
education (in Lithuania) and income variables (ianRnia and Ukraine) have a positive

significant association with the size of informalyment.
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4.4 Discussion

Although informal patient payments exist in all otnies included in the survey, the share of
health care users who pay informally as well asdize of the informal payments differs
among the countries. This finding confirms the hssaf previous research (for a review see
Stepurko et al., 2010; Lewis, 2007) that informatignt payments in CEE countries are
characterized by huge variability (irrespectivetiué recall period). In our study, Bulgarians
and Ukrainians report the lowest median valuesifairmal payments per respondent per year
(12.8 and 15.3 Euro respectively) but we obserag #h3 times smaller number of patients
paid informally in Bulgaria than in Ukraine. Similg in Poland and Lithuania, this median
value of annual informal payments is about 43.50Eer respondent while Lithuanian health
care users are 3 times more likely to report makif@grmal payments than those in Poland.

The amounts of money paid informally per year bwltie care users in all six
countries are considerable, especially when comdpaoe the minimum wage in these
countries (see Eurostat, 2010). The mean inforragépt payments per respondent per year
that we find in our study, is equal to half of theonthly minimum wage in Bulgaria,
Hungary, and Lithuania, and about one minimum wagékraine and Romania. In contrast
in Poland, the average payment is 4 times less ttiaminimum wage. Moreover, for each
country, the median value is much lower than theesponding mean value, which indicates
a large disparity in informal patient payments witthe countries as well. Nevertheless, the
above comparison suggests that informal paymerisesent a considerable burden on
households, especially for low-income households, this necessitates the urgent attention
of policy-makers in these countries.

Our findings differ from those reported about 1@ngeago (Belli, 2002) that informal
patient payments were equally significant in Polaamttd Hungary, and widespread in
Romania. We provide evidence on a much lower nurabarformal payers in Poland than in
Hungary (while in Romania they remain widespre&d§o, the difference between Bulgaria
and Ukraine regarding the ability to refuse to pafjormally when requested was not
observed in previous research (Miller, 2006). Imtcast, we find that at present Bulgarians
feel more confident that they can refuse to pagrimilly than Ukrainians. This difference in
results indicates that the prevalence and levehformal payments has changed during the
years, as well as consumer perceptions relateddamal payments.

Indeed, Golinowska (2010) reports on a reductionnédrmal payments in Poland

after public campaigns against such payments. Tetespaigns have taken place in addition

75



to overall intensive fights with corruption thatght have changed attitudes in the country. In
Bulgaria, the current government elected in 2008 &lso emphasized the need to fight
corruption in all social spheres, including theommfial payments for health care. This was
extensively reflected in public debates and masdgiamand might have affected the attitudes
of the Bulgarian population. At the same time, toaintry has one of the highest private
expenditure on health care in Europe (about 42.8%hetotal health expenditure in 2007)
most of which consists of out-of-pocket paymentdath the public and the private health
care sector (World Health Organization, 2010). Thyigen the experience in Poland and
Bulgaria, and the favorable results for these awemtreported in this chapter, we can
conclude that public campaigns and anti-corruptineasures are important elements in
dealing with informal payments in a country.

Also, as shown by the Bulgarian experience, itnipartant to develop the private
health care sector. Private health care servicegdw an alternative for those patients who
prefer to escape informal extortions in public se¢Pavlova et al., 2010). The descriptive
data from our survey show that there is less iatiiim in Hungary and Ukraine to use private
services as a response to informal payments. Meredahe different directions of the
significant coefficients (related to this aspecpefceived behavior) in the regression models
seem to reflect private service availability andestpeculiarities in a single country, e.g. for
Hungary and Romania. Such diversity in associationthese and other countries can be
explained by different levels of private sector elepment, the spread of corruption, lack of
stability and transparency which do not faciliteteestments and donations, in addition to the
specificity of regulations, monitoring measures anduring quality mechanism applied in the
countries (Lewis, 2006; Ensor & Witter, 2001). Calerdeveloped private markets supported
by health insurance schemes to prevent extraosdlmgh out-of-pocket payments, can create
a competitive climate, which can bring improvemantpublic health care service provision
(Ensor & Witter, 2001; Thompson & Witter, 2000; Ree & Feachem, 1996).

Meanwhile, thankfulness, “just a habit” to pay infally (Aarva et al., 2009; Belli et
al., 2004; Betliy et al., 2007) and feeling uncortdble are quite popular answers to the
reason of informal payment question. The lateh®as by our results as well. This indicates
the need of a deeper look in the situations tred t® informal patient payments in order to
identify the real roots of these payments. In patfdér, it is necessary to recognize that it is not
always the patient who chooses to bribe the phasicinformal payments can also be
initiated by physicians. The ability of medical féteo press patients to pay informally has
been extensively discussed in previous studiesn(\éa al, 2006; Shishkin et al., 2003;
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Balabanova & McKee, 2002). This is also indicatgdhbr results for Romania and Ukraine,
which provide evidence that more patients are besagiested to pay informally and more
patients make such payments compared to other reesinfurthermore, Romanian and
Ukrainian patients are less likely to decline a gbign’s request for informal payments
especially when compared to Poland and Bulgariaalso to Hungary and Lithuania. From
the patients’ perspective, the obedience to theeslg of medical staff to pay informally can
be due to expectations for better treatment butdle to fear that the treatment can be denied
(Lekhan et al., 2007; Belli et al., 2004). Conswharability to refuse to pay informally is
conditioned not only on their individual values lalso on external pressures (e.g. by low-
paid medical staff, who in the absence of freegmétchoice, brings informal practices in the
patient-physician relation), the latter having aajer impact in resorting to unethical behavior
(Miller, 2006; Aarva et al., 2009).

Salaries in the health care sector of most of C&litries remain lower than in the
industrial and other sectors (Czupryniak & LobaQ£0international Average Salary Income
Comparison; Lekhan et al, 2010). This makes thdems are obliged to pay extra to the
physician, and at the same time gives an excudbetanedical staff to request informal
payments. However, nowadays in some of these dear(e.g. Romania), salaries of medical
staff are increasing with a consequent light desaa the informal payments @descu et
al., 2008). In addition, medical staff's dispositi@gainst accepting informal payments,
cherished by adequate working conditions and aesysif penalties, can also provide the
desired effect (e.g. shifting from informal to fahpractices). When health care providers do
not request or give a hint for a gift by a “noboblues my work” expression but receive
adequate official remuneration, and remind patigite initiate informal payments, about the
professional ethics (Miller, 2006; Grodeland et 4998), patients can be discouraged to
search for informal payment channels.

When compared to perceived behavior statementsfindethat socio-demographic
characteristics are less relevant in predicting thdrea health care user makes informal
payments. Such irrelevance of typical charactegstvas also shown in previous studies
(Ozgen et al., 2010; Liaropolous et al., 2008; \@aBurak, 2006; Belli, 2002). Our findings
emphasize the importance of incorporating percebedthvior aspects in research on informal
patient payments. In particular, the differencetwben the two groups of users should be
studied at the individual perception level rath®arn in socio-demographic characteristics. It
should be pointed out however, that neither bemastatements nor socio-demographic

characteristics included in our analysis explaie wariations in the total size of informal
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payments. An analysis of this issue would requobecting more detailed information on
factors causing these payments, for example, otyfieeof illness and treatment procedures.

Meanwhile, we noticed cross-country differencesaefficient significance and in its
explanatory power within two time periods (last d@nth and infinity) and among two
groups of respondents — the general population reeadth care users. Such findings can
provide a new field for further research. Possililypse respondents who had negative
experiences with health care consumption and hesgeresistance towards paying informally
(measured in undesirable perceptions), try to avisiding physicians. This also corresponds
to under-consumption in Ukraine and Romania as estgd by our results (Danyliv et al.,
2012).

As diversity in associations as well as differen@esdescriptive statistics have
suggested, that a universal solution applied te@lintries will not work. Thus, a country-
specific anti-informal patient payment strategyaisopical issue. In particular, we observe a
high level of requested payments in Romania andaid&r indicating an urgent need for
funding increase and efficiency improvements asl vasl in medical ethics obedience.
However, the Hungarian case present primarily useit&ated informal payments, so other
directions of relevant measures can be suggesteld,as developing options for better quality
services as well as informational campaigns aganfstmal payments. Though informal
payments continue existing in Poland, a good cdsendividual resistance to informal
payments is present. Hence, public support of gowental actions, their effectiveness,

fighting with corruption should be key strategieslecrease informal patient payments.

4.5 Conclusions

This chapter has focused on the importance of matiperceptions about making informal
patient payments in explaining actual informal pawts. As expected, our analysis confirms
that behavioral perceptions (willingness to payinfally) are strongly associated with actual
behavior (i.e. paying informally). The extensiontbe recall period does not change this
conclusion. These findings are an indication ofttieoretical and convergent validity of our
results. Thus, for policy-makers, it is highly inmamt to focus on changing consumer
perceptions about making informal payments to de @bdeal with these payments on the
consumer side. Hence, raising patient awareness #oeir right to health care services with
adequate quality and access with no informal clsamegratitude payments, as well as

empowering the patient to object to paying infodgnand to discourage physicians to
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request/collect informal revenues are essentiatypstrategies for the elimination of informal
patient payments (Pavlova et al., 2010; Vian, 2008n & Burak, 2006). In this regard, it is
essential to create a simple, easily accessibleeffedtive system for filing complaints by
patients who are asked to pay informally for healine services, as well as to disseminate
information about this system among the publicaageé. As suggested by our results, the
latter is still lacking in the countries studied.

Hence, consumers’ and providers’ resistance ag#insttype of behavior has to be
supported by multi-dimensional measures. Indee@ tlevelopment of a supportive
environment is highly important in countries wheagients try to avoid the formal channels
associated with inadequate service (poor acces®ragdality due to underpaid personnel,
lack of funds, or inefficient resource allocati@nd choose to pay informally to obtain better
services even though they resent such paymenthidmregard, the improvement of health
care provision (its organization, transparency afiiciency) seems to be an important
measure to restrict the need of informal payme@svernments should also assure
continuous investments in the improvement of headiie quality and access to health care, as

well as an adequate funding for the normal funatignof the public health care system.
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CHAPTER 5.

PATTERNS OF INFORMAL PATIENT PAYMENTS
IN BULGARIA, HUNGARY, AND UKRAINE:

A COMPARISON ACROSS COUNTRIES, YEARS AND
TYPE OF SERVICES
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Abstract

Informal payments for health care services are lakmewn phenomenon in many health care
systems around the world. Deeply ingrained inforpraictices accepted by both providers
and consumers, and neglected by the governmemt, teebe a major impediment to ongoing
health care reforms. This chapter aims to studysize and pattern of informal patient
payments for out-patient and in-patient servicethiee former-socialist countries: Bulgaria,
Hungary and Ukraine. The data are collected in 2@b@ 2011 based on national
representative samples. The results of the crosstogo comparison suggest a relatively
higher prevalence of informal patient payments imghry and Ukraine than in Bulgaria,
where patients also meet formal service chargéseipublic sector. More than 35% of health
care users in Ukraine report informal paymentsplaysician visits during the preceding 12
months. In Hungary, this share is more than 20%ewim Bulgaria it is less than 10%.
Regarding hospitalizations, the percentage of serusers who report informal payments is
also higher in Hungary and Ukraine (more than 4@#g lower in Bulgaria (10-20%). We do
not observe major differences in the magnitudehefdnnual informal payments across the
two years. Variations in payment size are mainlglaxed by the nature, type and need for
services, fee awareness, and, on some occasiamehad income. Differences in structural
factors (e.g. regulations, funding, user fees,-emtiuption policies) also contribute to the

cross-country diversity of informal patient payngent
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5.1 Introduction

As previously described in Chapter 1 as well astimer chapters, informal payments for
health care services include not only small gifisey by the thankful patients after the
service provision, but also unofficial cash paymseartd in-kind gifts requested by health care
providers who misuse their market power (Ensor,420@lthough often tolerated by the
government, informal payments aggravate the effyeand equity problems in the health
care system. Since the informal cash-flow goesctlirdrom patients to medical staff and
remains unregistered, these payments hinder timaaggin of actual health care expenditure
as well as future funding requirements of the Imeadtre sector (Delcheva et al., 1997; Ensor,
2004). Thus, deeply ingrained informal practicesepted by both providers and consumers,
and neglected by the government, can become a nmajediment to ongoing reforms
(Lewis, 2002).

The measurement of informal patient payments ishalenging task given their
hidden nature. There is a great variety of emgdistadies in terms of health care providers
studied, data collection modes as well as recalbgs, not to mention the diverse definitions
of informal patient payments used in the studigeg&ko et al., 2010). This makes cross-
study comparisons of their results difficult, iftnmpossible. Convincing cross-country and
pooled evidence on the scope and scale of infopai#nt payments is lacking.

This chapter aims to study the size and patternsfofmal patient payments for out-
patient and in-patient services in three formeila®t countries: Bulgaria, Hungary and
Ukraine using data for two subsequent years - 20tD2011 (such data are not available for
the other three countries, discussed in the prevismo chapters). These countries present an
interesting case for comparison because the existehinformal patient payments is a well-
recognized characteristic of their health careesystwhile the level of their socio-economic
development differs. The countries once sharednantan socio-political orientation under
the communist regimes. However, their transitiom tmarket-oriented economy proceeded at
different speed, which places them at the momentiti¢rent stages of development.
Nevertheless, informal patient payments presenblaypchallenge in all three countries
(Atanasova et al., 2010; Baji et al., 2012; Danwtfival., 2012; Rechel et al., 2011; Stepurko et
al., 2011). Hence, we compare the size and pattrmsformal patient payments in these
countries taking into account the diversity of ttmuntries’ health care systems and their

general context.
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Another important contribution of our analysis Isetdistinction between purely
informal payments paid to the health care providerservice provision, and payments for
goods brought by the patient to the health canéitfas although these goods are supposed to
be provided free-of-charge to the patient (Allinaét 2006). This type of patient payments is
rarely addressed in the literature but is consiéoebe important for the estimation of total
out-of-pocket payments in a country.

The chapter is organized as follows: the backgrageation describes key structural
factors (e.g. patient payments regulations) in Buéy Hungary and Ukraine, the methods
section presents the data collection process a@natirces the variables used in the analysis,
after that results are described. Discussion andlasion complete the chapter.

5.2 Background

Informal patient payments are often attributed wttuzal, economic and policy factors, as
mentioned in the literature (Balabanova & McKeeQ20Gaal & McKee, 2005; Tomini &
Maarse, 2011) and in Chapter 1. However, theser@aeione do not explain variations in the
patterns of informal patient payments. Indeed, dhare and size of informal payments are
closely coupled with the type of service consunaedwell as with the assertiveness and rank
of medical staff (Kornai, 2000; Belli et al., 200dewis, 2007; Tomini & Maarse, 2011).
Overall, informal payments are found to be moresesive in case of hospitalizations than
physician visits, and in case of surgeons and gyogists than other specialists (Stepurko et
al., 2010). In addition to this, social structuredjich inherently include culture (Giddens,
1984), also shed light on the diversity in inforngtient payments. Relevant structural
factors include overall corruption, the manner eflth care provision, lack of patients’
satisfaction and lack of patients’ knowledge ab&ervice consumption, e.g. official service
price and exemption rules (Cohen, 2012; Radin, pOB®khtari and Ashtari (2012) also
confirm that well-informed patients have a loweolpability of paying informally.

Taking into account the variety of factors thatushce informal patient payments and
already described environment of the countrieshapgier 1 and Chapter 3, in this section we
provide more details on the specificity of the thiuntries included in our analysis. This
provides a background for a better understandin@usf cross-country pooled results on
informal patient payments.

Given the diversity in general context, the heatltine systems in the three countries

differ as well. In Hungary and Bulgaria, social hieainsurance has replaced the old
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Semashko system. However, the health care refoisnsod always have an even nature. This
Is especially visible in the delayed structural rdes in hospital care provision in Bulgaria
(Atanasova et al., 2011). At the same time, thealkan health care system has not achieved
visible improvements, i.e. public health care smsiare still funded via line-item budgets,
the infrastructure has remained the same as thiaigdilne Soviet time, and the system of GPs
(family physicians) is still undeveloped (Danyliv &., 2012; Lekhan et al., 2010). Also,
official salaries of medical staff continue to bergeived as “low”, and in fact, they are lower
than the average wage in the industrial sectotéSRtatistics Committee of Ukraine, 2012).

In addition to the informal patient payments repdrin the three countries (Atanasova
et al., 2011; Baji et al., 2012; Danyliv et al.12Q Rechel et al., 2011; Stepurko et al., 2011),
there are various formal and/or quasi-formal feespiiblic health care services. In Bulgaria,
patients are obliged to pay flat-rate fees for eadhpatient visit and each day hospitalization,
with a maximum of 10 days per year. Emergency adficially free-of-charge and some
socio-economics groups are fully or partially exéedp However, patients are not always
conversant with the exemption mechanism as welliisthe exact fee size (Atanasova et al.,
2010; Rechel et al., 2011).

In Hungary, formal fees for basic health care sswiwere introduced in 2007 and
abolished in 2008 after a population-wide referendBaji et al., 2012). Nowadays, formal
co-payments for services are only applicable irecafs dentist services, free choice of a
physician, use of services without a referral, &xtneal and accommodation during
hospitalization. Qualitative data suggest that Huiam patients would accept official service
fees if they would receive an adequate serviceigpi@my, which they assure at the moment via
informal payments (Baji et al., 2011).

In Ukraine, the Constitution guarantees free-ofrghdealth care services and thus, it
impedes the attempts to introduce formal servies.fBlevertheless, a short list of patient fees
for “luxury” health care services is introduced &ygovernment decree (Lekhan et al., 2010).
Also, given the chronically underfunded health cagstem, unregulated “charitable
contributions” to health care facilities (quasiffaal payments) became a common practice.

In our comparative study, we explore the associati@tween informal patient
payments and the combined structural factors indbentries, which are represented in
empirical data by a country membership variabladdition to variables related to patients’
knowledge about the fee, type of service consumperhose of informal payments as well as

its initiator.

85



5.3 Methods

We use national representative data collected o duccessive survey waves (July-August
2010 and 2011) in Bulgaria, Hungary, and Ukrainge €ountry samples are drawn based on
a multi-staged random probability approach: after gelection of sampling points (according
to regional, urban/rural and ethnic characteriticgbout 10 addresses/households per
sampling point are chosen using the random routbade One household member older than
18 years is selected for the survey using the hasihday” principle. The data collection is
finalized after having about 1000 and 800 effectiterviews per country in 2010 and 2011
respectively. A description of key socio-demograplariables and response rates per country
per year can be found at Appendix C. Individualkpwefused or were unable to participate,
were replaced following the same selection approach

Each respondent is interviewed face-to-face inhbishome using a standardized
questionnaire identical for all countries. Appendix presents the exact wording of the
questions used in this chapter. In 2010 and 20&&pandents are asked about their
consumption and expenditure (total and informal)oatr and in-patient health care services
during the preceding 12 months. For informal patjeaiyments, respondents are asked to
include both cash payment and the value of in-kyiftls. Socio-demographic data are
surveyed as well in both years.

In 2011, more detailed information is collected mayments for the last visit to a
physician and last hospitalization, including typ€ care, size of formal and informal
payments, purpose and mechanism of the informaipay, as well as payments for other
goods (e.g. medical supplies, pharmaceuticals]ibed, food) that the patient brought for the
treatment. To reduce recall bias, we only inclugfermation on the last physician visit and
last hospitalization that have taken place in trec@ding 2.5 years (since 2009). In addition
to potential recall bias, the limitations of ouudy are also related to the length of period
covered (only 2-3 subsequent years), cross-settomsign of the surveys, and the sensitive
nature of questions on informal patient payments.

We use binary regression analysis to determinextent to which socio-demographic
features as well as other factors (e.g. countrytexanyear of service consumption, type
and/or quantity of services used) including strradtufactors (country membership, fee
awareness, nature, type of service) are assocwtbdthe experience of paying informally
(either within the year preceding the survey ortfog last visit/hospitalization) and bringing

goods during the last hospitalization on staffguests. This part of the analysis includes only
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health care users. The correlation between theam¥ent variables included in the analysis
is weak (correlation coefficient < 0.6) or insiga#nt (p>0.05).

Also, we carry out linear regression analysis wlith amounts paid informally (either
during the year prior to the survey or for the lasit/hospitalization), as well as with the
monetary value of goods brought during the lasphakzation on staff's requests. In case of
the last visit/hospitalization, we use an extendetl of independent variables, which also
includes structural factors such as the purposkeoinformal payment (better attention, better
services or other reasons) and the initiator ofpdngment (expected/required by medical staff
or solely initiated by the patient). This part bétanalysis includes only health care users who
paid informally.

We first run the regressions per country. Thenpa@ the data for the three countries
and analyze them together including country indisat(Hungary is taken as a reference
category). Compared to the country models, theqabdhta models do not lead to different
conclusions although occasionally we miss someifgignt or insignificant effects per
country. In this chapter, we only present the pdalata regression models. In all pooled-data
models, we include an interaction between year @nthtry indicators to check for time
trends per country.

All variables that present amounts in national enicly (payments or value of goods)
are first adjusted for inflation (base year 2018)ng data provided by the World Bank’s
Consumer Price Index (World Bank, 2012). The adgistimounts are then converted into
Euro using the average exchange rate for 2010 (RGR?). We also run the linear regression
analysis after a conversion of the amounts inté&sIRPP but we do not observe significant

differences. Thus, we only present results for amin Euro.

5.4 Results

5.4.1 Descriptive statistics

As Table 5.1 and 5.2 indicate (for both the preegdi2 months and last visit/hospitalization),
patient payments for health care services exidllithree countries. However, in Bulgaria,
these are mainly official payments since the sludirservice users who pay informally (in
case of both in-patient and out-patient servicssinuch lower than the proportion of users
who make any payment. In contrast, in Hungary,dhe® proportions are rather similar per

service type, which means that informal paymenésigminate in this country. By the same

87



token, in Ukraine, both types of payments are gestaln all three countries, the proportion
of in-patient service users who pay informally igher compared to that in out-patient care.
The annual informal payments for out-patient sawiare highest in Hungary
followed by those in Ukraine and then by those utgAria (see Table 5.1). These findings are
supported by the data on informal payments foldeephysician visit (see Table 5.2). In case
of in-patient services, the cross-country pattefrarmnual informal payment and informal

payments for the last hospitalization is virtualhe same (Tables 5.1 and 5.2). In all three

Table 5.1.Health care services consumption and paymentsgithimlast 12 montis

Bulgaria Hungary Ukraine
2010 2011 2010 2011 2010 2011
Use of outpatient \° N(%) 239(245) 226 (27.7) 207 (20.0) 123(15.3) 426(42.7) 345 (43.2)
(physician) Yes N(%) 735(75.5) 589 (72.3) 826 (80.0) 682 (84.7) 572(57.3) 454 (56.8)
services during  Number Median 3.00 3.00 4.00 4.00 2.00 2.00
the last 12 months ot sits Mean(SD) 5.81(6.48) 550 (5.74) 6.58(6.29) 6.51(7.05) 345(4.25) 2.88(3.82)
No N(%) 172(24.2) 92(16.0) 594 (72.7) 483(70.8) 246 (433) 213 (47.1)
Payments for out-  yeg N(%) 540 (75.8) 483 (84.0) 223(27.3) 199(29.2) 322(56.7) 236 (52.6)
patient (physican) Med 6.1 5.2 36.4 37.8 19.2 207
services by users  Total edian : : . . . .
payments  Mean (SD) 27.33(83.3) 19.0(51.4) 80.3 (115.5) 73.9 (101.8) 60.8 (123.5) 85.8 (153.1)
No N(%) 658 (90.3) 539 (91.8) 647 (78.8) 540(79.2) 359 (63.3) 294 (65.0)
Informal payments
for out-patient  Yes N(%) 71(97)  48(82) 174(21.2) 142(20.8) 208 (36.7) 158 (35.0)
(phySIClan) Total informal Median 141 104 36.4 37.8 9.6 10.4
services by users t
payments  Mean (SD) 291(36.2) 238(35.9) 61.3(80.1) 75.3 (100.8) 32.2 (62.4) 52.8 (121.2)
Knowledge of the  Never N(%) 88(127) 88(15.9) 570(69.4) 468(68.7) 280(49.0) 284 (62.6)
;;f;fs'?c'i;i‘?gf“ Somewhat  N(%) 207(29.9) 172(31.0) 185(225) 163 (23.9) 227 (39.7) 130 (28.6)
services Always N(%) 397 (57.4) 294(53.1)  66(8.0)  50(7.3) 65(11.4)  40(8.8)
Useofinpatient \° N(%) 831(83.0) 689(84.3) 817(78.9) 656(81.5) 816(81.6) 647 (81.1)
(hospital) services Yes N(%) 170 (17.0) 128(15.7) 219(21.1) 149 (185) 184 (184) 151(18.9)
during the last 12 \umberof ~ Median 1.00 1.00 1.00 1.00 1.00 1.00
months hospitalizations \Mean (SD)  1.73 (2.59) 1.52(0.96) 1.88(2.17) 1.69(1.82) 1.48(0.81) 1.34(0.81)
Mo N(%) 52(331) 45(36.9) 115(532) 58(38.9) 48(27.0) 37(25.2)
E:g;?f(‘}:soggn Yes N(%) 105(66.9) 77(63.1) 101(46.8) 91(61.1) 130(73.0) 110 (74.8)
services by users  Tota Median 256 25.0 90.9 75.6 95.9 155.3
payments  Mean (SD) 91.1(153.1) 103.0(197.4) 134.8(131.3) 121.5(126.4) 195.9(235.2) 219.2(219.5)
nformal payments \° N(%) 120 (78.4) 108(88.5) 119(55.1) 62(422) 87(89.9) 84 (57.1)
for in-patient  Yes N(%) 33(216) 14(115) 97(449) 85(57.8) 89(51.1) 63 (42.9)
(hospltal) services Total informal Median 102 313 1000 756 383 518
by users payments  Mean (SD) 98.5(188.7) 113.2(236.3) 123.7(122.8) 107.1(101.1) 81.2(121.1) 145.0(185.7)
Knowledge of the  Never N(%) 31(203) 32(235) 154(70.6) 100(67.6) 87(47.3) 96 (63.6)
official fees for - Somewhat N(%) 46(30.1) 44(38.3) 47(216) 36(24.3) 65(353) 38(25.2)
hospital services  ajyays N(%) 76(49.7)  39(339)  17(7.8)  12(8.1) 32(17.4) 17 (11.3)

a All amounts in the table are presented in Euro. Firstly, in local currency for 2011 and 2009 amounts are converted to 2010 values based
on Consumer Price Index per country (source: World Bank), then converted from local currency to Euro based on average conversion rate
for 2010 (source: ESB).
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Table 5.2.Informal payments for the last physician visit/hitalzation

Last 30 months 2 Bulgaria Hungary Ukraine
2009-2011 (30 months) N(%) 683 (84) 722( 0) 546 (68)
Date of the last visit to/by Before 2009 N(%) 59 (7) 23 (3) 52 (7)
physician None N(%) 56 (7) 45 (5) 178 (22)
Do not know N(%) 19(2) 5(2) 24 (3)
General practitioner N(%) 458 (67) 446 (62) 67 (12)
Physician’s specialization - Internist N(%) 61(9) ( 4) 283 (59)
last visit Obstetrician-gynecologist ~ N(%) 33 (4) 56 (8) 58 (11)
Other specialist N(%) 130 (19) 120 (16) 138 (20)
- No N(%) 148 (22.4) 613 (85.0) 314 (58.0)
t%agngﬁ%ilggrt]he last visit Yes N(%) 514 (77.6) 108 (15.0) 227 (42.0)
; Median 1.0 18.8 104
Payment size Mean(SD)  55(24.8)  24.6(256) 427 (107.9)
No (%) 651 652 404
Informal payment for the last ~ Yes (%) 27 (4.0) 70 (9.7) 138 (25.5)
visit to a physician Pavment size Median 10.4 113 8.8
y Mean (SD) 17.1(29.5)  25.7(30.0)  19.1(39.8)
Main purpose of the Better attention N(%) 4(13.3) 35 (50.0) 63 (45.3)

informal payment for etter service N(%) . . .
informal t f B [ 17 (56.7) 19 (27.9) 35(25.2)
the last physician visit Other purpose (e.g. N(%) 9(30.0) 16(22.8)  41(29.5)
Requested informal payments ~ Requested by staff N(%) 18 (58.1) 4(5.8) 57 (41.3)
for the last physician visits Initiated by the patientonly  N(%) 13 (41.9) 65 (94.2) 81 (58.7)
2009-2011 (30 months) N(%) 201 (25) 275 (34) 219 (27)
Date of the last Before 2009 N(%) 230 (28) 178 (41) 72 (21)
hospitalization None N(%) 369 (45) 180(22) 390 (49)
Do not know N(%) 17 (2) 22 (3) 26 (3)
Emergency (not planned)  N(%) 86 (43) 114 (41.5) 140 (64.2)
Type of last hospitalization Surgery (not procedure)  N(%) 57 (28 5 100 (36.4) 42 (28.7)
Delivery N(%) 18 (9) 23(8.4) 28 (12.9)
No N(%) 75 (40.1) 145 (53.5) 59 (29.4)
Payment for the last Yes N(%) 112 (59 9)  126(46.5)  142(70.6)
hospitalization Pavment size Median 20.8 56.7 877
y Mean (SD)  73.1(151.6)  76.1(63.9) 162.8
No N(%) 167 (85.6) 152 (51.9) 122 (59.5)
Informal paYment for the Yes N(%) 28 (14 4) 120 (44.1) 83 (34.4)
last hospitalization Pavment size Median 52.9 438
y Mean (SD) 747 (174 2) 68.6 (57.5) 103.8
No N(%) 166 (84.3) 221 (80.4) 48 (22.2)
Pharmaceuticals broughtby ~ Yes N(%) 31(15.7) 54 (19.6) 168 (77.8)
the patient to the hospital Median 15.6 8.5 62.1
Total monetary value Mean(SD)  37.8(99.3)  14.2(16.4) 104.51(117
. . No N(%) 179 (90.9) 245 (89.1) 91 (42.3)
Medial supplies brought by Yes N(%) 18 (9 1) 30(10.9) 124 (57.7)
the patient to the hospital Total monetary value Mediar(1s ) 5.3 216 104
Mean (SD 276 7 336(31.8) 21.0(27.4)
Bed linen and food brought No N(%) 168 (84.8) 241 (87.6) 108 (49.5)
by the patient to the hospital ~ ygg N(%) 30 (15.2) 34 (12.4) 110 (50.5)
Main purpose of the informal ~ Better attention N(%) 24 (44.4) 97 (48.0) 54 (44.6)
ﬁayment for the last Better service N(%) 12 (22.3) 81 (40.1) 38 (31.4)
ospitalization Other purpose N(%) 18(334)  24(11.9)  29(233)
Requested informal payments ~ Requested by staff N(%) 14 (26.4) 21(10.4) 51 (42.9)
for the last hospitalization Initiated by the patient only ~ N(%) 39(73.6)  181(89.6) 68 (57.1)

a All amounts in the table are presented in Euro. Firstly, in local currency for 2011 and 2009 amounts are converted to 2010 values
based on Consumer Price Index per country (source: World Bank), then converted from local currency to Euro based on average
conversion rate for 2010 (source: ESB).
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countries, payments for in-patient services aréhdnighan those for out-patient services.
Table 5.2 provides additional information on themraason for the informal payment during
the last visit or hospitalization and on the paytmeitiator (staff or patient).

About half of the respondents in the Bulgarian dangiways know the fee size (for
both in-patient and out-patient services) in cattta the much smaller shares in Hungary and
Ukraine (see Table 5.1). Though, about 14% of atiepts and about 21% of in-patients in
Bulgaria report that they have never known the sfzbe formal fee.

In addition to the informal payments, in all thresuntries, respondents also report
that they brought goods for their last hospital@agt the medical staff's request (see the data
at the bottom of Table 5.2). This includes pharmécals, medical supplies, but also bed
linen and food. The percentage of those who brosgkh items to the hospital is rather
similar in Bulgaria and Hungary: 15-20% in casepb&rmaceuticals, about 10% in case of
medical supplies, and 12-15% in case of bed lingh faod. In Ukraine, these shares are
much higher. Also, the data show a relatively mattemedian value of pharmaceuticals
brought by patients in Bulgaria (15.3 Euro) and gany (8.2 Euro) in contrast to Ukraine
(59.9 Euro). At the same time, the median valumedlical supplies brought by patients is the

highest in Hungary (21.6 Euro).

5.4.2 Results of the regression analyses on infopai@ent payments

Table 5.3 presents the results of the binary arehli regression analyses based on the annual
informal payments for out-patient and in-patien/ges, and for the last visit/hospitalization.
The results indicate that compared to Hungary (egfge country), the number of out-patient
users who pay informally is significantly higher Wkraine and lower in Bulgaria. This
applies to both the preceding 12 months and thevisis. For hospitalization a similar trend is
found. Bulgarian out-patients who pay informallyesgd less per year on such payments while
Ukrainians pay less for the last physician visiingared to Hungary. In in-patient care, we do
not observe any cross-country difference in the sizthe annual informal payments across
the countries except for the last hospitalizationBulgaria (amounts paid informally are
higher than in Ukraine and Hungary).

A significantly higher number of users report imf@al payments to a specialist
compared to GPs. Also, significantly more frequand higher payments are noted for
surgery and pregnancy/childbirth except for emecgehnildbirth. For the last hospitalization,
we also observe that patients pay higher amounéhilie reason for the informal payment is
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Table 5.3.Informal payments for services - results of theesgion analysi&®

Physician visits Hospitalizations
Annual, year Last visit, 30 months Annual, year Last hospital., 30 months
User made : User made : User made : User made :
informal SIIEZlE;n informal SIIEZlE;n informal SIIEZuEr(;n informal SIIEZlE;n
payments payments payments payments
[0-No;1-Yes] [0-No;1-Yes] [0-No;1-Yes] [0-No;1-Yes]
Bulgaria Coefficient -.987* -34.218* -1.266* 9.110 -1.036* -29.625 -1.511* 104.855*
Std. Error (.193) (13.681) (.338) (11.498) (:313) (32.978) (:571) (53.477)
Ukraine Coefficient 1.154* -12.516 1.007* -18.827* 516" -17.817 827+ 12.672
Std. Error (172) (11.901) (.266) (8.438) (.287) (28.549) (:452) (33.761)
Yeare Coefficient -.028 10.291 259 -9.344* A70* -16.277 220 5.423
Std. Error (.136) (9.526) (.155) (5.334) (.231) (21.235) (.163) (11.763)
Bulgaria*2011 Coefficient -221 -8.291 012 9.572 -1.058* 43.499 -.068 -52.502
Std. Error (.254) (19.194) (-279) (9.620) (431) (48.892) (.354) (32.750)
Ukraine*2011 Coefficient .005 13.802 152 13.727* -.634* 96.414* -.335 23.383
Std. Error (.194) (13.001) 134 (4.037) (:331) (31.553) (.269) (19.309)
Number of visits/ Coefficient .059* 3.664* - - .150* 14.354* 010 254
hospitalizations Std. Error (.007) (454) - - (.057) (4.564) (.008) (:391)
Fee awarenes? Coefficient 213 7.180* 435* -6.222* 254" 23.028* .398* -1.819
Std. Error (.066) (4.376) (.115) (3.438) (.107) (10.400) (.144) 11.090
Interniste Coefficient - - 974* 5.668 - - - -
Std. Error (-227) (7.126)
Obstetrician- Coefficient - - 1.026* -.3.828 - - - -
Gynecologiste Std. Error (.292) (9.620)
Other specialiste Coefficient - - 770* 12.872* - - - -
Std. Error (-233) (7.586)
Emergencye Coefficient - - - - - - 073 8.942
Std. Error (.254) (21.351)
Surgerye Coefficient - - - - - - 1.254* 37.595*
Std. Error (.281) (21.024)
Childbirth/pregnancye Coefficient - - - - - - 2.554* 93.941*
Std. Error (.546) (34.695)
Emergency*Surgerye Coefficient - - - - - - -157 24.941
Std. Error (:428) (30.539)
Emergency* Coefficient - - - - - - -.688 -54.516
Childbirth/pregnancye  Std. Error (.661) (39.214)
Surgery * Coefficient - - - - - - -1.512* -68.342
Childbirth/pregnancye Std. Error (.825) (44.576)
Paid for better servicee Coefficient - - - 10.664 - - - 37.670*
Std. Error (6.894) (20.363)
Paid for better attentione  Coefficient - - - -.061 - - - -9.789
Std. Error (6.195) (19.534)
Asked to pay informallye  Coefficient - - - 4.713 - - - 99.744*
Std. Error (5.802) (19.600)
Age [Years] Coefficient -.003 -.056 -.002 -.268 -.005 052 .001 540
Std. Error (.003) (.202) (.006) (172) (.005) (:510) (.007) (.593)
Gender Coefficient .363* .596 289" 7.667 124 -3.593 313 -24.878
Std. Error (.093) (6.514) (.170) (5.371) (.151) (15.284) (.210) (16.458)
Residence Coefficient -.006 1413 A14% -446 -.089 5.279 -.027 6.646
Std. Error (.036) (2.342) (.061) (1.906) (.063) (5.943) (.080) (6.086)
Education Coefficient 051 3.589 -.037 2.878 .039 -6.928 -115 3.885
Std. Error (.041) (2.864) (.075) (2.331) (.072) (7.250) (.090) (6.832)
Health problemsef Coefficient A8T* 7.644 .206 9.041** A34* 27.738 .354* 47.721*
Std. Error (.106) (7.299) (.167) (5.032) (.188) (19.178) (.198) (20.144)
Number of persons Coefficient -.022 5.519* -.025 1.002 -.081 6.125 -.214* 6.769
In household Std. Error (.040) (2.860) (.071) (2.303) (.067) (7.063) (.100) (7.858)
Household income Coefficient .055* -.094 .051 443 .083* 6.139* 102+ 5.426**
Std. Error (.018) (1.286) (.032) (.999) (.030) (3.070) (.040) (2.961)
Constant Coefficient -2.782" 6.143 -4.026* 27.782 -1.254 -1.958 -1.885 -134.553
Std. Error (.286) (20.471) (.603) (20.012) (.471) (51.790) (.722) (63.872)
Pseudo R Square / R Square .166 135 194 A79 162 103 271 322
N of observations 3518 762 1787 218 888 371 613 222

*p <0.05; ** p=<0.10.

a Amounts in Euro are used in the analyses. Firstly, in local currency for 2011 and 2009 amounts are converted to 2010 values based on Consumer Price Index
per country (source: World Bank), then converted from local currency to Euro based on average conversion rate for 2010 (source: ESB).

b Coding of socio-demographic variables is noted in the Appendix D.

¢ Coding for annual model: 0-2010; 1-2011; Coding for last visit/hospitalization model: 0-2009; 1-2010; 2-2011.

dCoding: 0-Never, 1-Sometimes, 2- Always ¢ Coding: 0-No; 1-Yes  fIndicator of a presence of a severe or chronic health problem registered by a physician.

91



better service as well as when it is requested égical staff.

We observe some significant differences across ybars for annual informal
payments for hospitalization. In Hungary, more aiipnts paid informally in 2011 than in
2010 while in Bulgaria and Ukraine, the reversaeation is observed. Also, the annual size of
informal payments for in-patient care as well as thze of informal payment for last
physician visit in Ukraine was higher in 2011 thamrevious years.

Also, those who use health care more frequentlyyear and those who are more
aware of the size of the formal fee, have a higitebability of paying informally and make
higher annual informal payments. However, the jdmstsician visit model suggests that poor
knowledge of the formal fee size is associated Wwiher amounts paid informally for the
last physician visit.

Regarding socio-demographic characteristics, adnighobability of making informal
payments is observed among female out-patients,ngntbose who have more health
problems, and among members of wealthier househdidsalso pay higher amounts for in-

patient care.

5.4.3 Regression results on goods brought by patiguring the last hospitalization

Table 5.4 presents the results of the regressioalyses carried out for bringing
pharmaceuticals, medical supplies and food, beshlfor the last hospitalization. For all three
types of goods, we find a significantly more exwmdractice of bringing goods to the
hospital in Ukraine in contrast to Hungary. In Badig, compared to Hungary, a significantly
higher number of in-patients bring bed linen anddfdo the hospital (the latter is similar to
Ukraine). Although there are no significant diffieces across years for Hungary and Ukraine,
the value of medical supplies brought by Bulgapatients is increasing. Fee awareness and
length of hospitalization do not have a significegiaition with the dependent variables.

The value of medical supplies brought by the p#dida significantly higher for
surgery (compared to procedures), and for planoegesy (compared to emergency surgery
and procedures). In case of a hospitalization dygdégnancy/childbirth, we observe a higher
number of patients who bring pharmaceuticals, nadigpplies and food, bed linen but much
less when this hospitalization is an emergency @ni@volves surgery (pharmaceutical and
medical supplies only) as well as lower amountsnsma medical supplies. We do not
observe any significant socio-demographic featimethe goods-related models, except for

health problems.
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Table 5.4.Goods brought by patients during the last hospi#ibn - regression restits

Pharmaceuticals Medical supplies Food, linen
User User User
brought such SIZE in broughtsuch  SIZEin  brought such

goods Euro goods Euro goods
[0-No; [0-No; [0-No;
1-Yes] 1-Yes] 1-Yes]
Bulgaria Coefficient -528 71.118 .090 -227.906 .908**
Std. Error (.563) (61.126) (.670) (165.930) (.537)
Ukraine Coefficient 2.468* 62.679* 2.811* -51.422 2.206*
Std. Error (.495) (36.216) (.536) (83.850) (.494)

Yeare Coefficient 278 4.097 244 -17.916 -.081
Std. Error (.192) (18.902) (.243) (49.493) (.225)

Bulgaria®2011 Coefficient -.202 -25.500 -.468 404.507* -.387
Std. Error (.351) (39.561) (.446) (111.396) (.374)

Ukraine*2011 Coefficient -075 22143 -.147 31.906 313
Std. Error (-306) (22.090) 316 (55.641) (.300)

Fee awareness¢ Coefficient 192 -11.122 317 29.109 078
Std. Error (.241) (10.638) (.267) (25.793) (.243)

Length of hospitalization [Days] Coefficient 015 .600 011 134 .005
Std. Error (.010) (.367) (.010) (.757) (.007)

Emergencye Coefficient 203 20.920 248 -17.355 -.095
Std. Error (-273) (19.221) (-299) (46.656) (.281)

Surgerye Coefficient 290 35.254 484 179.366* 518
Std. Error (.314) (25.146) (.374) (61.889) (.331)
Childbirth/pregnancye Coefficient 1.224* 39.384 2.420* -170.911* 991**
Std. Error (.562) (42.947) (.581) (89.361) (.527)

Emergency*Surgerye Coefficient -123 29.175 .336 -184.956* 019
Std. Error (.495) (35.186) (.534) (79.964) (.487)

Emergency*Childbirth/pregnancye Coefficient .097 -45.514 -2.124* 178.781** -325
Std. Error (.744) (47.037) (.728) (103.223) (.659)

Surgery* Coefficient -2.341* 32.971 -1.792* -11.999 -.956
Childbirth/pregnancy® Std. Error (.884) (68.741) (.895) (123.336) (.813)

Age [Years] Coefficient .007 A74 .007 1.878 -.011
Std. Error (.008) (.562) (.009) (1.417) (.008)

Gender Coefficient .092 -9.284 -.153 37.345 213
Std. Error (-229) (15.876) (-250) (37.848) (.233)

Residence Coefficient -.038 436 071 -18.725 .026
Std. Error (.089) (6.730) (.096) (15.691) .090

Education Coefficient .036 1.887 .085 14.230 -.158
Std. Error (.100) (7.195) (.113) (16.977) (.104)

Health problemsef Coefficient 12T 20.143 .502* -70.611* .025
Std. Error (-251) (14.944) (.222) (33.857) (.251)

Number of persons Coefficient .046 2.667 .025 -7.606 -122
in household Std. Error (.098) (6.176) (.108) (13.705) (.103)
Household income Coefficient -.063 -.189 022 -4.508 .082**
Std. Error (.042) (2.980) (.047) (6.076) (.044)
Constant Coefficient -2.640* -50.786 -4.266* -9.380 -1.842
Std. Error (.812) (58.462) (.920) (151.003) (.821)

Pseudo R Square / R Square 438 211 .386 344 .269

N of observations 623 214 623 146 624

*p <0.05; ** p<0.10.

a Amounts in Euro are used in the analyses. Firstly, in local currency for 2011 and 2009 amounts are converted to 2010 values based on Consumer Price
Index per country (source: World Bank), then converted from local currency to Euro based on average conversion rate for 2010 (source: ESB).

b Coding of socio-demographic variables are noted in the Appendix D.
¢Coding for annual model: 0-2010; 1-2011; Coding for last visit/hospitalization model: 0-2009; 1-2010; 2-2011.

dCoding: 0-Never, 1-Sometimes,2- Always

e Coding: 0-No; 1-Yes

fIndicator of a presence of a severe or chronic health problem registered by a physician.
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5.5 Discussion

Our results demonstrate that there are significhifiérences in informal patient payments
across countries and types of services, and tortaiceextent across years. However, we
cannot draw strong conclusions about time trendsesthe time period studied is only 2-3
years. We also find other relevant relations withucural factors such as the strong
association between the patients’ fee awarenessmaking informal payments. Also, the
purpose of the payment and its initiator appeamniBg@nt on some occasions as well as some
socio-demographic features of respondents. Theinfysdon the impact of the separate
structural factor on patients’ payment behaviorsaresequently discussed.

5.5.1 Country context factor

All our findings consistently show a lower exteritioformal patient payments in Bulgaria
and a higher extent in Ukraine when compared todduyn which is in accordance with
previous studies (Health Consumer Powerhouse, 2@is, 2007).

The difference between Hungary and Bulgaria is [mgzat first glance given the
traditionally better indicators in Hungary, e.g.glmer health care funding and political
stability (Pavlova et al., 2012). The relativelwlérequency of informal payments in Bulgaria
could be explained by the institutional/structuramework (see background section). Also,
in Bulgaria, the participation of public organizats in decision making and recent anti-
corruption measures required for entering EU, @ayimportant role in the country and
facilitate the creation of negative attitudes tadgamformal patient payments (Atanasova et
al., 2010; Health Consumer Powerhouse, 2010). hirast, in Hungary, the positive and
indifferent attitudes towards informal patient pants are more extensive (Stepurko et al.,
2011). Also, the private health care sector in Brby is growing and provides formal
alternatives for patients who are willing to pay lbetter and quicker services. This is coupled
with widely adopted formal fees for public heal#nsces, which is in contrast to Hungary.
Additionally, the inadequate public health carevmsimn and the need to further reduce
government expenditure on health care may hold haaicy attempts in Hungary to
eliminate informal payments (Baji et al., 2011)isTalso applies to Bulgaria.

Although lower than in Hungary, we find that infahpatient payments are wide
spread in Bulgaria as well, especially for hosmtdlons. The delayed structural changes in

Bulgarian hospital care (Atanasova et al., 2018y mvell explain our finding and underline
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the need of such changes. Also, the Bulgarian govent needs to adopt measures
specifically targeting informal patient paymentscls as concordance of out- and in-patient
care provision reforms, adequate (more efficieatyise funding as well as better monitoring
of the financial flows in the health care sector.

In comparison to Bulgaria and Hungary, the Ukrain@ase seems to be a rather
despairing one. The Ukrainian government maint#es'status quo’ in providing goods to
patients, while the quality- and access-relatedl@mges in public health care provision faced
in the 1990s have not been solved during the tiangperiod (Lekhan et al., 2010; Rechel &
McKee, 2009). Nevertheless, the responsibility sufficient service funding has been
implicitly shifted from the state to the patienti§ is evidenced by high private expenditures
most of which are informal or quasi-formal (Danyéival., 2012). The inadequate health care
funding in Ukraine is also supported by our resatisgoods brought by patients. The lack of
consistent policy goals, an adequate managementreun up-to-date institutional base and
an undeveloped private sector further aggravatesqtiality and access problems in the

Ukrainian public health care provision.

5.5.2 Services and supply-side factors

As reported in our study and as confirmed by previempirical evidence (Szende & Culyer,
2006; Tomini & Maarse, 2011; Vian et al., 2006)}pmtient health care consumption leads to
more widely-spread and higher amounts of infornaigmt payments compared to out-patient
care. We find that in in-patient care, informal pents in case of surgery and
childbirth/pregnancy are higher compared to othgatient services, which is comparable to
previous findings (Kornai, 2000; Shahriari et &001). Also, we find lower informal
payments for GP services than for other out-patspacialists which are also reported in
previous studies (Vian et al., 2006).

Our results suggest the relevance of service qualitexplaining informal patient
payments. Although this relation is not significamtour regression models, a considerable
number of informal payers in our study report ‘betttention’ as the main reason of informal
payment. In Central and Eastern European countties,lack of a favorable attitude of
medical staff to patients may be founded in phgsisi social status inconsistency (when
professional prestige and education do not corre$po salary/income) that results in
personal doctors’ discordance, e.g. in aggresssgnotemedical staff (Cockcroft et al., 2011,

Geschwender, 1967; Lewis, 2000). However, in orerstimulate effective and ethical
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performance, regional and facility administratidrogld ensure not only adequate salary of
medical staff, but should also apply additional ivedtonal tools like intangible and monetary
stimuli. In this regard, as Lewis (2007, p.993) iced that “payment methods are the
cornerstone of incentives for productivity and perfance”, while simple increasing size of
the salary may just decrease aggressiveness #iedioa of status inconsistency. Therefore,
the following policy measures are suggested: cormtnpetand transparency in hiring and
promotion of medical staff, alternatives to salpgyment mechanisms (bonuses, capitation),
and clear policies for misconduct (Lewis, 2007).

We also observe a positive relation between beskgaito pay informally and the size
of informal payment for a hospitalization. Hendeisiimportant to strengthen the norms of
ethical behavior among medical staff, i.e. prof@sal training, involvement of professional
committees and possibilities for patients to conmplghen asked to pay informally.

When we examine the size of the informal paymemthospitalization, obtaining
better services also emerges as an important paigfaaformal payments. Thus, health care
provision is organized in such way that the patisnprompted to pay informally to obtain
adequate care. Specifically, governments have smurees or ability to assure services with
adequate quality for all. But introducing formalaches for better quality/access contradicts
equity principles. As a result, access to desiralii@utes of health care services depends on
patients’ ability to pay informally (Cohen, 2012a8 et al., 2006).

5.5.3 Factors of knowledge of the size of theiaffayment for health care services

Patients’ access to information on the fee sizaghly important for an adequate health care
system. As our results suggest, in all three caesj)trmore efforts are needed to increase
patients’ knowledge about the size of the offifess.

However, contrary to our expectations and previcesults (Mokhtari & Ashtari,
2012), we observe a higher probability of inforrpayments among well-informed patients.
Patients, who know the size of the formal fee, rhafter pursue opportunities for informal
payments. These patients may also better distinghis presence of informal payments since
they know the size of the official fee. However, aleserve a negative association between
fee awareness and the size of the informal payfeerthe last physician visit. Despite these
differences, our findings support the policy recoemaation to provide easily accessible
information on the formal services price to pager@omplicated schemes and regulations

regarding health care provision can also be ateibto lack of knowledge (Belli et al., 2004).
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Therefore, the service consumption mechanisms dhmiklear for any patient. Mobilization
of nongovernmental organizations and civil socgtighich are currently emerging in Central

and Eastern European countries, can help in actyekis objective.

5.6 Conclusions

This chapter has focused on the comparison of nmdibrpatient payments in Bulgaria,
Hungary and Ukraine. The results confirm the exisé of wide-spread informal payments in
all three countries though the patterns vary gyeatiross countries, services and years
(although the time period studied is very shortiffdbences in regulatory mechanisms, the
extent of “internal and external competition”, aedel and sources of funding explain the
cross-country diversity (Ensor, 2004). Nevertheléssall three countries, informal patient
payments (both “bribes and gifts”) provide a mefmmgatients to obtain the health care they
desire, and which the government is not able toaguae.

When patients perceive service provision to be @oal hence apply ‘do-it-yourself’
policies (informal payments, using connections)am attempt to benefit of better service
(Cohen, 2012), this may lead to a shift in achigvihe goals stated by the government.
Policy-makers should consider the purposes of mé&rpayments in the country and select
corresponding measures to eliminate this type ofmeat. In case patients need better
attention of medical personnel, it is importantniotivate the staff (via salaries, bonuses,
work conditions, trainings). At the same time, hessaof the lack of regulations (protocols)
and sanctions, it is mainly physicians (still unmied and unmotivated) who make the
decision on the service they provide to patientso(fipson & Xavier, 2004). Hence, wise
regulations coupled with incentives/disincentiveaymdecrease the level of informal

payments for health care provision.
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Abstract

Maternity care in Ukraine is a government priority well as one of the UN Millennium
Goals. However, it has not undergone substantiahgbs since the collapse of the Soviet
Union. Like the entire health care sector in Ukeaimaternity care suffers from inefficient
funding, which results in low quality and poor ags¢o services. The objective of this chapter
is to explore the practice of informal payments riwaternity care in Ukraine, specifically in
case of childbirth in Kiev maternity hospitals. T¢leapter provides an ethnographic study on
the consumers’ and providers’ experience with imi@r payments. The results suggest that
informal payments for childbirth are an establisipeactice in Kiev maternity hospitals. We
find that there are two groups of patients in tHedihian maternity care ward: “individual
patients” who have agreed with the obstetricianualibe childbirth services and related
payments, and “emergency room patients” who dohawt a “personal obstetrician” though
they may still pay a variety of charges. Two puattdrs can lead to a search for a “personal
obstetrician” in Ukraine: the need for twenty-fdwur access to reliable information and the
need for psychological comfort during the childbirMoreover, the obstetricians share with
us their experience of informal payments redistidyu among medical staff quite openly.
Still, all groups of respondents would prefer avthigs informal practice, if there are other
options for higher salary for providers and forniad options to get better quality care for
consumers. To deal with informal payments in Kieatennity hospitals, there is a need of: (1)
regulation of the “quasi-official” patient paymerdasthe health care facility level as well as
(2) improvement of professional ethics through fstedining. These strategies should be
coupled with improved governance of the health saaor in general, and maternity care in

particular in order to attain international quaktandards and adequate access to facilities.

100



6.1 Introduction

In Ukraine, maternity care is proclaimed to be aggoment priority (Cabinet of Ministers of
Ukraine, 2006). It is also one of the UN MillenniuGoals. However, it has not undergone
substantial changes since the collapse of the Salmgon. In 2004, reproductive health
expenditures represented 10% of the total heathsy@ending and 0.8% of GDP (Gotsadze et
al., 2006). This rate is higher than in other caest at a similar level of economic
development. Nevertheless, the allocation of akbalaesources is inefficient, which is
evident (especially in rural areas) from the podilyctioning telephone lines, lack of
pharmaceuticals and consumables, absence of faebatdated equipment (Gryga et al.,
2006; Lekhan et al., 2010). These are major olketanlproviding maternity care.

Public health care facilities (Gotsadze et al.,@00=khan et al., 2010; Nizalova &
Vyshnya, 2010) are the main providers of matercilye because the private health care
sector in Ukraine is still underdeveloped. Exceptd few luxury services, services at public
health care facilities (including maternity careg afficially free of charge (Lekhan et al.,
2007; Gryga et al., 2010). However, patients meéberopayment obligations as well. In
particular, there are charitable contributions thak et al., 2010), which are officially
voluntary payments but are often expected by tlditiastaff. This makes them a type of
quasi-official charges as defined by Thompson anittev(2000). Also, similar to other
former-socialist countries (Allin et al., 2006; Blr & Vian, 2007), Ukrainian patients
frequently have to motivate the low-paid healthecstaff by informal (unofficial) payments
in order to receive services with better qualityl amorter waiting times (Balabanova et al.,
2004; Betliy et al., 2007). Although these paymemése negative effects on equity and
efficiency of health care provision, they are ofteeglected by policy-makers who struggle
with financial difficulties, since these paymentsdaps in public health care funding (Ensor
& Savelyeva, 1998; Kornai, 2000; Cohen, 2012). $hare of informal patient payments in
Ukraine is one of the highest in Central and Easkuropean (CEE) countries (Stepurko et
al., 2011), though in comparison with other formsewet-union countries, the percentage of
those who pay informally is one of the lowest (Balaova et al., 2004).

Studies from the region indicate that informal payms are higher and more frequent
in case of services of obstetricians, gynecologistsd surgeons (including childbirth)
compared to other services (Kornai, 2000; Shiskekial., 2003; Belli et al., 2004; Baschieri
& Falkingham, 2006; Liaropoulos et al., 2008; Baijial., 2012). Therefore, our aim is to

study the situation that accounts for the widegpraad higher informal payments for
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childbirth. In particular, we explore the practiceinformal payments in maternity hospitals
in Ukraine, specifically in case of childbirth inid¢ maternity hospitals. In contrast to
previous research on informal payments, which hastimfocused on quantitative measures,
we explore the qualitative aspects of the procdéssformal payments, e.g. how informal
prices are determined and how such payments avestsf and paid. We use data collected
during face-to-face semi-structured interviews witling mothers and obstetricians.

6.2 Maternity care in Ukraine

Although some birth indicators in Ukraine have ioywd during the last decade (e.g. a 44%
increase of the birth rate since 2001, 11.1 livehbiper 1000 in the population in 2009, and a
28.5% decrease of infant mortality since 1992, rif@nt deaths per 1000 live birth in 2008),
the population growth coefficient remains negatfvel net change per 1000 population in
2009) and maternal mortality (15 maternal deaths10® 000 live births in 2000-2009) is
high in comparison to other European countriest¢Sssatistics Committee of Ukraine, 2010;
World Health Organization, 2010). Based on Gla#deid2006) and Richard, Witter and
Brouwere (2010), it is expected that the quality atcess problems mentioned above,
contribute to this high maternal mortality.

There is a variety of prenatal care providers indile such as outpatient ‘women’s
consultation’ units, feldsher and midwife pointsAfS) in rural areas, obstetrics-
gynecological inpatient clinics and departmentyanous hospitals (Gotsadze et al., 2006).
Nevertheless, prenatal care is commonly orientededecting and treating pathologies during
pregnancy rather than on disease prevention (Badyét al., 1998).

With regard to childbirth, public health care faais still remain virtually the only
service providers. Home birth is forbidden by theistry of Health and private maternity
hospitals are not common in Ukraine. There are &ftemity hospitals or maternal
departments (11 maternity facilities in Kiev), whioffer about 45.19 delivery beds per 1 000
deliveries (in Kiev, 28.83 delivery beds per 1 0ffliveries) (Ministry of Health, 2009).
Some deliveries take place in other non-hospitalifi@s. Most maternity hospitals in Kiev
are specialized, e.g. typical examples are a dpgatian in obstetric care in case of advanced
labor (these hospitals have a well-equipped resatgm departments) or in obstetric care for
pregnant women with infectious disease, such agAlDS. In response to the low quality of
public health care services, a private maternitgpital was opened in Kiev in 2004. This

private clinic can be seen as an alternative tdiptdxilities but it is mainly available for rich
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people because the services of the hospital arerided as “expensive services with high
quality” (MedExpert, 2009). The average annual nends births in this hospital is about 575
per year (according to the website of this hospital

Registration, presence of complications, and saonetipreferences of the patient (the
pregnant woman) determine the public facility whichs to provide childbirth services.
Generally, a gynecologist from an out-patient facilwho has observed the pregnancy
course, refers the patient to a maternity homego the obminna karta(an exchange case
record, which is a medical file where all the exaation results and, thus health status are
noted during the pregnancy; if this card is noheiy the ambulance brings the women to any
maternity home when the delivery starts). Thus, first visit to the in-patient maternity
facility occurs in the 38 week of pregnancy if no complications have ocalibrefore.

In case of childbirth in urban areas, high-quatifimedical staff is available (e.qg.
obstetrician-gynecologists, anesthesiologist, nebogist), while FAPs provide services by a
midwife only. According to Health for All data (WldrHealth Organisation, 2010), there are
about 26 obstetrician-gynecologists and 49 midwges 100 000 population (for Kiev this
rate is 32 obstetrician-gynecologists and 30 midsviper 100 000 population). These
numbers are high compared to Western European r@sin©n the whole, in 2007, 99 % of
births were attended by skilled health care pershrwhereas in the period 1995-2005, this
rate was 100 % (World Health Organisation, 2010).

Childbirth in Ukraine follows the so called techratic model (Davis-Floyd, 2001;
van Teijlingen et al., 2009), notably it “stressesd-body separation and sees the body as a
machine”. The obstetrician-gynecologist (hereafeferred to as the obstetrician) is the key
professional during childbirth while the midwifeagk a secondary role (unless an obstetrician
is not available in the facility, e.g. in FAPS). &loverall organization of obstetric services
runs counter to most international standards. ttiquéar, standards such as demedicalization,
minimal set of interventions, evidence-based careal “intellectual, emotional, social, and
cultural needs of women, their babies, and fanfileee to be considered (Chalmers et al.,
2001). Glatleider (2006) outlines the following kegyoblems: “over-medicalization,
inappropriate use of technology, unnecessary hagations, and ineffective and/or harmful
interventions”. Childbirth services are also ddsedi as non-user oriented, and the
communicative skills of most medical personnel dd meet the requirements of patient-
oriented care (Gryga et al., 2006).

During the last decade, some innovations have leteoduced. In particular, the

presence of the partner during labor, free chofgeositions during labor, and rooming-in are
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now allowed in some facilities. Early breastfeediaggometimes stimulated by Mother and
Infant health project (USAID). Also, relatives maigit child and mother during the stay in

the post-delivery department. Women are now diggdhwithin 3 days in case of normal

childbirth and 5-7 days after a caesarean seclibase are positive improvements initiated by
international projects. However, they are not systiic but rather fragmented clinical and
organizational innovations.

To obtain the childbirth services that they destgyecting mothers and their partners
search for alternative options to secure a direatact with a desirable obstetrician prior to
the childbirth. As it has been observed in somet-Bosiet Union studies (Brown &
Rusinova, 1997; Salmi, 2003; Shishkin et al., 20@#jtients tend to use either informal
relations or informal patient payments that camphelsecure the attention of the obstetrician

and other medical staff during the childbirth.

6.3 Methods

We applied the method of ethnographic study thatbkss us to learn more about local
specificity of human behavior related to the precasd nature of informal patient payments
for childbirth (LeCompte & Schensul, 2010). This thw facilitates discovering the
“culture” of informal practices in maternity homdse data on informal patient payments for
this study were collected in Kiev, in the periodécember 2008 - April 2009. Given the
sensitive nature of data on this type of paymentsyelied on qualitative research methods,
namely face-to-face semi-structured interviews.e€hgroups of respondents were included:
key informants (experts), young mothers and obetatrs. The method of convenience
sampling was used in case of key informants andhenst while obstetricians were included
based on the snow-ball sampling method.

In the first stage of the data collection, we cartdd face-to-face semi-structured
interviews with three key informants (experts) whvere highly qualified specialists in
obstetrics and gynecology field. Particularly, thkegve been working as obstetricians-
gynecologists for many years and now hold consuftasitions in government bodies or top
managers of private prenatal facilities. They hbxead experience in this medical field, and
they did not represent other groups of respondaintise moment of the study. Based on the
responses of the key informants, we made adjustmerthe wording of questions used for
interviewing young mothers and obstetricians. Thestjons are aimed to obtain more

understanding on informal payments for childbidgtiitudes towards these payments, as well
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as possible solutions to overcome them. Based aparational definition of informal patient
payments provided in Chapter 2, we define thesenpays as cash payments or in-kind gifts
given to medical staff by the young mothers orrthelatives before, during or after the use of
services that had to be provided free-of-chafigee term “informal patient payment” was
used only in the interviews with key informants. &hinterviewing the mothers, we used the
term “gratuity” and “payment on the doctor’'s reqtietn the interviews with obstetricians,
we asked about “patient’s gratitude” and “exprassal understanding of medical staff
misery”.

In the second stage of the data collection, fagate semi-structured interviews were
conducted with young mothers (i.e. women who gawth io a child within two years
preceding the interview) in Kiev, and obstetricidream Kiev public maternity hospitals. A
two-years recall period was considered as apprepsimce the birth of a child is a major
event that remains in a woman’s memory for a loagaga of time. The interview guide for
the two groups of respondents differed slightly.ridém were asked about their selection of a
physician, how they reached an agreement abouintbeamal payment (when applicable),
what was the form, amount and moment of the payni@ating the interviews with the
obstetricians, we asked about the form, amountraachent of the informal payments for
obstetric services, their expectations on theiome level in case the informal payments
would be completely eliminated, and their ideashawv to change the situation (i.e. the
elimination of “envelope” payments among staff)h@t common topics for both groups of
respondents were the reasons for giving or takafgrial payments and the attitude toward
such payments.

In total, twenty respondents participated in thedgt eleven women who gave birth
during the last two years; six obstetricians whaked in Kiev maternity hospitals; and three
key-informants. All respondents gave an informedsemt. They agreed to participate in the
study and were aware of the study content and athlgonsiderations (confidentiality,
presenting analyzed data without indicating reah@s and institutions of respondent). In case
of interviews, regulations in Ukraine do not regudr prior approval by an ethics committee.

We analyze the data qualitatively using analytiduiction methodology (Miles &
Huberman, 1994). In particular, we first search tiamscripts of the interviews for themes
that are related to the patient payment practic® [@argaining process in maternity care.
Then, we group these themes into broader categtoiesssure clarity of presentation.
Although, we indicate in the results section whetheertain qualitative finding is supported

by the majority of our respondents, we do not atmepresentative findings and we do not
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look for statistically significant associations. IQabjective is to better understand the process
of informal patient payments in case of childbirfihe inclusion of three groups of
respondents enables us to study the phenomenondiftarent angles and therefore, it helps

to improve validity (Creswell & Miller, 2000).

6.4 Results

Our results indicate that all three groups of reslemts (key informants, newly mothers and
obstetricians) are familiar with unofficial patiepayments and describe these payments as
part and parcel of the health care sector of Ukradspecially in maternity care.

6.4.1 Types of “patients” at the maternity hospstal

One of the most relevant finding of the study is tbstetricians’ classification of patients in
maternity hospitals. Indeed, obstetricians divitke éxpecting mothers (i.e. their patients) into
two groups: individual patientgpiyvatn) and emergency-room patiengso(shvydkiy. The
first group includes women who make a preliminaggeament with an obstetrician. Thus,
they are prepared to pay to the physician to getfiill package”, which includes information
support, medicines, immediate help and additioti@intion. Women who do not have any
agreement with an obstetrician before they arrivihe maternity hospital (usually they arrive
by emergency ambulance) are the “emergency-roonerpsit and they receive “standard
care”. Nevertheless, any kind of arrangement mhg fdace during or after the childbirth.
When we apply this obstetricians’ classificatiortiie group of mothers included in our study,
we observe that the majority of women-respondemti®ny to the group of “individual
patients”, one woman belongs to the group of “emecg-room patients”, and one woman

does not belong to any of these groups as shealssteltric services provided by a friend.

6.4.2 The search for an obstetrician

The search for an obstetrician before the chiltbig the initiative and decision of the
parents-to-be. Still some couples decide not toerak agreement with an obstetrician in
advance and come to the maternity hospital “throtinghemergency room”. The mothers-
respondents in our study indicate that there issingle information centre where couples
could go for reliable information and advice abprggnancy and childbirth. The parents-to-

be usually have to use various sources of infownaiie. online forums, newspapers, books,
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Box 6.1. Ann’s story

Ann and her husband planned a child. After this decision was made, she started to take
additional care for her health, underwent examination and medical tests as she believed that
having a good physical condition can help during pregnancy and childbirth.

After they found out that she was pregnant, Ann joined courses for future parents.
Among plenty of useful information, Ann got to know that all women, who were in her group,
had agreements with personal doctors. The tutor of the group also gave important information
on how to choose the obstetrician and presented a list with important questions that must be
asked to the obstetrician. Moreover, she also said: “No matter whether you have personal
obstetrician or not, you can call the ambulance once your delivery starts and they will provide
all care that is needed”. Eventually, Ann was completely informed about the processes, about
her needs and requests. She knew that she needed an obstetrician who will be oriented on
natural childbirths, without medical interventions, and who can provide psychological comfort.

Her friend Kate made an arrangement with one obstetrician and gave him a
prepayment. Since that obstetrician had to leave the city, he placed Kate in a maternity home
on the 40" week of pregnancy and gave her a birth stimulating injection. Kate almost lost the
baby during that childbirth. After all, the baby spent one week at the reanimation department.
Looking at this experience, Ann thought that the choice of an obstetrician was a very important
one and she had to ensure herself from any risks. Ann thought that she needed to trust her
doctor.

Ann’s friend who gave birth two years ago, recommended one obstetrician. From the
very beginning, Ann and her husband agreed that some things that might cause inconvenience
to her, should be solved by her husband. Notably, all informal “transactions” will be done by
her husband. Further, when they met the recommended obstetrician, he explained all the
nuances that can arise (e.g. he encourages the presence of a husband during the childbirth);
additionally, the cost of the childbirth was discussed during that meeting as well (US$260
(1,300 hryvnias) in 2006): “During the 35" week of pregnancy, we agreed the price for the
childbirth. The sum was within the limits of what | was expecting.”

The family also asked the obstetrician whether they have to pay additional money to
the midwife, anesthesiologist or to make some charity contribution. The obstetrician said that
they had to pay only him since they made an agreement with him and he would take care of
the rest. Since Ann had a good psychological contact with the doctor and she could call him
even in the middle of the night if she had questions or wanted to share something, she had a
strong feeling that this is what she had to pay to him for. Ann said that for example in
Switzerland, there was a hotline in the maternity home where people could call any time. If we
had something like that in Ukraine, it would certainly solve some problems, in her opinion.

Her husband took an active part in all consultations. He arranged the exchange of the
“obminna carta” and participated in the childbirth process. Additionally, he was the one who
settled the financial agreements with the obstetrician. Since the obstetrician brought
confidence and trust in the expecting couple, they were very thankful. They paid more than it
was agreed also because they felt attention, and really wanted to say “thank you”. They also
presented cognac and candies.

Ann would certainly recommend that obstetrician to her friends and will return to him
again with her next pregnancy, because she was satisfied with the care that she received.
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conversations with friends who have children, peeoourses, and women consultation in
polyclinics. These sources help to narrow downcthde of “skilled obstetricians”.

We note several reasons for having a “personaletisan”. The majority of
mothers-respondents express the opinion that th&t mgportant thing in the process of
childbirth is to have a skilful obstetrician. Flgstmothers feel a need for psychological
comfort and try to decrease feelings of anxietye thance of having an absolutely unknown
obstetrician during the delivery is perceived as &alditional unnecessary risk”. Moreover,
according to the mothers-respondents, the “persamtetrician” may supply better
conditions during the childbirth and organize ariea professionals. The search for a reliable
obstetrician is also motivated by respondents’ Hedge of negative childbirth experiences
of other women.

To ensure that the obstetrician selected for thédlhth, meets the couple’s
expectations, parents-to-be “interview” severaltetgians. The couple aims to identify an
obstetrician with whom they can establish a googtipslogical contact since the expecting
mothers hope for psychological comfort during dhifth. Among other things, the
psychological comfort during the childbirth is asisbed with the obstetrician’s personality.

6.4.3 Quasi-official payment at the maternity htapi

When answering the question about the payment hddhrth, the mothers-respondents
indicate payments to the maternity hospital in addito other payments to the obstetrician,
and other medical staff. Payments to the matermitypital are charitable contributions by
nature, i.e. a kind of quasi-formal payments sitieese are payments at the cash-desk for
which they receive a receipt even though the sesvare officially free-of-charge. Mothers
note that childbirth in a hospital located in atwi$ other than the respondents’ district, as
well as the option to have a more comfortable roare, subject to charitable contributions.
Health care facilities usually have two bank acdsuane is for state funding while the other
serves for additional funds filled by patients (estp’ opinion). Moreover, upon arrival at the
maternity hospital, women are also asked to bromges necessaries to the maternity home,
such as paper towels, liquid soap, and some medicin
The amount of the charitable contribution is fixbg the administration of the

maternity hospital. Thus, it depends on the hospMathers included in the study told us that
the amount of charitable contributions was abou$ W80 (or about 750 Ukrainian hryvnias)
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per childbirth paid upon the arrival or first visit the hospital (wheabminna kartahad to be
signed).

6.4.4 The “bargaining” process

Except fixed-price quasi-official payments, motherspondents indicate that the financial
aspect of the childbirth arises after the prefeobstetrician is selected. If the “negotiations”
with the obstetrician do not bring the expectediltesith regard to the childbirth in general,
the issue of payment does not arise. Although @egmwomen usually have information
about an average informal “tariff” of the childlirin a public hospital, they discuss the
“price” with the obstetrician in order to avoid fehding” the obstetrician with a too small
amount after the childbirth, and to avoid payingheecessarily high amounts. Mothers-
respondents note that they avoided obstetricians agked for an informal payment before
the childbirth. Overall, the mothers indicate thaty felt comfortable in the discussion with
the obstetrician, including the discussion of tinaricial aspect of the childbirth.

In total, the majority of “individual patients” imchte that they agreed on the amount
of the informal payment before the childbirth. Hseg only few obstetricians say that the
“price” of the childbirth is negotiated prior todfchildbirth.

6.4.5 The informal payments for childbirth

Virtually all mothers-respondents indicate thatytlhave given informal payments in cash to
medical staff supplemented occasionally with giftkind. Only in one case, the respondent
says that she considered giving cash unethicalusecaf her friendship with the obstetrician.
Gifts in kind (e.g. candies, drinks, flowers) algoagiven to paramedical staff.

The obstetricians in our study confirm the prevedeaf cash payments in the obstetric
practice. Moreover, they note that the form of plagment depends on the type of assistance
provided to the delivering mother. According to thiestetrician-respondents, payments for
childbirth are mostly monetary, while paymentsdtrer services are done mainly in the form
of food or drinks. However, some of the obstetrnisiargue that patients gave cash or nothing,
or even that the obstetrician can tell the patidmat the obstetrician wants to receive.

We asked the mothers-respondents about the amdumoney they paid to the
obstetrician. Based on their answers, we obsehadprobably “prices” have increased since
2007 and depend on the complications during théllginih. In 2007, “emergency-room
patients” paid on average US$ 50 (about 250 hrgyniar childbirth and also presented
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candies. One “individual patient” had a difficukltvery and the obstetrician did not indicate
the amount of the informal payment. So, the mosearched for a reference on internet-
forums and decided to pay US$ 700 (3 500 hryvrsa®)e (as she says) “an ordinary birth
costs US$ 300" (1500 hryvnias). Other mothers im study, belonging to the group of
“individual patients”, paid to the obstetrician ammds ranging from US$ 300 (1 500 hryvnias)
in 2007 till US$ 500 (2 500 hryvnias) in 2008. Keyormants mention similar informal
payments. They note that the “price” of a childbinges from US$ 300 — 500 to US$ 4 000
— 5000 (from 1 500 — 2 500 hryvnias to 20 000 ©@8 hryvnias ).

Usually, this price includes the “full package™.i.medicines and the work of the
obstetrician, anesthesiologist, and other staffusThaccording to mothers-respondents, the
obstetrician shared his/her informal payment whidg team who worked during the childbirth.
Obstetricians confirm that the money that is reegiinformally is divided among the team:
anesthesiologist, midwife, surgical nurse, juniarse, and more rarely neonatologist. They
also confirm that such practice of sharing the nmi@al payment is widespread. However, the
exact distribution of the amount among the team besdepends on the traditions in the
department and “moral quality” of the obstetrici&evertheless, some mothers-respondents
confirm that they made an extra payment for thekvadrmidwives or anesthesiologist on the
request of the obstetrician.

Nearly all “individual patients” in our study mad®n-monetary payments to mid-
level staff in addition to the cash payments. Inmeoinstances, paramedical staff also
requested cash payments. A nurse who prepared @ntsimsked to put money in her pocket
“in order to help for children with defects”. Indkesuch reason is often pronounced by
paramedical personnel since children with defeces sometimes left by mothers (these
children spend the first months in the hospital ih@ey are born although no budget funds
are provided for these cases). Additionally, suppoedical staff is not limited with such
moral obligations as physicians, who swear Hippocr@ath. Thus the ethical behavior is
supposed to be a personal characteristic. In tealtreit brings such negative patients’
experience (e.g. direct requests of informal payinevhen dealing with paramedical
personnel. Nevertheless, the highest amount of yn@npaid to the obstetrician who assists
during the childbirth, while the other small payrnseare paid at the request of other medical
staff. Most mothers-respondents state that they Isaved money for childbirth or note that
their income was sufficient and therefore, theyrbd consider the cost of childbirth an

excessive financial burden.
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6.4.6 The moment of payment

Typically, mothers-respondents pay to the obsiatricafter giving birth. In detail, the
“emergency-room patients” paid after discharge ftomhospital. Patients with arrangements
(“individual patients”) paid informally immediatelgfter the childbirth as the physician had
“to settle the accounts” with his/her team. Howeyee-payment practices are also observed
in case of a request of the obstetrician.

All obstetricians in the study indicate that theypk a payment for assistance only
after successful completion of the childbirth dnestprocedures related to it. All obstetrician-
respondents say that in case of patients who cdahmeugh the ambulance”, gratuity is
usually given and its size is determined by theepat(i.e. the mother or her husband). In
contrast, “individual patients” payment is deterednby the obstetrician. None of the
obstetricians admitted that he/she requested ttoemial payment, but all confirmed that

some of their colleagues were experienced in this.

6.4.7 Reasons for informal patient payments

The obstetricians and mothers in our study empbdhbat the low salaries of medical staff is
the main reason for informal payments. In additionthe low salaries, the mothers-

respondents indicate also other key reasons fangiinformal payments, such as “to

Box 6.2. Olga’s story

Olga has two children. As she was not happy with the first childbirth, Olga was interested to
find another obstetrician. The friend of Olga’s husband, who is gynecologist, recommended an
obstetrician when she was pregnant. She searched websites for references on this physician. For
Olga, it was important to have plenty of attention and psychological comfort. She met the doctor
two months before the childbirth and agreed everything, including price and all possible expenses.
Olga and her husband had not saved up money for the childbirth but the sum of money that they
paid was acceptable in Olga’s opinion. They paid the doctor about USS 650 (3,400 hryvnias) and
around USS 140 (700 hryvnias) as charity to the maternity home. They also paid to the midwife.
Olga thought that USS 650 was the regular price that this obstetrician indicated to his patients no
matter the difficulties that arose during the childbirth process.

According to the situation that arose in the health care sector of Ukraine, in Olga’s opinion it
is normal that medical doctors take money from patients: “If doctors did not have the possibility to
receive money from patients, they would all emigrate. The reasons for receive money from
patients is the low salary, the existing “tradition to say ‘thank you” to the doctors and the absence
of government regulation on this problem”.
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stimulate doctors’ responsibility” and “to receifiggh-quality services”. These respondents
also state that informal payments keep the goodialts in the country meaning lower
emigration rates of medical personnel. In addit@mmother-respondent expresses the belief
that if the obstetricians got the job after payfogofficially) a certain amount to the hospital
management, they probably have an excuse for attargformally “in order to recover this
money”.

Obstetricians also indicate that their low salaryhe main reason for taking informal
payments, although we gather that their unofficiabme from such payments seems to be
several times higher than their official salary.féct, the obstetricians believe that a normal
monthly salary of a qualified obstetrician shoukl dround US$ 3 500 (25 000 hryvnias in
2009) in contrast to the average official obstérits salary of about US$ 170 (1 300
hryvnias in 2009) observed in 2008 — 2009 (accgrdoobstetricians-respondents) and the
country average income of about US$ 240 (1 900riapgvin 2009). We asked about cases
where the mothers did not “thank” the obstetrictayy an informal payment, and most
obstetricians do not consider these cases to bantimal practice”. These cases seem to be
exceptional. Some obstetricians-respondents fesl “dBmergency-room patients” make an
informal payment to thank for the positive attitudsdtention and good quality of the
obstetricians work. When it comes to “individualtipats”, according to the obstetricians,
they pay in order to ensure themselves against esk to get more attention.

Still, obstetricians have to invest their own s@&srén serving “individual patients”,
thus, pre-payment given by “individual patient” cegses the risk of providers’ overspending.
More specifically, the obstetricians as well as theesthesiologists have to purchase
medicines; obstetricians have to arrange their $f@amchildbirth assistance who expect some
kind of compensation. Hence, when the price isagyeed at the beginning, it may appear
that patient’'s “compensation for additional worls’ mot enough to cover the obstetrician’s
expenditures on medicine and personnel. Furthernmbesphysician cannot request a very
high payment from such a patient since it is peexias extortion that may result in a

discharge from the hospital.

6.4.8 Attitude toward informal patient payments

The obstetricians and mothers in our study expeesegegative attitude towards informal
payments before the childbirth. We observe that atigudes toward payments after the

delivery vary. On the one hand, an award fee i®etqul if overtime work (telephone support,
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more frequent visits to patient or better attituoiganization of supportive environment etc.)

is requested by the patient. On the other handemgatshould not make the payment for the
physician’s work that is paid by the state anyh@wme obstetricians in our study raise

ethical issues such as that the physicians hatredbpatients instead of to interact informally

with patients (taking gifts and cash). When it cen®the health care system in general, one
obstetrician says, “this is not the way to be bseatiis humiliating for the physician”.

One key informant believes that overtime work withdividual patients” should be
paid, while other key informants consider monetpayments as a negative phenomenon,
although they consider the practice of hon-monetgratitude” payments as normal practice
in the absence of other mechanisms to motivateighpys.

6.4.9 “Solutions” to the problem of informal paynten

When we asked the three groups of respondents abbuttons to the problem of informal
patient payments, they suggested different straseddesides the most popular answer “to
increase physicians’ official salary”, some moth@spondents appeal to the introduction of
social health insurance that may transform inforpegyments into formal. However, some
mothers-respondents indicate that there is no teedhange anything in the system. They
support the possibility to have access to bettesices with higher quality even if they have
to pay informally.

Most obstetricians in our study also support tleithat a higher salary will eliminate
unofficial payments. However, some of them mentibat patients’ mentality (to present
gifts) will stay the same. They also mention tietré is a need of dealing with corruption and
an adequate regulation system although they digjimetfurther details.

According to key informants, the government shoodd only increase physicians’
salary but (1) should also reorganize the systesalafry calculation (based on the education
degree and the content and quality of the workdt @) should increase labor productivity.
Two experts propose a rapid solution to make tleerme of physicians “more official” by
introducing a tax. In particular, physicians cob&lasked to pay a tax to the state for informal
payments they receive in order to improve the sedlity of the facilities (as well as private
entrepreneurs in other fields). In their opinidnstway, “a lot of money will come out from
the shadow”. However, these opinions are contragdict.e. such tax does not seem to be a
good incentive to declare money received informafgreover, if a physician pays the tax, it

cannot be used for facility improvement.
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Although the introduction of social health insurana Ukraine is not the topic of
discussion, the vast majority of all respondentfiebe that it can solve the problem.
However, several obstetricians oppose health inserdbecause there is a lack of funding
from the state and from patients’ pockets to payhialth insurance and expensive surgery,

and also, the benefits for physicians are uncertain

6.5 Discussion of the study design

In spite of the potential sensitivity of the tom€ our research, respondents were willing to
speak openly and described in detail their expegesith informal payments. Among other
things, this could be due to the fact that we g@iecial attention to the terminology applied in
the study. In particular, we avoided the use ahtesuch as “corruption”, “illegal schemes”
and even “informal payments” since they may infleeerthe respondents’ willingness to
answer the questions and the quality of their arsw&'e considered “patients’ gratitude” as
an appropriate term for conversation with physisjamhile “bribes and gratuity for doctors”
was absolutely acceptable for the young mothers.

Our gqualitative study has some limitations. Thet vaajority of women-respondents
have higher education, similar income levels ahafalhem work or study at the university.
We recognize that women with lower education ameeloincome may respond differently as
suggested by Salmi (2003). Also, the study toolceplan the capital of Ukraine, where
households’ incomes and expenditures are higher tifia country average. This limits the
possibility for extrapolating our results to theuotry as whole. Data from other regions could
shed light on the extent of the phenomena of “pakobstetricians” and informal payments
for maternity care in the country. Moreover, indipayments might be more common in
rural regions and regions with lower average incosueh as it is in Kazakhstan (Ensor &

Savelyeva, 1998).
6.6 Discussion of the results
Our results show that informal payments for chitttbiare a well-known practice in Kiev.

There are different motivations and mechanismsuoh payments. We discuss these results

in the light of previous research and the spetyfiof the Ukrainian context.
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6.6.1 Classification of maternity care patients

An important finding of our study is the differeation between “individual patients” and
“emergency-room patients” by obstetricians. Thiasslfication allows understanding the
patient-physician interaction and the process dérinal payments by patient types. In
particular, “individual patients” search in advanice a “skilled obstetrician” and bargain
about obstetrician’s services and payments bef@ealélivery in order to assure attention of
the obstetrician and staff. It should be underlihediever that most pregnant women have no
medical education and have no possibility to chidekproficiency of the obstetricians. Thus,
the qualification “skilled obstetrician” is based the experience of the significant others, e.g.
an obstetrician who delivered the friend’s babyhaitt any problems. Similarly, young
mothers are not able to identify health outcomeshfemselves and infants.

At the same time, the “emergency-room patientsivarat the hospital with no
preliminary arrangements and receive “standard’ ¢an® additional agreement (payment) is
made. Despite the fact that only one “emergencyargatient” is present in our study (but
she has paid as well), it is questionable whethercare provided to such patients is really
standard in terms of quality. Perhaps, “standard’da used by respondents (in particular the
obstetricians) to indicate the contrast to higherlily services provided to “individual
patients”.

It is necessary to add to this classification, iedttype of patients whose friend works
at the hospital, i.e. “individual friend-patientThese patients do not search for an
obstetrician, do not have to bargain and do notenadsh payments. However, similar to
“individual patients”, they receive more attentiamd comfort during the hospital stay.
Probably, the lack of any capital (social or monetapital as well as information) will result
in being an “emergency-room patient”.

Our qualitative study does not provide informatmm the extent of the “emergency-
room patients”, “individual patient” and “individuafriend-patient” practices in Kiev
maternity hospitals. However, the results of a mecgiantitative study (Stepurko et al., 2012)
indicate that in Ukraine, most individuals who usw®aternity care pay high informal

payments, which might evidence the domination oflividual patient” practices.

6.6.2 Push-factors for selecting a “personal olsten”

The results of our study suggest that informal gudtipayments for childbirth are mostly

connected with the practice of having a “personadtetrician”, i.e. being an “individual
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patient”. The phenomenon of “personal obstetricigmactice is not unique to Ukraine.
Women in Georgia and Thailand, for example, algmrethat they choose obstetricians and
pay them informally (Belli et al., 2004; Riewpaibioet al., 2005). Overall, we identify in our
study two push-factors for searching for a “persmimstetrician”: the need of twenty-four-
hour access to reliable information and the nead p®ychological comfort during the
childbirth. In particular, our study suggests thatmen lack an adequate formal source of
information. The information collected via newspapand internet forums create myths and
uncertainty for women. Therefore, a “personal dbisian” could help them to fill in this
information gap. However, searching for a “skilledstetrician” is a protracted and tense
procedure, which also contributes to the existeri@n informal payment channel. A possible
policy response to this issue could be the maimemaf an official telephone hot-line or an
official website with information for pregnant women many countries, such sources allow
direct access to reliable maternity care infornratio

Based on our study, the desire to receive highiyusérvices combined with the
feelings of anxiety can be regarded as the secosti-factor to avoid receiving “standard
care” and to search for a “personal obstetricidiany women perceive maternity care as
high risk care, which might explain why most womespondents in our study became
“individual patients”. A good understanding of whatkes such care even more risky from
the perspective of the expecting mother in a forauialist country, is given by Danishevski
and colleagues (2006) who describe the situatidrulia, Russia: when the patient stays in the
maternity ward nobody explains what is happeningstetricians usually make decisions
without consulting with the patient or her relasyand without mentioning benefits and risks
of possible interventions. Measures for improvihg tjuality and organization of maternity
care in Ukraine supported by mass-media may résuinsuring the women’s trust in the
quality of maternity care and hence, reduce the méa “personal obstetrician”, and in turn it

might also reduce the practice of informal payménmtsecuring such obstetrician.

6.6.3 The contract model of informal payment falddtirth

According to our results, the bargaining processpably guided by mentality or culture
(Miller et al., 2000; Thompson & Witter, 2000), & important part of the pre-delivery
arrangements, including the informal payment. it t@® regarded as a bargaining process
before signing a contract where the price is forraétdr all service details are discussed.

Nevertheless, sometimes patients characterize gayment as gratitude. It should be noted,
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that the informal payments resulting from this la@ngg process are neither gratitude
payments per se, nor requested payments. Such pesy/cen be best described as payment
for “extra work” (Miller et al., 2000) following t “contract model”. In this case, the “extra
work” refers to the provision of “services with higr quality” as agreed prior to the delivery,
compared to patients who do not pay informally.

We observe however, that the informal characterthefse payments is not well
accepted by consumers and providers. Similar terattudies (Belli et al., 2004; Tatar et al.,
2007; Cockcroft et al., 2008), we also observe that practice of gratitude payment is
supported by most respondents while payments resplidsefore childbirth are not well
accepted. Nevertheless, the fact that obstetridarngain over informal payments suggest that
medical ethics of obstetricians (and physicianganeral) requires the attention of Ukrainian

policy-makers.

6.6.4 Redistribution of informal patient payments

Obstetricians in our study were quite open aboetrédistribution of the informal payments

among medical staff. Such practice is reportedrevipus research as well. Belli, Gotsadze
and Shahriari (2004) describe the experience inrg@@&ovhere physicians share revenues
from informal payments with their colleagues. Mareq the authors suggest that Georgian
physicians also use informal patient payments todsasential non-labor inputs and primarily

drugs due to insufficient funding to purchase thiemms. Shishkin and his colleagues (2003)
also report that the redistribution of cash infolrpayments in Russian health care facilities is
well-organized by administration or by facility #taOur results (specifically the response of
the obstetricians) suggest that various forms adistabution are present. As a result, informal
payments not only add to the salary of the obsiatrs but also to the salary of other staff.

In fact, the low salary of medical staff (incl. odfsicians) was indicated by both
obstetricians and mothers in our study, as the ngaiumse for the existence of informal
payments. Obstetricians regarded these paymenteassary for the physicians’ survival,
and believed that a higher salary would eliminatermal patient payments. However, the
“popular excuse of poor pay” does not justify thstence of informal payments (Miller et
al., 2000). Even if the official salary of obstetains is increased, it would be difficult to reach
instantaneously the level of US$ 3 500 (25 000 higs) per month stated in our study (a
deserved but high amount indeed). In addition i, tiven the market power of health care

providers, informal payments might continue to erigen after a salary increase (Gaal et al.,

117



2010), especially if there is a lack of transpayeand control over physicians’ behavior.
Maternity care professionals might be interestedvtok in public facilities and receive
informal earnings rather than to work in betterditions in private maternity homes with a
higher official salary.

Since unofficial patient payments for maternity ecde.g. the requested charitable
contributions as well as some informal paymentsp dlll gaps in the hospitals’ budget,
adequate funding of maternity care might be an maod condition to deal with these
payments. The respondents in our study underlieenéed for additional sources of funding
like social health insurance. Ensor and Ronoh (2@@&vide evidence that indirect methods
of funding (e.g. prepayment and insurance) are egerpeeferable option when maternity care
is regarded, compared to user fees. As argued ¢yaRl, Witter and de Brouwere (2010) as
well as Ensor and Ronoh (2005), the developmethefinancing mechanisms for maternal
care should aim at equal access (e.g. for urbamaatpopulation), transparent funding and
no demand-side costs of services. Neverthelessldvia and Vyshnya (2010) suggest that
positive changes in maternal care could also ouoader inexpensive interventions with an
effective training of the staff. Indeed, such effexobserved in some pilot districts in the

“Mother and Infant health program (Ukraine-Switaed)”.

6.7 Conclusions and policy recommendations

The results suggest that both quasi-official anfbrmal payments for childbirth are an
established practice in Kiev maternity hospitaladerfunding of the system complemented
with inefficient resource allocation and a lackstdite regulations make “private” obstetrician
practice in public maternity facilities possibles A result, maternity services provided by
public providers become more attractive to patibisause of better attention and a “private
approach”. This also assures a source of incoméefaerprising” providers. Although this
practice gives more possibilities for some patiemt® are willing to pay informally, and
most of the providers, it should not be considemsdan acceptable measure for adequate
health care provision. When the health of futuraegations is on the chopping block, it is
urgently necessary to assure access and equitatermity care provision. Mothers’ life and
newborns’ health should be the focus of the headtie policy agenda. Any pregnant woman
in Ukraine should have the right to adequate hezdile service provision without doubtful

health outcomes.
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The current system of maternity care provisiongdasn patients’ ability to pay, does
not consider key important principles of equity afficiency. The lack of state initiatives and
lack of funding result in facility level initiativewhich do not take into account the socio-
economic status of the household. Hence, undesttte’s unwillingness to be responsible,
health care facilities should consider exemptionheir “patient payments practices”.

Furthermore, to be able to deal with informal patipayments, several strategies
could be followed. In particular, there is a neddegulating patient-physician interactions
and increasing patients’ awareness. Betliy andeaglies (2007) indicate that the professional
ethics of medical staff in Ukraine leaves much ¢odesired. Staff training may improve the
situation as is shown by international initiatives pilot regions. A new task for non-
governmental bodies (as more effective structucas) be seen in informing the population
about their rights. Particularly, pregnant womemwti be informed about their right to
receive good quality care and suitable informatiosigpport during pregnancy and birth
without having to pay informally.

Finally, policy makers in Ukraine need to startisgkresponsibility for improving
governance of the health care sector, and the @a#n of maternity care in particular.
Transparency in health care provision and fundisgwell as monitoring of physician

behavior are important tools in eliminating infodpayments.
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GENERAL DISCUSSION AND
CONCLUDING REMARKS
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7.1 Introduction

The purpose of this dissertation has been to dantito the understanding of informal
payments for health care services in Central anstelfa European (CEE) countries. In
particular, in a multi-country European comparispablic opinions, individual beliefs and
the actual behavior of paying informally have beempared filling the gap of cross-country
peculiarities in the field as well as the assooradi between actual behavior and attitudes
towards it. These findings have been reported éligiht of the aim of the dissertation to
study informal payments for health care serviceEHE countries and to compare the level,
scope and consumer perceptions of informal papagiments in this region. The methods to
measure the extent and size of informal patientnaags have been systematically reviewed
with regard to the sensitivity of the topic. Pubkgl empirical studies on informal patient
payments and literature on research methods haarethe source of data in this desk study.
Based on the results of the review, data colledtgtruments have been developed to study
the patterns of informal patient payments in siECoBuntries (Bulgaria, Hungary, Lithuania,
Poland, Romania and Ukraine), as well as the ddguof consumers in these countries
towards informal patient payment. For the purpofedata collection and data analysis,
informal patient payments have been defined asgistezed payments for publicly-funded
health care services. Both quantitative and qualgadata have been collected and analyzed.
Cross-national surveys among health care consuwwvenes conducted in 2010 and in 2011 in
the six CEE countries as part of an internatiorakarch project to collect quantitative data.
In particular, respondents have been asked abeut gpending on health care services, as
well as about their perceptions on informal paymemt addition, a small-scale single-
country qualitative study was conducted in 2009Ukraine in order to obtain a better
understanding of the mechanisms of informal paymepgecifically for childbirth.

This chapter discusses the key research findingsted in the dissertation. First, six
statements that reflect the main study results pmesented, accompanied with their
explanation. This is followed by a discussion oé ttudy limitations and suggestions for

further research. A general discussion and conatuctBmarks complete the chapter.

7.2 Main findings

Informal patient payments are seen in the liteeatas a multifaceted phenomenon (see

Chapter 2). However, their definition varies acrosantries (Lewis, 2000). In particular, the
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informality of the payments is determined by theurtoy-specific formal rules and legal
framework (Cohen, 2012). Thus, the diversity ofulagons and norms across countries are
an obstacle to provide a unique definition of infial patient payments applicable in all
studies. Moreover, patient payments policies are always clearly pronounced in the
legislation, which blurs the borders between fornpalyments, quasi-formal payments
(resulting from fees set by providers) and informpaiyments for health care even within a
single country. In most single-country studies,eegshers use an operational definition of
informal payments based on the available regulatiorthe country. However, this approach
Is inapplicable in a multi-country study. Also, tiéferences in the definitions used in single-
country studies (usually designed in different wagsalidate cross-country comparisons of
informal patient payments based on their results.

Hence, the definition of informal patient paymeifds cross-country comparisons
appears to be an important but challenging taskréfbre, the development of an operational
definition of informal patient payments applicabdedifferent countries has been the focus of
this dissertation with regard to the first reseasbfective outlined in Chapter 1. This brings

us to the first key statement of the dissertation.

When studying informal patient payments, it is morerelevant to focus on their

characteristics than to try to formulate an encompasing definition.

The literature review in Chapter 2 suggests thatlircountries, informal patient payments
possess the unique feature of being unregistered official receipt of payment) and
payments take place outside the official paymenanokls. However, two opposite
conceptions of these payments emerge in the literatbribe” and “gratitude”, also known
as “fee-for-service” and “donation” (Gaal & McKe&)05; Cockroft et al., 2008; Miller et al.,
2000; Shahriari et al., 2001). While gratitude mostfers to the side of the patients, a bribe
can refer to both patients (who try to obtain teevices desired) as well as to health care
providers (who use their market power to extradlitawhal income). To distinguish truly
gratitude informal payments that have practicathyimpact on health care service provision,
from other types of informal payments (bribes) thatlermine the functioning of the health
care system, an operational definition of infornpattient payments that reflects the key
characteristics of these payments, is required.

In Chapter 2, we outline these key characterisaiod we argue that they should be

considered in cross-country comparisons (but alssingle-country studies to allow for a
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cross-country comparison) instead of a universdihiien. In particular, we suggest that
researchers should not only aim to study the amolthte informal patient payment, but also
to answer the questions on who is the initiatothef payment (consumer or provider), who
pays (patient or family), and who is the benefigi@ndividual provider, team of providers or
institution). Also, the nature (monetary or notpment (ex- or post-ante), purpose (obtaining
better quality or access), and subject (out-patenn-patient, surgery or laboratory tests) of
the informal payment should be considered. Lastnotithe least, the key characteristics of
informal patient payments studied, should alsouitelthe perceptions and attitudes towards
these payments, which may vary within and acroasttes. The combinations of key
characteristics listed above, determine possilgegdyf informal patient payments.

We demonstrate the usefulness of these key chasdici® in reviewing existing
studies on informal patient payments (incl. crossnatry comparisons and single-country
studies). The review shows that in practice, d#fércombinations of payment types fill in the
space between the “bribe” and *“gratitude” concemioof informal patient payments
mentioned above. While “gratitude” payments mos#fer to small in-kind gifts to medical
staff initiated by the patient after the serviceevision, “bribe” payments can take many
different forms. The latter seems to appear indbetext of the government’s inability to
provide the quantity and quality of health careveer demanded by consumers, and to assure
the reimbursement level expected by the health maraders.

However, the lack of sufficient funding and adegugdvernance may also lead to the
unavailability of basic materials and equipmenthwitthe health care facilities, which may
result in patient payments for goods ‘that are méatbe covered by the health care system’
(Lewis, 2000). In particular, health care provideray ask patients to bring pharmaceuticals
and medical supplies, even food and bed linen e cd hospitalization, to be able to provide
for the treatment. Although patients pay for thgseds formally outside the health care
facilities, these payments remain unregistered hat place of service provision. Thus,
although some authors include the ‘self-supply wlic goods'’in the definition of informal
patient payment (Gaal et al., 2006; Lewis, 20073, see these patient payments as quasi-
informal payments.

As the results of the systematic literature revi@ee Chapter 2) indicate a great
variety in the types of informal patient paymengparted in empirical studies, we have
examined some of the patterns of informal patieyinpents in CEE countries (related to the

third research objective outlined in Chapter 1)isTgrovides a base for the next statement.
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The 20-years transition period brought CEE countries to different levels of socio-
economic development and created a diversity in tirehealth care systems. However,

informal patient payments remain a characteristic €ature of most of these systems.

The literature review in Chapter 2 confirms thesgrece of informal patient paymentsthe
CEE countries regardless the level of their ecooatevelopment. The empirical analyses in
the rest of the dissertation confirm that inforrpatient payments are widespread in the six
CEE countries included in the study. In particulse, observe (1) a variety of patterns (e.qg.
based on initiators, purposes, and subjects) arnmél patient payments as well as (2) a
mixture of patient payment policies that accompafigrmal payments.

Based on the quantitative data collected for tigseadtation, we observe in Chapter 4
that the annual proportion of informal payers vaiffi®m the lowest in Poland and Bulgaria
(8% and 12% of health care users respectivelyipu@d by Hungary and Lithuania (25%), to
the highest portion in Romania and Ukraine (35% 4ib% respectively). This cross-country
pattern remains virtually the same when in-kinds gi#ind cash payments are examined
separately (see Chapter 3). Though, with respettte@mounts paid informally, other cross-
country patterns appear: Bulgarians and Ukrainieegort the lowest median values of
informal payments per respondent per year (abouEd#b) while in other countries, the
median annual payment is much higher (37 Euro im&woa, 44 Euro in Lithuania and
Poland and 53 Euro in Hungary). For each countwy,nhedian value is much lower than the
corresponding mean value, which indicates a laigpadity in informal patient payments
within the countries as well, for example lots ef@ payments and extremely high amounts in
some instances (see Chapters 4 and 5). For instemeringary, the mean annual value of
informal payment is 112 Euro, but median value i®u two times lower, whereas in
Romania and Ukraine, median value is three-fouresiniower. Additionally, when we
compare mean informal patient payments per respnm year with the minimum wage in
the countries (see Eurostat, 2010), it appearg tarbually equal to a quarter of the minimum
monthly wage in Poland and up to one monthly mimmwage in Ukraine and Romania.
This indicates a considerable burden on househmddsed by informal patient payments
(especially for lower-income households and in Ieimeome countries).

It is worth to mention that informal patient payrtgenan co-exist with other types of
patient payments such as quasi-formal and offjgadient payments. When a clear regulation
of the basic package and formal patient chargdsclang, patients experience a mixture of
financial obligations. For example in Chapter 5, @leserve one prevalent type of patient
payment in countries with more transparent regutati(e.g. in Bulgaria mostly formal and in
Hungary mostly informal payments), in contrast tkrdine where informal payments are a
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wide-spread supplement to also widespread quasidiopayments. Thus, the level of
economic development and governance practice (alstrated by SPACE-matrix analysis in
Figure 1.2 in Chapter 1) are reflected in the mixtand extent of informal payments.

Informal payments are more spread and higher wiey dre solicited or expected by
providers. Generally, higher amounts of informaympants are given at the medical staff’'s
request as suggested by our results (see Chamedd)y previous studies (e.g. Tomini et al.,
2011). The more patients are being asked to paynrdlly the more patients make such
payments as is seen in Romania and Ukraine (Chédjptédevertheless, the relatively high
prevalence of informal patient payments in Hungdogs not follow this logic since informal
payments in Hungary are mostly initiated by conssni€hapter 4 and 5). As suggested by
Cohen (2012), solicited informal payments can bensas an indicator of major financial
troubles in the health care system, while patieitiated informal payments can be related to
unmet patients’ expectations of better service iyualn Chapter 5, we show that a
considerable number of informal payers (also in ¢iaug) report ‘better attention’ and ‘better
quality’ as the main reason of informal payment.

It is recognized that patients’ access to adequdwemation on health care services
and formal charges is highly important for an adsguhealth care provision, especially
because of information asymmetry (Allin et al., 80&nsor & Witter, 2001; Fotaki, 2009;
Gaal & McKee, 2005; Lewis, 2006). However, contréabyour expectations and previous
results (Mokhtari & Ashtari, 2012), we observe ghar probability of informal payments
among well-informed patients. As described in Caapt patients, who know the size of the
formal fee, may better pursue opportunities fooinfal payments. These patients may also
better distinguish the presence of informal paymeirice they know the size of the official
fee. However, as expected, we observe a negatsoziation between fee awareness and the
size of the informal payment for the last physiciasit. Overall, we find in Chapter 5 that
CEE patients are poorly informed about the sizthefformal fees. Even in case of Bulgaria,
where formal payments for health care services leen broadly applied since 2000, only
about half of the patients always know the exaetsiee.

Furthermore, the probability and the size of tHerimal payment is to a great extent
determined by the type of service consumed (GRpecialist, out-patient or in-patient care).
In our study described in Chapter 5 and in prevituslies (Vian et al., 2006), the trend of a
higher number of users who make more expensivenrdbpayments to specialistghen
compared to GPs remains noticeable. It is simdastirgery and childbirth compared to other
hospital interventions (Kornai, 2000; Shahriariaét 2001; Szende & Culyer, 2006; Tomini
& Maarse, 2011, Vian et al., 2006).
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Given the peculiarities of obstetric services aaldrng into account the importance of
maternal care in health of the nation developmesmt,had a deeper look at the informal
payments and behavioral patterns related to chilul{see the fourth research objective

outlined in Chapter 1). As a result, the next stetiet is formulated.

Childbirth is expensive in CEE countries. To secureadequate maternity care, families
pay considerable amounts via informal payment chanels.

The quantitative results presented in Chapter gestgthat the number of payers and the
amounts paid (including informal payers) are higlies hospitalizations related to childbirth
or pregnancy. For example, in Hungary and Ukraadmut half of the in-patients report
informal payments for pregnancy or delivery, althouhe median value of these payments is
about 70 — 100 Euro in Hungary and about 263 EaordJkraine (more than 3 monthly
minimum wages in the country). We extend our urntdeding of this finding in Chapter 6
focusing on Ukraine.

Although the discussion of a childbirth plan betwexpecting parents and obstetric
care provider is a well-known health care practweeduce fear and pain in child delivery
(Lundgren et al., 2003), it is applied in Ukraineai unusual form. Indeed, the results from our
gualitative study (see Chapter 6) suggest thatkralde, expecting parents discuss with their
“personal obstetrician” not only the childbirth pess but also the informal payments related
to it. In fact, we find that there are two grougspatients in the Ukrainian maternity care
ward: “individual patients” who have agreed withetlmbstetrician about the childbirth
services and related payments, and “emergency pairants” who do not have a “personal
obstetrician” though they may still pay a variefycharges. The phenomenon of the “personal
obstetrician” practice — to choose the obstetricleadvance and to pay informally — is also
observed in Georgia and Thailand (Belli et al.,20iewpaiboon et al., 2005).

Two push-factors can lead to a search for a “pesohstetrician” in Ukraine: the
need for twenty-four-hour access to reliable infation and the need for psychological
comfort during the childbirth. Thus, the desirerégeive better “service wrapping” (reliable
information, better attention, responsiveness) regjahe background of feelings of anxiety
can be also seen as a strategy to avoid “substhrdae”. Though, when clear standards in
health care provision are lacking, service quatiégyn be artificially lowered by physicians

(Gaal & McKee, 2005). Hence, “substandard care”eapp in the context of providers
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misusing their market position as well as governrsefailure to ensure the necessary
financial and regulatory framework in health carevgsion.

Obstetricians in Ukraine (as well as in other CHEldrtdries) usually make decisions
about possible interventions without consultinghwiite patient or her relatives, and without
mentioning the benefits and risks of the intervamti The lack of information among patients
leads to a perception of maternity care as a hgjheare (Danishevski et al., 2006; Lundgren
et al., 2003). With respect to these peculiaritieBgrmal payments for obstetrician services
cannot be classified as a gift or donation, theyehaore the character of a fee-for-service or
payment for “extra work” (Miller et al., 2000) folving the “contract model” (Shishkin et al.,
2003).

Moreover, the obstetricians in our qualitative stisee Chapter 6) were quite open
about the redistribution of the informal paymemtsoag medical staff as well as the use of
money to buy pharmaceuticals and to maintain pkyss¢ wards. Such practices have also
been reported in previous research (Belli et @042 Shishkin et al., 2003). As a result,
informal payments not only add to the salary ofdbstetricians but also to the salary of other
staff and to the budget of the hospital facility. fact, the low salary of medical staff was
indicated by both obstetricians and mothers insbudy as the main cause for the existence of
informal payments. Thus, informal payments remainuaregulated tool that ensures extra
payments to health care providers when adequatduesement policies are lacking.

Although many patients accept the poor remuneratfonedical staff as an excuse for
the existence of informal payments, their attitudevards these payments is not always
positive especially in case of ex-ante, requested monetary informal payments
(Balabanova & McKee, 2002; Shabhriari et al., 200l important to study patients’ attitude
and perceptions of informal patient payments ag th#lect the willingness of consumers to
follow this behavioral pattern in the future as e the opportunities for policy changes.
Therefore, this dissertation has focused on thestigation of attitudes and perceptions about
informal payments with regard to the second re$ealgective outlined in Chapter 1. This

brings us to the next key statement of the dissenta

The positive or indifferent attitude of consumers dowards informal patient payments in
CEE countries presents an obstacle for the eliminain of these payments.

As described in Chapter 3, the attitude towardgrmél cash payments and to a lesser extent

towards in-kind gifts is generally negative amohg gieneral public of the six CEE countries.
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Public attitudes are most negative in Bulgaria Bothnd, while a relatively large percentage
of the people in Lithuania, Romania, Ukraine, ardremore in Hungary are not afraid to
voice a positive attitude. Also, a high share peapho are indifferent to informal payments,
is noticed in Hungary. Generally, a negative atttaloes not mean that no informal payments
are paid in practice. From the patients’ perspecinformal payments are sometimes “bad,
but important” (Vian & Burak, 2006, p.399) sinceeyhfacilitate the access to health care
services or improve quality. A similar ambiguity hédden in “indifferent attitudes”. Such
attitudes may present either a lack of interest deadlock situation where informal payments
are perceived as an unavoidable necessity (Shabtial., 2001).Besides, a link between
attitudes, perceptions, opinions and experienagaaKing informal patient payments has been
found in our study (see Chapter 3). We observe flaasrable attitudes and perceptions of
informal payments among those who have ever begrested to pay informally, as well as
more favorable attitudes and perceptions amongtivb® have ever given any in-kind gift or
cash to physician. These findings support the edmttory nature of informal patient
payments with regard to their monetary or nonmogetature and with regard to their
motivation — request by physicians or patient omihative.

Furthermore, similar to our results in Chapterr@vpus studies have also reported on
the prevalence of negative attitudes towards infbrpayments as well as a more positive
attitude to in-kind gifts compared to cash paymediialabanova & McKee, 2002; Belli,
Gotsadze, & Shabhriari, 2004; Cockcroft et al., 200&ar et al., 2007). Although in-kind gifts
(the same as cash payments) can be considerednasars to obtain better and quicker
services when the system fails to offer adequatecgestandards to all patients, in-kind gifts
are not supposed to induce expenditures beyonpltent’s strength. Tokens of gratitude are
common practice all over the world but the extehthe gift-giving practice might differ
(Abbasi & Gadit, 2008; Spence, 2005) as in somentms clear regulations of physician
behavior are more developed and adhered to (GayfBe07; Kutzin, 2010; Rechel et al.,
2011). Moreover, when gifts are not expected armb@raged, they do not adversely affect
efficiency in health care provision (Gaal & McK&#05). Still, as suggested by Balabanova
and McKee (2002) “attitudes towards gifts are apaontant barometer” that indicate the gift-
giving practices in a country.

Another dimension of consumers’ acceptance of médrtransaction is to label it as
‘corruption’, ‘bribery’ or ‘gratuity’. Indeed, Polad is the only country in our study, where
consumers demonstrate not only a negative attifogiethey also associate informal patient

payments with corruption and express non-accept@uapared to Lithuania). Attitudes and
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perceptions of Bulgarian consumers are comparaltleose of Polish consumers, specifically
in their non-acceptance and negative attitudes, assbciation with corruption. Opposite
attitudes, perceptions and opinions exist in Hupgarich suggests a huge challenge for the
elimination of informal patient payments in thisuotry.

Labeling informal payment as gratitude or as cdraupcan provide a framework for
the differentiation between types of informal paytsesince “corruption” is associated with
negative and stigmatized effects, while “gratitud®ems as solely initiated by the giver
without expectations of reciprocity. However, enygal data as well as the literature suggest a
more complex reality. For example, does a gift gitea friend as a birthday present have the
same connotation as a present given to a publgcseprovider? Key differentiation points
are easier to envision using the question offergd Polese (2008) “Why somebody
spontaneously (1) decides (2) to offer a gift (3)A& question contains three key pitfalls that
can shed light on informal payments from a gragtperspective. In particular, we observe
that some groups of consumers report on (1) fegllincomfortable to leave physician’s
office without gratitude, (2) a preferences for fhrevate sector as uninfected with the “gift”
virus as well as on (3) underfunding of the healire sector as a key factor for the presence
of informal patient payments. Therefore, do healibe service users really “spontaneously”
(instead of planned intentional action) “decideisfead of being requested or feel obliged) to
give a “gift” (not donation, fee-for-service, brip& a provider? The question should be
adjusted to reality and should ask about reasonsyes of resorting to “gratitude money” or
“non-monetary gifts” to physicians including instibnal (political, cultural, economic)
pressure.

Indeed, the key challenges in the eradication @drinal payments become more
visible when the scope of and attitudes towardasrmél payments are considered in the light
of economics and governance (see Chapter 1, Tad)eld particular, Hungary demonstrates
relatively high government expenditures and goodegmance, so payments demanded by
providers are rarely observed. Conversely, the nmafiator of informal patient payments is
mostly the patient who aims to obtain quicker ascasd better services or needs more
attention. In Romania and Ukraine, the public ilimg to change their pattern of behavior
but as SPACE-analysis matrix demonstrates (seet@hap Figure 1.2), poor governance,
economic development and low health care fundimgdemuch to be desired. Importantly
however, in all six countries included in our stu@gr capita government expenditures on
health care is lower than in other countries in thgion where informal payments are
negligible, namely the Czech Republic and Slovehieive, 2010; WHO, 2010). Thus,
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informal patient payments may well fulfill the roté supplementing inadequate health care
funding.

Except public attitudes, it is important to havedeeper look at consumers’
perceptions. Specifically, disposition (attitudesupled with previous experience) is a
personal construction that ensures a specific beh&v occur in a given situation and that is
seen as a regulatory mechanism of human behavioradre, 1966). However, it is difficult
to measure, especially in case of informal patgayments. Therefore, we have studied the
relation between perceived behavioral statemetdsereto informal payments (that indicate
personal disposition towards these payments) am@dtual informal payment behavior (also
related to the second objective outlined in ChapjeiThe next statement describes our key

finding.

Informal patient payments are more determined by inividual payment disposition than

socio-demographic characteristics.

When we compare the relation between perceived vilmhastatements and socio-
demographic features with actual behavior of makimigrmal payments to health care
providers (see Chapter 4), we find a lower releeaot socio-demographic characteristics
compared to perceived behavior. Indeed, in Chaptef the dissertation, we show that the
behavioral pattern of making informal patient paptseis mostly associated with patient’s
perception statements while socio-demographic featplay a minor role in explaining this
pattern. Thus, consumer’s willingness to resorinformal patient payment behavior should
be searched in individual perceptions rather thasocio-demographic characteristics. In line
with previous studies (Belli, 2002; Liaropoulos at, 2008; Tomini et al., 2011) where
significant relations of informal patient paymemntsth age, gender, education, place of
residence, or income are reported, we also obsanvénconsistent association of socio-
demographic features with actual behavior. Stélfspnal disposition is much stronger and
more consistently associated with informal patipayments. Specifically, we observe in
Chapter 4 that those who feel uncomfortable todeaithout a gratitude payment and who
feel unable to refuse to pay informally if askedyrenoften report making informal payments.
Hence, policy-makers should develop strategies nformal patient payments elimination
taking into account these personal constructions.

Meanwhile, when the cross-country pattern of asdmeris is considered, virtually all
relations of actual informal payment behavior wairceived informal payment behavior have
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a consistent sign except for the preferences taheserivate sector as a response to informal
payments. The latter suggests that access to @maatlical services is at a different level of
development in different countries. It should beinped however, that the statistical
significance of the relations varies among the taesy which indicates a dissimilar
explanatory power of the consumer perceptions d#pgnon the country. It is virtually
impossible to examine the cross-country patterrthef time-related changes in individual
perceptions as longitude data are lacking. Sh#, difference between Bulgaria and Ukraine
that we observe, was not revealed in previous reséMiller, 2006).In particular, the ability

to refuse to pay informally when requested, waslamfor Bulgarian and Ukrainian citizens
about a decade ago, whereas currently, we fincBlgfarians feel more confident in refusing
to pay informally than Ukrainians. This differenge results may indicate that consumer
perceptions related to informal payments have ob@nduring the years. Overall, the
obedience to the requests of medical staff to p&yrmally can be conditioned by patients’
expectations for better treatment or by a fear thattreatment can be denied (Lekhan et al.,
2007; Belli et al, 2004). The latter one is expdainby the market power of health care
providers, who do not always follow moral principles well as by external pressure (e.g. by
low-paid medical staff, who in the absence of fpaéient choice, brings informal practices in
the patient-physician relation) (Miller, 2006; Aaret al., 2009).

Except for informal payments for health care sexyvmther patient payments with an
informal nature may also occur. Thus, following liew2000), we have also explored the
guasi-informal payments (as defined in the disaumssif the first statement above) for goods
brought by patients for their treatment (specificdbr hospital treatment), which goods
should have been provided to the patients fredhafge. As a result of this, the following

statement is formulated (related to the third dibjecoutlined in Chapter 1).

Patients in CEE countries not only pay formally andinformally, but they are also
requested to bring medical goods for their treatmety which are supposed to be provided

to them free of charge.

In Chapter 5 of the dissertation, we have explgagiments for goods (e.g. pharmaceuticals,
medical supplies) that had to be provided to p#didor free, but which patients were

requested to bring for their treatment. Such retguaie explained by the staff by the lack of
sufficient funding and consequently the absencbasic materials for the adequate service

provision. Patients usually purchase these goditsatfy but outside the health care settings,
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e.g. at private pharmacies (Ensor, 2004; Fotakh92@aal et al., 2006). Therefore, these
payments are not formally registered as treatmesiisc We define these payments as quasi-
informal payments (see the discussion of the fitatement) although some authors (Gaal et
al., 2006; Lewis, 2007) see them as a type of médrpayments. However, these payments
are neither “fee-for-service” nor “donation” infoatnpayments but “fee-for-goods” payments.

It is important to separate these payments frore ppiormal payments in order to understand
better the out-of-pocket payment patterns in a trigun

In Chapter 5, we have studied payments for goodsdht by patients in Bulgaria,
Hungary and Ukraine in case of hospitalization. M/Im Hungary and Bulgaria, about 15%
of in-patients report such payments, they are mmohe common in Ukraine. Overall, the
practice of patients bringing goods for hospitaatment shows a government failure in
health care provision (Cohen, 2012; Falkinghaml.e2810). However, when some patients
have to bring also their bed linen and food foirthespitalization (as Chapter 5 shows), it is
an indicator of the major drawbacks in hospitalecand the need of immediate reforms
(Falkingham et al., 2010).

Still, we cannot deny the possibility that patieate asked to bring goods for their
hospital treatment not only due to the actual atxsef basic materials in the hospital, but
also due to the health care providers’ misuse @i tmarket power. Since the costs of these
goods are already included in the hospital reimrgment or hospital budget, when patients
bring the goods for their treatment, the hospitales funds and can use the “savings” for
other purposes, e.g. an increase of staff's inchraeinformal income). Such situation occurs
when adequate monitoring and control of the hokgtactice is absent. The literature
suggests that similar to hospital services, ouepatcare in CEE country also suffers from
the problem of quasi-informal payments (Balabanetal., 2004; Gotsadze et al., 2005;
Siskou et al., 2008).

7.3 Limitations of the study and suggestions for fther research

Although informal patient payments can be seen ssnaitive research question given their
hidden and unregistered nature, we have observallirgness of respondents to share their
informal payment experience and attitudes towah#sd payments. The non-response to
these questions has been negligible (less thanib¥pst of the countries. Hence a face-to-
face data collection mode has been applied reabomadil. However, in countries such as

Poland and Bulgaria, where the label of corrupigaften given to such payments by policy-
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makers and mass-media, researchers should be agpeareful when selecting the data
collection mode. In these countries, general amtiuption campaigns in addition to public
arrests of physicians highlighted by mass-mediddcbave increased the citizens’ awareness
of the negative aspects of informal patient paysemlass-media messages following
politicians’ point of view might have a strong egtion in public opinion on corruption
matters. This could have made respondents in tb@setries more reluctant to fully reveal
their informal payment practice and their true tattes. Therefore, researchers should
consider possible apprehension of respondentse¥ample, the face-to-face interviews can
be combined with self-administrated questionnairedllect more precise data on informal
payments. Future research may well focus on thaatngf different data collection modes on
the data on informal payment collected.

Moreover, we have mainly focused on the cross-ecguramparison of the informal
payment practice. As cross-country investigatioasehlittle to do with country-specific
regulations of patient payments, single-countryligtsi will still be necessary to fill this gap.
The identification of informal patient payments tthis based not only on the key
characteristics of the informal patient paymentflimed in Chapter 2 but also on country
specific regulations (if there are any) can be adgeeference point for future more detailed
Cross-country comparisons.

Although we have contributed to the cross-countmynparison of informal patient
payments and consumers’ attitudes towards theseerayg, a few issues related to the
examination of informal patient payments have regrbaddressed within this research. As
we have been limited in the number of countriesvals as in the number of questions to be
studied, future investigations should include notyoCEE countries where socio-cultural
dimensions are comparable, but also countries fotmer regions. Countries from different
parts of the world should be examined for a bettederstanding the peculiarities of the
cultural, economic and regulatory environment dbimal patient payments. For example,
researchers could study the role of professiorsd@ations and their directives to physicians,
which may ensure a negative physician dispositievatd informality in the physician-patient
relations.

Furthermore, we have not included in our studystbe&al capital dimension. Overall,
studies on corruption often emphasize the impodaot social capital or networks for
borrowing funds for or adequate public servicesvigion (Gatti et al., 2003; Knack &
Keefer, 2011; Leive & Xu, 2008). The presence ofliva& specialists in the patient’s social

network is usually considered as a means to atiher valid medical information, or access,
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or better quality of care (Balabanova et al., 2dPdsor & Witter, 2001; Patico, 2002; Salmi,
2003). Thus, investigation of the use of socialitehpand/or social network (instead of
informal payments) in order to obtain better sexwiGll be necessary.

We have conducted two waves of quantitative dalaateon, which do not practically
present us with any trend. Longitudinal cross-coudata could enable us to follow changes
in informal patient payments with regard to changdsealth care delivery policies and in the
general context of the country. Moreover, our gitative studies included only the consumer
perspective. Data on the attitudes and experiehother stakeholders can provide a broader
view on the acceptance, causes and effects ofnmaflopatient payments. Also, we present
nation-wide data which do not allow for examinirge tinformal payments on the level of
regions and health care facilities. Since out da@gest cases of non-payers, it can be useful
to explore the organizational culture of differéatilities and regions in order to reveal the
good managerial and regulatory practices in headtte delivery. Thus, case-studies of
facilities considering the experience of consumpreyiders and administrations should be
carried out.

Furthermore, in our study, we have mostly focusedealth care services. We have
analyzed the unregulated (quasi-informal) purcltaih pharmaceuticals only in case of
hospitalization. Unregulated spending on pharmacastin case of out-patient services is not
covered. In case of out-patient services, out-akpbpatient payments may also be related to
a wide-spread self-treatment practice in the CEBiore (Balabanova et al., 2004;
Falkingham, 2004; Whitehead et al., 2001). In pafér, patients can avoid visiting a
physician because of the lack of transparencyerattainment of physician services, because
service is not accessible or because self-treatisepbssible. In view of this, unregulated
spending on out-patient pharmaceuticals shouldkbmmed in future studies.

Nevertheless, informal patient payments (as onmarfly other social problems) can
be brought to nothing when civil society — publiaripation in policy-making — is
developed. When the government does not provigeistactory level of quality and quantity
of health care services, patients should have atwangfluence the actual policy instead of
resorting to ‘do-it-yourself’ actions, e.g. to payormally for desired attributes of the service.
Further research may well focus on the opportunitiecreating a civil society to influence
policy-making in the CEE countries, which can beiraportant factor in the elimination of

informal patient payments as well as other problenteealth care delivery.
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7.4 Discussion of the policy implications

7.4.1 Application of PRECEDE — PROCEED mddel

As discussed earlier in this chapter, informal gu@ti payments are a multifaceted
phenomenon. They are connected to the performanites diealth care system as well as to
the social culture, overall economic developmert governance in the country. In Chapter 1
(see Table 1.1 and Figure 1.2, SPACE matrix arglysie have outlined four dimensions that
can jointly explain the existence of informal payrmpractice: (1) the health care system, (2)
socio-cultural environment, (3) economic-labor eonment and (4) political-regulatory
environment. These four dimensions can be placedRRECEDE — PROCEEBodel(see
Figure 7.1) for developing a comprehensive poliggrala for the elimination of informal
patient payments. PRECEDE — PROCERDdels are broadly used in the health promotion
field (Green & Kreuter, 2005). The core of such mlodxplains a given behavior (e.g.
smoking) by indicating its environment, determirgsafgredisposing, enabling and reinforcing
factors) and outcomes (e.g. impact on health). dasethis, the model outlines a framework
for the development of interventions (e.g. heatibgpams), which includes the four phases of
PRECEDE evaluation. At the final phase, a set td@ruentions is proposed. Also, the model
suggests a framework for the evaluation of theruetation implementation, which includes
the four phases of the PROCEED evaluation. The PEEBC evaluation is completed by
analyzing the post-implementation outcomes. Thength of the PRECEDE — PROCEED
models compared to other behavior models, is im tbeus on outcomes rather than inputs as
well as in their comprehensive character. In paldic these models give the possibility to
bring together all constructs relevant to the ust@derding of a behavior and thus, to consider
broad interventions related to juridical, econonsituctural and communicative provisions
which should be implemented to achieve the deslvetlavior change. We apply the
PRECEDE - PROCEED model only as a framework toesygte the factors that are
associated with informal payments as well as ptssiteasurefor their elimination.

In our PRECEDE — PROCEEDnodel for the elimination of informal patient
payments (see Figure 7.1), behavior refers to mdébrtransactions between health care
consumers and providers, and the outcomes areetle &nd pattern of informal patient

payments in a country. We apply the model at spdetel, not at an individual level as it is

¥ PRECEDE is an acronym flredisposingReinforcing andEnablingConstructs irEducationaDiagnosis and
Evaluation) and PROCEED is an acronymRalicy, Regulatory, andrganizationalConstructs irEducational
andEnvironmentaDevelopment.
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often done in the health promotion field. The falimensions of the existence of informal
patient payments (see Chapter 1, Table 1.1 andré=ifjl2, SPACE matrix analysis) are
included in the model as behavior determinants:
®= The health care system dimension represents thé&oament where the informal
transactions between health care consumers anddprevtake place. It contains factors
related to the policy, funding and organizationezs$p of health care. Weak health policy,
inadequate funding of the public health care seata low moral of health care providers
create a need and favorable environment for infotm@msactions in the patient-physician
relations. Health care reforms that aim to deahwvgtich pitfalls should be the primary
concern of policy-makers who wish to deal with mmf@l payments.
® The socio-cultural dimension (e.g. attitudes towacdrruption, informality and giving
gifts) includes predisposing factors. By definitigeredisposing factors are cognitive-level
factors such as attitude and beliefs that motibateavior (Crosby & Noar, 2011; Glanz et al.,
2008). When corruption, informality and giving gifare generally accepted by society,
informal transactions between consumers and pravidppear in the health care sector as
well. The creation of an overall negative sociapaisition towards corruption and bribery,
will be essential for the elimination of informatent payments.
®= The economic-labor dimension is linked in our madethe enabling factors. These factors
are seen as conditions that impel the behaviortemopCrosby & Noar, 2011; Glanz et al.,
2008). Poor economic development in a country tésults in a low-paid workforce and lack
of resources for the adequate provision of puldiwises, pushes patients and physicians to
resort to informal transactions (for the patienbldain better services and for the physician to
obtain a better salary). Thus, economic and lableaacements will enable the elimination of
informal patient payments by reducing the needuohgayments.
= The political-regulatory dimension refers to theénfercing factors. Reinforcing factors
shape the behavior adoption by giving negativeasitive feedback (Crosby & Noar, 2011;
Glanz et al., 2008). Poor governance incapablestd with corruption in general, facilitates
informality in the patient-physician relation asllwémproved regulations, accountability and
transparency will reinforce the elimination of infeal payments in the health care sector as
well as in other sectors.

Predisposing, enabling and reinforcing factors uiefice not only the behavior
(informal transactions between health care conssiared providers) but also the environment

(the health care system) where the behavior talkees fjsee Chapter 1, section 1.2). Thus, a
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Figure 7.1.PRECEDE — PROCEEDodel for the elimination of informal patient payme
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mixture of strategies for changing the predispasergabling and reinforcing factors, as well
as the health care environment is necessary tondimithe informality in the patient-

physician relation and eliminating the informal ipat payments in a country. Figure 7.1
shows some examples of such strategies. In thigypdiscussion section, we outline a
comprehensive set of strategies related to eat¢heofour dimensions. At the end, we also

outline several country-specific strategies.

7.4.2 The health care system

The first surrounding of informal patient paymeimdgsthe health care system since these
payments are embedded in the physician-patiertiorta Five key health care system layers

can be identified to develop anti-informal patigr@ayments policies as well as to increase
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accountability and transparency in the health cseetor: (1) assuring an adequate
remuneration of the health care staff and adeqeatgursement of the health care facilities;
(2) defining clear professional rules (e.g. stafffprmance assessment and punitive measures
for underperformance) as well as standardized piaviof health care services (clinical,
informational and service aspects); (3) assuringpgadte investment in, and an efficient use
of health care resources; (4) introducing clearepatpayments policies (e.g. presence of
formal fee together with relevant exemptions) aaiding patient awareness about their rights
and payment obligations; and (5) developing thegbe health care sector.

The lowlevel of salary of health care personnel is typically considersdh&e most
important factor that explains the spread of infalpatient payments (Belli, 2001; Healy &
McKee, 1997; van Lerberghe et al., 2008; Rechel &Kke, 2009). Lower physicians’
salaries compared to the country average or tartthestrial sector average, coupled with
guality and access problems in health care, pro&ideotive for consumers and providers to
go into informal payment arrangements. We observeur study a high acceptance of
patients in CEE countries to pay informally andwa morale of the medical profession (e.g.
the case of maternity care in Ukraine). From a wevel perspective, adequate
remuneration of health care providers is crucialsivengthening capacities of the sector. In
particular, Romania as well as Lithuania report sanctrease in physicians’ salaries with a
consequent light decrease in the informal paymé@tsos et al., 2011; \Adescu et al.,
2008). However, only few CEE countries (e.g. thec@zRepublic and Slovenia) have not
neglected the opportunity (among other achievementsitroduce an adequate remuneration
of medical staff despite the difficult economiccotimstances (Vépk et al., 1995). As a
result, these countries show a negligible leveindérmal patient payments (Belli, 2002;
Masopust, 1989 in Gaal and McKee, 2005). Howevepresent, the Czech Republic faces
the problem of resigning medical staff within thebpc health care system because of being
‘under-evaluated and underpaid’ (Holt, 2010a). Whenk conditions in the public health
care sector are not attractive, physicians seaclalternative and better-paid jobs in other
sectors or other countries. This undermines trel@ttual capacities of the public health care
sector (Ensor & Duran-Moreno, 2002). Informal pawptsecan provide a motive for
physicians to stay in practice. Therefore, policgkers (who are unable to raise the
physicians’ remuneration) neglect and tolerateitfiemal payments practice. From a micro-
level perspective, the inconsistency in the socimremic status of medical staff (i.e. when
education and work responsibilities do not correspto salary) lead to a display of apathy
and aggressive attitudes (Cockcroft et al., 201EsdBwender, 1967; Lewis, 2000).
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Therefore, as suggested by our results, patients iptormally in order to assure
responsiveness of the staff and better quality.

However, the increase of health care staff remuiogravill not be a panacea for the
problem of informal patient payments. The literatisuggests that well-known medical
specialists are able to generate a much higheff{ciat) income via patients’ ‘bribes,’ ‘tips’
and ‘gifts’ compared to their less prestigious eafjues (Ensor and Savelyeva, 1998; Kornai,
2000). Thus, except for the level of salary in tlealth care sector, a performance-based
provider payment mechanismmay play an important role in stimulating the pston of
sufficient quality and quantity of service& uniform central payment scale does not count
guality of services and professional skills of rersonnel and therefore, efficiency in health
care becomes less feasible. Similar to Western geam countries, many CEE countries
apply capitation payment systems for GPs. Howewepatient personnel is usually paid
salaries (Groenewegen et al.,, 2002; Kutzin, 20B&cause incentives can distort policy
goals, a case-based provider payment mechanisectiafy the nature and quality of care
should be implemented. An adequate funding per slageld be assured.

Except for the monetary stimuli for providers topiraved performance, cleguality
standards should be defined. When such standards are abseriten their application is not
monitored, in a context of underfunding providérsrmselves may choose the attributes of the
service to be offered to the patient. Sometimes\dsirds of health care can be lowered by the
provider in order to make the patient pay inforpédir better service quality. A similar effect
Is observed in case of a negative attitude of nadi@ff to patients. Taking into account the
market power of health care providers as well assbue of information asymmetry, patients
appear in a vulnerable position. Therefore, the oflthe state as well as professional bodies
is to introduce and monitor clinical and relatednstards of care provided. These policies
should be supported byformational campaigns because patients should be informed about
their rights and responsibilities. On-line guideknfor patients or telephone support will be
essential supplements in these campaigns.

Additionally, when physicians earn on average nibes the ‘typical patient’ and at
the same time continue to accept expensive giftequire cash paymentassessment and
punitive measuresshould be applied aiming to create a negativd diaposition towards
informal payments. This can include the implemeatadf strict morale and ethical standards
(Code of Ethics), penalties and sanctions for ymeléormance (such as the acceptance of
informal payments), bonuses for good practicedf stainings, as well as participation of

professional committees (Lewis, 2006). As Rowele{2005) suggest, joined interventions
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will be required to achieve the desired resultpdmticular, even if a patient offers a gift, the
health care professional should feel obliged togefit politely (Abbasi & Gadit, 2008). At
the same time, a patient-friendly system of filoggnplaints by patients who are asked to pay
informally, should be created and promoted amomgptiblic. As our results show, health
care consumers in the CEE countries are not wétrmmed about the existence of such
system. To make such system useful, patients’ caimglshould be taken into account in the
personnel appraisal system.

Parallel to the above strategies, the governmemildicontinue to invest in the public
health care sector. The lack sfitableinvestmentsleads to outdated equipment and an
improper state of facilities’ buildings. Also, skages in medical supplies are seen as a direct
result of underfunding but also of an inefficiemanagement of health care resources
Informal patient payments (both pure informal pagiseand quasi-informal payments) as
well as quasi-formal payment may well fill gapshiealth care funding (Lewis, 2000; Gaal,
2010). Still, the increase in health care funds@ matter of political interests and the overall
economic situation. However, the government cary @la important role in assuring an
efficient allocation of the scant resources. A diedefined and well-sized basic package of
services that fit the available resources will bgportant for the elimination of informal
payments for these services.

Also, asystem of formal patient chargedor health care services can be introduced
although these charges cannot actually providgrfsiant portion of overall funding (Gaal,
2010). In addition to this, formal charges canepiace the informal ones because in practice,
the two types of payments serve different purpoResiieving funds from the shadow sector
will only be possible if the purpose of informalypa@ents (e.g. adequate income of physicians
and options for better quality) can be transferimetb the official charges. Otherwise,
preferences to pay unofficially will remain (Bajt al., 2011, 2012). This may lead to a
mixture of formal and informal patient paymentsjtas in Bulgaria (Atanasova et al., 2011).
When providers are adequately remunerated and vghdaic health care services are
provided with an adequate quality and access, ¢ee f informal payments can be reduced
and patients can be stimulated to use exclusivety dfficial channels. The concern that
official fees increase the burden for vulnerablpydation groups can be partly diminished by
the introduction of exemption categories and chargguctions. Such mechanisms are
actually lacking in so-called quasi-formal patigrayments initiated by the facility level
management. This means that quasi-formal chargesalap not a suitable substitute for

informal patient payments.

141



If official patient charges for health care sergicare introduced, health care
consumers should be well informed about the feessand exemptions. The findings of our
study indicate that this is still a problem in tG&E region, which supports the policy
recommendation to ensure adequate access to irfforman formal service prices. The
service consumption mechanisms should be clearafor patient (Belli et al., 2004).
Complicated schemes and regulations regardingtheait provision can become a barrier to
health care use and can lead to informal paymdimss, raising patient awarenessabout
their right to health care services with adequatity and access with no informal charges or
gratitude payments, as well as empowering the matie object to pay informally are
essential policy strategies for the eliminationirdbrmal patient payments (Pavlova et al.,
2010; Vian, 2008; Vian & Burak, 2006).

It is also important to support alternatives to lpulbealth care provision, i.e. the
development of thprivate health care sector(Ensor, 2004). The data from our survey show
that there is little inclination in Hungary, Romarand Ukraine to use private services as a
response to informal payments than in the othentt@ms. This may reflect different levels of
private sector development, the spread of corroptlack of stability and transparency,
specificity of regulations, monitoring measures amhlity mechanisms applied in the
countries (Lewis, 2006; Ensor & Witter, 2001). Qalera public-private mix in health care
funding and provision can create a competitive atgnand this can bring improvements in
public health care service provision as well (En&owitter, 2001; Thompson & Witter,
2000; Preker & Feachem, 1996). Although chargespiivate health care services are
associated with barriers to access, it should peikemind that informal patient payments are
found to be an even more regressive form of serfuinding than formal charges (Baji et al,
2012a). Thus, the elimination of informal patieayments will be an important step towards
access improvements. However, as in case of P@addBulgaria (Atanasova et al., 2011,
Golinowska, 2010; McMenamin & Timonen, 2002), plejens work in both sectors results in
recruiting patients from the public sector to garte private practice (which can even take
place in the same cabinet of public institutionhisToverlap of the two sectors prevents the
improvement of transparency. However, it can ineeete overall income of providers and

can diminish the requests of informal patient paytaéor health care services.

7.4.3 The external environment — socio-culturagrexmic-labor and political-regulatory factors

The second element surrounding informal patienigays is the external environment. In
Chapter 1 (see Table 1.1 and Figure 1.2, SPACBExatalysis), this environment is divided
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into a socio-cultural, economic-labor and politicadjulatory environment (referring to the
predisposing, enabling and reinforcing factors iguFe 7.1). Within each environment,
different anti-informal patient payments policiesde defined.

Socio-cultural environment: People express theatigrde in the form of gifts. The
gift-giving culture is deeply rooted in Asia (Kiigsworth, 2002), but also in the CEE region,
while it appears in a lesser extent in Western pega societies (Spence, 2005). The practice
of giving gifts is wide-spread not only in the hbatare sector but also in other public and
business sectors (Miller et al., 1998; Miller et 2000). Thus, gratitude payments for health
care services could be seen as part of the ovssaltl culture. However, informal patient
payments are gratitude payments as long as theynd&iad gifts with negligible monetary
value and are given after the service provisiomhgythankful patient without any expectation
of patient to improve the service as well as withaay request or hint by the staff. The
literature suggests that giving gifts is part ofrfam interaction that helps strengthen bonds
(Schwarts, 1967). However, strong social relatiarasm be also coupled with bribery
(Grodeland et al., 1998; Rosen, 2011). Typicallghange of generation is supposed to bring
new cultural and behavioral patterns, whereas nay&dinformational technologies allow
creating or changing consumer perception and behava shorter period of time.

Overall, the elimination of informal payments woulejuire general anti-corruption
campaigns with involvements of efforts of a variefysectors. Indeed, Golinowska (2010)
reports on a reduction of informal payments in Rdlafter public anti-corruption campaigns.
Mass communication media could helpitdorm the public about the overall negative
effects that informal payments bring to public servicesvsion since consumers may be
able to consider only perceived personal benédditso, mass-media are supposed to provide
information about the terms of provision of puldiervices. When citizens are aware of their
right to public services (health care specificallyith adequate quality and access with no
informal charges, the realization of policy goalels as transparency and accountability can
be ensured. There is also a need for mechanisnobjéxt to paying informally such as
systems of complaints and sanctions. Additionadlyti-corruption campaigns can facilitate
the creation of public opposition towards bribeng ather informal transactions. For policy-
makers, it is highly important to focus @manging consumer perceptiongpredisposing
factors) about making informal payments to be ablaleal with these payments on the
consumer side. Anti-corruption actions of the goweent in all sectors, supported by mass-

media, are expected to work effectively againstrimial payments.
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Meanwhile, raising social awarenessn this direction is an important remedy for
informal payments. Citizens should not only be anabout their rights and obligations but
should also be able to influence or participatpalticy-making. When society is dissatisfied
with the existing public service delivery, citizesisould be able to use their power to direct
policy-making agenda (‘do-it-together’) insteadre$orting to the ‘do-it-yourself’ approach.
At least, advocacy offices that serve to file coanmuls, appeals and other consultations on
legislation (Karklins, 2005 in Radin, 2006) canhmdpful for those who are ready to follow
the rules (Grimes, 2008; Radin, 2006). An actiwal ciociety and free media are essential to
analyze the performance of government and highlgfdrtcomingsin terms of quality
improvements (Primatarova, 2010; Rechel et al.,120By and large public interests
represented in a civil societyhave an impact on the level of corruption (Grin2&11). In
other words, civil society can play the role of tiacorruption watchdog’ (Grodeland &
Aasland, 2011). However, the presence of civilsiydis a political regime attribute. There is
much to be desired in the CEE countries in thisation.

Political-regulatory environment: We have alreadscdssed a variety of possibilities
to solve the problem of informal payments for healare through improvements in health
care provision and straitening the role of the pulnh policy-making. However, a key
obstacle for activating social policy in the diteat of eliminating informal payments is the
lack of motivation of policy-makersfor such actions. Policy-making in most CEE cow#ri
frequently serves the interests of top-businesstebieer, political and business elites are
often similar or connected (Radin, 2006). The madmlite is not actually interested in
reforms aiming to eliminate informal payments (G&alMcKee, 2005). Political culture
inherited from the communist past, such as pagsofitthe public and non-involvement of
citizens in the political life, has remained commalso in the transition period. Public
expectations of a paternalistic welfare state e abserved (Radin, 2006). Therefore, the
lack of adequate regulationallows citizens (e.g. public service consumergatients) to
apply a variety of behavioral patterns leadingrtfmimal payments. Thus, informal patient
payments mostly prevail in poor governed countidgre well-designed and respectable
rules that reflect performance, are absent (Fiszbeal., 2011). However, the concentration
of problems inherited from the communist systemegsbetween countries. If we consider
the experience of other post-communist countrietar®l shows one of the best governance
indicators in the region (The Worldwide Governamedicators 2010), presenting a case of
“season of corruption” in contrast to deep-rootetinfate of corruption” in other post-

communist countries (Miller et al. 2001). The adistirative skills and political will in Poland
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provide an example of a governance practice taviollPossibly, anti-communist public
moods, lack of nostalgia as well as the intentmjoin the EU facilitated reforms in virtually
all sectors (Leven, 2005). Indeed, rule of law,amti-corruption legislation (realized in a
cooperation between related sectors) have beenlogpede and ensured in Poland
(Golinowska, 2010). Only after such institutionatiecorruption basis was established, mass-
media have been engaged. Thus, quality of goveen@minforcing factors) is crucial for
diminishing the extent of informal patient paymeasl of the shadow sector in general.
Economic-labor environment: While governance is sidered as essential for
economic development (Lewis, 2006), economic depraknt is tightly related to the fiscal
revenues allocated to ‘non-profit’ sectors. Instiéfncy of resources is often attributed to the
incapability of the government to ensure an adexlexel of public services provision.
Indeed, two decades ago, virtually all CEE coustegperienced an economic recession,
difficulties in revenue collection as a result pabspending on health, education was
decreased proportionally especially in the coustvidaere such reduction was not protected.
Later, the majority of the countries in the reggitowed astable economic growthexcept
for the Community of Independent States due todlog privatization process, the large
extent of corruption and the distance from Europewkets. Informal payments (e.g. for
health care services) are more deep-rooted in dbatges where the government tolerates
and relies on informal payments as an additionafceof funding. This misuse of informal
payments brings a mismatch in the health care sgctals and in the measures applied to
achieve the goals. Therefore, chronic underfundirte health care sector should be avoided
and sufficient resources for health care servio@ipion should be ensured (enabling factors).

7.4.4 Country-specific implementations

A mixture of strategies discussed above, will beessary in a country to eliminate informal
patient payments. However, the specific mix wilpdied on the country context. In Chapter 1,
we have presented country profiles (Figure 1.2, GBAmatrix analysis) that highlight
differences in economic, political and social eamiments of the six countries studied, as well
as in funding and organization of their health csgerice systems. Additionally, in Chapters
3-6, we have shown that attitudes and patternsnfifrmal patient payments differ
considerably among the countries. Overall, we habh&erved that informal patient payments
are most spread in Romania and Ukraine where theomment is relatively most conductive

to informal payments (as shown in Figure 2.1), ealdtively least spread in Poland, where
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the environment is relatively least conductive ndormal payments. Below, we discuss
problematic areas in the countries to suggest iprioneasures aimed at the elimination of
informal patient payment.

Hungary and Poland have a similar general contedtaae usually grouped together
as belonging to the advanced CEE countries (thegvasl group). The similarities in their
context goes back to their abortive attempt to thetsoviet invasion virtually half a century
ago, as well as to their fast socio-economic reformthe 1990s, which brought them to the
group of high-income countries. Nevertheless, polwakers in Hungary face a greater
challenge with regard to informal patient paymehtn those in Poland. As shown by our
results, informal patient payments are more spreadungary than in Poland. This can be
attributed to some essential differences betweentilo countries. As suggested by Figure
1.2, the graphic profile of Hungary has a slightlyger area than that of Poland, which
suggests a more conductive environment to inforpslent payments. Also, our survey
results demonstrate rather positive and indiffeadtitudes towards informal patient payments
among the Hungarian public compared to that in fbldan Hungary, informal payments
initiated by patients are more frequent than infarpayments requested by medical staff.
Hungarian patients mostly use informal paymentadoess better quality of services. Hence,
two key directions for improvements should be cdesed by Hungarian policy-makers in
their attempts to deal with informal patient paymsenFirst, patients should have an
institutionalized option for better care (e.g. pte health care services) and second,
opposition towards informal patient payments shoh&l created on the basis of anti-
corruption legislation and the support of mass-meds it has been done in Poland. The
experience of Poland in introducing reforms andiggtpositive effects in reducing informal
payments (Golinowska, 2010) is an outstanding pesfterformance in the CEE region.

As we have already discussed in Chapter 5, theaegiszzling difference between the
level of informal patient payments in Hungary anddaria. In particular, traditionally better
indicators in Hungary (e.g. higher health care fagdand political stability) but also higher
levels of informal patient payments, mismatch witklatively poorer socio-economic
development but lower frequency of informal paymsentBulgaria. Possibly, in Bulgaria, the
health care reforms (e.g. implementation of forec@mpayments, development of the private
sector and anti-informal payment campaigns) haweer their effectiveness as relatively few
out-patients report making informal payments. Nthadess, Bulgarian in-patient service
provision requires more efforts from policy-makeysassure an adequate service organization

and funding (Atanasova et al., 2011), as well agdéal with the widespread informal
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payments in the hospital sector (as suggested I3y dissertation). The fight against
corruption in all public sectors should be hightlba policy agenda.

Meanwhile, Lithuania demonstrates an interestingecaf the spread of informal
patient payments against the background of a aat@fy socio-economic development. It
should be underlined however that in virtuallyatyss-country comparisons presented in this
dissertation (including the conduciveness of thenty environment to informal patient
payments presented in Figure 1.2), Lithuania ramkke middle. The primary explanation for
informal patient payments in Lithuania can be founthe soviet past of the country reflected
by weak health policy-making at present and peroegtof health care sector as unproductive
and of low priority in funding. Indeed, the procesfsdecentralization and privatization has
not been finished effectively in Lithuania (Jakusibe et al., 2005). Related to informal
patient payments, the analyses suggest that thene urgent need of clear regulation on out-
of-pocket patient payments, which have been larigelying in Lithuania since the start of the
transition process (Murauskiene et al., 2012).

Romania and to a higher extent Ukraine show anrenrient that is relatively most
conductive to informal patient payments (their dniaporofiles in Figure 1.2 have the largest
areas, several times higher compared to Polanduagéty. This is an indication of a high
number of problematic areas in these countries vithemmes to informal patient payments.
As suggested by the results in this dissertatigioyial patient payments clearly fill funding
gaps in the Romanian and Ukrainian public healtle sgstem. Since the private health care
sector is under-developed in both countries, ptgtieave no other option except to resort to
informal payments in order to obtain the necessarg. It should be pointed out however that
although informal patient payments in Romania akdalthe mostly function as a remedy to
the heath care system failures, providers’ mistdiseavket power is also widely observed. To
diminish and eliminate the informal patient paynsefomania and Ukrainian policy-makers
need to encourage the development of private health provision with the objective to
provide an alternative to patients, who are willingise more luxury services and are able to
pay extra for such services. At the same timeaaamable basic service package should be
defined and adequately to assure good quality @edsa for all patients. Parallel to this,
improved governance and economic development witidguired in both countries.

To be successful, the implementation of these ityioneasures should be combined
with other more general strategies for the elimamatof informal payments (discussed
earlier). Also, only by securing political commitmeand involvement of all stakeholders in

the process of elimination of informal patient paynts, appreciable effects can be ensured.
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7.5 Concluding remarks

The research described in this dissertation sugdleat attitudes and perceptions of informal
patient payments and their patterns vary signitigammong the CEE countries and within
each country. Negative, positive and indifferentblpu attitudes exist simultaneously,
solicited payment are present together with gré¢itpayments, though the proportion of these
contrasting categories differ in the region. Diffieces in regulatory mechanisms, availability
of alternatives to informal payments as a mearachieve better quality and access, and the
level and sources of funding can explain the comssitry diversity. Nevertheless, the
devotion to accepting, giving and relying on infalnpatient payments observed in the CEE
region can become a great obstacle to health edoenrs in any of the countries. Thus,
strategies to deal with informal patient paymemis their causes are urging.

Post-communist countries have been confronted wetlonomic, political, and
regulatory challenges during the transition periddherefore, new moral principles or
“multiple moralities” (Wanner, 2005, p.530) that dot support social consensus as well as a
country’s development, have been established irstleeeties. Moreover, professional groups
such as teachers, physicians, judges — whose vahaebeliefs are perceived as a benchmark
for social morality — demonstrate quite unethicahdwvior like soliciting informal payments.
This pattern has become rooted and has translategtw generations as well as to new
professional stratums. Behavior that previously wassidered as “wrong”, has become an
acceptable social practice. In other words, theitdmurself approach” used by consumers
and providers to ensure a reliable supply of essesgrvices in an informal manner (when
the government fails to assure such supply) hasbeen restricted by the overall negative
social attitudes to such approach. Overall, theal®d gift-giving culture in the post-
communist countries has undergone substantial @samghen restraining factors, e.g.
legislative or social borders for allowable behayviare lacking. Thus, unhealthy moral
principles of wealth distribution, of goods or Sees access, consumption and provision

persist in new shapes using old labels of “gifts“gratitude money”. Indeed, Polese (2008)
and Morris and Polese (2013) suggest the termtsbrdr “grafts” for describing the hybrid
nature of giving “gifts” or “bribes”. In other wosj a very extensive grey zone appears when
a typical differentiation between corruption andatgude is applied. Informal patient
payments are gratitude payments as long as theyndiad gifts with negligible monetary

value and are given after the service provisiothigythankful patient.
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In contrast to the countries that are aware of uhelesirable consequences of
“corruption” (its stigmatizing effect as well asgl consequences), the post-communist
societies have adopted this concept and the stigatiah connotation has been lost (Polese,
2008). Practically, from the providers’ point oéw, “using public office for private purpose”
IS seen as an option to survive. For health caeesusformal payments can help to fulfill
their needs in health care even when the state taido provide an adequate quantity and
quality of these services. Changes of governmemd anternational organization
interventions may give a stimulus to improve goaeice and the management culture in all
public sectors. Overall, the ability of the goveemhto ensure the good-performance of the
public sector in general and of the health car¢osen particular, is seen as a key factor to
avoid shadowed practices. However, so far, politiegision-making in the CEE region has
been mostly based on the interests of businessnfigical elites in case of health care)
without considering evidence-based strategies atiqpopinions (Rechel & McKee, 2009).
This impedes actual positive changes in publiciserprovision regardless of the policy goals
stated by the CEE governments. In the absence ad governance, consumers (patients in
particular) apply alternative politics following eh“do-it-yourself” approach despite the
disgrace that they need to experience. The ultimh&dlenge for CEE policy-makers is to
realize that when such failure (“do-it-yourself” ppach) appears in health care, it also

aggravates the health and wealth of the nation.

149






REFERENCES

Aarva, P., lichenko, I., Gorobets, P., & Rogache&a(2009). Formal and informal payments in
health care facilities in two Russian cities, Tywand LipetskHealth Policy and Planning
24(5), 395-405.

Abbasi, Y.I., & Gadit, A.A.M. (2008). Accepting ¢¥ from patients: how ethical can this be in the
local contextJournal of Pakistan Medical AssociatidsB(5), 281-2.

Adam, G. (1985). Az orvosi halapénz torténete Magszagon (The History of Medical Gratitude
Payment in Hungary). Mozgo Vilag (3, 4), 56 — 69,-461.

Adam, G. (1986).Az orvosi hélapénz Magyarorszagbtedjcal gratitude payment in Hungary).
Budapest: MagvétKiado.

Adam, G. (1989). Gratuity for doctors and medidhias. The Journal of Medicine and Philosophy
14, 315-22.

Allin, S., Davaki, K., & Mossialos, E. (2006). Pagi for ‘free’ health care: The conundrum of
informal payments in post-communist Europe. [Mransparency International Global
corruption report Washington D.C.: The University Club of Washingto62-75
[http://www.transpar ency.org/publications/gcr/ddead_gcr].

Atanasova, E., Moutafova, E., Kostadinova, T., &lB@a, M. (2010). Patient payments and the
problems in medical service provision in Bulgarizeszytu Naukowe Ochrony Zdrowia.
Zdrowie Publiczne i Zar@lzanie VIII(1), 48-53.

Atanasova, E., Pavlova, M., Velickovski, R., Nikd, Moutafova, E., & Groot, W. (2011). What
have 10 years of health insurance reforms brougiitain Bulgaria? Re-appraising the Health
Insurance Act of 1998Health Policy102, 263— 269.

Baji, P., Boncz, I., Jenei, G., & Gulasci, L. (201The short story of co-payments for health care
services in Hungary — lessons for neighbouring tiies Zeszytu Naukowe Ochrony Zdrowia.
Zdrowie Publiczne i Zardzanie VIII(1), 37-47.

Baji, P., Pavlova, M., Gulacsi, L. & Groot, W. (201 User fees for public health care services in
Hungary: Expectations, experience, and acceptabilibm the perspectives of different
stakeholderd-ealth Policy 102, 255-262.

Baji, P., Pavlova, M., Gulacsi, L., & Groot, W. (8. Informal payments for healthcare services and
short-term effects of the introduction of visit famn these payments in Hungaryhe
International Journal of Health Planning and Managent 27(1), 63-79.

Baji, P., Pavlova, M., Gulacsi, L., & Groot, W. (2r). Changes in equity in out-of-pocket payments
during the period of health care reforms: evidefioen Hungary.International Journal for
Equity in Health 11, 36

Balabanova, D., & McKee, M. (2002). Understandinfpimal payments for health care: The example
of Bulgaria.Health Policy 62, 243-73.

151



Balabanova, D., & McKee, M. (2004). Reforming hkattre financing in Bulgaria: the population
perspectiveSocial Science and Medicing8, 753-765.

Balabanova, D., McKee, M., Pomerleau, J., Rose&Riaerpfer, C. (2004). Health service utilization
in the Former Soviet Union: evidence from eight rioies. Health Services ResearcB9(6),
1927-1950.

Barber, S., Bonnet, F., & Bekedam, H. (2004). Fdizirey under-the-table payments to control out-
of-pocket hospital expenditures in CambodHiaalth Policy and Planningl9(4), 199-208.

Barr, D.A. (1996). The ethics of Soviet medical qtige: Behaviours and attitudes of physicians in
Soviet EstoniaJournal of Medical Ethigs22, 33-40.

Bartlett, W., Bozikov, J., & Bernd, R. (eds.) (2012lealth reforms in South East Europe. New
perspectives on South-East Europalgrave Macmillan.

Baschieri, A., & Falkingham, J. (2006). Formalizimgformal payments: The progress of health
reform in KyrgyzstanCentral Asian Survey5(4), 441-460.

Bass, L.W., & Wolfson, J.H. (1980). Professionali@esy.Pediatrics 65, 751.

Belli, P. (2001).Ten years of health reforms in former socialist remuies: lessons learned and
options for the futureCambridge, MA: Center for Population and DeveleptrStudies.

Belli, P. (2002) Formal and informal household spending on healtiméti-country study in Central
and Eastern EuropeCambridge, MA, Harvard School of Public Health.

Belli, P., Gotsadze, G., & Shahriari, H. (2004).t©ftipocket and informal payments in health sector:
Evidence from Georgiddealth Policy 70, 109-123.

Berend, I.T. (2007). Social shock in transformingn@al and Eastern Europgommunist and Post-
Communist Studied0, 269-280.

Bergthold, G., Rooks, J., & Stewart, G. (199Bxaluation of the women’s reproductive health
initiative in Ukraine USAID Agency for international development.

Betliy, O., Kuziakiv, O., & Onishchenko, K. (2007he evaluation of health care system in Ukraine
in the context of structural and quality-enhancrefprms Moscow: EERC.

Bonilla-Chacin, M.E., Murrugarra, E., & Temourov,. N2005). Health care during transition and
health systems reform: Evidence from the poores& @buntries. Social Policy &
Administration,39(4), 381-408.

Borko, H., Liston, D., & Whitcomb, J.A. (2007). Algs and fishes: The debate over dispositions in
teacher educatiodournal of Teacher Educatipb8, 359-364.

Bovi, M. (2002). The nature of the underground @oy: Some evidence from OECD countries.
ISAE Istituto di Studi e Analisi Economica.

Brown, J.V., & Rusinova, N.L. (1997). Russian medlicare in the 1990s: a user’s perspect8exial
Science and Medicind5(8), 1265-1276.

152



Burak, L., & Vian, T. (2007). Examining and predigt under-the-table payments for health care in
Albania: An application of the theory of plannedhbeior. Journal of Applied Social
Psychology37(5), 1060-1076.

Cabinet of Ministers of Ukraine (2006). Resolutigmpgram of 27 December 2006 # 1849 “State
Programme ‘Reproductive health of the nation wai15".

Calltorp, J., Abel-Smith, B., & Ministry of Healtand Social Welfare (1994Report on the Greek
Health ServicesAthens: Pharmétrica.

Cartwright, A. (1983)Health surveys in practice and potentiabndon: Oxford University Press.

Chalmers, B., Mangiaterra, V., & Porter R. (2000HO principles of perinatal care: the essential
antenatal, perinatal and postpartum care coigh, 28 (3), 202—-207.

Chawla, M., Berman, P., & Kawiorska, D. (1998).a&nning health services in Poland: New evidence
on private expenditureblealth Economics?, 337-346.

Chiu, Y.C., Smith, K.C., Morlock, L., & Wissow, I(2007). Gifts, bribes and solicitions: Print media
and the social construction of informal paymentsdtxtors in TaiwanSocial Science &
Medicine 64, 521-530.

Cockcroft, A., Andersson, N., Paredes-Solis, Sld@all, D., Mitchell, S., Milne, D., et al. (2008An
inter-country comparison of unofficial payments:sikés of a health sector social audit in the
Baltic StatesBMC Health Services Resear@) 15.

Cockcroft, A., Khan, A., Ansari, N.M., Omer, K., Hal, C., & Andersson, N. (2011). Does
contracting of health care in Afghanistan work? IRuland service-users’ perceptions and
experienceBMC Health Services Researdi(Suppl 2), S11.

Cohen, N. (2012). Informal payments for health car¢he phenomenon and its conteiialth
Economics, Policy and Law(3), 285 - 308.

Creswell, JW., & Miller, D.L. (2009). Determiningalidity in qualitative inquiry.Theory into
Practice 39(3), 124-31.

Crosby, R., & Noar, S.M. (2011). What is a plannimpdel? An introduction to PRECEDE-
PROCEED.Journal of Public Health Dentistry;1, S7-S15.

Czupryniak,L., & Loba, J. (2004). Route of corruption in Pal&health-care systenthe Lancet
364(9448), 1856.

Dabalen, A., & Wane, W. (2008nformal payments and moonlighting in Tajikistah&alth sector.
Washington,D.C.: The World Bank and Developmentedesh Group.

Danishevski, K., Balabanova, D., McKee, M., & Parigt, J. (2006). Delivering babies in a time of
transition in Tula Russiddealth Policy and Planning21(3), 195-205.

Danyliv, A., Stepurko, T., Gryga, I., Pavlova, M. Groot, W. (2012). Is there a place for the Pdtien
in the Ukrainian health care system? Patient paymelicies and investment priorities in
health care in Ukrain&ociety and Economy in Central and Eastern Eur8@€2), 273-291.

153



Davis-Floyd, R. (2001). The technocratic, humaajstand holistic paradigms of childbirth.
International Journal of Gynecology and Obstetri¢S(Suppl.1), S5-S23.

De Bruin, A., Picavet, H.S.J., & Nossikov, A. (199dealth interview surveys: Towards international
harmonization of methods and instrumefspenhagen: WHO.

De Leeuw, D. (2005). To mix or not to mix data eotion modes in surveysiurnal of Official
Statistics 21(2), 233-255.

Delcheva, E., Balabanova, D., & McKee, M. (1997ndér-the-counter payments for health care:
Evidence from Bulgarigdealth Policy 42, 89-100.

Deppe, H.U., & Oreskovic, S. (1996). Back to Europack to Bismarck™ternational journal of
health services26(4), 776.

Dillman, D.A. (2000) Mail and internet surveys: The tailored design metiNew York: John Wiley
Co.

Dillman, D.A., Phelps, G., Tortora, R., Swift, KKohrell, J., Berck, J., & Messer, B.L. (2009).
Response rate and measurement differences in mixe@- surveys using mail, telephone,
interactive voice response (IVR) and the InterBecial Science Researc8, 1-18.

Dodge, J.M. (1978). Beyond Estate and Gift Tax Rafdncluding Gifts and Bequests in Income.
Harvard Law Review91(6), 1177-1211.

Drew, J., Stoeckle, J.D., & Billings, J.A. (1983)ps, status and sacrifice: Gift giving in the dwet
patient relationshipSocial Science and Medicing7, 399-404.

Ensor, T. (2004). Informal payments for health ceretransition economiesSocial Science and
Medicine 58, 237-246.

Ensor, T., & Duran-Moreno, A. (2002). Corruptionaashallenge to effective regulation in the health
sector. In Saltman, R.B., Busse, R. & MossialogeHs)Regulating entrepreneurial behaviour
in European health care systen@pen University Press, 2002

Ensor, T., & Ronoh, J. (2005). Effective financin§ maternal health services: a review of the
literature.Health Policy 75(1), 49-58.

Ensor, T. & San, P.B. (1996). Access and paymenhéalth care: the poor of northern Vietham.
International journal of health planning and managent 11, 69-83.

Ensor, T., & Savelyeva, L. (1998). Informal payn®efdr health care in the former Soviet Union:
Some evidence from Kazakstaealth Policy and Planningl3 (1), 41-49.

Ensor, T., & Witter, S. (2001). Health economicddw income countries: adapting to the reality of
the unofficial economyHealth Policy 57, 1-13.

Eurostat (2010). Minimum wage statistics. Retriefred:
http://epp.eurostat.ec.europa.eu/statistics_exgiéimdex.php/Minimum_wage_statistics

Falkingham, J. (2004). Poverty, out-of-pocket pagtaeand access to health care: Evidence from
Tajikistan.Social Science & Medicin®8, 247-258.

154



Falkingham, J., Akkazieva, B., & Baschieri, A. (B)1Trends in out-of-pocket payments for health
care in Kyrgyzstan, 2001-200Health Policy and Planning25, 427-436.

Ferman, L.A., & Berndt, L.E. (1981). The irreguemonomy. In Henry, S. (EdQan | have it in cash?
A study of informal institutions and unorthodox way doing thingsLondon: Astragal.

Fiszbein, A., Ringold, D., & Rogers, H. (201Making services work: Indicators, assessments, and
benchmarking of the quality and governance of puldervice delivery in the human
development sectoré/orld Bank.

Fotaki, M. (2009). Informal Payments: A Side Effe€fTransition or a Mechanism for Sustaining the
lllusion of ‘Free’ Health Care? The Experience @uF Regions in the Russian Federation.
Journal of Social Policy38(4), 649—-670.

Gaal, P. (2004)Health Care Systems in Transition. Hunga@ppenhagen, WHO Regional Office for
Europe on behalf of the European Observatory onthi&gstems and Policies.

Gaal, P., Belli, P.C., McKee, M., & Szocska, M. @B). Informal payment for health care:
Definitions, distinctions, and dilemmas. JournaHefalth Politics, Policy and Law, 31 (2), 251-
291.

Gaal, P., Jakab, M., & Shishkin, S. (2010). Straetp address informal payments for health care. |
Kutzin, J., Cashin, C., Jakab M. (edsmhplementing health financing reform. Lessons from
countries in transition Copenhagen: WHO Regional Office for Europe onalfebf the
European Observatory on Health Systems and Polige327-60.

Gaal, P., & McKee, M. (2004). Informal payment foealth care and the theory of ‘INXIT'.
International Journal of Health Planning and Managent 19, 163-178.

Gaal, P., & McKee, M. (2005). Fee-for-service omdtion? Hungarian perspectives on informal
payment for health car8ocial Science and Medicing), 1445-57.

Gatti, R., Paternostro, S., & Rigolini, J. (200B)dividual Attitudes Toward Corruption: Do Social
Effects Matter? World Bank Policy Research Workitaper 3122.

Gaufberg, E. (2007). Should Physicians Accept Gftsm Patients? American Family Physician,
76(3), 437-438.

Gaziano, C. (2005). Comparative analysis of witihitsehold respondent selection technigBeslic
Opinion Quarterly 69(1), 124-57.

Gelormino, E., Bambra, C., Spadea, T., Bellini,& Costa, G. (2011). The Effects of Health Care
Reforms on Health Inequalities: A Review and Analysf the European Evidence Base.
International Journal of Health Service$1(2), 209-230.

Geschwender, J.A. (1967). Continuities in TheookeStatus Consistency and Cognitive Dissonance.
Social Forces46(2), 160-171.

Giddens, E. (1984)The constitution of society: Outline of the theofystructuration Cambridge:
Polity Press.

155



Glanz, K., Lewis, F.M., Rimer, B.K. (eds.) (199®ealth Behavior and Health Education: Theory,
Research and Practic@nd ed. San Francisco, CA: Jossey-Bass.

Glatleider, M.P. (2006). Midwifery training to impre ante- and perinatal health in low- and middle-
income countries of the former Soviet Uni@eminars in Fetal and Neonatal medicihé&(1),
21-28.

Global Health Observatory Data Repository, Worldltieorganization: http://apps.who.int/ghodata/

Golinowska, S., Winiak, M., Sobiech, J., Suréwka, K., Baran, A., Ryatka, |I. Et al. (2008).
Financing Health care in Poland. The Green Pafieihansowanie Ochrony Zdrowia w Polsce.
Zielona Kstga Il]. Retrieved from:
http://lwww.mz.gov.pl/wwwfiles/ma_struktura/docsioiea_ksiega 06012009.pdf

Golinowska, S. (2010). Informal payments in healine. Polish perspective and experierZzEszytu
Naukowe Ochrony Zdrowia. Zdrowie Publiczne i ZdeanieVIli(1), 12-28 (in Polish).

Gordeev, V.S., Pavlova, M., & Groot, W. (2010wo decades of reforms. Appraisal of the financial
reforms in the Russian public healthcare seétealth Policy 102(2), 270-277.

Gorobets, A. (2008). An independent Ukraine: Suastalie or unsustainable developme@Gtinmunist
and Post-Communist Studjekl, 93-103.

Gotsadze, G., Chechulin, Y., Galayda, V., Lekhan, Ghanfreau, C., Dmytraczenko, T. (2006).
National Health Accounts 2003-200%olume 1: Analytical Report. Bethesda, MD: The
Partners for Health Reformplus Project, Abt Assasdnc.

Green, L., & Kreuter, M.K. (2005)Health program planning: an educational and ecotagi
approach 4th ed. New York:McGraw Hill.

Greenberg, D. (1990). All expenses paid, Dodtancet 336(8730-8731), 1568—1569.

Grimes, M. (2008)The conditions of successful civil society involvemhin combating corruption: A
survey of case study evidence. QoG Working Papeie$e2008:22. The Quality of
Government Institute.

Gregdeland, A.B., & Aasland, A. (2011). Fighting egation in public procurement in post-communist
states: Obstacles and solutio@®mmunist and Post-Communist Studdels, 17-32.

Grgdeland, A.B., Koshechkina, T.Y., & Miller, W.[1998). ‘Foolish to give and yet more foolish not
to take’'—In-depth interviews with post-communidizgns on their everyday use of bribes and
contactsEurope-Asia Studie$0(4), 651-677.

Groenewegen, P.P., Dixon, J., & Boerma, W.G.W. idgailatory environment of general practice: an
international perspective. In Saltman, R.B., BusRe,& Mossialos, E. (edsRegulating
entrepreneurial behaviour in European health caystemsOpen University Press, 2002

Gryga, |, Savruk, O., & Ryabtseva, N. (2006). Heatire improvement: Process management.
Magisterium,25, 21-27 ([in Ukrainian).

156



Gryga, |., Stepurko, T., Danyliv, A., Gryga, M., luyyk, O., Pavlova, M., & Groot, W. (2010).
Attitudes towards patient payments in Ukraine:Heré a place for official patient charges?
Zeszytu Naukowe Ochrony Zdrowia. Zdrowie PublicZszgdzanie VIII(1), 69-78.

Harding, P., & Jenkins, R.(1989)he myth of the hidden econanMilton Keynes: Open University
Press.

Health Consumer Powerhoué2008). Brussels: European Commission.
Health Consumer Powerhou§2010). Brussels: European Commission.

Healy, J., & McKee, M. (1997). Health sector refdmCentral and Eastern Europe: the professional
dimensionHealth Policy and Planningl2(4), 286-295.

Holbrook, A.L., Green, M.C., & Krosnick, J.A. (2003Telephone vs. face-to-face interviewing of
national probability samples with long questionesirComparisons of respondent satisfying
and social desirability response biRgblic Opinion Quarterly67, 79-125.

Holt, E. (2010a). Doctors in Eastern Europe preparealk out over payLancet,376(9737), 221-
222.

Holt, E. (2010b). Romania's health system lurch&smew crisisLancet,376(9748), 1211-1212.

International Average Salary Income Comparison 5200 Retrieved from:
http://www.worldsalaries.org.

JakuSovatt, 1., Darulis, Z., & Zekas, R. (2005). Lithuaniaedith care in transitional state: ethical
problems BMC Public Health5, 117.

Johnson, B., & Clarke, J.M. (2003). Collecting st data: The impact on researchépsialitative
Health Researchl3(3), 421-434.

Jones, S., Dietsche, E., & Weinzirl, S. (200Bdrruption: Measuring prevalence and cosBxford
Policy Management.

Karklins, R. (2005).The system made me do it: corruption in post-conshwsocietiesNY: M.E.
Sharpe.

Killingsworth, J.R. (2002). Official, unofficial @hinformal fees for health care. Draft Discussion
Note #13. Third Health Sector Development Technidvisory Group meeting: health care
financing in the Western Pacific region. WHO/WPRG@n&rence Hall Manila, Philippines.

Killingsworth, J.R. (1999). Unofficial fees in Balaglesh: Price, equity and institutional issudsalth
Policy and Planning14, 152-163.

Knack, S., & Keefer, P. (2011). Does Social Capifave an Economic Payoff? A Cross-Country
Investigation.The Quarterly Journal of Economick12(4), 1281-1288.

Kornai, J. (2000). Hidden in an envelop: gratitysleyments to medical doctors in Hungary. In:
Dahrendorf, Lord et al. (edsjhe Paradoxes of Unintended ConsequenBadapest and New
York: Central European University Press.

157



Kuszewski, K., & Gericke, C. (2005Health Systems in Transition: Polan@openhagen, WHO
Regional Office for Europe on behalf of the Eurapé€dbservatory on Health Systems and
Policies.

Kutzin, J., Cashin, C., & Jakab M. (eds.) (2016)plementing health financing reform/orld Health
Organisation on behalf of the European Observaiariiealth Systems and Policies, 7(5).

LeCompte, M.D.,& Schensul, J.J. (201@esigning and conducting ethnographic research: An
Introduction(Ethnographer's Toolkit, Second Edition). Rowmataslira.

Ledeneva, A.V. (1998)Russia’s Economy of Favours: Blat, Networking antbimal Exchange.
Cambridge: Cambridge University Press.

Ledeneva, A.V. (2006)How Russia really works: The informal practicesttishaped post-Soviet
politics and businessthaca, NY: Cornell University Press.

Leichter, H.M. (1979)A comparative approach to policy analysis: healdnecpolicy in four nations.
Cambridge: Cambridge University Press.

Leive, A., 2010. Economic transition and healtheceeform: the experience of Europe and Central
Asia. International Monetary Fund: working papescél affairs department. Retrieved from:
http://www.imf.org/external/pubs/ft/wp/2010/wpl1Opaf

Leive, A., & Xu, K. (2008). Coping with out-of-poek health payments: empirical evidence from 15
African countriesBulletin of the World Health Organanisatip86(11), 849-856.

Lekhan, V., Rudiy, V., & Richardson, E. (2010). dkre: Health system reviewlealth systems in
transition 12 (8),1-183.

Lekhan, V., Rudiy, V., Shishkin, S. (2007he Ukrainian health financing system and opticors f
reform Copenhagen, WHO Regional Office for Europe (Hedfinancing Policy Paper
2007/1).

Lerberghe van, W., Conceicédo, C., Van Damme, WEeginho, P.(2002). When staff is underpaid:
dealing with the individual coping strategies ofltle personnelBulletin of the World Health
Organanisation80(7), 581-584.

Leven, B. (2005). Corruption and reforms: A casd’ofand’s medical sectoEommunist and Post-
Communist Studie88, 447-455.

Levene, M.l., & Sireling, L. (1980). Gift giving tbospital doctors-in the mouth of the gift horse.
British Medical Journal281(6256), 1685.

Lewis, M. (2000). Who is paying for health caredastern Europe and Central Asia?Norld Bank.
Europe and Central Asia Regiowashington D.C. USA.

Lewis, M. (2002). Informal health payments in Cahtand Eastern Europe and the former Soviet
Union: issues, trends and policy implications. Mossialos, E. et al. (edslrunding health
care: options for EuropeOpen University Press, Buckingham- Philadelphia.

Lewis, M. (2006).Governance and corruption in public health caretegs.Working paper number
78. Washington, DC: Center for Global Development.

158



Lewis, M. (2007). Informal payments and the finawgcof health care in developing and transition
countriesHealth Affairs,26, 984-97.

Liaropoulos, L., Siskou, O., Kaitelidou, D., Theodo, M., & Katostaras, T. (2008). Informal
payments in public hospitals in Greekkealth Policy,87, 72-81.

Lundgren, I., Berg, M. & Lindmark, G. (2003). IsetlChildbirth Experience Improved by a Birth
Plan?.Journal of Midwifery & Women'’s Healtd8, 322—-328.

Lyckholm, L.J. (1998). Should doctors accept diften patientsIJAMA 280(22), 1944-1946.

Mastilica, M., & BoZzikov, J. (1999). Out-of-pockpaiyments for health care in Croatia: implications
for equity.Croatian medical journal40(2), 152—159.

Maestad, O., & Mwisongo, A. (2011). Informal paynseand the quality of health care: Mechanisms
revealed by Tanzanian health worke#ealth policy 99(2), 107-15.

McMenamin, 1., & Timonen, V. (2002). Poland’s HéalReform: Politics, Markets and Informal
PaymentsJournal of Social Policy31(1), 103-118.

McPake, B., Asiimwe, D., Mwesigye, F., Ofumbi, MDrteublad, L., & Stree, P. (1999). Informal
economic activities of public health workers in Wdda: Implications for quality and
accessibility of careSocial Science & Medicing9, 849-865.

Medexpert [homepage on the Internet] (2009). Adddrom:http://www.medexpert.com.ua

Miles, M.B., & Huberman, A.M. (1994 Qualitative Data Analysis: An Expanded Sourcebdbid
ed. Sage Publications, Inc., Thousand Oaks, CA

Miller, W.L. (2006). Corruption and corruptibilityVorld DevelopmenB4(2), 371-380.

Miller, W.L., Grgdeland, A.B., & Koshechkina, T.Y1998). Are the people victims or accomplices?
The use of presents and bribes to influence officiaEastern Europ&ocial Changg29, 273-
310.

Miller, W.L., Grgdeland, A.B., & Koshechkina, T.¥2000). ‘If you pay, we'll operate immediately’.
Journal of Medical Ethics26, 305-311.

Miller, W., Grgdeland, A., and Koshechkina, T., 200A Culture of Corruption: Coping with
Government in Post-Communist Europeidapest: CEU Press.

Ministry of Health (2009). Indicators of health anse of resources in health care in Ukraine. Center
of Medical Statistics.

Mokhtari, M. & Ashtari, M. (2012). Reducing inforinpayments in the health care system: Evidence
from a large patient satisfaction survégurnal of Asian Economic23(2), 189-200.

Morris, J. & Polese, A. (2013). ‘Doing well whileothg good?’ Informal health and education sector
payments in Russian and Ukrainian cities. Forthogmi

Mossialos, E., Dixon, A., Figueras, J., & Kutzin,(dds). (2002)Funding Health Care: Options for
Europe Open University Press: Buckingham.

159



Murauskiene, L., Pavlova, M., Veniute, M., & Grodt, (2012). Towards a more comprehensive view
on patient payments in Lithuania: new findings framopulation surveysociety and Economy
in Central and Eastern Europ84(2), 293-312.

Nizalova, O.Y., & Vyshnya, M. (2010). Evaluation tfe impact of the mother and infant health
project in UkraineHealth Economicsl9, 107-125

Norusis, M. (2011). Cluster analysis. In Norusis, IBM SPSS Statistics 19 Statistical Procedures
CompanionPearson, pp.375-404.

Oldendick, R.W., Bishop, G.F., Sorenson, S.B., Tadier, A.J. (1988). A comparison of the Kish
and last-birthday methods of respondent selectioteiephone surveyslournal of Official
Statistics 4, 307-18.

Onsembe, J.0O. (2002)ollection of sensitive dat&openhagen: ICIS.

Orentlicher, D. (1994). The influence of a professil organization on physician behavioAtbany
Law Review57, 583.

Ozgen, H., Sahin, B., Belli, P., Tatar, M., & BemmaP. (2010). Predictors of informal health
payments: The example from Turk&purnal of Medical System34(3), 387-396.

Patico, J. (2002). Chocolate and Cognac: GiftstaedRecognition of Social Worlds in Post- Soviet
RussiaEthnos 67(3), 345-368.

Pavlova, M., Stepurko, T., Gordeev, V.S., Tominj,&yga, I., & Groot, W. (2010). Informal patient
payments for health care services: Policy challenged strategies for solutiongeszytu
Naukowe Ochrony Zdrowia. Zdrowie Publiczne i Zdeanie VIII(1), 5-11.

Pavlova, M., Tambor, M., Stepurko, T., van Mera@eG., & Groot, W. (2012). Assessment of patient
payment policy in CEE countries: From a concepfrahework to policy indicatorsSociety
and Economy in Central and Eastern Eurpp4(2), 193-220.

Polese, A. (2008).°If | Receive it, it is a Giff;liDemand it, then it is a Bribe’ on the Local Mg
of Economic Transactions in Post-soviet UkrainethAmpology in Action special issue:
'Reflections on Gift Exchange in the ContemporargrM/ eds. Denise Carter and Michaela
Benson 5(3).

Preker, A.S., & Feachem, R.G.A. (1996) Market madma and the health sector in Central and
Eastern Europe, World Bank technical paper 293,Hivigson D.C.

Preker, A., Jakab, S., & Schneider, M. (2002). Hefithancing reforms in Central and Eastern Europe
and the former Soviet Union. In Mossialos E et(atls).Funding Health Care: Options for
Europe.Open University Press: Buckingham.

Primatarova, A. (2010). ‘On High Stakes, Stakehddad Bulgaria’s EU Membership’, unpublished
paper, Center for European Policy Studies, Brussels

Radin, D. (2006). Too lll to Find the Cure? — Hbedltare Sector Success in the New Democracies of
Central and Eastern Europe. PhD Dissertation, Wsityeof North Texas.

160



Radin, D. (2009). Too Il to Find the Cure?: Cotiiap, Institutions, and Health Care Sector
Performance in the New Democracies of Central aastden Europe and Former Soviet Union.
East European Politics and Societies, 23, 105.

Rechel, B., & McKee, M. (2009). Health reform imt&l and eastern Europe and the former Soviet
Union. The LanceB74, 1186-95.

Rechel, Bo., Blackburn, C., Spencer, N., & RecBel2011). Regulatory barriers to equity in a healt
system in transition: a qualitative study in BulgaBMC Health Services Researdi, 219.

Renzetti, C.M., & Lee, R.M. (1993Researching Sensitive Topit®ndon: Sage.

Richard, F., Witter, S., & de Brouwere, V. (201@)novative Approaches to Reducing Financial
Barriers to Obstetric Care in Low-Income Countri@ésnerican Journal of Public Health
100(10), 1845-1852.

Riewpaiboon, W., Chuengsatiansup, K., Gilson, L., T&ngcharoensathien, V. (2005). Private
obstetric practice in a public hospital: mythicalist in obstetric careSocial Science &
Medicing 61, 1408-1417.

Rivkin-Fish, M. (2005). Women'’s health in Post-SzivRussia: the politics of intervention. Indiana
University Press.

Roberts, C. (2007)Mixing modes of data collection in surveys: A mdtiogical review.
Southampton: ESRC National Centre for Research ddisth

Rogers, A. (1997). Health-care bribes in statesiagpto join EU. The Lancet, 350(9093), 1760.

Rosen, L. (2010). Understanding Corruption. The Acaa Interest. Retrieved from: http://www.the-
american-interest.com/article.cfm?piece=792 Page 11

Rowe, A.K., de Savigny, D., Lanata, C.F., & Victo@G. (2005). How can we achieve and maintain
high-quality performance of health workers in logsource settingd?ancet 366(9490), 1026—
35.

Rubin, P.H. (2012). Limiting gifts, harming patiemM\nnals of Emergency Medicingd(2), 99-100.

Salmi, A. (2003). Health in exchange: teacherstatsc and the strength of informal practices in
RussiaCulture, Medicine and Psychiatrg27, 109-130.

Saris, W.E., & Gallhofer, I, (2007Design, evaluation and analysis of questionnairessurvey
researchNew York: Wiley.

Shahriari, H., Belli, P., & Lewis, M. (2001)nstitutional issues in informal health payments in
Poland.HNP Discussion Paper. Washington,D.C., The Woddk3

Shishkin, S., Bogatova, T., Potapchik, Y., Cherngts Chirikova, A, Shilova, L. (2003)nformal
out-of-pocket payments for healthcare in Russ$imlependent Institute for Social Policy,
Moscow.

161



Siskou, O., Kaitelidou, D., Papakonstantinou, V Li&ropoulos, L. (2008). Private health expenditure
in the Greek health care system: Where truth endgle myth beginddealth Policy,88, 282-
293.

Spence, S.A. (2005). Patients bearing gifts: aeethtrings attachedMJ 331(7531), 1527-9.

Spendzharova, A.B, & Vachudova, M.A. (2012). CatghuUp? Consolidating Liberal Democracy in
Bulgaria and Romania after EU Accessidfest European politic85(1), 39-58.

State Statistics Committee of Ukraine (2010). Natpopulation growth for 2009. [cited 20 January
2011]

State Statistics Committee of Ukraine (2012). Agarevages and salaries for 2011. [cited 20 July
2012]

Stepurko, T., Pavlova, M., Gryga, I., & Groot, W20({0). Empirical studies on informal patient
payments for health care services: A systematicaitidal review of research methods and
instrumentsBMC Health Services Researd), 273.

Stepurko, T., Pavlova, M., Gryga, |., & Groot, V20(1). Informal patient payments and public
attitudes towards these payments: evidence fror€@Bi& countriesScripta Scientifica Medica
43(7), 143-146.

Stepurko, T., Pavlova, M., Gryga, ., & Groot, VE0{L2).Evidence on patient payments in Bulgaria,
Hungary and Ukraine. 9th European Conference ontiHé&onomics, Zurich, Switzerland.
Available from http://eche2012.abstractsubmit.orgggntations/2800/

Schwarts, B. (1967). The Social Psychology of tife @merican Journal of Sociology3(1), 1-11.

Swayne, L.E., Duncan, W.J., & Ginter P.M. (2008trategic Management of Health Care
Organizations 6th Edition. John Wiley & Sons Ltd.

Szende, A., & Culyer, A.J. (2006). The inequityimformal payments for health care: The case of
Hungary Health Policy 75, 262-71.

Tambor, M., Pavlova, M., Woch, P., & Groot, W. (2901Diversity and dynamics of patient cost-
sharing for physicians’ and hospital services s 2@ European Union countries. The European
Journal of Public Health21(5), 585-590.

Tatar, M., (")zgen, H., Sahin, B., Belli, P., BermBn(2007). Informal payments in the health sector:
A case study from Turkeydealth Affairs,26, 1029-39.

Tediosi, F., Aye, R., Ibodova, S., Thompson, RW&ss, K. (2008). Access to medicines and out of
pocket payments for primary care: Evidence fromiffiammedicine users in rural Tajikistan.
BMC Health Services Researé) 109.

Thompson, R., & Witter, S. (2000). Informal paynweim transitional economies: implications for
health sector reforninternational journal of health planning and managent 15(3), 169-187.

Thompson, R., & Xavier, A. (2004). Are patientstite transition world paying unofficially to stay
longer in hospital? Some evidence from Kazakhstd8OS Discussion Papers. Retrieved
from: http://www.econ.kuleuven.be/licos/publicatiddiscussion-papers/dp/dp140.pdf

162



Tomini, S., Groot, W., & Pavlova, M. (2011). Payimjormally in the Albanian health care sector: a
two-tiered stochastic frontier modelEuropean Journal of Health EconomjcDOI
10.1007/s10198-011-0331-1.

Tomini, S., & Maarse, H. (2011). How do patient m@wderistics influence informal payments for
inpatient and outpatient healthcare in Albania:UResof logit and OLS models using Albanian
LSMS 2005BMC Public Health11, 375.

Tomini, S., & Packard, T.G. (2010). Informal gifis public health care: scarce resources or
governance failure? Evidence from Albania usingingv Standard Measurement surveys.
World Bank International Conference on Poverty &odial Inclusion in the Western Balkans.
Brussels, Belgium.

Tourangeau, R., & Smith, T. (1996). Asking sensituestions: The impact of data collection mode,
question format, and question contétte Public Opinion Quarter]y60(2), 275-304.

Transparency international. Corruption perceptiatek 2010.
Tymowska, K. (2001). Health care under transforamatin PolandHealth policy 56(2), 85-98.

USAID, no year given. Mother and infant health pobj[homepage on the Internet]. [cited 20 January
2011]. Available from:http://www.mihp.com.ua/englislome/homepage.html

Uznadze, D. N. (1966).he psychology of sdlew York: Consultants Bureau.

U.S. Government Assistance to and Cooperative Aietsvwith Eurasia. Bureau of European and
Eurasian Affairs. (2007). Country Assessments aedoRmance measures. Retrieved from:
http://lwww.state.gov/p/eur/rls/rpt/92795.htm

van Teijlingen, E., Wrede, S., Benoit, C., Sandal|, & DeVries, R. (2009). Born in the USA:
exceptionalism in maternity care organisation amdiigh-income countriesSociological
Research Onlingl4(1), 5. DOI:10.5153/sr0.1860.

Veprek, T., & Papes, Z. (1995). Czech Health Car&conomic Transformatiofcastern European
Economics33(3), 44-79.

Vian, T. (2008). Review of corruption in the heattare sector: theory, methods and interventions.
Health Policy and Planning23, 83-94.

Vian, T., & Burak, L.J. (2006). Beliefs about infioal payments in AlbaniaHealth Policy and
Planning,21, 392-401.

Vian, T., Grybosk, K., Sinoimeri, Z., & Hall, R. @26). Informal payments in government health
facilities in Albania: results of a qualitative diu Social Science & Medicin@é2, 877-887.

Vladescu, C., Scintee, G., Olsavszky, V., Allin, SM8adovsky, P. (2008). Romania: Health system
review.Health Systems in Transitiph0(3), 1-172.

Walt, G. (1998) Implementing health care reformframework for discussion. In Saltman, R.B.,
Figueras, J., & Sakellarides, C. (eds) Critical keimges for Health Care Reform in Europe.
Buckingham: Open University Press.

163



Wanner, C. (2005). Money, morality and new formsegthange in postsocialist Ukrairethnos,
70(4), 515-537.

Whitehead, M., Dahlgren, G., & Evans, T. (2001)uiagand health sector reforms: can low-income
countries escape the medical poverty trape Lancet358, 833-836.

Williams, C.C. (2005). Tackling the informal econgmTowards a co-ordinated public policy
approachPublic Policy and Administratiqr20, 38.

Winslow, C.E.A. (1946). The Physician-Priest or iBess Man.Bulletin of the Medical Library
Association34(4), 310-9.

Glinos, I.A, Wismar, M., Maier, C.B., Palm, W., kigras, J. (2011). Health professional mobility and
health systems in Europe: conclusions from the -sasties. In Wismar, M., Maier, C.B.,
Glinos, I.A., Dussault, G., Figueras, J. (edteplth professional mobility and health systems in
Europe: conclusions from the case-studies. Evidémooe 17 European countriad/orld Health
Organization on behalf of the European Observatariealth Systems and Policies.

World Bank (2009). Country groups by income. Retgkfrom:
http://go.worldbank.org/D7SNOB8YUO.

World Bank (2012). PPP conversion factor to madsethange ratio.
World Bank (2012). Country indicators. Retrieveanfr. http://data.worldbank.org/indicators

World Health Organization (1996). European healtinecreforms: Analysis of current strategies.
Copenhagen: WHO.

World Health Organization (2010). Health for All fahase.

World Health Organization (2010). World Health &fads.

World Health Organization (2012). World Health $tits.

World Values Survey. Retrieved from: http://www.\tvaluessurvey.org

The Worldwide Governance Indicators (2010). Re&gefrom:
http://info.worldbank.org/governance/wgi/index.asp

164



APPENDIX A.

INFORMATION ABOUT THE COUNTRIES
INCLUDED IN THE STUDY



Appendix A. Information about the countries included in thedgt(adopted from
Pavlova et al., 2012)

Bulgaria

Hungary

Lithuania

Poland

Romania

Ukraine

Health care context

Universal right

Universal right Universal right Universal right

Universal right

to “free-of to “free-of to “free-of to “free-of t0 “free-of
Types of charge” health . - charge” health charge” health charge” health M
I Universal right charge” health
constitutional care, but to health care, but care, but care,but " rovided
provision entitlement entitlement entitlement entitlement in I')state
defined defined defined defined facilities
by the law by the law by the law by the law
Patient rights and
information [weighted 84 136 136 117 91 no data
& score], 2009
g Government
- .
£ expenditure on health g, 10.2% 12.8% 10.9% 11.8% 8.6%
O [% total government
T expenditure]
Social health
insurance 1999 1989 1992 1999 1998 Semashko system
[year of introduction]
Yes.The levels Introduced in Fheoe;éovris?tzg Free-of-chare is
Patient cost-sharing are éd'usted to 2007 but specialist ! No fees for No fees for guaranteed by
for health care the miJnimum abolished in Withgut referral services used, services used, the Constitution.
services 2008 after a ' discussion only discussion only except for some
wage and some :
referendum di . luxury services
iagnostics
Social health
insurance [year of Since 1999  Since 1989 Since 1992 Since 1999  SP@e 1 Si”;";‘j:qko
introduction] Y
Total expenditure on o o o o o o
health [%GDP] 7.4% 8.2% 7.8% 7.1% 5.4% 7.0%
Per capita total
o .
8 o, Sxpenditure on health 475 938 730 804 408 180
© &  ataverage exchange
% T rate [$US], 2009
=}
L= Government
expenditure on health g 40, 69.9% 68.3% 68.2% 78.9% 54.7%
[% total expenditure
on health]
Per capita government
expenditure on health 280 653 499 548 392 98
at average exchange
rate [$US], 2009
Type of provider
5 payment mechanisms Partly output  Partly output ~ Partly output  Partly output  Partly output Inout based
k= (output versus input based based based based based P
2 _  based mechanism)
© =
o3 Existence of GPs Fully Partly Partly Partly . Does not
c o . . h - : . Fully existent ]
o8 gate-keeping function existent existent existent existent function
Sl
o e E-health score
% @ [weighted], 2009 42 46 38 38 25 no data
£ Physicians density
[physicians per 10 000 3,73 3,03 3,61 2,16 2,27 3,25
population]
» Maternal mortality
§ [deaths per 100 000 11 21 8 5 27 32
3 live births]
2 Adults aged>20 years
o who are obese 22.0 26.2 23.9 22.9 16.3 15.5
s (%, male)
% Adults aged>20 years
L who are obese 20.4 22.9 24.7 22.9 19.0 23.6

(%, female)
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Appendix A. Information about the countries included in thedgt(continued)

Bulgaria Hungary  Lithuania Poland Romania Ukraine
Socio-cultural and demographic context
&2 Territory [sq.km] 110 994 93 030 65 200 312 685 298 603 700
g £
é by Population [million] 7.4 10.2 3.5 38.2 21.7 48.5
g2
a i
g &  Fopulation growth -0.781% -0.170% -0.276% -0.062% -0.252% -0.622%
£93
QO
g-g Age structure:
2% 0.14years 13.9% 14.9% 13.8% 14.7% 14.8% 13.7%
G N 1564 years 67.9% 68.2% 69.7% 71.6% 70.4% 70.8%
09 65 years and over 18.2% 16.9% 16.5% 13.7% 14.8% 15.5%
[%] .
5ol The 201_0 Corruption 73 50 16 a1 69 134
SE ‘_;-‘ Perception Index
ERERS ival-self-
G =g Suwivalself -1.52 122 -1.00 014 -1.60 172
expression values
Human development
Z  Index _ 55 38 40 39 50 76
= [rank, lower value =
S higher level]
>
g Education index
[score, higher value = 0.802 0.886 0.883 0.882 0.831 0.858
higher level]
Political and regulatory context
S Political stability 58 71 69 84 55 42
= [rank]
20
T Government
5 8 2 effectiveness [rank] 55 2 & 3 50 25
Se=
g €8 Control of corruption
O C o
% § @ [rank] 52 67 66 70 54 17
a3 Rule of lawf 53 73 72 69 56 25
° Democracy index 6.78 7.04 7.24 7.12 6.54 5.94
E Governance and
Ke) enterprise
2 restructuring [units;
ne 1-little or no change; 2,7 3,7 3,0 3,7 2,7 23
£ 2 4 standards of
£ §  industrialized market
k= T>) economies]
c o
27 lagescale 4,0 4,0 4,0 37 37 30
a privatization [unit]
© . .
= Competition policy 3.0 37 37 37 33 23
[unit]
c
.8
Ese
g
5T é EU member Since 2007 Since 2004 Since 2004 Since 2004 Sbee 2 Not member
g S
sEF
& e
£
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Appendix A. Information about the countries included in thedgt(continued)

Bulgaria Hungary Lithuania Poland Romania Ukraine
Economic-labor context
ggg [bPi”Fi’g’n?er capita; 13563 18 738 12 323 19 752 11 860 6 656
GDP real growth rate 0.2% 1.2% 1.3% 3.8% -1.3% 4.2%

Economic: wealth and its distribution

Minimum wage
defined by the 122.59 277.36 231.70 356.71 163.41 88.56
government [Euro]

Population below

; 21.8% 13.9% 4.0% 17.0% 25.0% 35.0%
poverty line
Gini index 45.30 24.96 36.00 34.5.00 32.00 31.00
Black market [USS$,
billion] [Us$ 4.741 4.6 0.044 0.919 1.536 4.310

Sources of information:

European Bank of Reconstruction and Developmeritl 2@ww.ebrd.com/pages/research/economics/datadnsatm|
Federation of European employers: http://www.fecwa/minwage.html

Gotsadze, G. and P. Gaal (2010 ). Coverage desisiemefit entittlements and patient cost sharimglémenting Health Financing
Reform Lessons from countries in transition.

International Average Salary Income Database hitw.worldsalaries.org/professionalnurse.shtml

J. Kutzin, C. Cashin and M. Jakab. Copenhagen,d&am Observatory on Health Systems and PoliciesdVt@alth Organization
Regronal Office for Europe.

Kutzin J, Cashin C, Jakab M, editors. Inmplementieglth financing reform. World Health Organizatmm behalf of the European
Observatory on Health Systems and Policies; 2010.

Lekhan V, Rudiy V, Nolte E. Health care systemsramsition: Ukrarne Copenhagen: WHO Regional @ffior Europe on behalf
of the European Observatory on Health Systems afidiés; 200

Tambor M, Pavlova M, Woch P, Groot W. Diversity aiylhamrcs ofgatrent cost-sharing for physiciamal Aospital services in the
27 European Union countries. European Journal bfieHealth. 201

The Worldwide Governance Indicators, 2010: httpfdiworldbank.org/governance/wgi/index.asp
Transparency international. Corruption perceptiaek 2010.

United Nations Development Programme

World Health Organization 2011. World Health Stits2011.
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Appendix B. Description of the quantitative data collectiondjtid technical report)

DATA COLLECTION

Quantitative data collection in the FP7 Project R&® CEE 2007, took a form of household survey
carried out in July 2010 in the six partners’ coi@st- Bulgaria, Lithuania, Hungary, Poland, Roraani
and Ukraine during a first wave and in July 2011hia three partners’ countries — Bulgaria, Hungary
and Ukraine. The data collection was sub-contratie@allup International. The sub-contractor used
the survey questionnaire developed by the progaint The questionnaire and its translations were
adjusted based on recommendations by the sub-ctottradhe sub-contractor was responsible for the
preparation of the data collection, the data-ctitbecand the creation of the database.

The objective of the survey was to provide quatititadata on past payments for health care
services, data on preferences and willingness ydgahealth care improvements. Also, the objective
was to provide data comparable across the counffes this purpose, the questionnaire for all
countries was identical, and the data collectiarcess took place simultaneously in all six coustrie
in a compact period of time — about one month.llic@untries, the survey was conducted based on
face-to-face individual interviews. The respondewtsre identified using an identical sampling
methodology for all countries. The aim was to h2#080 and 800 effective interviews within the first
and second wave of data collection respectivelycpantry that present samples representative ér th
countries. The sampling methodology was developeithéd sub-contractor and the coordinator. It was
based on a multi-staged random probability method:

= Stage 1: Distribution of sampling point$he sampling points in each country were
distributed proportionally to regional, urban/rueadd ethnic characteristics of the population. With
each region, the cities and towns belonging tostimae group were put in an alphabetical order. The
cities and towns included in the survey, were setb@at random from that list. The number of
sampling points in the rural areas was calculatagetd on the ratio urban/rural population in a
country. In total, there were ca. 150 sampling fsoper country within the first wave and ca. 80-100
sampling points per country within the second walveata collection.

= Stage 2: Selection of addresses/ househ®his.objective was to identify, 8-10 (6-8 within
the second wave) respondents per sampling point.sé@llect addresses/households of potential
respondents, the random route method was usede&ar sampling point, a starting point and
direction were determined. The household seleatedhfe survey, was every fourth address on the
left-hand side of the street in urban areas, tgrieft at intersections and, after reaching a d=adl
going back to the last crossing and further proiceedt random. In a block-of-flats of up to four
floors, every fifth apartment household was set&cteunting from the first apartment on the left of
the ground floor. In cases of unsuitable househibieinterviewers approached the apartment next-

door and continued doing this until reaching astlé household. At that point, the interviews resum
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the standard step of every fifth apartment. In @cklof-flats of 5 floors and more, the selection is
every tenth apartment. In rural areas, every founttlabitable house on both sides of the interviéwver
route was selected. In compounds of several hdusleimd a common fence, the interviewer had to
select the fourth one from the left (counting frdine gate), or if there were less than four houses
behind a common fence, then the interviewer wehbbthe common yard, counting the houses as if
they were along the street.

= Stage 3: Selection of the respondent within thesbbald selectedThe selection of the
respondent within the selected household was daigg uhe “last birthday” principle. In this
procedure, the interviewer asked to speak to thdt amember of the household who had the last
birthday. The last-birthday method is based onagsumption that the assignment of birthdates is a
random process and also every household membegirhagual chance of being selected. Only one
individual per household was interviewed.

= Stage 4: Replacement of the respondent/houselfidlee respondent determined on stage 3
refused or was unavailable to participate after tatl backs recorded in the fieldwork report, a
replacing respondent was identified following stae@.

The sampling procedure described above, is knowanasfficient method for selecting a
sample representative for the population of a @aldr country. It is proven by practice that the
sample produced by this method does not differifsogmtly from the official statistical data on age
gender and other demographic parameters.

The sub-contractor organized and managed the iateevs’ training to clarify the fieldwork
standards and the specificities of the questioen@irhigh number of interviewers were involved in
the survey to avoid the interviewer bias that mightur when one interviewer carries out many
interviews. The total number of the interviewerd #ime number of interviews per interviewer for each

country are presented in the table below:

First wave (2010) Second wave (2011)

Bulgaria HungaryLithuania Poland Romanialkraine Bulgaria Hungary Ukraine

Total number of

interviewers 108 130 84 70 100 111 91 80 108
Number of interviews
per interviewer 1-29 6-8 6-26 1-50 1-27 1-25 7-16 H- 2-14

(min-max)

Total number of "
sampling points 129 132 121 100 126 63 103 80 117
Number of sampling

points in rural areas 39 43 38 37 55 17 30 15 38

Number of interviews
per sampling point 1-10 7-8 6-10 10-10 4-11 5-63* 7-8 -& 4-10
(min-max)

Number of interviews

per geographical 63 -290 104-2838-254 30-120 89-170 41-157 64-240 823 235-121
region (min-max)
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The duration of the interviews was as expected -av@rage 30-35 min per interview. The

average duration of the interviews per country amollows:

Duration of the interviews in minutes

First wave (2010) Second wave (2011)
Bulgaria Hungary Lithuania Poland Romania Ukraine | Bulgaria  Hungary Ukraine
Mean 35.88 35.28 33.63 29.15 31.70 22.78 21.00 23.63 34.48
Median 35.00 35.00 33.00 27.00 30.00 20.00 20.00 .0®@3 32.00
Std. Deviation 10.473 9.928 7.637 11.491 9.378 B65 8.214 7.247 9.500
Minimum 10 15 15 10 10 5 6 9 15
Maximum 100 95 75 98 60 60 57 42 65

About 10% of all interviews per country were vexdi(re-contacted) either by telephone or in
person by the sub-contractor. The verificationghef interviews confirmed that that the interviews
were carried out in reality.

The sub-contractor entered the data collected deoapito the preliminary data entry mask
agreed with the coordinator. The final dataset @ost the following number of respondents per

country:

First wave (2010) Second wave (2011)

Bulgaria Hungary Lithuania Poland Romania Ukrai||18ulgaria Hungary  Ukraine

Number of effective
interviews 1003 1037 1012 1000 1000 10Q0 817 805 800
(respondents)

The sub-contractor also performed the standard clatan-up and logical checks procedures.
The coordinator checked the representativeneslBeofample and the overall quality of the dataset.
The sample characteristics related to age, geptiere of residence and household income are overall

comparable to the countries’ national statistics.

QUESTIONNAIRE DEVELOPMENT

The questionnaire was developed by the team oFRi& Project ASSPRO CEE 2007. All partners
were involved in the development of the questiomanamely in formulating questions, discussing
content, translating and pre-testing early draftéhe questionnaire. The coordinator managed the
overall process and based on the recommendatiottsegbartners, set up the final English version

partly presented in Appendix D. The partners firegdi the translations.
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The questionnaire is developed with the objectovedllect data and to answer the following
research question: What is the magnitude of papiapments for out-patient physician’s services and
in-patient hospital services in the six Central &astern European countries included in the project
(Bulgaria, Hungary, Lithuania, Poland, Romania &fkdaine), and what is the willingness and ability
of consumers in these countries to pay for theseices? The questionnaire is uniform for all
countries. It contains 6 main components:

= Past experience with the use of and payments fdtrheare services (Part 1 and 2)
= Attitudes towards informal patient payments (Part 3

= Preferences for physician and hospital serviceg &, 7 and 8)

= Willingness to pay for physician and hospital seegi (Part 9)

= Socio-demographic and health-related charactesi@fiart 10)

= Household characteristics (Part 11)

The process of the development of the questioniainsisted of the following steps:

- First draft: The first draft of the questionnaineas set up by the junior researchers and the
coordinators. Then, it was discussed with partimeteo subsequent project meetings.

- First pre-test: Each junior researcher translated pre-tested one part of the questionnaire. The
main objective of this pre-test was to check theteot validity of the questions. This fist pre-test
resulted in several modifications.

- Second draft: The second draft of the questiornaas distributed among partners for comments
and suggestions for improvements. This resultesueral major modifications.

- Discussion with experts: The second draft ofghestionnaire was discussed with two experts on
informal payments involved in the project.

- Third draft: Based on the comments of the expants the suggestions of the partners during the
subsequent project meeting, the third draft ofgghestionnaire was finalized.

- Second pre-test: The third draft of the questidrnwas translated and pre-tested in all countries
to check the face-validity of the questions and d¢herall length of the interviews. This pre-test
indicated that the questionnaire is very long aeeldnto be reduced substantially.

- Fourth draft: The coordinator prepared the fogréflluced) draft of the questionnaire.

- Third pre-test: The fourth (reduced) draft of tipgestionnaire was pre-tested once again in one
country to assure that its length is suitable.

- Backward translation: Partners translated thiduced draft. These new translations were
translated backward into English by a person whe wat involved in the project. The backward
translations were used by the coordinator to clieeluniformity of the translations.

- Final version: The final version of the questiaina was prepared by the coordinator and the final

translations were prepared by the partners.
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APPENDIX C. Socio-demographic characteristics of the sampldsesponse rate

Bulgaria Hungary Lithuania Poland  Romania Ukraine
2010 2011 2010 2011 2010 2010 2010 2010 2011
Median 520  51.0 47.0 47.0 45.0 43.0 49.0 49.0 49.0
Ade Vears Mean 50.5 50.2 46.3 46.9 46.4 44.1 48.5 48.6 48.7
9 (SD) (17.0) (169) (17.6) (17.8) (16.8) (165) (17.2) (17.6) (18.3)
valid N 1003 817 1037 805 1012 1000 1000 1000 800
Male [0] N 470 350 481 369 437 470 417 415 338
(%) (46.9)  (42.8) (46.4) (45.8) (43.2) (47.0) (417) (415)  (42.3)
Gender  Female(] M 533 467 556 436 575 530 583 585 462
(%) (53.1) (57.2) (536) (54.2) (56.8) (53.0) (58.3) (585) (57.8)
valid N 1003 817 1037 805 1012 1000 1000 1000 800
vilage N 299 238 303 226 340 370 438 315 248
9 (%) (29.8) (29.1) (29.2) (28.1) (33.6) (37.0) (438 (315)  (31.0)
Town (< N 445 364 528 406 396 400 337 328 285
200000)[1] (%) (44.4)  (44.6) (50.9) (50.4) (39.1) (40.0) (33.7) (32.8) (35.)
Place of  City (> N 101 71 24 31 112 190 136 142 89
residence 200000) [2] (%) (10.1) 8.7) 2.3) (39 (111) (19.0) (13.6) (142)  (11.1)
The capital N 158 144 182 142 164 40 89 156 130
3] (%) (158) (17.6) (17.6) (17.6) (16.2) (4.0) (89) (156) (16.3)
valid N 1003 817 1037 805 1012 1000 1000 1000 800
N 4 10 2 9 5 5 7 3 2
ISCEDO o) 04 (12 (02 (@1 (05 (05 (07 (03  (0.3)
scep1 N 50 28 203 128 43 83 77 16 21
(%) (5.0) (34) (196) (15.9) (4.2) (8.3) 7.7) (1.6) (2.6)
scepa N 176 169 324 39 80 162 147 54 48
_ (%) (175)  (20.7)  (3L.2) (4.8) (7.9  (162) (14.7) (5.4) (6.0)
Education sceps N 540 434 337 384 434 611 507 624 502 (
ISCED: (%) (53.8) (53.1) (32.5) (47.7)  (429) (611) (50.7)  (62.4)  62.8)
scepa N 48 28 34 129 239 30 77 60 49
(%) (4.8) (3.4) (33) (16.0) (23.6) (3.0) (7.7) (6.0) 6.1)
SCED 546 N 185 148 137 116 211 107 185 234 178
(%) (184) (181) (132) (144) (20.8) (10.7) (185) (243) (22.3)
valid N 1003 817 1037 805 1012 1000 1000 1000 800
No [0] N 524 421 569 466 533 645 574 540 448
' (%) (523) (51.5) (54.9) (57.9) (52.7) (645) (57.4) (54.0)  (56.0)
ﬁ:;‘lm'c One or more N 477 396 468 339 479 355 426 460 352
oroblems 11 (%) (47.7) (485) (45.1) (42.1) (47.3) (355) (42.6) (46.0)  (44.0)
valid N 1001 817 1037 805 1012 1000 1000 1000 800
Median 3.0 3.0 2.0 3.0 2.0 3.0 2.0 3.0 3.0
Fi’r‘frtf]‘éns Number of  Mean 2.9 2.9 2.7 2.8 2.6 3.1 2.6 2.8 2.7
household Persons (SD) (1.4) (1.4) (1.3) (1.3) (1.3) (1.4) (1.4) (1.4) (1.3)
valid N 1002 817 1037 805 1012 996 1000 1000 800
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APPENDIX C. Socio-demographic characteristics of the sampids@sponse rate
(continued)

Bulgaria Hungary Lithuania Poland Romania Ukraine

2010 2011 2010 2011 2010 2010 2010 2010 2011

Less than 50 Euro 11 10 6 0 18 1 34 12 9
(%) (1.2) (1.4) (0.6) (0.0) (1.8) (0.1) (3.7) (1.3) (1.2)
51to 75 Euro N 20 17 5 0 7 1 19 23 18
(%) (2.2) ( 23) (0.5) (0.0) (0.7) .1) 2.1) (2.5) (2.4)
7610 100 Euro N 56 35 2 6 22 1 29 103 76
(%) (6.2) (4.8) 0.2) (0.8) (2.2) (0.1) (32) (11.1) (10.1)
101t0 150 Buro 08 78 9 6 27 11 82 128 100
(%) (10.8)  (10.6) (0.9) (0.8) (2.7) (1.3) (89) (13.7) (132
15110200 Euro 98 79 22 10 71 17 101 149 108
(%) (10.8)  (10.7) (2.2) (1.3) (7.2) (2.0) (11.0) (16.0) (14.3)
_, 20110250 Euro 83 82 43 17 103 31 94 125 88
= (%) (91 (@112 (4.3) (2.2) (105 (3.6) (10.2) (13.4) (11.6)
L
= 25110300Eur0 73 71 85 40 96 37 107 95 98
E (%) (8.0) 9.7) (8.5) (5.2) (9.8) (4.3) (11.6) (10.2) (13.0)
E 301t0350Eur0 88 68 61 43 71 38 99 110 95
% (%) 9.7) (9.3) (6.1) (5.6) (7.2) (45) (10.8) (11.8) (12.6)
£ 35lt400Eur0 N 62 55 66 65 64 41 87 54 45
g (%) (6.8) (7.5) (6.6) (8.5) (6.5) (4.8) (9.5) (5.8) (6.0)
T 40110450 Euro N 52 49 68 32 78 36 49 45 43
< (%) (5.7) 6.7) (6.8) (4.2) (7.9) (4.2) (5.3) (4.8) (5.7)
[%2]
§ 45110500 Euro 72 58 84 69 44 79 65 26 17
S (%) (7.9) (7.9) (8.4) (9.0) (4.5) (9.3) 7.1) (2.8) 2.2)
(@)
g S01to600Eur0 77 52 162 % 9103 87 54 33 26
2 (%) (8.5) (7.1)  (16.2)  (12.3) : (10.2) (5.9) (3.5) (3.4)
2 601to750Euro 60 43 159 135 o5 9.7) 144 47 18 23
(%) (6.6) (59) (15.9) (17.6) : (16.9) (5.1) (1.9) (3.0)
75110 1000 Euro 46 30 145 128 45 9.7 165 28 7 6
(%) (5.1) (41) (145 (16.7) : (19.4) (3.0) (0.8) (0.8)
1001 to 1500 Euro N 7 6 65 83 67 (6 8) 115 16 2 3
(%) (0.8) (0.8) (65)  (10.8) : (13.5) (1.7) 0.2) (0.4)
(%) (0.4) 0.1) (1.3) 4.2) (2.0) (4.8) (0.3) (0.1) (0.1)
2001 to 3000 Euro N 0 1 1 5 12 7 3 0 0
(%) (0.0) 0.1) 0.1) 0.7) (1.2) (0.8) 0.3) (0.0) (0.0)
More than 3000 EUI‘N 1 0 1 0 2 0 3 0 0
(%) (0.1) (0.0) (0.1) (0.0 (0.2) (0.0) (0.3) (0.0) (0.0)
Valid N 908 735 997 765 983 852 931 931 756
g Ouright refusal "at N 214 143 312 203 579 878 353 850 790
§  thedoorstep’ (%) (13.9) (107) (227) (1990 (29.7) (334) (18.8) (345) (36.2)
S Outright refusal by N 185 25 06 5(05) 233 488 354 409 353
% the target responderi®o) (12.0) (19.1) ' ' (11.6) (18.6) (18.8) (16.6) (16.2)
£ Refusal after N 104 117 9 4 124 260 121 154 158
§ informed consent (%) (6.7) (8.7) (0.6) (0.4) (6.2) (9.9) (6.4) (6.3) (7.2)
; Terminated N 5 2 1 0 5 3 6 11 34
2 interviews (%) (0.3) (0.1) (0.1) (0.0) (0.3) 0.1) (0.3) (0.4) (1.6)
Z  Completed N 1034 824 1046 810 1049 1002 1049 1040 847
interviews (%) (67.1) (61.4)  (76.0) (79.2) (52.2) (381) (55.7) (42.2) (38.8)

Note: The preliminary analysis showed that thesdemographic characteristics of the samples azeaticomparable to the official
statistics in the countries for adults (age 18+g)ea

#|SCED - international standard classification dfieation, UNESCO
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APPENDIX D. English wording of the questions used in the study

Before interviewers started asking questions, tieye got a preliminary agreement of respondent to
participate in the research and the following infation was given to the respondent.

— The aim of this survey is to collect data on citigeopinion about the quality, access and price of
medical services they use.

— The survey is not commissioned by the governmeattwalth insurer.
— This survey is part of an international researdjgut funded by the European Commission.
— The same survey is carried out in several Europeantries.

— The data collected during the survey will be used research purposes, namely for statistic
analyses and reports.

- Your answers will not be related to your persongtlads (address, etc.) and will be completely
confidential.

- Answers to all questions are highly important te groject, so we hope that you will share your
opinions and thoughts by answering all questiortkénquestionnaire.

USE AND PAYMENTS FOR PHYSICIAN AND HOSPITAL SERVICE S

PART 1 USED BY THE RESPONDENT

The first set of questions concerns medical sesvibat YOU used during the last 12 months

(June 2009 — May 2010 OR June 2010 — May 2011){fsmchoney that you paid out-of-pocket (or your
family members paid on your behalf) for YOU recaiyithese services.

Out-of-pocket payments include OFFICIAL payments,Wihich one may usually receive a receipt or other
document, INFORMAL cash payments (such as gratitadd payments or under-the-table cash payments), o
gifts in kind for receiving medical services.

Out-of-pocket payments EXCLUDE monthly paymentstealth insurance (or voluntary health accounts), a
well as payments that the patient receives baak fte state or a health insurer.

Consumption and expenditures on out-patient servi&slast 12 month

During the last 12 months, how many times did yetspnally visit a
physician or a physician visited you personallyair home, including * Number of times

Al any physician in both the public and private syst¢hlomeopaths and ?D:)rlw\ffl?r?ow]
traditional healers who are not physicians, and déntists are If none, go to next part
excluded.)

Considering all types of official and informal cgsélyments, and in-
kind gifts, how much in total did you spend (outpafcket) on these . amount

A2 . . : .
visits excluding payments for travelling, transptidin by ambulance 0 — None
and pharmaceuticals?

A3 How much of this amount approximately was for INR@AL cash « Amount

payments and in-kind gifts? 0 — None
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B1

B2

B3

B4

B5

B6

B7

C1

Cc2

C3

D1

Consumption and expenditures on last physician visi
[applied in 2° wave of data collection only]

When was your last visit to/by a physician? Homdlapand traditional,

healers who are not physicians, and also dentistex@luded. Please
indicate the month and the year only.

What type of physician - GP (personal doctor, fgrdibctor) or
medical specialist?

What type of medical specialist — what specialty?

Considering all types of official and informal cgsdlyments, and gifts
in kind, how much in total did you (or your familgembers) pay for
this last visit to/by a physician excluding paynsefur travelling,
transportation by ambulance and pharmaceuticals?

How much of this amount approximately was for infiat cash
payments and gifts in kind?

What was the main purpose of these informal paysfent

Did you make these informal payments because yaa we
asked/expected by the physician (or other staffjaipinformally or

Date
0 — None

If none, go to next part

1 — Medical specialist
0-GP

5 — Anaesthesiologist
4 — neurologist

3 — dermatologist

2 —internist

1 - obstetrician —
gynaecologist

0 - other specialist

Amount

0 — None

because you (or your family members) consider reecgiappropriate

to pay informally, or both?

Consumption and expenditures on in-patient servigelast 12 month

During the last 12 months, how many times were lyosgpitalized
(placed in a hospital), including day surgerieslay treatments? (Re-
hospitalization, i.e. repeated hospitalizationtfe same health
problem, should be counted separately as a différespitalization.)

Considering all types of official and informal cgséiyments, and in-
kind gifts, how much in total did you spend (outpafcket) on these
hospitalizations excluding payments for travellitrgnsportation by
ambulance and pharmaceuticals?

How much of this amount approximately was for infiat cash

payments and in-kind gifts?

Consumption and expenditures on last hospitalizatio
[applied in 2¢ wave of data collection]

When was your last hospitalization (including daygeries or day
treatments)? Please indicate only the month angle¢hewhen the
hospitalization started.

Amount
0 — None

4 - Quicker access
3 - Better quality

2 - Skilled physician
1 - Better attention
0 - Other reason

2-Both

1-Asked to pay
0-Considered
necessary/appropriate
to pay

Number of times
0 — None

If none, go to next part

Amount
0 — None

Amount
0 — None

Date
0 — None
If none, go to next part
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Which of the following categories would best ddserihis

3 - Planned procedure
2 - Planned surgery

D2 o :
hospitalization? ¢ 1 -Emergency procedure
* 0 - Emergency surgery
D3 How many nights did you spent in the hospital dyinis last «  Number of nights
hospitalization? * 0-None
. e . i i * 3 -Yes, due to both
D4 Was this hospitalization due to delivery or comgiions during «+ 2-Yes, due to pregnancy
pregnancy? (Due to both, yes, due to pregnancy dyesto delivery) » 1-Yes, due to delivery
*« 0-No
Considering all types of official and informal cgsdiyments, and gifts in
D5 kind, how much in total did you (or your family mbers) pay for this last. amount
hospitalization excluding payments for travellitigynsportation by e 0-None
ambulance and pharmaceuticals?
D6 How much of this amount approximately was for imfiat cash payments. amount
and gifts in kind? e 0-None
e 4 - Quicker access
e 3 - Better quality
D7 What was the main purpose of these informal paysnent » 2 - Skilled physician
e 1 - Better attention
e 0 - Other reason
Did you make these informal payments because yoa m&ked/expected: i:i;t:ed to pay
D8 by the physician (or other staff) to pay informatlybecause you (or your. g-Considered
family members) consider necessary to pay infoynall both? necessary/appropriate
to pay
DY Were you asked to bring pharmaceuticals (medicifegghis e 1-Yes
hospitalization? « 0-No
D10 What was the total monetary value of these pharnt&eds that you (or « Amount
your family members) brought for this hospitalipat?
Were you asked to bring medical supplies (consuesifaind/or
appliances (for example prosthetics, blood-sugaeragfor this
D11 hospitalization? Please include also less experitgmes such as + 1-Yes
bandages, catheters, syringes, thermometer, etc. © 0-No
What was the total monetary value of these medigpplies and/or
D12 appliances that you (or your family members) bradghthis * Amount
hospitalization
Did you bring with you bed linen, blankets and/ood for this
D13 hospitalization (excluding additional food itemgbuas fruits, chocolate, (1)_Y[‘\3|Z
juices etc.)?
PART 2 ATTITUDE TOWARDS INFORMAL PATIENT PAYMENTS
E1l What is your attitude towards informal cash payméatphysicians, « 2-Positive
medical staff or other personnel in health cardif@s — positive, negative 1-Indifferent
or indifferent? * 1-Negative
E2 What is your attitude towards giving gifts in kit@lphysicians, medical « 2-Positive
staff or other personnel in health care facilitig®sitive, negative or « 1-Indifferent
indifferent? e 1-Negative
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E3

E4

ES

E6

E7

E8

E9

E10

E1l1l

E12

E13

E1l4

E15

E16

E17

E18

E19

Do you agree with the following statements?

Informal cash payments to physicians and mediedf ate similar to
corruption.

Gifts in kind to physicians and medical staff araikar to corruption.

Informal cash payments to physicians and mediedi ate an expression
of gratitude.

Gifts in kind to physicians and medical staff aneexpression of gratitude.

Informal cash payments and gifts in kind to physisi and medical staff
are inevitable because of the low funding of thalthecare sector.

Cash or gifts in kind, given informally to physinmand medical staff,
should be eradicated.

Individual perception and attitude towards informal patient payments
Do the following statements apply to you persofall

| will feel uncomfortable if | leave the physiciandffice without a
gratitude cash payment or gift in kind.

| would recognize the hint of physicians or medgtalff for an informal
cash payment or a gift in kind.

I will refuse to pay if a physician or medical $tasks me to pay
informally for a medical service.

I will prefer to use private medical services ifdve to pay informally for
public medical services.

If I have serious problems with my health, | wi# keady to pay as much
as | have in order to get better medical services.

Experience of ever giving informal patient paymentsn cash or in-kind gifts

Have you been ever personally asked by physicraedijcal staff or other
personnel in health care facilities to pay inforimat cash or to give a gift
in kind?

Have you ever personally paid informally in casliplysicians, medical
staff or other personnel in health care facilities?

Have you ever personally given any gift in kindgotoysicians, medical
staff or other personnel in health care facilities?

Fee awareness and knowledge where to complain

Do you know the size of the official fees for meadiservices of
physicians (including any kind of specialists) refgou use such services
— always, sometimes, never?

Do you know the size of the official fees for hdapservices related to
hospital admissions (staying in hospital) befora yee such services —
always, sometimes, never?

Do you know where to complain if physicians, metigtaff or other
personnel in health care facilities ask you to jpdgrmally for a medical
service?

2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No

2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No
2-Yes
1-Somewhat
0-No

1-Yes
0-No

1-Yes
0-No

1-Yes
0-No

2-Always
1-Sometimes
0 - Never

2-Always
1-Sometimes
0 - Never

2-Always
1-Sometimes
0 - Never
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PART 3

SOCIO-DEMOGRAPHIC OF RESPONDENT
AND HOUSEHOLD CHARACTERISTICS

Next questions concern your social and demogragtacacteristics. The information that is requireti not
be related to your identity. The data are onlyassary in order to analyze the results of thisespim a
statistical way.

F1

F2

F3

F4

F5

F6

F7
F8
F9
F10
F11

F12

F13

F14

F15

184

Socio-demographic characteristics

In which year were you born? e Year

- , « Female
Fill in the respondent’s gender . Male
 Capital

« City (more than
500,000 inhabitants)
« City (200,000 —
500,000 inhabitants)
e Town (up to 200,000
inhabitants)
* Village
From not completed
primary education
(ISCED 0) TO Tertiary
education (ISCED 5+6)

E.g. solder, pensioner,
unemployed, not
employed, student, own
business.

Fill in the type of respondent’s residence place

What is the level of your current education or eatrstudy?

What is your primary occupation (activities) atgeet?

During the last 12 months, did you need to use cadervices frequently - 1-Yes
due to a chronic disease or a major health problem? + 0-No

Have a physician told you that you have any offthlewing health

problems”
. . . e 1-Yes
Diabetes (increased sugar in the blood) . 0-No
. . . . e 1-Yes
Chronic heart disease or high arterial blood pressu . 0-No
Chronic lung, liver or kidney disease : é'_Yﬁz
e 1-Yes
Stroke . 0-No
e 1-Yes
Infarct . 0-No
Other chronic or major health problems : éYsz
Household characteristics
How many persons are there in your household (Wl)? e Number
How many children under the age of 18 are theg@imr household? e Number

Please take a look at this card. Could you tellwhizh of the following FromA — less than 50
categories corresponds to the net average housiglooleche per month

. . S Euro TOR — more than
(i.e. after tax income) — considering all househokmbers and all sources;yqg guro

- wages, social welfare, pensions, rents, fee8, etc
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SUMMARY
IN ENGLISH, DUTCH, UKRAINIAN AND RUSSIAN



Informal Patient Payments in Central and Eastern Euopean Countries

SUMMARY

Out-of-pocket patient payments are a major soufchealth care funding in Central and
Eastern European (CEE) countries. They take diftdiegms, e.g. formal co-payments, quasi-
formal charges and informal patient payments. Fboogayments are regulated by national
legislation and quasi-formal charges are set byh#@dth care provider in the absence of clear
government regulations. Informal payments (alsovknas “under-the-table” or “envelope”
payments) comprise all unregistered patient paysndat publicly-funded health care
services. Informal patient payments claim morenditte as ignoring these payments causes
underestimation of total health expenditure andt thilden nature imposes a great challenge
to health care provision in terms of accessibéisywell as accountability and transparency.
Overall, a huge variety in the nature and patt@mformal patient payments is reported
across countries. Studies provide evidence ondhation in informal payment type (cash or
in-kind gifts given by patients or their familiedjming (before, after or during service
provision), subject (out- or in-patient servicelrpose (obtaining better quality or access),
and motivation (physician’s request or patientisiative). As recent cross-country studies on
informal patient payments are lacking, this disg@t enhances our understanding of
informal patient payments by comparing their sealé pattern across CEE.

The general background of the dissertation predemeChapter 1 describes the
escalation of the phenomenon of informal patieytpent, its effects on health care provision
and the reasons for its existence. In particularpigcal evidence suggests that informal
patient payments affect the health care systemdonaplex and interrelated manner. Their
impact on health care provision is revealed attlaero (system) level as they impede health
care reforms, and at the micro (service) level Bating barriers to adequate care. Indeed,
informal patient payments can distort policies thiat to improve efficiency and equity in the
health care sector. At first sight both providemsl anformal payers benefit from the informal
exchange. However, the allocation of public resesircs also affected by the individual
willingness to pay informally, not just the socialue of the use of these resources. Most
important however, informal patient payments diséguity since patients who cannot afford

to pay informally might be deprived from adequagelth care.
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A few decades ago, informal patient payments wergsidered as mostly a socio-
cultural phenomenon (‘gratitude money’). Currenthylti-dimensional explanations, such as
insufficient resources (low income of physiciansll anadequate governance (poor political-
regulatory context) combined with the socio-cultueasoning, prevail in the literature. These
three dimensions are rather interwoven leadinglyoto the existence of a specific pattern of
informal patient payments in a country.

Previous studies suggest that informal patient maymare a key characteristic of
nearly all CEE health care systems. Although erogiiistudies underline the need to eradicate
informal patient payments due to their negative@f, these studies mostly focus on single
countries and mainly on the scale and determinairitsese payments. Consumer perceptions
are rarely considered even in single-country sgsididerefore, this dissertation aims to study
informal payments for health care services in CBtntries and to compare the level, scope
and consumer’s perceptions of informal patient payt® in the region. The focus of the
thesis is placed on six CEE countries at diffestage of social and economic development -
Bulgaria, Hungary, Lithuania, Poland, Romania, &idaine. These countries present an
interesting context for a cross-country comparigosen the past similarities in their health
care sectors during the communist period, as veelha different pace of health care reforms
during the transition.

With the objective to provide a base for the engpirianalyses in this dissertation,
Chapter 2 systematically reviews previous studies on inforpetient payments. The review
has been carried out in 2010 and included Engasigtiage publications that report on
empirical studies measuring informal patient paytsem total, 31 publications have been
identified as relevant. The content of the publaad is analyzed qualitatively to identify
methodological difficulties in studying informal fient payments.

From a methodological perspective, the review ssiggthat informal payments for
health care services are most often investigatestudies involving patients or the general
public, but providers and officials are also samyiés in some studies. The majority of the
studies apply a single mode of data collection thablves either face-to-face individual
interviews or group discussions. Overall, self-atstrated questionnaires are seldom used as
a research instrument. However, this mode is usymkferred when the subject matter is
sensitive. Still, face-to-face interviews are cdesed the most adequate approach in
obtaining a high response rate and do not requiong cognitive efforts of respondents to

answer the questions.
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One of the main methodological difficulties repdria the publications, concerns the
inability of some respondents to distinguish betwdermal and informal payments.
Therefore it is not surprising that we observe aetya of operational definitions of informal
patient payments used in the studies. Most studifss to the unique feature of informal
patient payments of being unregistered (no officedeipt of payment) and taking place
outside the official payment channels. However, wpposite concepts of these payments
emerge in the literature: “bribe” and “gratitudef Gee-for-service” and “donation”. To
distinguish truly gratitude informal payments tin@ve practically no impact on health care
service provision, from other types of informal pegnts (bribes) that undermine the
functioning of the health care system, an operatidefinition of informal patient payments
that reflect the key characteristics of these paysyds required. In our review, we outline
these key characteristics and argue that they dhéel considered in cross-country
comparisons instead of a universal definition. antigular, we suggest that researchers should
not only aim to study the amount of the informaligra payment, but should also answer the
question who is the initiator of the payment (canseu or provider), who pays (patient or
family), and who is the beneficiary (individual prder, team of providers or institution).
Also, the nature (monetary or not), moment (ex-post-ante), purpose (obtaining better
guality or access), and subject (out-patient opatient, surgery or laboratory tests) of the
informal payment should be considered.

Last but not least, the key characteristics ofrimi@l patient payments studied, should
also include the perceptions and attitudes towtrelse payments, which may vary within and
across countries. Evidence on perceptions andi@est towards informal patient payments
may play an essential role in developing and impleting adequate strategies for dealing
with these payments. In view of this, Chapter 3 @hdpter 4 focus on this issue.

In Chapter 3, we compare public attitudes, perceptions and opsion informal
patient payments in the six CEE countries menticaigolve. The data for the analysis were
collected in July 2010 in identical household sysseonducted simultaneously in Bulgaria,
Hungary, Lithuania, Poland, Romania and Ukrainengiional representative multi-staged
stratified random sample was drawn in each counftye objective was to have 1000
completed face-to-face interviews based on a stdimdsml questionnaire per country. In
Chapter 3, we analyze the data on public attitudes;eptions and opinions collected in the
country surveys. We apply cluster analysis to ifgnheaningful groups of respondents.
Three cluster analyses are carried out each usmeggooup of perception variables: (1)

attitudes towards cash informal payments and id-kgifts; (2) perceptions of informal
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payments as corruption or gratuity; (3) opiniongwhthe acceptability of informal patient
payments. Based on the three cluster analyseg targables indicating cluster membership
per respondent are created and regressed in ondigeéssion analysis to investigate the
association between the cluster membership vadabid a set of independent variables such
as country variables, individual and household sode@mographic characteristics, and past
experience with informal payments.

Irrespective of the country, we observe consistemgfative attitudes towards informal
cash payments. Also, informal cash payments areathygerceived as corruption, which is
evidence of their social undesirability. The atliég towards in-kind gifts are less negative
and more mixed. These payments are more oftenipedcas gratitude than informal cash
payments. More positive perceptions of informal mpamts in general are observed among
those who have ever given in-kind gifts rather tttamse who have ever paid informally in
cash. This difference in perceptions regardingriméd cash and in-kind payments is reported
in previous studies as well, and it confirms th@amance of distinguishing between the two
types of payments in policy analysis and research.

Furthermore, we observe cross-country differenicegarticular, public perceptions in
some countries (especially in Poland but also ilg&ig) are less in favor of informal patient
payments than in other countries (especially in ¢géup and Ukraine). The less positive
attitudes and perceptions towards informal pafi@yments in Poland can be attributed to the
successful anti-corruption policies supported bysamedia and relatively better governance
in the country than in neighboring countries.

In Chapter 4, we examine the association between informal paysnenthealth care
services (actual behavior) and perceptions of healte consumers about paying informally
(perceived behavior statements) as well as soaimedeaphic characteristics. The chapter
analyzes data collected in the same country surdegsribed for Chapter 3. In particular,
respondents are asked to confirm, deny, or expme&sguity about five perception statements
that indicate individual acceptance or willingndsspay informally for health care (e.g.
feeling uncomfortable when leaving the physiciaofSce without a gratitude payment, or
being unable to refuse to pay informally if askebf).addition to data on respondents’
perceptions about making informal patient paymemd socio-demographic data, informal
patient payments for health care services by uhaiag the last 12 months are also reported.
Both in-kind gifts and cash payments are includedhe wording of the question when
respondents are asked about the size of informyaheats during the last 12 month. We carry

out binary regression analysis where the actuahwiehof making informal patient payments
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is the dependent variable while individual peraamsi about making informal payments and
socio-demographic features are taken as independaables.

The results of the cross-country comparison in @hrap suggest that health care users
in Bulgaria and Poland are less inclined to makermal payments, while health care users in
Romania and Ukraine most often report such paymérts informal payment rates for
Hungary and Lithuania fall between these two grodpsall six countries, individuals who
feel uncomfortable when leaving the physician’soeffwithout a gratuity and who feel unable
to refuse the request of medical staff to pay mialty, more often make informal payments.
Also, it should be pointed out that the statistisajnificance of the relations reported in
regression analyses in Chapter 4 varies among dbatrees, which indicates a dissimilar
explanatory power of the consumer perceptions déipgron the country. This underlines the
importance of country-specific strategies for deghvith informal patient payments

When we compare the association of perceived behastatements and socio-
demographic features with actual behavior of makimigrmal payments to health care
providers, we find a lower relevance of socio-demapbic characteristics compared to
perceived behavior. Indeed, the behavioral pattdrmaking informal patient payments is
mostly associated with patient’s perception statemehile socio-demographic features play
minor role in explaining this pattern. Specificallye observe that those who feel
uncomfortable to leave without a gratitude paymamd who feel unable to refuse to pay
informally if asked, more often report making infaal payments than the rest of the
respondents. Hence, policy-makers should devel@esgfies on informal patient payments
elimination taking into account the importanceltége personal constructions

With the objective to examine the level and pagewshinformal patient payments in
CEE, Chapter 5 studies informal patient payments in Bulgaria, glany and Ukraine. The
chapter examines in detail the variation in inforrpatient payments with regards to the
country and year of occurrence, type of serviceluge purpose and initiator of the payment.
The data are collected based on national reprasentsamples. The data collection is
finalized after having about 1000 and 800 effectivterviews per country in 2010 and 2011
respectively. In 2010 and 2011, respondents areedaskout their consumption and
expenditure (total and informal) on out- and inipatt health care services during the
preceding 12 months. For informal patient paymemspondents are asked to include both
cash payment and the value of in-kind gifts. Sa@mographic data are surveyed as well in
both years. In 2011, more detailed informationdlected on payments for the last visit to a

physician and last hospitalization, including typ€ care, size of formal and informal
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payments, purpose and mechanism of the informaipay, as well as payments for other
goods (e.g. medical supplies, pharmaceuticalslibed, food) that the patient brought for the
treatment.

The results of the cross-country comparison suggestatively higher prevalence of
informal patient payments in Hungary and Ukrairentin Bulgaria, where patients also meet
formal service charges in the public sector. Mdrant35% of health care users in Ukraine
report informal payments for physician visits dgritne preceding 12 months in addition to
widespread quasi-formal payments. In Hungary, 8hare is more than 20% while in
Bulgaria it is less than 10%. Regarding hospitélres, the percentage of service users who
report informal payments is also higher in Hungamng Ukraine (more than 40%) and lower
in Bulgaria (10-20%). We do not observe major dédfeces in the magnitude of the annual
informal payments across the two years.

Informal payments are more spread and higher winey dre solicited or expected by
providers. However the relatively high prevalené¢enformal patient payments in Hungary
does not follow this logic since informal paymemsHungary are mostly initiated by the
consumers. A considerable number of informal payeiso in Hungary) report ‘better
attention’ and ‘better quality’ as the main reasafisnformal payment. Furthermore, the
probability and the size of the informal paymentois great extent determined by the type of
service consumed (GP or specialist, out-patieningratient care). The trend of a higher
number of users who make more expensive informyaineats to specialistshen compared
to GPs remains noticeable. It is similar for suygand childbirth compared to other hospital
interventions.

The quantitative results presented in Chapter & suggest that the number of payers

and the amounts paid (including informal payer®) laighest for hospitalizations related to
childbirth or pregnancy. For example, in Hungary &rkraine, about half of the in-patients
report informal payments for pregnancy or delivesithough the median value of these
payments is about 70 — 100 euro while total paynseabout two — three times higher.

Given the peculiarities of obstetric services arding into account the UN
millennium development goals, we had a deeper lookthe informal payments and its
behavioral patterns related to childbirth. Therefo€Chapter 6 provides results on a
qualitative study on maternity care conducted ia tapital of Ukraine that explores the
experience of consumers and providers with inforpagiment for childbirth. Insufficient data
on maternity care provision in CEE countries (alsdJkraine) have drawn our attention to

the qualitative aspects of the process of inforpgtments. We have applied the method of
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ethnographic study that enables us to learn mooatadbcal specificity of human behavior
related to the process and nature of informal pateayments for childbirth. The data on
informal patient payments for this study were adbel in Kiev, in the period of December
2008 - April 2009. We relied on qualitative reséaroethods, namely face-to-face semi-
structured interviews. Three groups of respondemsi® included: key informants (experts),
young mothers and obstetricians. The method of @sience sampling was used in case of
key informants and mothers, while obstetricians evercluded based on the snow-ball
sampling method. In total, twenty respondents pigdied in the study: eleven women who
gave birth during the last two years; six obstetns who worked in Kiev maternity hospitals;
and three key-informants.

The results suggest there are two groups of patienthe Ukrainian maternity care
ward: “individual patients” who have found a “pensbobstetrician” before the childbirth and
agreed with the obstetrician the childbirth sersi@nd related payments, and “emergency
room patients” who do not have a “personal obsifetn’ though they may still pay a variety
of charges. We have also found two push-factors$ lgwd to a search for a “personal
obstetrician” in Ukraine: the need for twenty-fdwurs access to reliable information and the
need for psychological comfort during the childhirThus, gaining better “service wrapping”
(reliable information, better attention, responeegs) against the background of feelings of
anxiety is seen by patients as a strategy to dgoiostandard care”.

The obstetricians in our qualitative study wereteuipen about the redistribution of
the informal payments among medical staff as well the use of money to buy
pharmaceuticals and to maintain physicians’ wakdsa result, informal payments not only
add to the salary of the obstetricians but alsthéosalary of other staff and to the budget of
the hospital facility. In fact, the low salary oerical staff was indicated by both obstetricians
and mothers in our study as the main cause foetigence of informal payments. Thus,
informal payments remain an unregulated tool thresuees extra payments to health care
providers when adequate reimbursement policietaakeng.

Finally, Chapter 7 summarizes the main findings of the studies pteseim the
dissertation, discussion on limitations of the roeth and results, its policy implications as
well as concluding remarks. The research desciibélis dissertation suggests that attitudes
and perceptions of informal patient payments amd fhatterns vary significantly among the
CEE countries. Negative, positive and indifferentblpc attitudes exist simultaneously,
solicited payments are present together with giditpayments, though the proportion of

these contrasting categories differs in the regigariations in regulatory mechanisms,
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availability of alternatives to informal payments @ means for achieving better quality and
access, and level and sources of funding can exfa cross-country diversity. It presents
key added value of the dissertation.

Meanwhile, the devotion to accepting, giving andying on informal patient
payments observed in the CEE region can becomea gbstacle in introducing health care
reforms in any of the countries. Thus, strategasdealing with informal patient payments
and their causes are urging. As was indicated iap€in 1, informal patient payments can be
jointly explained by the performance of the healihe system as well as by the social culture,
overall economic development and governance incthentry. These four dimensions are
placed in a PRECEDE — PROCEHREmdel for developing a comprehensive policy agdonda
the elimination of informal patient payments. Indethe model provides the possibility to
bring together all constructs relevant to the us@erding of a behavior and to evaluate the
implementation of the intervention. The applicatiohthe model for the elimination of
informal patient payments is suggested.

Overall, the ability of the government to ensurgamd performance of the public
sector in general and of the health care sectpaiticular, is seen as a key factor for avoiding
shadow practices. However, so far, political decismaking in the CEE region has been
mostly based on the interests of business (theaakdlites in case of health care) without
considering evidence-based strategies and pubiicams. This impedes real positive changes
in public service provision regardless of the pplgoals stated by the CEE governments.
Therefore, changes in governments and internatiorgdnization interventions may give a
stimulus to improve governance and the culture ahagement of all public sectors. The
ultimate challenge for CEE policy-makers is to imalthat when informal patient payments

appear in health care, it also aggravates thethaatt wealth of the nation.
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Informele betalingen van patiénten aan de gezondtaszorg

in Centraal- en Oost-Europese landen

Samenvatting

Eigen betalingen (out-of-pocket payments) van p&ig& aan de gezondheidszorg dragen
aanzienlijk bij aan de financiering van de gezomdémorg in Centraal- en Oost-Europese
landen. Er zijn verschillende vormen van eigen Ibejan te onderscheiden, zoals een
formele eigen bijdrage die is vastgesteld door derteeid, schijnbaar formele kosten die
bepaald worden door de zorgverlenende instellipgddrek aan nationale wetgeving op dat
gebied en de informele betalingen van patiénten eam de zorginstelling. Onder deze
informele betalingen worden alle ongeregistreerdélingen van patiénten aan door de
overheid gefinancierde diensten in de zorgsectmstaan. Het buiten beschouwing laten van
deze informele en verborgen betalingen leidt tot @ederschatting van de totale uitgaven in
de gezondheidszorg en brengt de toegang tot, legfgaih van rekenschap en de transparantie
van de gezondheidszorg in het geding.

In hoofdstuk 1 wordt besproken hoe de informela@albeden zijn geéscaleerd, wat de
effecten van informele betalingen zijn op het lewevan diensten in de gezondheidszorg en
waarom deze informele betalingen bestaan. Enkelenthéa geleden werden informele
betalingen nog gezien als een sociaal-culture@nfe®en (een uiting van dankbaarheid).
Vandaag de dag duiken er in de literatuur multiehsionale verklaringen op zoals
financieringstekorten en slecht bestuur in comienaet sociaal-culturele factoren. Deze drie
dimensies zijn nauw verweven en leiden gezametdijken specifiek patroon van informele
betalingen van patiénten aan de gezondheidszagnhand.

Voorgaande studies suggereren dat informele bgtalikarakteristiek zijn voor bijna
alle Centraal- en Oost-Europese (COE) zorgsystemepirische studies richten zich vooral
op de schaal en de determinanten van de infornetldilmgen in afzonderlijke landen terwijl
de percepties van de zorgconsumenten nauwelijkdemameegenomen.

Dit proefschrift bestudeert informele betalingennaae gezondheidszorg in
verschillende Centraal- en Oost-Europese landenveggelijkt de reikwijdte, het niveau, en
de percepties van de zorgconsumenten over dezkngetain de regio. De focus van het
proefschrift ligt op zes COE landen in verschillenstadia van sociale en economische
ontwikkeling — Bulgarije, Hongarije, Litouwen, PaleRoemenié en Oekraine. Het feit dat
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deze landen een vergelijkbaar socialistisch verldadbben en tegelijkertijd een verschillende
ontwikkeling hebben doorgemaakt in de gezondherg$mrvormingen in de post-Sovjet
periode, maakt de vergelijking tussen de versatdiéelanden interessant.

Hoofdstuk 2 legt een basis voor de empirische aesalyn dit proefschrift en evalueert
systematisch voorgaande studies over informelelibgém van patiénten. In totaal zijn 31
Engelstalige publicaties gebaseerd op empiriscler@ogk geidentificeerd als zijnde relevant.
De inhoud van de publicaties is geanalyseerd ometbodologische moeilijkheden waar het
de studie van informele betalingen betreft te ifieeten. De evaluatie van de bestaande
literatuur laat zien dat het fenomeen informelealiegen het meest aan bod komt in studies
over patiénten of het brede publiek, alhoewel e studies zijn waar zorgverleners en
zorgfunctionarissen aan bod komen. De meerderheidde studies maakt gebruik van een
unieke set van data die gegenereerd zijn door pelife interviews of groepsdiscussies.
Schriftelijke enquétes worden zelden gebruikt tgrwit een gebruikelijke methode is
wanneer het onderzoek gevoelig ligt bij de doelgrdeersoonlijke interviews waarborgen
een hoge respons en vragen weinig cognitieve campes van de geinterviewden om de
vragen te kunnen beantwoorden, met name als hétogasonderzoek dat moeilijk in te
kaderen is.

Om betalingen die uitingen van dankbaarheid zije (chuwelijks invloed hebben op
het zorgsysteem) te kunnen onderscheiden van amderen van informele betalingen (zoals
steekpenningen die het functioneren van de gezagteergsector ondermijnen) is een
operationele definitie van informele betalingenerst: Deze definitie moet de belangrijkste
karakteristieken van informele betalingen weersglimg Onderzoekers zouden niet alleen
oog moeten hebben voor het aantal informele bg@tinmaar zouden ook antwoord moeten
vinden op de vraag wie het initiatief tot betale®mt (de consument of de zorgverlener), wie
er betaalt (de patiént of zijn familie), en wie legunstigde is (de individuele zorgverlener,
een team van zorgverleners of een instituut). Ooktrer rekening gehouden worden met het
soort betaling (in cash of niet), het moment vatalb®y (voor of na de verlening van zorg),
het doel van de betaling (om toegang tot zorg oftestere kwaliteit van zorg te krijgen), en
het onderwerp van de betaling (een poliklinisch&épa of een interne patiént, voor een
operationele ingreep of laboratorium testen). Alstdtgenoemde, maar daarom niet minder
belangrijk, moeten de percepties van en opvattingegr deze informele betalingen die
binnen en tussen landen kunnen verschillen, in sig@uw worden genomen. Bewijsbare

kennis van percepties en opvattingen kunnen eamisle rol spelen in de ontwikkeling en
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implementatie van adequate strategieén om dezdingeta het hoofd te kunnen bieden.
Hoofdstuk 3 en 4 zullen hier over gaan.

In hoofdstuk 3 worden de standpunten, opvattingenmeningen ten aanzien van
informele betalingen in de bovengenoemde CentalOost-Europese landen met elkaar
vergeleken. De data zijn verzameld in juli 2010 doaddel van identieke onderzoeken onder
huishoudens die gelijktijdig uitgevoerd werden inldarije, Hongarije, Litouwen, Polen,
Roemenié en Oekraine. In ieder land werd een radlomepresentatieve getrapte en
gestratificeerde steekproef genomen. Het doel V@@ Yolledige individuele interviews te
verkrijgen op basis van een gestandaardiseerdeeenger land. In hoofdstuk 3 worden de
data betreffende standpunten (positief of negategdyattingen (betaling in cash of in natura
wordt gezien als corruptie of dankbaarheid), eningan over de redenen en behoefte om
informele betalingen stop te zetten, geanalyseerdeén clusteranalyse om zinvolle
respondentengroepen te identificeren. Vervolgensdevo drie variabelen, die bepalen tot
welk cluster een respondent behoort, door middel e®n ordinale regressieanalyse
gerelateerd aan een set van onafhankelijke vaeabebals land, sociaal-demografische
karakteristieken van individuen en huishoudens endexe ervaringen met informele
betalingen. Ongeacht het land worden de consisteegatieve standpunten en opvattingen
dat informele betalingen een vorm van corrupti@ gginterpreteerd als een bewijs van de
sociale onwenselijkheid van informele betalingen.

De verschillen die er tussen landen bestaan suggemrat de publieke opinie in
sommige landen (vooral in Polen maar ook in Bujgamminder positief is over informele
betalingen dan andere landen (zoals Hongarije éma@e). Meer positieve opvattingen over
informele betalingen worden vaker geobserveerdiégenen die ooit een betaling in natura
hebben gedaan dan bij diegenen die ooit een bgtalinash hebben gedaan. Dit verschil in
opvattingen wat betreft informele betalingen inunaten in cash komt ook in andere studies
naar voren en het bevestigt het belang om een scttlsd te maken tussen deze twee soorten
van informele betalingen in beleidsanalyses en exauk.

In hoofdstuk 4 worden de link tussen informele liege@n aan de gezondheidszorg en
de opvattingen van zorgconsumenten over deze hg¢ali (waargenomen verklaringen van
gedrag) alsmede sociaal-demografische karaktéwstjeonderzocht. In het hoofdstuk worden
dezelfde data geanalyseerd die uit de onderzoegésrhleven in hoofdstuk 3 voortgekomen
zijn. Aan de respondenten wordt gevraagd om vijsekillende opvattingen te bevestigen
dan wel te ontkennen, of neutraal te antwoordea,d#i bereidheid tot het doen van een

informele betaling aanduiden (bijv. zich ongemakkelvoelen wanneer er na een
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doktersbezoek geen betaling uit dankbaarheid wgedaan of niet in staat zijn een verzoek
tot een informele betaling te weigeren). De resetavan de vergelijking tussen de

verschillende landen laat zien dat zorgconsument&ulgarije en Polen minder geneigd zijn

informele betalingen te doen, terwijl zorgconsureanin Roemenié en Oekraine het vaakst
dergelijke betalingen melden. In alle zes landenendozorgconsumenten die zich

ongemakkelijk voelen als ze na een doktersbezoek gdormele betaling doen of als ze niet
in staat zijn een verzoek tot een informele begata weigeren, vaker informele betalingen.
Ook moet worden genoemd dat de statistische sigmifie van de relaties die aangetoond
worden in de regressieanalyses in hoofdstuk 4 tudedanden varieert. Dit onderstreept het
belang van landenspecifieke strategieén om denmdlar betalingen aan te pakken.

Hoofdstuk 5 heeft als doel het niveau en de patravam informele betalingen aan de
gezondheidszorg in Centraal- en Oost-Europa te raodken. Variaties in informele
betalingen met betrekking tot het land en het yeaarin deze voorkomen, het type zorg dat is
gebruikt, het doel en de initiatiefnemer van dealieg, worden uitgebreid onderzocht. De
data zijn verzameld aan de hand van nationaal septatieve steekproeven in de grootte van
800-1000 interviews per land in respectievelik @0&n 2011. Het resultaat van de
vergelijking tussen de landen laat een hogere [@ptra van informele betalingen in
Hongarije (20%) en Oekraine (35%) zien dan in Bujgg9%). Informele betalingen zijn
hoger en wijder verspreid wanneer zij worden ventaxf verwacht door de zorgverlener.
Desalniettemin verklaart dit niet de relatief hggevalentie van informele betalingen in
Hongarije waar zij meestal het initiatief zijn vde zorgconsument. Een aanzienlijk aantal
informele betalers (ook in Hongarije) geeft aan ém@andacht’ en ‘betere kwaliteit’ te
krijgen als reden waarom zij informele betalingeroenl Daarnaast wordt de
waarschijnlijkheid en de grootte van de informed¢atingen voor een groot deel bepaald door
het type zorg dat geleverd wordt (huisarts of sgestj poliklinische patiént of een interne
patiént). Er is een trend zichtbaar van een gratertal gebruikers dat meer betaalt aan
specialisten dan aan huisartsen. Dit geldt ook whinurgie en verloskunde in vergelijking
met andere zorgdomeinen. De kwantitatieve resultdiie gepresenteerd worden in hoofdstuk
5 laten ook zien dat het aantal betalers en dethoan de bedragen het grootst zijn voor
interventies gerelateerd aan zwangerschap en bwaill In Hongarije en Oekraine
bijvoorbeeld, meldt de helft van de ondervraagdterire patiénten dat zij informele
betalingen hebben gedaan voor interventies geesthean zwangerschap en bevallingen. De
mediaanwaarde van deze betalingen is tussen de ¥00eeuro terwijl de totale kosten die de

patiént moet betalen 2 tot 3x hoger is.
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Een nadere beschouwing van informele betalingebijpehorende gedragspatronen
gerelateerd aan bevallingen wordt gepresentedndofdstuk 6, waar de resultaten uit eerdere
hoofdstukken en de millennium ontwikkelingsdoelassfroken worden. Een kwalitatieve,
etnografische studie in Kiev onder twintig respamtda (11 vrouwen die in de twee jaar voor
het interview zijn bevallen, 6 verloskunde-artsén werken in kraamklinieken in Kiev, en 3
sleutelinformanten) die persoonlijk zijn geintewde door middel van semi-gestructureerde
interviews, laat zien dat er een onderscheid getneak worden tussen twee verschillende
groepen patiénten in de kraamkliniek. Zo zijn edividuele patiénten’ en ‘patiénten op de
eerste hulp’ die geen persoonlijke verloskunde-aetsben maar mogelijkerwijs wel diverse
kosten moeten betalen. Twee push-factoren leidem da wens voor een ‘persoonlijke
verloskunde-arts’: de behoefte aan 24 uurs-toegatrigetrouwbare informatie en de behoefte
aan psychologisch comfort tijdens de bevalling. éfregen achtergrond van bezorgdheid
wordt het verkrijgen van een betere service (bethare informatie, aandacht,
ontvankelijkheid) door patiénten gezien als eeatstjie om ondermaatse zorg te vermijden.
Daarnaast dragen informele betalingen niet allégrmdn het salaris van de verloskunde-
artsen maar ook aan de salarissen van andere nrkdesven aan het ziekenhuisbudget.
Feitelijk zijn de lage salarissen van het medisetspneel voor de verloskunde-artsen en de
moeders in het onderzoek de belangrijkste reden ebbestaan van informele betalingen.
Wanneer een adequaat vergoedingenbeleid ontbregktinformele betalingen een niet
gereguleerd hulpmiddel van de patiénten om de solgving te verbeteren.

Hoofdstuk 7 bevat de belangrijkste resultaten vaudidsertatie, waaronder implicaties
voor beleid, een discussie over de beperkingemeenconclusie. Het onderzoek beschreven
in deze dissertatie laat zien dat standpunten eattipgen over informele betalingen sterk
variéren tussen de COE landen. Negatieve, positevenverschillige publieke houdingen
bestaan naast elkaar; verzoeken om betalingen @lingen uit dankbaarheid komen
gelijktijdig voor, alhoewel de proporties kunnenrsehillen in de regio. Variaties in
regulerende mechanismen, de aanwezigheid van airan in plaats van informele
betalingen om betere kwaliteit van en toegang tog ze verkrijgen, en het niveau en de
oorsprong van de gelden verklaren de diversitasisdn de landen. De meerwaarde van deze
dissertatie ligt in het groot aantal landen dat maesrdt genomen ter vergelijking, het
verduidelijken van de relaties tussen de ervaringeset informele betalingen en de
standpunten van de respondenten en de karakteeisti@n de verleende zorg.

Tegelijkertijd kan acceptatie van informele betgén en het feit dat men er op rekent

in de COE landen een obstakel vormen voor verangleni in de gezondheidszorg.
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Strategieén om de informele betalingen een halteaeeepen zijn daardoor noodzakelijk. Een
belangrijke factor hierin is het vermogen van dgeraagen een sterke publieke sector en
gezondheidszorgsector te waarborgen. Veranderingeegeringen en interventies vanuit
internationale organisaties kunnen het bestuur emeédnagementcultuur van alle publieke
sectororen verbeteren.
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Hedopmaabhni niatesxi nanienTis B kpainax IlenrpanbHoi Ta Cxinnoi €Bponu

AHoTAamis

[Tnarexxi mamieHTiB 32 MEIUYHY JAOMOMOTY 3 BJIACHOI KUIIEHI € OCHOBHUM JKEPEIOM
¢diHaHCYBaHHSA OXOPOHM 3710pOB’ s B KpaiHax LlenTpansnoi Ta Cxignoi €Bponu. Taki muaTexi
MaIi€HTIB ICHYIOTh B Pi3HUX (popmax, Hampukiana, (GopmManbHI IMIaTeXl, SKI PETYIIOI0THCS
HaIllOHAJTFHUM 3aKOHOJIABCTBOM, a TaKOXX KBasi-(popMmanbHa oOruiata, IO BCTAHOBIIOETHCS
Ha/JaBauaMyd MEAMYHUX TOCIYT 3a BiJICYTHOCTI BHUPA3HO BH3HAYCHUX HAIIOHATHHUX HOPM.
JIONIOBHIOIOTh II€W Mepesik IaTrexiB 1 HehopMalbHI BUTPATH 3 KHUIIEHI MAIi€HTIB, fKi
BKJIFOYAIOTh B ce0e BCi HE3apeecTpoBaHI IUIATEXKI MAIll€eHTa 3a MEIWYHY JOMOMOTY, IO
GbiHaHCYEThCS AepKaBoro. Taki He3apeecTpoBaHI CIUIaTH TMOTPEeOYIOTh OCOOJMBOI yBarw,
OCKIUJIBKM ITHOpYBaHHS He()OPMAIbHUX IUIATEXIB MOPOJPKYE HEIOOIIHKY 3arajJbHUX BHTpAT
Ha CHCTEMY OXOpPOHY 3JIOpOB’sl, a iX NPHUXOBAHHHA XapakTep POOUTH MPOOIEMATHYHOIO
JIOCTYITHICTH 1 MPO30PICTh HAAAHHSI MEIUIHOI JOTIOMOTH.

VY po3aini 1 nuceprartii mogaHo 3arajibHy XapakTEPUCTHUKY HeOPMAIbHUX TIATEXKIB
MAI[iEHTIB, PO3BUTOK I[LOTO SIBUIIA, NPUYMHU Ta HACTIAKK ICHYBaHHS HEPOpPMaIbHUX
IUTaTeXiB. 30KpeMa, HaroJoIIyeThCs, M0 KibKa NECATHIITh TOMY, HeQOpMaIbHI IIATEXki
MaIi€HTIB PO3TIIAIAIN 3A€OUTBIIOTO SK COLIaTbHO-KYJIbTYpHE sBHINE. HuHi  y miTeparypi
nepeBaxkae 6araTOBUMIPHUM MTIIX1]] 10 PO3YMIHHS I[LOTO SIBHIINA, & CaMe TIOSICHEHHS 3 TIO3UITII
Opaky pecypciB, a TaKOXX HAJICKHOTO BPSIyBaHHS, SIKI MMOE€JHAHI 3 COLIANBbHO-KYIbTYPHUMHU
ocobmuBocTsimu. Lli Tpu BuMipH HeQOpMaIbHHUX IUIATEXKIB MAIIEHTIB Ta MEPEIUICTIHHS LUX
BUMIPIB € JOCHTh YHIKQIBHUMHU I KOXXKHOI OKpEeMO y35ATOi KpaiHu Ta (OPMYIOThH
HEMOBTOPHY KapTHHY.

[TonepenHi qOCTIKEHHS CBI4YaTh, 0 HEOPMAaIIbHI TIJIATEX1 MaIlIEHTIB € BaKIUBOIO
CKJIaJIOBOIO Mail’ke BCIX CHCTEM OXOpPOHHM 3/0poB’s kpaiH LlenTpansHoi Ta CxigHoi €Bponu
(mami — LICE). EMmipuyHi X AOCHIIKEHHS HE(POPMAIBLHUX IUIATEKIB MAII€HTIB EPEBaKHO
30CepEIKEH] Ha OKPEMO y3ATHX KpaiHax 1 3/1e01bII0r0 Ha MaciiTadax Ta AeTePMIHAHTAX 1THUX
MJIaTEeXIB, TOJI SIK CIIPUAHSATTS CIIO’KMBAUYiB BUBYAETHCS BKpal PiAKO, HABITh Y AOCIIIKEHHSIX
B O/IHIN Kpaini. Takum unHOM, MeTa 1i€i quceprallii — BUBUEHHS He()OpMaIbHUX IJIATEXKIB 32
MEAWYHY JIOIOMOTY, CIIBCTaBJCHHS piBHS, MacmTady TakuX IUIaTeXKiB, CTaBICHHS
criokuBaviB 10 Hux y Kpaimax L[CE. OcHoBHy yBary B auceprailii MPUIIJICHO MIICTHOM
kpainam [[CE, saxi mepeOyBaloTh Ha PI3HUX €Tamax COIlaJIbHO-€KOHOMIYHOTO PO3BUTKY —

Bounrapii, Yropmuni, Jlursi, Ilomsmi, Pymynii ta VYkpaini. Lli kpainu sSBIsioTH 00010
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[[IKaBUI TIPUKIIA]] TSl IOPIBHSHB 3 YpaxyBaHHIM, 3 OJJHOTO OOKY, OIIOHOCTI IXHIX CEKTOPIB
OXOpPOHH 3/I0POB’St B MHHYJIOMY, B COLIAJTICTHYHUN TEpioA, a IHIIOTO PI3HUX TEMITIB
pedopmu cucTeMu OXOPOHHM 3I0POB’ s B TIOCT-COITIATICTUIHUH Yac.

Jlist oOrpyHTYBaHHS HU3aiiHYy EMITIpUYHOTO aHami3y, 3A1HMCHEHOTO B AHMCepTallii, B
po3nimi 2 3po0JIeHO0 CHUCTEeMAaTHYHUM OIIA[ TONEPeAHIX JOCHIHKEHb HePOpMaIbHUX
IUTaTeXiB MarieHTiB. 3aranoM, 31 aHTTIOMOBHA MyOUiKallisl, B sKiil WAETHCS MPO eMIipUyHi
JOCIIIJDKEHHs, Oyna imeHTH(dikoBaHAa SK Taka, IO BIAMOBIJAE YMOBaM TOIIYKY. 3MICT
nmyOJiKaIii mpoaHai30BaHO Ha MPEIMET BUSBICHHS METOIOJIOTTYHUX TPYAHOIIIB Y BUBYCHHI
HeOpPMaJIbHUX IUIATEXIB MaieHTiB. O] CBIIYUTD, 110 HeOpMabHI TUIATEXK] 32 MEAUUHY
JOTIOMOTY JOCHIKYIOTh TEPEBAXHO 3 TMO3UIINA TAIIEHTIB YM 3araJlbHOrO HACEJICHHS, B
NeSKUX JOCHIKEHHSAX OIWHUIIMH BHOIPKH CTalOTh IMOCAZ0BI 0coOM W HajaBadi IMOCHYT.
binbmiicte AOCTIKEHb 3BEPTAETHCS IO OJHOTO CIOCO0Yy 300py JaHUX — OCOOMCTHUX YH
IpynoBUX iHTEpB’10. Takuil IHCTPYMEHT MOCHIIKEHHS SK CaMO3allOBHIOBAHA PECIOHICHTOM
aHKeTa 3aCTOCOBYIOTh 3pijlKa, XO4a caMe TaKOMy MeToJy Maia 0 OyTH HajaHa repeBara B
JOCJIIJDKEHHSX Ha CEHCUTHUBHY TeMaTHKY. I Bce X Takum OCOOWCTI 1HTEPB IO BBaXKAIOTh
HalaJeKBaTHIIIIUM METOJIOM y pa3i, KOJIM BHHUKAE MOTpeda B OTPUMAHHI MaylOi KUIBKOCTI
BIIMOB BiJl y4acTi B JOCII/DKCHHI 1 HE BHUMAarae€TbCs BHCOKA IHTEIEKTyalbHa isIBHICTH
PECTIOHICHTIB TIPHU BIJAIMOBiAI HA MUTaHHS, OCOOJIMBO 32 YMOB HEBH3HA4YCHOro siBUIa. Jliis
TOTO, a0M BIAPI3HUTH HEODIMIMHUHN TIIATIK SIK CIIPABXKHIO MOJSAKY, IO MPAKTHYHO HE BILTUBAE
Ha XapakTep HaJAaHOi MEAWYHOI JIOMOMOTH, BiJl IHIIUX THUIIB HEPOPMAIBHOI OIJIATH
(xabapiB), sKi miApHBalOTh (PYHKIIOHYBaHHS CUCTEMH OXOPOHH 370POB’ s, BAPTO 3BEPHYTHUCS
10 poOoYyoro BH3HAUEHHS HEPOPMAJIbHMUX IUIATEXIB TAlLI€HTIB, B SKOMY Bi0OpaskeHO
KIJIFOUOBI XapaKTEPUCTHKU. 30KpeMa, B AWCEPTALIMHOMY TOCIHIDKEHHI MPHUITYCKAETHCS, MO0
JIOCJIITHUKY TIOBMHHI HE JIMIIIE MaTh Ha METI BHBYCHHS PO3MIpy HEOQIMIMHUX IJIATEXKIB
narfienTa, a i BIAMOBICTH HA MUTAHHS. XTO € iHIIIaTOPOM IIIaTexy (CrokuBay abo HaaaBay),
XTO came ciutadyye (mamieHt abo Horo cim’'s), XTO € OTpuMyBadeM (IHIUBiAyadbHUN Ha/JaBad
HIOCJIYT, TpyIa MpoBaiepiB 4u kK ycraHoBa). OKpiM TOro, MaroTh OyTH BpaxoBaHi TakKi pHCH
HeOpMaabHOI OIUTaTH, sK mpupoja (IpoIroBa 4YH Hi), MOMEHT CIUIaTH (10 9M TiCis
JIOTTIOMOTH), MeTa (OTpUMaHHS Kparoi IKOCTi abo J0CTyIy) 1 mpeaMeT omiatu (amOymaTopHa
a0o cTalioHapHa JIOMOMOra, XipypriuHe BTpy4aHHs 4yM jJaboparopHuil Tect). OcTaHHIM, aie
HE MEHII BaXJIMBUM MOMEHTOM BHUBYCHHS XapaKTEPUCTUK HEPOPMAIbHUX TUIATEXKIB
MaIi€HTIB MalOTh TAaKOX OyTH CHOPHHHATTSA 1 CTaBJICHHS 10 IUX IUIATEXIB, SKI MOXYTh
BapilOBaTUCS 3aJICKHO Bif Kpainu. CHpUHHATTA 1 CTaBIEHHSA 10 HEODIMIHHUX IUIATEXIB

nalieHTa MOXKE BiAIrpaBaTH Ba)KIMBY pOJIb Y po3poOlLi Ta pearizallii aJlekKBaTHUX CTpaTerii,
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CIpPSMOBAHMX Ha PO3B’'s3aHHA wLi€i mpoOsiieMd. 3 OISy Ha BaXIMBICTH CYCHUIBHOTO
CTaBJICHHS Ta CHPUNHATTA B MOJITUYHOMY KOHTEKCTI po3aumm 3 Ta 4 30cepe/KeHl Ha IUX
aCIIeKTax.

Y po3gimi 3 cycmibHa JyMKa BIIHOCHO He(GOPMaIbHHMX IIJIATEXKIB, CTaBJICHHS
IPOMAJCHKOCTI 10 HHMX 1 CHPHUHUHATTS TMOPIBHIOIOThCA Ha mpukiani kpain LICE, mpo ski
imocs Bume. Jlani g anamizy Oynu 3i6pani B jumHi 2010 poky B 1I€HTHUHHX
JIOCJTIJDKEHHSX JIOMOTOCIIONIApCTB, MPOBEACHUX OAHoudacHO B bomrapii, Yropmwuni, JIuTsi,
[Tompmri, Pymynii Ta VYkpaini. HarmionaibHa penpe3eHTaTHBHA OaraTocTymiH4YacTa
cTpaTu(dikoBaHa BUMNAJKOBAa BHOiIpka Oyna 3acTOCOBaHa B KOXHIM KpaiHi 3 METOIo
nposeneHHs 10003aBepiieHNX 0COOMCTUX 1HTEPB 0 HA OCHOBI CTAaHJAPTU30BAHOT aHKETH. Y
po3mimi 3 B KJIACTEPHOMY aHali3l TOYEProBO 3aCTOCOBaHI JaHl MO0 TPOMAJChKOTO
cTaBjieHHS (MO3UTUBHOIO YM HETaTHBHOTO), CHPHHUHATTA (Ha OIUIATy TOTIBKOIO Y Ha
NOJAPYHOK B HATypajbHii (OpMi BIIIAETBCSA SPIMK KOPYMIIT YW IMOJSKU) 1 HAOCTAHOK
IpOMaJChKa JyMKa MpO MPUYMHH SIBHUILA 1 MOTPeOy BUKOpPIHEHHS HE(HOPMAIbHUX IJIATEXKIB.
[Ticnst BUSIBIIGHHSI 3MICTOBHUX T'PYIl, TPY 3MiHHI, B IKMX 3a3HAYEHO WICHCTBO PECIIOH/ICHTA B
KJIacTepi, MpoaHaIi30BaH1 SIK 3aJICKHI 3MIHHI B PerpeciiHOMY aHali3l 3 THM, 00 BUBYUTH
3B'A30K MDK KJIACTEPHHM YJICHCTBOM 1 HAOOpOM HE3aIEeKHHX COLIaTbHO-AeMOrpadiuHux
XapaKTEPUCTHK, MOMEpPEeIHIM [OCBIIOM HE(POpPMalbHOI CIJIAaTH 332 MEIUYHY JOMOMOTY.
[TopiBHSHHS MIDK JOCHIDKYBAaHUMH KpaiHAMH BHUSBHJIO, IO CKpPi3h CIIOCTEPITaeThCs
MEePEBAXHO HETATUBHE CTaBJICHHS 1 CHPUUAHATTA He()OpMadbHUX IUIATEXKIB TOTIBKOI SK
KOpYIIlii, [0 CBITYUTH MPO COLIaJbHy HEOAKAHICTh MHOro sBUMIA. [IOpIBHSHHS MiX
kpainamu [[CE Bka3yooTh Ha Te, O B JAesIKUX KpaiHax (ocoOyuBo B [lonblni, ajie Takox 1y
Bonrapii) CHpuiiHATTS CyCHiabCTBOM He(hOpMalbHUX IUIATEXKIB € MEHII MPUXHIBHUM
HOPIiBHAHO 3 iHIMMHU (0CO0MMBO B Yropuiuai Ta YKpaiHi). Biblll MO3UTHBHE CTaBICHHS 0
He(OopMaTbHOI OTUIATH 332 MEIUYHY JOTIOMOTY B IIUJIOMY CIIOCTEPITa€ThCs CEPell THX, XTO Ma€
JIOCBIJ] 1apyBaHHs MOAAPYHKIB, 1 B MEHIIINH Mipi cepell THX, XTO Ma€ JOCBiA HehOopMaIbHOI
orjaru rpomuMma. Taka pi3HUI B CIPUUHATTI HEPOPMaIbHUX IUIATEXKIB Y HATypajbHIN Ta
rpomoBiii hopmax MmomideHa 1 B MOMEPEAHIX ITOCHIHKEHHSX, IO MiATBEP/KYE BaKIUBICThH
BIJIOKpEMJICHHS WX JABOX (DOPM OIIATH B MOITHII 1 B JOCIIKEHHSX.

Y pozmini 4 ocobnauBy yBary NPHUAUICHO BHUBYEHHIO 3B SI3KYy MUK 3A1HCHEHHSIM
HepopMaNbHOI OIIATH 3a MEOUuHy JornoMory (peanbHa TIOBEIIHKA) 1 CIPHUHATTAM
HeopMalbHOI OIUIATH MAli€HTaMH (TBEPKCHHS IIOJ0 MOXKJIMBOI YSBHOI TOBEIIHKH), 3
ypaxyBaHHSM COIIaJIbHO-IeMOTpaiyHIX XapaKTEPUCTHK PECTOHIEHTIB. B 1boMy po3miii

MpoaHaNi30BaHl JaHi, 310paHi 3a Ti€l0 X METOJMOJIOTIE€I0, MPO SIKYy WHUIoCs B po3mim 3.
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PecnioHZIeHTIB IPOCHIN MiATBEPAMTH, CIIPOCTYBATH a00 BUCIOBHTH HEBIEBHEHICTh IIOJ0
I ST TBEP/KEHb, SIKI BKA3ylOTb Ha OCOOUCTICHE CHPUHHATTA a00 TOTOBHICTH IUIATHTH
HepopMaibHO 3a MeAWYHY JonoMory (MpUKIan TBEPIKCHHS — TMAI[iEHT I[OYyBa€EThCs
HEKOM(OPTHO, KOJIM BUXOJIUThH 3 KaOIHETY JiKapsi 0e3 MPOsBY BISYHOCTI; MAIIEHT HE MOXKE
BIJIMOBHTH Ha MPOXaHHS MEPCOHANY CIUIaTUTH HeGOopMallbHO). Pe3ynbraTH MOpIiBHSHD MiX
kpainamu LICE noBoasTh, mo OoNrapchki Ta TMOJIBCHKI MAIIEHTH BUSBISIOTH MEHILY
CXWJIBHICTh 110 3[1HCHEHHs HEO(IIMHNX TUIATEXIB MAI[i€HTIB, B TOM Yac SK PECIIOHJECHTH 3
Pymynii Ta YkpaiHnu yacrime 3BiTYIOTh PO TaKi BUMAAKH. Y BCIX IIECTH KpaiHax JIFOIH, K1
BITUYBalOTh ce0€ HISKOBO, SIKIIO JIMINAIOTH KabOiHeT Jikaps 0e3 <«IoIsKu», a TaKOX sKi
BBXKAIOTh, II0 HECIIPOMOXKHI BiJIMOBUTH Ha TPOXAaHHS MEAMYHOTO MEPCOHATY TUIATUTH
He(opMaTbHO, YaCTIle BAAIOTHCSA 10 MPaKTUKU HedopmanbHOi omiatu. OKpiM TOTO, BapTO
3a3HAYUTH, M0 CTATHCTHUYHA 3HAYYIIICTh 3B SI3KIB OTPUMAHUX B PErpeciitHOMY aHami3i y
Pozmini 4 BapioroTbes MK KpaiHamu. Lle JOBOAWMTH BaXIJIMBICTH PO3POOKHM CTpaTerii,
CHPSIMOBAHOI Ha BHKOPIHEHHS HE(POPMAJIbHHUX IUIATEXKIB MAIlIEHTIB Y KOHKPETHIH KpaiHi 3
ypaxyBaHHSM BaXXJIMBOCTI TAKUX OCOOMCTHX YCTAHOBOK.

BpaxoByroun 3aBmaHHs poOOTH — BUSIBUTH PiBEHb 1 0COOJMBI prucu HedOpMaTbHUX
iatexiB nauieHTiB y LICE — y posaimi 5 HedopmanbHi miaTexi MarieHTiB BUBYEHO Ha
npuknaai bomrapii, Yropmuuu ta VYkpainu. JlocnmimkeHO pi3HOMaHITTS HehopMalbHUX
MJIaTEXXIB MAIIEHTIB 3aJIEXKHO BiJ KpaiHM 1 pOKIB, B K1 31MCHIOBAJIACS OIJIaTa, BiJl PI3HOBUIY
MEIUYHOI JIOTIOMOTH, Bi MeTH Ta iHimiaropa orutatu. ani Oymm 3i6pani B 20101 B 2011
pokax (B Mekax Hal[lOHAIbHUX PENPE3CHTAaTUBHUX BHOIPOK, po3Mip sikux 6mu3sko 10001 800
3aBepUICHUX IHTEPB [0 BiAMOBiNHO). [TOpiBHSAHHSA MiX KpaiHaMH BHUSBWIIM BIJHOCHO BHCOKY
MOLIMPEHICTh HeOpMaTbHUX TUIaTeXiB mamieHTiB B Yropmuni (20%)i Ykpainu (35%),anix
B bonrapii (9%). HebopmainbHi miaTexi BHIL i OUIBII MOMKPEH], KOJIX BOHH BHMAararoThCs
YU OYIKYIOThCS HaJlaBauaMH TOCIyr. TUM HE MeEHIe, BIAHOCHO BHCOKA TOIIUPEHICTh
He(OpMaTbHUX IJIATEXKIB MAILIEHTIB B YTOPIINHI € BUKIIOYCHHSIM 3 TaKOl JIOTIKH, OCKLUIBKU
taM HedopmanpHa crjata 3Ae0UTbIIOro iHINiHOBaHA NAIli€eHTaMH. 3HAYHA KIJTBKICTh
HeopmanbHuX ormiar (YTopIiirHa He BUHITOK) Ma€ Ha METI OTPUMATH <«OiIbIIIe yBarku» 4u K
«Kpalry sKicTb». binbiie Toro, iMOBIpHICTh 3IWCHEHHS 1 po3Mip HEGOPMAIBHOTO TUIATEKY
3HAYHOIO MIPOI0 BU3HAYAETHCS PI3HOBHIOM CIOXHTOI MEIUYHOI TOMTOMOTH (JIiKap 3araibHoi
NPaKTUKKA YM CIICI[iaJIiCT, aMOy/IaTopHa YM CTallioHapHa jJoromMora). Tak, momMiueHo OiuTbIry
KUIBKICTh TAITIEHTIB, SKI 3MIMCHIOIOTh BHCOKI HedopManbHI CIUIaTH 3a CHEIliadi30BaHy
MEIUYHY JOTIOMOTY Ha BIIMIHY BiJl JOTIOMOTH, HaJaHOi JIIKapeM 3arajJibHOi MPaKTHKHU.

AHaJIOTIYHA CHTYyallis CIIOCTEpIraeThcst 1 y pas3i XipypriyHoro BTpy4YaHHsS Ta MOJOTIB Yy
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NOPIBHSAHHI 3 IHIIUMHU BTPy4YaHHSIMHM, 3pOOJIEHUMH B craiioHapi. KulpkicTh IUIaTHUKIB 1
criadeHi cymu (30kpema HedOpMalbHO) € HAWBHIIMMHU Yy BUIJKaX TroCHiTaji3ailii,
nmoB’ si3aHOoi 3 mojioraMu abo BariTHicTio. Hampukman, B YropumwHi Ta YKpaiHi OIU3bKO
MOJIOBUHM TIAIIEHTIB CTAI[lOHApy TMOBIAOMIISIIOTE CTOCOBHO 3JIIHCHEHHsSI He(PpOpMaIbHOI
CIUIATH TiJl Yac BariTHOCTI YW MOJIOTIB, 1 X0Ya Cepe/IHE 3HAYECHHS IUX IUIATEXIiB CTAHOBHUTH
6mu3pko 70 — 100eBpo, 3aranbpHa cyMa IJIATEeXKy € BJABIUi-BTPUYI BUIIOKO 32 HE(POpMabHY.

3Bakaloud Ha OTPUMaHI y JHUCEPTAIIHHOMY JOCHIIKEHHI pe3ynbTaTd Ta [lim
tucstaomiTTss OOH y po3aini 6 mpeacTaBieHo neTanbHININN MOTIIA] Ha He(opMalbHi TUIaTexkK1
Ta TIOBEIIHKOBI MOJENi, TIIOB’S3aHI 3 HApPOHKCHHSIM JUTHUHH. Pe3ynbratu sKICHOTO
eTHOrpa(iuHOr0 IOCTi/KeHHS, mpoBeaeHoro B Kuesi (0COOMCTO ONMUTAHO IBAIISThH
PECIOHCHTIB, 30KpeMa, OJUHAIIIAT KIHOK, SIKI HAPOJMUIIU MPOTITOM OCTaHHIX JBOX POKIB,
IIICTh AKYIIEPIB-TIHEKOJIOTIB, SKI MPAIOI0Th B KHIBCBKUX IIOJOTOBUX OYIMHKIB, 1 TpH
KJIFOUOBHX iH(OPMAHTH), — JAIOTh MiJICTaBU BHOKPEMHTH JIBi TPYIH MAI€HTIB y MOJIOTOBHX
OyIMHKAX: <«IIPUBATHI MAIlIEHTH» Ta «10 MBHIKIN». OcTaHHI HE MalOTh «HJWBIIyaJbHOTO
aKyIIep-TiHEKOJIOTa», X04  BOHHM MOXYTh 3IIHCHIOBATH pI3HOMaHITHI mmiatexi. bymo
BUSIBJICHO J1Ba (PAKTOPH, sIKI MOTHUBYIOTh MalOYTHIX OaThKIB 1O TIOIIYKY <IIPHUBATHOTO
aKyIep-TiHeKoyora»: norpedy B 1i10000BOMY AOCTYHI 10 HaAiHHOTO JyKepena iHpopmarii
Ta HEOOXIJHICTh ICUXOJIOTIYHOTO KOMQOPTY MiAg yac moioriB. TakuM dYHHOM, crpoba
OTPUMATH HalKpally «OropTKy mociyru» (mepeBipeHy iHdopwmaiiito, Oiabille yBaru Ta
YYHHICTH) Ha TJIi MOYYTTS TPUBOTH CIIPUAMAETHCS IMAIliIEHTaAMHU SIK CTPATETIs, IO Ja€ 3MOTY
VHUKHYTH <«IOTIOMOTH, SIKa HE BiAMOBigae cTtanmaptam». Kpim Toro, HegopmaiibHa oriata 3
KUIIIEH] TAIlieHTa He JIUIIEe BUCTYIA€E AOMOBHEHHSIM JI0 3apIUiaTH aKyIIepiB-TiHEKOJIOTIB, a i
JI0 3apIviaT 1HIIMX CHIBPOOITHHKIB, TaK camMoO SK 1 J0 OMODKETYy JIKapHSIHOTO 3akjamy.
Cnpapni, HM3bKa 3apo0iTHA IUIaTa MEIUYHOTO TIEPCOHANTy B JOCTIIHKEHHI BKA3YEThCS SIK
aKyIIepaMHu-TIHEKOJIOTaMH, TaK 1 MaTepsIMH sIK OCHOBHA MPHUYMHA ICHYBaHHS HE(POpPMaTbHUX
aTexiB. TakuM YMHOM, 3a BIJICYTHOCTI aJ€KBaTHOI MOJITUKM HapaxyBaHHsS 3apoOiTHOI
IU1aTH, HeOPMaJIbHI MJIaTeX1 BUABISIOTHCS IHCTPYMEHTOM B PYKax JIESKUX MAIli€HTIB, SKUN
JI03BOJISIE BIUTMBATH HAa «OOTOPTKY> OTPUMAHOI JOTIOMOTH.

Po3min 7 y3aranpHIOE OCHOBHI PE3yJbTaTH JOCIHIKEHHS, IPEACTABICHOTO B
JycepTalii, TPOMoHye MOXJIMBOCTI BUKOPHUCTaHHS pE3yJbTATiB 1€l poOOTH B MONITHIN, a
TaKO’)X MICTUTh OOTOBOpPEHHS OOMEXEeHb 1 NpPHUKIHLEBI 3ayBaxeHHs. JluceprariiiHe
JOCIIIJDKEHHS TIPUITYCKA€, IO CTaBJICHHS 1 CHOPUMHATTS marlieHTaMud HehOopMalbHUX
MJIaTeXIB, @ TAKOXK KapTHUHA IUIATEXIB MAaIlI€HTIB ICTOTHO Pi3HATHCS Mik KpaiHamu LICE. [Tpu

ObOMY OAHOYACHO BHUABJIANOTLCA HCTATUBHC, MO3UTHBHC 1 6a1?lz[y>1<e rpoMaacCbKe CTaBJICHHS,
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oIjlaTa Ha BUMOTY HasBHA pa3oM 3 IJIaTeXaMU-BISUYHICTIO, XOUa YaCTKa IIMX KOHTPACTHUX
KaTeropii pizHUTHCS B perioHi. BimminHocTi Mix kpainamu LICE MoxyTb OyTH MOsICHEHI
0araTOMaHITTSM PETYISTOPHUX MEXaHi3MIB, HAsBHICTIO aJIbTEPHATUB HEOQDIIHHIM
maTe)xaMm sIK 3aco0y Jisi OTpUMaHHS JAOCTYNY 0 MOCIYTH 4d ii Kpamioi SKOCTi, a TaKOX
piBHeM Ta Jpkepenamu (piHaHcyBaHHSA. OCHOBHA K LIHHICTh JUCEPTaLlii MOIArae B TOMY, IO
3aJIydeHO BEJHMKY KIJIBKICTh KpaiH [UId HOPIBHSAHHA M PO3YMIHHS 3B'SI3KIB MIXK JIOCBIJIOM
OTUTATH 1 CTABJICHHSIM PECIIOHJICHTIB K 1 OCOOJIMBICTIO HAaJITaHOT TTOCITYTH.

Tum wyacoM, MNPUXWIBHICTE [0 OTPUMYBAaHHS, HAJAaHHA Ta TOKJIAJaHHSI Ha
HeopMalbHI IIaTeXi MAallieHTiB, 10 crocTepiraetbes B kpainax L[CE, moxyTh cratu
ICTOTHOIO MEPEIIKOI0K0 i Yac pehopMyBaHHS CUCTEM OXOPOHH 370POB’ s B KOXKHIMN 13 KpaiH.
Takum ymHOM, cTpaTerii, CIPsAMOBaHI Ha PO3B’ sI3aHHS MPOOJIeMU HeHOPMATBHHUX ILIATEKIB
MaIli€HTIB Ta MPUYHH IXHHOTO ICHYBaHHS, MAalOTh OyTH TPIOPUTETOM B TOPSJIKY JIEHHOMY
ypsAAiB  KpaiH. 3arajioM, 3AaTHICTb ypsay 3a0e3MeunuTH HAIEXKHY poOOTYy CTPYKTYp
JIep’KaBHOTO CEKTOpa B LIJOMY 1 CEKTOpa OXOPOHH 3/0pOB’s, 30KpEeMa, PO3IIAJAIOTh K
KIJIFOUOBY TIEPETYMOBY IS 3aMI00ITaHHs TIHBOBUX MPAKTUK. 3MIHH B JICPKABHOMY YIIpaBJIiHHI
Ta 3alyueHHS MDKHApPOJHUX OpraHizaliili MOXyTb CTaTH CTUMYJIaMH JJis TOKpalleHHs

BPSLyBaHHS Ta YIPABIIHCHKOI KYJIbTYPH Y BCIX JIEP’KaBHUX CEKTOPAX.
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HedopmasnbHble nuiaTexu nanueHToB B crpanax LenTpanasHoii u Boctounoii EBponbi

AHHOTanus

[Inarexu mManMEeHTOB 3a MEIUIMHCKYIO TOMOINb M3 HMX COOCTBEHHOTO KapMaHa
ABJIIOTCS OCHOBHBIM HCTOYHUKOM (DMHAHCUPOBAHHS 3/JpPAaBOOXPAHEHUS B CTpaHax
HentpanbHoii u Boctounoit EBponbl. Takue miatexxu MarMeHToB CYIIECTBYIOT B Pa3IMUHBIX
dopmax, Hampumep, (opmanmbHBIE — TUIATEXKH,  PETYIHPYEMble  HAIMOHAIBHBIM
3aKOHOJATENLCTBOM, H KBasW-(hopmanpHas oOmiaTa, yCTaHaBIMBaeMmas IOCTaBIIUKAMU
MEIUIMHCKUX YCIYI TMpU OTCYTCTBUHM YETKO YCTAHOBJIEHHBIX HAIMOHAIBHBIX HOPM.
JIOTIONHSIOT ATOT CHUCOK HedopMasbHbIE IJIATEKU MAlMEHTOB, BKIIOYAIOUIME B ceds Bce
HE3apEeTUCTPUPOBAHHBIC TUIATEKU MAIMEHTAa 32 METUIIMHCKYIO TOMOIb, (pHHAHCHPYEMYIO
rocynapcTBoM. Takue He3aperucTpupoBaHHBIC OIJIaThl TPEOYIOT 0CO00TO BHHMAHWS,
MOCKOJIbKY HMTHOPHUPOBaHHE He(OpMaJIbHBIX IUIATEXKEeW MOPOXKIAET HEJOOLEHKY OO0IINX
3aTpaT Ha CUCTEMY 3JpPaBOOXPAHEHHUS, a UX CKPBITBIA XapakTep JAejaeT MpoOiieMaTH4YHON
JIOCTYITHOCTB U MIPO3PAYHOCTH IPEIOCTABICHUS METULIUHCKON TTOMOIIIH.

B paznene 1 qucepranuu nogaHo oOIIyI0 XapakTepUCTUKY (peHOMeHa He(opMatbHbIX
IJIaTEXKEW MAlMEeHTOB, Pa3BUTHE 3TOTO SIBJICHUS, MPUYMUHBI U MOCIEACTBUS CYIIECTBOBAHUS
HehopMaNbHBIX TUIaTeXkel. B 4acTHOCTH OTMEYaeTcsi, YTO HECKOJIBKO NECATUIICTHN Ha3al
He(opMaIbHBIC MIATSKU MANMEHTOB PACCMATPUBAIKUCH MPEUMYIIECTBEHHO KaK COLUAIbHO-
KYyJIbTYpHOE siBlieHHE. Temeppr B IuTeparype mpeoOiaaeT MHOTOACTEKTHBIA IMOAXOA K
MOHMMAHUIO 3TOTO SIBJICHUS, & UMEHHO OOBSCHEHEHHE C MO3UIMIl HEXBAaTKU PECypcoB, a
TaK)K€ HaJUIEKAIIEro YIPABICHMS, HEPA3pbIBHO CBSI3aHHBIX C COLMAIBHO-KYJIbTYPHBIMHU
OCOOCHHOCTSIMU. OJTH TPH H3MEPEHHUS HEODUIMANBHBIX TUIATEKEW MMAlUEeHTOB U
NEPEIUICTeHUs] 3TUX M3MEPEHUU JOCTATOYHO YHUKAIbHBI I KaXKJIOH OTIENbHO B3SATOMN
CTpaHbl ¥ GOPMHUPYIOT HETIOBTOPUMYIO KapTHHY.

[Ipenpinymue uccaenoBaHus MOKa3bIBAIOT, YTO HEPOPMAIIbHbBIE IUIATEXKHU MAIIEHTOB
SBJISIFOTCSL BAYKHOM COCTABJISIIOIIEH MHOTHX CHUCTEM 3JpaBOOXpaHEHUs cTpaH LleHTpanbHOU 1
Bocrounoit EBponbl (nanee — LIBE). Dmnupuueckue xe wuccienoBaHust HeopMalbHBIX
IUTATEeXKEH TMalMeHTOB B OCHOBHOM C(OKYCHPOBAaHBI Ha OTIEIBHO B3SATHIX CTpaHaX U B
OCHOBHOM Ha MacmTa0ax M JeTepMHMHAHTaX OTUX IUIaTeKed, TOr/Ja Kak BOCIPUSATHE
noTpeOuTeNnel M3ydaeTcsi KpailHe PelKo, JaXe B HCCIASAOBAHHUSAX B OIHOW CTpaHe. Takum
oOpa3oMm, 1enb JaHHOW JHUCCepTallud — UW3YYeHHEe HeQOpPMAIbHBIX TIUIATeXKeW 3a

MCIUIIMHCKYIKO IIOMOIIb, CPAaBHCHUC YPOBH:, Macirada Takux HHaTe)Keﬁ, OTHOLICHUA
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norpeduTteneit k HuM B crpanax LIBE. OcHOBHOe BHUMaHUE B AUCCEPTAIMU YICTSAETCS IeCTH
crpadHaMm [[BE, Haxonsdmuxcs Ha pasHbIX 3Talax COLHAIbHO-3KOHOMUYECKOTO Pa3BUTHUS —
bonrapusi, Benrpus, Jlursa, Ilonbmia, Pymbiaus u YkpanHa. OTU cTpaHbl NPEACTaBISAIOT
co00lf MHTEPECHBIE MPUMEPHI TSI CPABHEHUM C Y4E€TOM, C OJIHOH CTOPOHBI, CXOJCTBA HX
CEKTOPOB 3/IpaBOOXPAHEHHUS B IMPOLUIOM, B COLMAIUCTHUYECKUH IEpPUOJ, a C JpYyrou -
Pa3TUYHBIX TEMIOB pe(hOPMBI CHCTEMBI 3JPABOOXPAHECHUS B MTOCT-COMHATMCTHIECKYIO ATIOXY.

Jlis 000CHOBaHUSI SMIIMPUYECKOrO aHaln3a, MPOM3BEJECHHOTO B JHUCCEPTALMOHHOM
UCCIIEIOBAaHUM, B pasfene 2 cAelaH CHUCTEMHBIM 0030p MpenbIaAylIuX HCCIeT0BaHUI
HeOpMaIbHBIX IJIaTexei nanueHToB. B nienom 31 anrnosi3piyHas myOiauKamnus, B KOTOPOU
UAeT peudb 00 OMIHPUYECKUX  HUCCIENOBaHUAX, ObUla UWACHTH(QHIMpPOBaHA KAk
COOTBETCTBYIOIIAsA YycioBUsAM moucka. CoaepkaHue NyONMKaIMil MpoaHaTW3UpPOBAHO Ha
IpEeIMET BBISIBICHUS METOJ0JIOTHUYECKUX TPYJHOCTEN B U3yYeHHH He(OpMalbHBIX IIaTexkei
narueHToB. O030p MOKa3bIBaeT, 4TO He(opMalbHBIC TUIATEKHU 32 MEAUIIMHCKYIO MOMOIIh
UCCIIEAYIOTCS TPEUMYIIECTBEHHO C TIO3MLMH MalUMeHTOB WM OOILIero HaceleHus, B
HEKOTOPBIX HCCIEIOBAHUIX €IMHUIIAMHU BBIOOPKU CTAaHOBSTCS TakXke JOKHOCTHBIC JHIA U
MOCTaBIIUMKHA YCIYT. BOJBIIMHCTBO HccienoBaHHil oOpaiaeTcss K OAHOMY METoay cOopa
JAHHBIX — JIMYHBIM WJIM TPYIIOBBIM HHTEPBBIO. TakoW HHCTPYMEHT HCCIEIOBAaHUS Kak
caMo3arojiHsieMasi PeCOHACHTOM aHKETa MPUMEHSETCS PEIKO, XOTS MMEHHO TaKOW METOJ]
o0JjasaeT MpPEeMMYIIECTBOM B HCCJIEIOBAaHUSX Ha CEHCUTHUBHYIO TeMmy. WM Bce ke JTUYHbBIE
UHTEPBbIO CUMUTAIOTCA HambOojee aJeKBaTHBIM METOAOM, KOrja ecTh HOTpeOHOCTh B
MOJTyYEHUU MaJIOTO KOJMYECTBAa OTKA30B OT Y4YacTUS B HCCICNOBAaHUU M HE TpedyeTcs
BBICOKAs! MHTEJICKTYyallbHas IEATEIbHOCTD PECIIOHICHTOB IPU OTBETE HAa BOIIPOC, OCOOEHHO B
YCIIOBHSIX HEOIPEAEIIEHHOIO SIBJICHUs, CYIIECTBYIOIIEr0 B YETKUX rpaHunax. s Toro,
YTOOBI OTJIMYUTH HEO(PUIMAIBHBIN TUIaTeX KaK HACTOALIYIO0 OJaroJapHOCTh, IPAKTUYECKU HE
BIMSIOIIYI0O HA XapakTep OKa3blBAEMOW MEIMIMHCKON MOMOIIM, OT JPYrux THUIIOB
HeOpMaIbHOM  orIaTthl  (B3ATOK), MOJPBIBAIOIIUX  (DYHKIMOHUPOBAHUE  CHCTEMBI
3paBOOXPAHEHMs], CIEeAyeT oOpaTUTbcs K paboueMy omnpefeneHHIo HehopMalbHBIX
MJIaTe)Ke MalMeHTOB, B KOTOPOM OTOOpaKaroTCs MX KITFOYEBBIC XapaKTEPUCTUKU. B maHHO#
JUCCepTalMy MPEAIoiaaraerTcs, 4ro HCCIAEAOBATENN JOJDKHBI HE TOJBKO HMMETh ILENbIO
U3YYCHHE pa3Mepa HEO(PUIMAIBHBIX TUIATEXKEH MAlMeHTa, HO TaKXe JTOJDKHBI OTBETHTH Ha
CJICAYIOIIME BOMPOCHI: KTO SIBJIICTCS HHUIIMATOPOM ILIaTexa (MOTpeOUTe b WK MPOBaiep),
KTO HMEHHO IUIaTHT (MAlMeHT WIM €ro CeMbsi), KTO sBIseTcs OeHeduimapom
(MaAMBHIYaTBHBIN MTPOBaiiep, IpyIa MpoBalaepoB WK yupexaenue). Kpome toro, takue

4epThl HeOPMATIbHOM OIUIAThI KaK MpHpoa (IeHEeKHast UM HET), MOMEHT OIUIaThl (0 MM
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1OCJIC TIOMOIIH), 1eNb (MOJy4YeHHe JYYIIero KauyecTBa WM JOCTYNa) U TPEAMET OIUIaThl
(amOymaTopHas WM CTallMOHApHAs MOMOINb, XHPYPTUYECKOE BMEIIATEIILCTBO WU
7a00PATOPHBIA TECT) JOJKHBI OBITh yuTeHBI. [loCienHUM, HO HE MEHEEe Ba)KHBIM MOMECHTOM
U3YYEHUS XapaKTePUCTHK HePOpMaNbHBIX IJIaTeKeH MallMeHTOB MAOKHBI TaKkkKe ObITh
BOCTIPUATHE U OTHOIICHHUE K ATUM IUIaTeXaM, KOTOPbIE MOTYT BapbUPOBATHCS B 3aBUCHMOCTHU
OT cTpaHbl. BocmpusTHe M OTHONICHHE K HEO(PUIMAIBHBIM IUTATEXaM MaIlMeHTa MOXKET
UrpaTh BaXXHYIO POJIb B pa3pabOTKe U peanu3aliyl aJIeKBaTHBIX CTpATETHid, HAIlEJICHHbIX Ha
pelieHre 3Toi MpoOIeMbl. YUUThIBasi BAXKHOCTh OOIIECTBEHHOTO OTHOIICHUS U BOCIIPUSITHS B
MOJUTUYECKOM KOHTEKCTE, pa3zien 3 U pa3zien 4 cocpeloTOUeHbl Ha 3TUX ACTIEKTax.

B pasnmene 3 o0miecTBeHHOE OTHOIIIEHHWE OTHOCUTEIHHO HE(OPMATbHBIX TUIATEKEH,
BOCIIPUSTHE OOIIECTBEHHOCTH U MHEHUS TAIMEHTOB CpaBHUBAIOTCA Ha npumepe crpan [IBE,
0 KOTOPBIX TOBOPWIOCH BhImIe. JlaHHbIC uIs aHanm3a Obutk coOpanbl B uioje 2010roma B
UJCHTUYHBIX WCCIEAOBAHUAX JOMOXO3SHCTB, TMPOBEACHHBIX OJHOBPEMEHHO B bonrapuu,
Benrpun, Jlutse, Ilompme, PymbiHum u VYkpaune. HanuonanbHass pernpe3eHTaTUBHAs
MHOTOCTyIEHYaTasi cTpaTUGUIIMpOBaHHas ciay4yaiiHas BbIOOpKa Oblla MpUMEHEHa B Ka)XI0i
ctpade ¢ 1enbto mpoeaeHUss 1000 3aBepiieHHBIX JWYHBIX MHTEPBBIO Ha OCHOBE
CTaHIapTU3UPOBAHHON aHKETHI. B pa3nene 3 B KJacTepHOM aHaIM3€ MOOYEPEIHO TPUMEHEHBI
JAHHBIC ~ OTHOCHTEJIbHO  OOINECTBCHHOTO  OTHOIICHUS  (MIOJIOKUTEIBHOTO  WJIH
OTPHUIATENBHOr0), BocHpusaTHsa (Ha OMJIAaTy HAJMYHBIMH M HAa MOJApOK B HATypabHON
dopme Bemraercst APIABIK KOPPYIIIUK WX OJaroJapHOCTH) M HAMOCIEIOK OOIICCTBEHHOE
MHEHUE O TPUYMHAX SBJICHHUS W TOTPEOHOCTh WCKOPCHEHHsS He(OpMalTbHBIX TIUIATEKEH.
[Tocne oOHapyXeHUS COJEp)KATENbHBIX TPYNI TPU TEPEMEHHBIE, B KOTOPBIX YKa3aHO
YWIEHCTBO PECIIOHCHTA B KJIacTepe, MPOaHATU3UPOBAHbl B KAUYECTBE 3aBUCUMOMN IEepEeMEHHON
B PErpecCMOHHOM aHajlH3€ C TeM, YTOObl U3YUYUTH CBSI3b MEXIY KIACTEPHBIM UJICHCTBOM M
HAaOOpOM HE3aBUCHUMBIX KaK COLMAJIbHO-AEMOrpaUuecKux XapaKTepUCTHK, TaK MU C
MPEIBIIYIIAM OMBITOM He(OPMAIBHON OIJIATHI 32 MEIUIIMHCKYIO MOMOIIL. Bo Bcex cTpaHax
HAOI0TaeTCsl MPEUMYIIECTBEHHO HEraTWBHOE OTHOIICHHE M BOCIPUATHE HE(OpMaTbHBIX
laTexeil  HaNTMYHBIMH ~ KaK  KOPPYMIHMH, 4YTO CBUAETEILCTBYET O  COIMAJIbHOM
HEKeNaTebHOCTH ATOro siBiieHusA. CpaBHeHus Mexy ctpaHamu [[BE yka3piBaroT Ha TO, 4TO
B HEKOTOpbIX cTpaHax (ocobeHHO B [lombie, HO U B Bonrapuu) BocmpusTHe OOIIECTBOM
He(OpMaTbHBIX IUIATEXKEH SBISETCS MEHee ONaroCKJIOHHBIM IO CPaBHEHHUIO C JAPYTUMH
(ocobenno B Benrpuu um VYkpamue). boinee mo3uTHBHOE OTHOLICHHE K HehOPMaIbHBIM
iaTexam 3a MEAMIMHCKYIO MOMOIIb B I[EJ0M HaOJI0/aeTcsi Cpeau TeX, KTO MMEET OIBIT

JMapeHus TONapKOB, U B MEHbBIIEH CTEMEHH CPEeId TeX, KTO MMEET ONBIT HedopMaabHOU

212



oryathl JeHbramu. Takast pasHHIIa B BOCHPUATHH HE(OPMAIbHBIX IUIATEXENH B HATypaTbHOU
U JIEHeXXKHOW (opMax 3ameueHa M B NPEIBIAYIIMX MCCIEIOBAHUSAX, YTH IOATBEPKIACT
Ba)XHOCTb OTJICJIEHUS 3TUX ABYX (DOPM OILIATHI B TOJUTHKE U B UCCIIEIOBAHUSAX.

B paznene 4 ocoboe BHUMaHME YAEICHO U3YYEHHUIO CBSI3UM MEXIY OCYILIECTBICHHEM
HeopMaTbHOM OIUIaThl 32 MEAMIUHCKYIO MOMOIIb (pealbHOE MOBEJCHUE) M BOCIPUSTHEM
HeopMabHOM OIUIaTHl MaUeHTaMH (YTBEpP)KICHHE O BO3MOXKHOW MHHMOW IMOBEICHUS) C
Y4ETOM COLMAIbHO-AEMOrpaUUECKX XapaKTepUCTUK pPECIOHIEHTOB. B sTOoM pasnene
IPOaHAJIN3UPOBAaHbI JAHHbIE, COOpaHHbIE IO TOH e METOAOJIOTUH, O KOTOPOH FOBOPUIIOCH B
pazgene 3. PecnoHIEHTOB MNpOCWIM TOATBEPAUTH, ONPOBEPTHYTh WM  BBIPA3UTh
HEYBEPEHHOCTh B IIATU YTBEP)KICHMSX, YKa3bIBAIOIIMX Ha JMYHOCTHOE BOCIPUATHE WIIU
TOTOBHOCTh IUIaTHTh HE(POPMaJIbHO 33 MEIAMIMHCKYIO IOMOLIb (IPHMEp YTBEPIKACHHS —
NAalMEeHT 4YyBCTBYET HEKOM(OPTHO, KOIJa BBIXOAUT M3 KaOWHeTa Bpada Oe3 NpOsBICHUSA
051arolapHOCTH WJIM >K€ TAlMEHT HE MOXKET OTKJIOHEHHsI NMPOCHOBI IepcoHaNa OIIaTHTh
HedopmanbHO). PesynbraTel cpaBHeHUiT Mex 1y ctpaHamu LIBE cpaBHeHHM# OKa3bIBaIOT, YTO
Oonrapckue M TOJNBCKHE NAlMEHThl MPOSBISIIOT MEHBIIYIO CKIOHHOCTh K COBEPIICHUIO
HeO(UIMAIBHBIX IUIATEKEH MalUeHTOB, B TO BpeMsl KaK PECHOHJEHThl U3 PymblHUM 1
YKpauHbl dalle OTYMTHIBAIOTCA O TAaKUX CiIydasx. Bo Bcex WIECTH CTpaHax JIOAH,
YYBCTBYIOIIUE ce0s HEJIOBKO, €CIIM OCTABIISIIOT KAOMHET Bpaya 0e3 «OJIarogapHOCTH», a TaKXKe
CUMTAIOIIME, 4YTO MOIYT OTKa3aTb B IPOChOE MEIUIIMHCKOIO IepCOHana IUIaTUTh
HeopmanbHO, yalie nmpuderarT K nmpakTuke HepopmanbHOU omiatel. Kpome Toro, ciemyer
OTMETHUTh, YTO CTATUCTUYECKAs] 3HAUUMOCTD CBSI3€H, NMOIYYEHHBIX B PETPECCUOHHOM aHAJIN3€
B pazzieine 4, BapbUpYEeTCS MEXAYy CTpaHaMd. JTO IMOAYEPKHUBAET BAXHOCTH pa3zpabOTKU
CTpaTeruy, HALEJICHHOM Ha MCKOPEHEHHEe He(POpMalbHBIX IUIATE)KEH MAIUEeHTOB B
KOHKPETHOU CTPaHe C y4€TOM Ba>KHOCTH TAKUX JIMYHBIX YCTaHOBOK.

VYuuTeiBasg 3ajauu pabOThl — BBISIBUTH YPOBEHb M 0COOBIE 4epThl He(OpMaIbHBIX
riatexxedt nanuenToB B LIBE — B paznene 5 HedopmanpHbie M1aTeXu MallMEHTOB M3Y4YaloTCs
Ha nnpumepe bonrapuu, Benrpun u Ykpaunsl. MccrnenoBanocs MHOrooopasue HeopMaibHbBIX
IUTATEKEN MAaMEeHTOB B 3aBUCUMOCTH OT CTPaHBI ¥ roJla, B KOTOPBIE MPOU3BOAMIIACH OILIATA,
OT THIa MEIUIUHCKON MOMOUIH, OT LIeIM U MHUIHATOpa OomiaThl. /laHHbIe ObLIM COOpaHBI B
2010u B 2011ronax (pamMKax HalMOHAIBHBIX PENPE3EHTATHBHBIX BHIOOPOK, pa3Mep KOTOPBIX
cocraBisier okoio 1000 m 800 3aBepiI€HHBIX WHTEPBBIO COOTBETCTBEHHO). CpaBHEHUS
MEXy CTpaHaMM BBIIBUIM OTHOCHTEIBHO BBICOKYIO PaclpOCTPaHEHHOCTh He(POpMaribHbBIX
wiatekeii marueHToB B Benrpum (20%) u Vkpaumne (35%), yem B Boarapum (9%).

HedopmanpHble mnaTexu Bbllle M Oojiee paclpOCTPaHEHbI, KOrJa OHH TpeOyloTcs H
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OXUJAIOTCS  TOCTaBIIMKaMU  ycIyr. TemM He  MeHee, OTHOCHUTEIbHO  BBICOKAs
pacnpoCTpaHEHHOCTh HEQOPMAIBHBIX IUIATE)KEW MMalUeHTOB B BeHrpum sBiseTcs
UCKJIIOYCHHEM M3 TaKOW JIOTWKH, TMOCKOJbKY TaMm HedopMmaiabHasi oOIulaTa B OCHOBHOM
VUHUIUUPYETCS MAllMeHTaMU. 3HAYUTEIbHOES KOJMUYECTBO HehopMasbHbIX omiar (BeHrpus He
UCKIIIOYCHUE) MMEET IEINbI0 MOJyYHTh «OOJIbIIe BHUMAHHS» WIH )K€ WIydllee KaueCTBO».
Bonee TOro, BEpOSATHOCTH OCYIIECTBICHUS U pa3Mep HEPOPMAIBHOTO IUIAaTeXa B
3HAYUTEIBHOW CTEICHU OMPEIeNAeTCS TUIIOM MOTPEOJCHHOW MEIUIIMHCKON oMoy (Bpay
o0IIeil MPaKTUKK WK K€ CICIUATNCT, aMOyIaTOpHas WK CTal[oOHapHas momorilpb). Tak,
3aMeueHo OoJiblliee KOJMYECTBO MAIMEHTOB, OCYIIECTBIISIFOIIMX BBICOKUE HehOopMaabHBIC
OIJIaThl 32 CHCHHATU3UPOBAHHYI0 MEIUIIMHCKYIO TIOMOINb B OTJIMYKME OT TIOMOIIH,
MPEIOCTaBIEHHOM BpauoM 001ell MpakTUKU. AHAJIOTUYHAsI CUTYyallUsl 3aMEUYeHa U B CIIydasx
XUPYPrU4e€CKOro BMEIIaTeNbCTBAa U IPU POJiaX MO CPAaBHEHUIO C JPYTHMHU BMEIIATEIbCTBAMH,
C/ICJIaHHBIMHU B cTaroHape. KoaruecTBO TIIaTeNbIIMKOB U YIUTAYSHHON CyMMBI (B TOM YHCIIe
He(OPMATIbHO) SBJISIFOTCS CaMbIMH BBICOKHUMH B CJIy4asX TOCHHUTAIM3allMU, CBA3aHHOU C
pomamu wnm OepeMeHHOCThIO. Hampumep, B Benrpum u VYkpanHe, OKOJO IOJOBUHBI
MAalMeHTOB CTaIlMOHAapa COOOIIA0T 00 OCYIIECTBIEHWH HEPOPMATIbHOW YIIAThI BO BpeMs
OEepeMEHHOCTH WJIM POJIOB, M XOTS CpeAHEe 3HAUCHHUE 3TUX IUIaTexei coctabiseT okoio 70 -
100eBpo, o01mias cyMMa miiaTexa siBJIsIeTCs B JiBa - TPU pasa Bhlle He(hOpMaIbHOM.
YuuteiBas monydeHHble pe3yiabTaThl W llemu Teicsuenetus OOH, B pazpene 6
MpEACTaBICHO Oojiee TIyOOoKoe wu3ydeHHe HeDOPMAIBHBIX IUIATEKEH M IOBEICHUYCCKUX
MOJIEJIeH, CBSI3aHHBIX C POXKACHHEM peOeHKa. Pe3ynbTaThl Ka4eCTBEHHOTO ATHOTpahuIecKoro
UCCIIeIOBaHMsI, MPOBeACHHOr0 B KueBe (IMYHO OMPOIICHO JABAAIATh PECIOHICHTOB, B
YaCTHOCTH, OJMHHAJIATh KCHIIWH, POJMBIIMX B TEUEHHUE MOCIEIHUX JABYX JI€T, IIECTh
aKyIIEpOB-TUHEKOJIOTOB, paboTaloluX B KHEBCKUX POJAOMOB, U TpPU KIIOYEBBIX
uH(pOpMaHTa), TO3BOJISIOT BBIICIUTH [IBE TPYIIIbI MAIIUEHTOB B POIMIBHBIX JIOMaX: «HacTHBIC
NAIUEHTB» W «10 cKopoi». [locmeaHwe He UMEIOT <«WHIWBUIYaTbHOTO aKyllepa-
TUHEKOJIOTa», XOTS OHHM MOTYT OCYIIECTBISTH Pa3IMYHBbIC TIIATEKH. BbUTO BBHISBICHO 1B
dakTopa, MOTUBUPYIOIIHE OYAYIINX POAUTEIEH K MOUCKY «JAaCTHOTO aKyllepa-THHEKOJIora»:
NOTPEOHOCTh B KPYIVIOCYTOUHOM JOCTyNE€ K HAJAEKHOMY HCTOUYHUKY HHQOpMAIMH U
HEOOXOUMOCTh TICHXOJIOTUYECKOT0 KoM(popTa Bo BpeMst poaoB. Takum oOpazoMm, MOMbBITKA
MOJIYYHTD JIYUIIYIO «O0EpTKY ycayru» (pOBEpPEeHHYI0 WH(pOpMaInio, 0OJbIle BHUMAHUS U
OT3bIBUMBOCTH) Ha (JOHE UYBCTBA TPEBOTM BOCIPUHHMMACTCS MAI[MEHTAMH KaK CTpaTerws,
MO3BOJIAIONIAs U30€KaTh <«IIOMOIIM, HE OTBEYalOIlel YCTaHOBJIEHHBIM cTaHAapTam». Kpome

TOrO, He(bopMaana;I omjiaTa U3 KapMaHa IMallUCHTAa HC TOJIbLKO BBICTYMNACT AOIIOJIHCHUCM K
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3apIuiaTe aKkyllepOB-TUHEKOJIOIOB, HO M K 3apIuiaTaM JIpPYIMX COTPYIHHUKOB, TaK € Kak U B
Oro/KeT JIeueOHOro yupekaeHus. JleiicTBUuTensHO, HU3Kas 3apaboTHas Tu1aTa MeIUIIUTHCKOTO
IIEPCOHAJIa B UCCIECIOBAHUU YKa3bIBACTCSl KaK aKyLIEPAMH-TMHEKOJIOTaMHU, TaK U MaTEpsIMU
KaKk OCHOBHAsl IPUYMHA CYILECTBOBAaHUS HeQOopMaibHbIX MuIaTexkeil. Takum oOpa3oM, mpu
OTCYTCTBUHM aJICKBAaTHOM TIOJIMTHUKU HA4YMCICHUA 3apabOTHOW IUIaThl, He(popMallbHbIC
IUTATEXKU SIBJISIFOTCSI UHCTPYMEHTOM B PYKax HEKOTOPBIX MAIMEHTOB, KOTOPHIA MO3BOJSET
BJIMATH Ha «O0EpPTKY» MOIYy4aeMON MOMOILH. .

B 3aBepmenue paszmen 7 o0000maer OCHOBHBIE pe3yJbTaThl HCCIICIOBaHMUS,
IPEJICTAaBICHHOIO B JAMCCEPTALMU, NMPEAJAraeT BO3MOXHOCTU HCIIOJI30BAHUS PE3YNIbTATOB
JaHHOM pa®oThl B TMOJUTHKE, a TaKkKe COACPKUT OOCYXKIEHHE OrpaHUYCHUH W
3aKJIIOUNTENbHBIE  3aMe4aHus. JluccepTalMOHHOE MCCIENOBAaHWE MPENIOoJaraeT, 4Yro
OTHOILLIEHHE M BOCHPUATHE MAlMEHTaMH He(OpMaJbHBIX IJIaTeXeH, a Takke KapTHHA
IJIATEKEW IMAallMEHTOB CYIIECTBEHHO OTIMYaroTcs Mexay crpaHamu LIBE. Ilpu stom
OJTHOBPEMEHHO  TPOSABISAIOTCS ~ OTPULATENbHOE, TOJIOKUTEIBHOE W Oe3pasziImyHoe
OO0IIeCTBEHHOE OTHOILIEHUE, OIIaTa MO TPEOOBAHUIO COCYLIECTBYET BMECTE C IUIATEKaMH—
0J1arolapHOCThIO, XOTS JAOJS O3TUX KOHTPACTHBIX KAaTeropuil pas3iuyaeTcs B PETUOHE.
Paznuuns mexnay ctpanamu LIBE Moryt ObITh 0OBSICHHMBI MHOTOOOpa3HeM pErysiTOPHBIX
MEXaHU3MOB, HaJUYMEM aJIbTEPHATUB HEOPHUMATIBHBIM IUIATE&KaM KakK CpeicTBa JUis
IOJIy4EHUs JNOCTYIA K yCIyre WIN €€ Jy4lIero KayecTBa, a TaKKe YPOBHEM M MCTOYHMKAMU
¢uHaHcupoBaHus NoMolu. OCHOBHOM LEHHOCTBIO JUCCEPTAlUH SBISAETCA MPUBJICUCHHE
OOJBIIOr0 KOJIMYECTBA CTPaH Ui CPAaBHEHUS, TOHUMAHUS B3aMMOOTHOLICHUH MEXITY
OTBITOM OIUIaThl U OTHOLICHHEM DPECIOHJCHTOB KaK U OCOOCHHOCTBIO MPEIOCTaBIIIEMON
YCIIyTH.

Mexny TeM MNPHUBEPKEHHOCTh K IIONYYEHHIO, IIPEJOCTABICHUI0 M OlOpa Ha
He(opManbHBIC IUIATEXKH TMAlMEHTOB, 4TOo HabOmomaercs B crpaHax I[BE, moryr crarth
CYIIECTBEHHBIMHU TMPEMATCTBUSAMH B XO0J€ peOPMHPOBAHUS CHCTEM 3IPABOOXPAHEHHS B
Kaxaoi u3 crpaH. Takum oOpa3oMm, CTpaTeruH, HAlpaBlICHHBIC HAa pPELICHHE MPOOJIeMBbI
He(OpPMAIbHBIX IUIATEKEH NAlMEHTOB M NPUYMH HX CYIIECTBOBAHHUA, JOJDKHBI OBITH
IPUOPUTETOM B MOBECTKE JHSA IMPABUTEILCTB CTpaH. B obmiem, cnocoOHOCTh MpaBUTEILCTBA
o0ecTeynTh HaAJIeKaIly0 paboTy CTPYKTYpP TOCYAApCTBEHHOTO CEKTOpa B IEJIOM U CEKTOpPa
3paBOOXPAaHEHUs, B YAaCTHOCTHM, paccMaTpUBaeTCs KakK KIIHO4eBass NPEANOChbUIKa s
IPEIOTBPALICHUS] TEHEBBIX IPAKTUK. l3MeHeHuss B TOCYJapCTBEHHOM YIIPABJICHUU U
IIPUBJICYCHUE MEKIYHAPOIHBIX OpPraHU3alUil MOTYT CTaThb CTHUMYJIaMH I yJIydIICHUS

MEHE/UKMEHTAa M YIPABICHYECKOW KYJIbTYpbl BO BCEX TIOCYAApPCTBEHHBIX CEKTOPAX.
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